
117

11
Current Issues, Prospects, and Programs
in Health Insurance in Zimbabwe

T. A. Zigora, Deputy Secretary, Ministry of Health and Child Welfare, Zimbabwe

Health care is receiving increasing attention worldwide, not only because of its intrinsic value, but also be-
cause of its enormous impact on available economic resources. At the same time, health care is becoming
more expensive because of developments in technology and the resurgence of some diseases and the emer-
gence of new ones, and consumer demand is on the increase.

Although the government of Zimbabwe has made significant strides in trying to redress the problems it
inherited at independence, an analysis of the situation 16 years later shows that substantial geographical
inequalities in access to health care still exist. Inequalities also exist in terms of access between the rich, who
enjoy sophisticated services largely financed through medical aid societies (insurance companies), and the
poor, who receive more basic services financed by the government.

While the government remains committed to the provision of affordable and accessible health care for
all, the financing base is getting smaller. This has led to a deterioration in the quality of services and to poor
morale on the part of health workers, who know that they can do much more to alleviate the pain and
suffering of their patients, but are unable to do so because of a lack of resources. In addition, the authorities
have identified a number of factors that have led to poor performance in the health delivery system, in-
cluding the inefficient use of resources, a lack of incentives for health providers, the inappropriateness of
regulations, and the inequitable distribution of resources between the poorer and better-off segments of
the population.

Zimbabwe’s experience with user fees and private health insurance has shown that these two mecha-
nisms for financing health care have negative consequences for equity. Similarly, while the donor community
has given substantial assistance to Zimbabwe in the last few years, additional financial support from this
source is unlikely to be sufficient to meet the anticipated shortfalls.

In the face of these problems, the government must first consider how the limited funds available can be
used most effectively, and second identify new sources of financing. As part of the ongoing health sector
reform initiative being undertaken in Zimbabwe, one priority has therefore been to improve the efficiency
with which existing resources are allocated and managed. Efficiency in this context refers to both allocative
efficiency (allocating resources to those activities with the highest return) and technical efficiency (increasing
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Category Open societies Industry-based Employer-based
Number of schemes 3 3 17
Total number of beneficiaries covered 363,852 242,596 80,119
Percentage of beneficiaries covered 53 35 12

the output from given resources). In conjunction with this, the government is determined to broaden the
financing base by ensuring that every person employed in the formal sector is covered by health insurance
by introducing a social health insurance scheme. This will be implemented alongside a community-based
insurance scheme aimed at the informal sector that will be organized locally and based on voluntary partici-
pation and flexible payment mechanisms.

Social and Private Health Insurance Schemes

The concept of social health insurance is based upon risk sharing, that is, those who enjoy good health and do
not consume health services should help pay for those who fall sick and need health care. This concept
assumes that those who are healthy today will also be entitled to have a portion of their health expenses
covered by others should they fall sick in the future. In contrast, private health insurance is based on the
expected average cost of providing health services to all participants.

Currently, medical aid societies play an important role in financing the health care needs of a small
section of the Zimbabwean community. In July 1995, as table 11.1 shows, some 23 private health insurance
schemes covered 750,000 Zimbabweans and their dependents. Table 11.1 clearly shows that although em-
ployer- and industry-based programs are the most prevalent in terms of the number of schemes, they ac-
count for the smallest percentage of beneficiaries, and are in fact declining in numbers because of viability
problems. Actual membership is believed to be in the region of 260,000, all of whom are employed in the
formal sector. This suggests that about 17 percent of all those in paid employment, excluding agricultural
and domestic services, are covered by employer-based schemes.

In 1994/95, the combined expenditures of the four largest societies amounted to Z$ 654 million. Approxi-
mately Z$ 60 million of this covered administration costs, with the rest going to benefits ranging from the
basic package, which covered services at public facilities only, to the executive package, which included
comprehensive service benefits.

Employer-based schemes are conglomerates made up by companies with large work forces, who put
together in-house arrangements as part of their staff benefits. These societies have tended to suffer from a
lack of professional management.

The civil service, engineering enterprises, and the commercial banking and construction sectors each
provide industry-based schemes. The major weakness of this arrangement is that continued viability of schemes
depends largely on the performance of the sector concerned. Poor performance leads to the collapse of the
scheme and beneficiaries are left at risk.

