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Foreword
This study examines changes in the financing of health services in
Zimbabwe, and their impact on low-income groups. It is based on
a series of interviews conducted over a two-week period in
August 1993. Sixteen women, living mainly in rural areas in
Manicaland, Masvingo, South Matebeleland, North Matebeleland, and North and East Mashonaland, were interviewed. The
interviews were facilitated by the staff of Oxfam (UK and
Ireland), in liaison with Oxfam project partners in Zimbabwe.
Only one of the women interviewed had any direct involvement
in an Oxfam-supported project.
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Summary
Policy statements by the World Bank and the International
Monetary Fund (IMF) increasingly stress the importance of
integrating poverty-reduction strategies into structural adjustment programmes. These statements attach particular importance to protecting the provision of basic health services to poor
communities through public investment in social-welfare
facilities. However, the experience of Zimbabwe, which is often
presented as a model of poverty-oriented adjustment, suggests a
divergence between principles and practice. Expenditure per
capita on health and education has fallen steeply, eroding the
quality of provision in both areas. Moreover, the introduction of
user-fees — initially on the recommendation of the World Bank
— as a mechanism for meeting targets to reduce the fiscal deficit
has excluded poor people from the health system, with disastrous
consequences for human welfare. Alternative ways of meeting
realistic budget targets, such as increased taxation of higherincome groups, have been rejected in favour of what amounts to
a regressive system of taxation on the poor. The result is
increasing inequities within the health system, compounded by
the inefficiency and high costs of administering the user-fees. An
exemption system ostensibly designed to protect the poor has
failed to do so effectively, because it suffers from inadequate
resources, and from poor design and implementation.
Contrary to World Bank claims, social expenditure in Zimbabwe
has not succeeded in shielding the poor from adjustment. Indeed,
the burden of adjustment has been disproportionately borne by
poor people, both in terms of falling real incomes and in terms of
reduced access to health and education services. This suggests
that more effective mechanisms for protecting the poor should be
built into adjustment programmes.

A beacon of progress?
Zimbabwe made impressive progress in health-care in the years
following independence in 1980. Life expectancy increased to 60
years, immunisation programmes were extended to cover over
80 per cent of the population, and by 1989 infant mortality rates
had fallen to 46 per 1,000 live births. These achievements
prompted a recent UNICEF report to describe Zimbabwe as 'a
beacon for progress towards child survival and development in
sub-Saharan Africa'. By contrast with the rest of sub-Saharan
Africa, Zimbabwe's health-status indicators compare favourably
with those of countries in other developing regions, including
those with higher income levels.
Today, however, the achievements of Zimbabwe's postindependence health policies are under threat. The resources
available for investment in the social sector have been reduced,
and the welfare of poor people undermined, by a combination of
factors: slow growth during the 1980s, a crippling economic
downturn caused by drought in 1992, and the budgetary
constraints imposed by a structural adjustment programme
(SAP) administered under the auspices of the World Bank and
the International Monetary Fund (IMF).

User-fees penalise the poor
The government of Zimbabwe has responded to the constraints
on its budget by raising the levels of user-fees for health care. The
Framework for Economic Reform (1991-95), drawn up in close
co-operation with the World Bank and the IMF, incorporated
ambitious targets for increasing revenues from user-fees from
$Z15 million in 1989/90 to $Z60 million by the end of 1995. These
targets, and the policy framework for health reform set out in the
Framework for Economic Reform, were informed by recommendations made in two influential reports by the World Bank
on the financing of Zimbabwe's health system. Both reports
(World Bank 1990,1992) argued as follows:

A beacon of progress?