Open societies enroll members from all walks of life as long as they can pay their monthly subscriptions.
They have experienced problems such as self-selection, where sick people join, even though they may be
unemployed or self-employed, so that the societies can bear their medical costs. In addition, some seek mem-
bership later in life when they are on a pension and find that they cannot afford their medical bills. Such
societies are also concerned about the proportion of their members who suffer from HIV/AIDS.

Resistance to a Social Health Insurance Scheme

In addition to the reservations medical aid societies have expressed about the advisability of the government
embarking on a social health insurance scheme, resistance from other quarters is also likely. The government

Table 11.1. Private Health Insurance Schemes and Beneficiaries
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anticipated such resistance and organized a number of workshops for representatives of employer organi-
zations, trade unions, medical aid societies, nongovernmental organizations, and donor agencies.

Trade union leaders have participated in the preparatory working groups and are firmly behind the
idea. The authorities hope that employer organizations will soon come on board when they begin to appre-
ciate the benefits of an efficient health service for their work forces. The government is seeking to create a
partnership with the private sector, not to go into competition with it.

Experience with the recently introduced National Social Security Authority offers some valuable les-
sons. At its inception, pensioners, employers, and trade unions, who saw it as yet another government
ploy to generate additional revenues, were opposed to it. However, the confidence building exercise that
both the government and the authority embarked on has borne fruit, and these groups now appreciate the
benefits of the scheme. The government has learned that an effective communications strategy is essential
for garnering support from various stakeholders, and will make every effort to ensure that the various
interest groups are part of that strategy.

Objectives of Social Health Insurance

By attracting additional funding to the health sector, the government hopes that social health insurance
will permit it to focus its limited resources on the needs of the poorest and least served sectors of the
population, thereby contributing to the attainment of equity. The social health insurance scheme is ex-
pected to increase the transparency of health financing in several ways, namely:

• By generating a source of funding that is earmarked for health purposes and is independent of the
pressures on the general government budget

• By underpinning the move from a largely “free” health service to one where the costs of providing
different services are clearly defined

• By providing consumers of health services with a sense of ownership of these services.

An independent social health insurance scheme that “purchases” health services on behalf of its mem-
bers from the government and/or from private providers should provide a powerful impetus to improv-
ing efficiency by introducing incentives for a high quality and cost-effective service, as well as penalties for
poor or inefficient service. However, none of these benefits will automatically accrue from the introduction
of social health insurance alone. Much depends on the design and implementation of the scheme, the
degree of consultation with beneficiaries and others, the ability to deliver improved quality and capacity,
and the relationship between the new scheme and other health sector reforms.

However, while insurance can reduce or eliminate costs to the consumer for each episode of treat-
ment, it may also lead to a misallocation of resources, and steps should be taken to guard against adverse
selection (the tendency for the sick to be more likely to take out insurance than the healthy), moral hazard
(the tendency for those insured to seek treatment more frequently than they would otherwise), and cost
escalation. Care should also be taken to ensure that the scheme does not have adverse effects on the
referral system.

Scheme Administration

The government has considered several options for administering the scheme as follows:

• Creating a new, centralized organization
• Using an existing organization such as the National Social Security Authority
• Assigning one or more of the medical aid societies to act as agents for government
• Implementing the scheme through local organizations.
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For now the preferred approach is a mixed option that consists of a new, centralized authority that is
working with a number of local organizations.

The costs of operating the social health insurance scheme can be divided into administrative costs and
the cost of providing health care (which will depend on the benefit packages), the unit costs of providing
such care, the demand for the services, and the extent to which other measures such as copayments and
deductibles are built into the scheme. Cost and resource use studies, which have recently been conducted
with assistance from the United Nations Children’s Fund, have provided a rough indication of some of the
costs of delivering the services at the rural health center and district levels. This work will form the basis on
which future studies can be conducted.

In a survey recently conducted by Peat Marwick Management Consultants, when respondents were
presented with a scenario of possible health service costs, when given the option of prepaying for services
or paying on presentation at health facilities, 38 percent of all respondents at the clinic level and 70 percent
of those at the hospital level opted to prepay into a social health insurance scheme. In terms of ability to pay,
the survey showed that potential for a social health insurance scheme was considerable, and that people are
currently spending substantial amounts on medical care, even by those in low-income groups.

Principles

The proposed scheme will take the following form:

• It will be simple and based on capital grants to primary-level providers. In return for capital pay-
ments, providers will be obliged to provide the set benefits package to consumers on demand. The
capital grant will be shared on a predetermined basis between referral hospitals and the network of
health centers that fall within each hospital’s jurisdiction.

• Participation in the scheme will be mandatory for those employed in the formal sector. Contribu-
tions will be wage-based, with both employees and their employers paying the premiums. The exist-
ing tax collection system can handle this function adequately. In the informal sector, participation
would be voluntary, with contributions set at a fixed rate and collected during periods of highest
income, for instance, after the harvest.

• As an added incentive for participation, fees at public facilities—which have not been revised for
some time—have now been brought into line with NAMAS rates, and the government has accepted
the principle of automatic adjustments as and when the NAMAS/ZIMA negotiated tariffs are re-
vised.

• The scheme will have an exemption policy for the poor. People whose income is below a specified
threshold will be exempt. Those who do not fall into this category and choose not to participate will
be required to pay for health care on a fee-for-service basis. The responsibility for screening indi-
viduals or households for exemptions should be removed from the Ministry of Health and Child
Welfare and transferred to a more appropriate authority. The practice of having untrained personnel
screen patients at the point of delivery does not lead to an equitable system.

• The basic benefits package will include primary care services and such hospital services as may be
defined as core health services. These have already been determined for some levels of care. Indi-
viduals will pay for services outside the core package on a fee-for-service basis or through private
health insurance. At a later stage, developing a more generous package within the social health
insurance scheme should be possible for those who are willing and able to pay higher contributions.

• Contributors will have the freedom to choose their provider, that is, which health center they wish to
attend. They will be allowed to switch health centers every six months if they are not satisfied with
their first choice. All primary-level providers will have to be affiliated with a secondary-level hospi-
tal so that their patients are guaranteed referral to such facilities when required.
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• Providers will be contracted to provide the specified core benefit package at no extra cost to the
patient. They will be able to retain any surplus revenue within the institution. Surplus revenue is
expected to be channeled toward activities that improve the quality of the services offered as dic-
tated by the communities they serve.

• The insurance fund will be autonomous and will have a full complement of staff at the provincial
level, with representation at the district level. Fund representatives at the village level and other
designated centers, such as the health center committees that are already in place, will collect contri-
butions from the informal sector.

• The fund will allow representatives and the villages they cover to retain a percentage of the funds
collected as an incentive to promote participation in the fund. The revenue retained will be used for
local health activities.

• The Ministry of Health and Child Welfare will decentralize the health system to give each facility the
autonomy necessary to foster competition among providers. The current hospital advisory boards
will be transformed into district health boards, and these will assume the role of provider, while the
fund assumes the purchaser’s role. Representation on the board will give communities a direct say
in the management of the services in their localities. They will thus be better able to respond to
consumers’ perceptions of quality.

• To ensure that the anticipated supplier response to increased funding is realized and to generate
competition among providers, a system of designated providers will be established. Medical practi-
tioners and nurses will be allowed to open appropriate facilities in underserved areas as designated
providers of the core package. This will help to solve many of the constraints of private sector par-
ticipation in rural areas, which currently are served predominantly by government, mission, and
local authority facilities. An increase in demand will provide opportunities for more designated
provider practices to be opened.

• Budget allocations—which the government is expected to continue providing—will be used to pay
for administrative, management, and supervision costs; for the costs of public health services; for
coverage for the indigent and other target groups; and for expenses relating to national emergencies,
such as droughts.

Implementation

Assembling a social health insurance package that will meet the needs of all Zimbabweans regardless of
their economic or social status is a major undertaking. For this reason, piloting the scheme in one province
and expanding it to the rest of the country based on the lessons learned is important.

The pilot study should shed light on how social health insurance can improve efficiency, provide a basis
for equity and sustainability, support decentralization giving members a sense of ownership of their health
facilities, and make private sector participation attractive. It will set the scene for developing the adminis-
trative and legal framework that will be essential for national implementation of the program. The pilot will
also provide an opportunity for taking the views of a cross-section of society into account in the design and
implementation of the scheme.

One of the prerequisites for selecting a pilot site is that well-managed facilities should be present, be-
cause to obtain the maximum benefits from the scheme, the suppliers of services must be able to respond to
community demands in an efficient and cost-effective manner. Therefore before launching the pilot, the
scheme’s designers will have to assess the capacities of possible pilot site facilities and make any necessary
improvements in their management capacities.

The pilot study will attempt to identify

• Promotional activities that will need to be undertaken prior to the nationwide launch
• Methods for enrolling members and likely client response
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• Simple processes for setting and collecting membership fees
• Practical approaches for exempting the poor
• Ways to assess management and logistics requirements
• Cost containment mechanisms that will not compromise quality
• Mechanisms for ensuring financial controls on premiums collected, especially in rural locations.

A number of constraints need to be tackled before the pilot is launched. These include the following:

• Community participation and local awareness among the public, local government officials, and health
workers is insufficient.

• Public providers have the right to retain the revenues they generate. A decision to this effect has already
been taken and will shortly be implemented, even under current financing arrangements.

• Public providers should be empowered to have control over their resources, that is, their staff, equip-
ment, transport, and buildings. They should also have the autonomy to develop meaningful partner-
ships with other stakeholders.

• Decentralization must be allowed to proceed more swiftly in the pilot province than elsewhere, even
though this is an independent initiative that is not dependent on the success or failure of the social
health insurance scheme. This will empower communities and enable them to have a positive influence
on providers.

Table 11.2 shows the action plan for designing and implementing the social health insurance scheme.

Impacts on Efficiency, Equity, and Sustainability

If properly planned, a social health insurance scheme will lead to a general improvement in the quality of life of
the people of Zimbabwe and provide the healthy work force needed for economic development. In terms of
equity, the social health insurance scheme offers security of access to the poor and to women and children. The
rich will be subsidizing the poor, while the healthy will be subsidizing the sick. Providers will not be able to
discriminate against anyone as long as clients belong to the scheme.

Efficiency will be improved as ready access to health care services will bring more people into the modern
health system. Because of the capital grants system, providers will be forced to contain costs if they are to
survive, and because the benefits package emphasizes primary health care, providers will be persuaded to give
priority to preventive programs.

The financial sustainability of the health care system will also improve because the scheme provides an
opportunity for collecting contributions from the informal sector and payments will be scheduled for times
when people can most afford to pay them. The contributions will become an additional source of revenue that
providers can access, thereby ensuring that essential supplies and services are always available. As indicated
previously, the increased competition among providers should serve to foster efficiency as each facility tries to
retain all the members registered with it and attract even more to increase its capital grant.

The move toward decentralization should reinforce the scheme’s positive benefits by allowing the
decisionmaking process to be shifted toward local levels and the community. Capital grants to providers will
promote competition and facilitate private sector participation through the contracting out of the supply and
management of services where appropriate.

Conclusion

Clearly setting up a social health insurance scheme is a complex undertaking that calls for caution. The govern-
ment does not pretend to have all the answers. Cooperation from the public and from interested local and
international agencies and bilateral partners is absolutely essential if the scheme is to succeed.
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Table 11.2. Activities and Time Frame for Implementing the Social Health Insurance Scheme

Activity and time frame Description

Initiating memorandum (July 1996) This document provides an outline of the general
features of the proposed scheme.

Stakeholders’ meeting (September–October 1996) The relevant ministries held a meeting with other key
stakeholders, including donors, to discuss the plan and
solicit comments and other inputs.

Appointment of implementation team A national team of experts was put in place to plan the
(October–November 1996) implementation of the scheme and to provide technical

support. The team includes experts in economics,
financial management, social science, and law. Donors
and other key stakeholders who wished to be involved
also assisted.

Draft concept paper (November–December 1996) The implementation team drafted a concept paper that
detailed the plan’s essential features and identified
gaps in information, systems, and tools that require
development, as well as publicity and training require-
ments. The team developed terms of reference and
conducted studies of supply side capacity, facility
management, legal framework, costing, and marketing.

National workshop (January–February 1997) A national workshop was convened to review the draft
concept paper and implementation plan.

Final concept paper (March 1997) A concept paper was finalized based on the studies
done and inputs from national workshops.

Preparation of the supply side (April–June 1997) The scope of activities that need to be carried out was
reflected in the final concept paper, namely:
• Setting up management structures for service delivery
• Recruiting, training, and deploying administrative staff
• Preparing an inventory of existing facilities and equip-

ment and required upgrading
• Designating private practitioners and facilities
• Ensuring a ready supply of drugs and essential medical

supplies.

Setting up the fund and management training Fund staff will need to be familiar with accounting
(May–June 1997) procedures and other management tools, as well as

banking arrangements.

Information, education, and communications strategy Every citizen needs to be brought on board. Newspapers,
(April–June 1997) radio, and television will be used to educate both the

public and providers. Several workshops will be held in
the pilot province focusing on providers, local authori-
ties, and community leaders.

Launch of pilot (1997) The launch was planned to coincide with the beginning of
the financial year.
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