• that the level of user-fees was set too low;
• that efforts to collect revenue were inadequate;
• that the system of exemptions for low-income groups was
unduly complex.
Without any empirical evidence, the Bank also argued that poor
enforcement of the user-fee system was costing between 2 per
cent and 4 per cent of the Ministry of Health budget. Although the
World Bank has not incorporated targets for cost-recovery into
the conditions attached to its adjustment loans, it has suggested
that the share of the health budget generated by user-fees could
be increased from 3 per cent to as much as 33 per cent. There is
little doubt that such optimistic assessments have had an
important influence on the government of Zimbabwe.
Developments in Zimbabwe reflect the general trend towards
market-orientated prescriptions for the provision of health
services. However, contrary to the claims made for these
prescriptions, the evidence from Zimbabwe suggests that health
planners have been unable to combine market principles in the
pricing of health services with the principles of equity and
efficiency. This study confirms the finding of a growing body of
research which indicates
• that user-fees have the effect of pricing health services beyond
the means of those most in need;
• that exemption systems do not effectively protect the access of
poor people to health services;
• and that, for poor people, user-fees set at even modest levels
undermine access to basic health care.

Private health-care is not the answer
What makes the failure of the reforms so damaging in Zimbabwe
is that public health is deteriorating in the context of rising food
prices, increased unemployment, and — especially for women —
longer working hours resulting from the economic crisis. As in
other countries in sub-Saharan Africa, private health care,
regarded by proponents of market-orientated reforms as a
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potential substitute for state provision, does not provide a viable
alternative to public health systems. This is because the poor have
minimal cash incomes, and few can afford social insurance.
Widespread redundancies in the formal employment sector will
further limit any prospect of the private sector substituting for the
state.

Exemption systems don't work
The current study also calls into question the claims of the World
Bank and the government of Zimbabwe that the country's
adjustment programme incorporates mechanisms for protecting
the health of the poor during adjustment. Despite the mounting
body of evidence showing a clear correlation between user-fees
and worsening health indicators, the government of Zimbabwe
increased these fees and imposed more stringent conditions for
their collection in January 1994. The World Bank has so far failed
to recommend the phasing out of user-fees, despite evidence
from doctors, nurses, non-government organisations, and users
of health services that the exemption system has failed dismally.

Real spending on health is in decline
Equally disconcerting has been the decline in real spending per
capita on health. It is true that this decline is partly attributable to
economic constraints. None the less, the reduction in social
expenditure is inconsistent with the World Bank's claim to have
negotiated a commitment from the government of Zimbabwe to
maintain health spending in real terms during the adjustment
programme.

Food security and nutrition
Swallowing the medicine of the World Bank and IMF
Following protracted economic problems during the 1980s, in
1991 the government of Zimbabwe implemented a five-year
Structural Adjustment Programme, containing most of the
elements of an orthodox World Bank/IMF package. The
programme included retrenchment in the public sector,
devaluation of the currency, increased utility charges, the
withdrawal of food subsidies, deregulation of food marketing,
and tight controls on public expenditure.

Falling wages ...
Urban populations have been especially hard hit by these policies.
An estimated 30,000 employees have been 'retrenched', and
unemployment rose from 26 per cent in 1990 to an estimated 35 per
cent four years later. At the same time, it is clear that increasing
numbers of those in work are employed on a casual or part-time
basis. Minimum wages have fallen by as much as a quarter since
1990. In response to these pressures, workers have been forced
increasingly into the informal sector, and women in particular have
developed multiple job roles to compensate for declining
household incomes.

... and rising food prices
Inflated food prices, increased by the withdrawal of subsidies on
maize meal, have had a particularly damaging effect on the
incomes of the poor. Between August 1992 and August 1993
roller-meal prices rose by 56 per cent in urban areas, with
household expenditure on food increasing by 16 per cent for a
low-income urban family of six. Bread prices increased by 35 per
cent in March 1993. Food-consumption patterns have changed in
response to these price rises. An increasing proportion of income

Paying for Health

is spent on staples; meat and milk are often cut out of the diet
altogether. Many families are cutting down on the number of
meals eaten during the day, with inevitable consequences for
their health and nutritional status.
Rising food prices in the face of falling wages have had especially
serious consequences for low-income urban households. But
food insecurity is also endemic in rural areas, despite
Zimbabwe's post-independence achievement of national selfsufficiency in basic foods. Even before the drought, insecure food
supplies affected an estimated 40 per cent of rural households.
These households are dependent on income raised from selling
surplus crops to buy essentials like sugar, salt, soap, cooking oil,
and fuel. In communal land and resettlement areas, almost all
households plant maize, and three-quarters plant vegetables. Yet
over 40 per cent of such households produce less than they
consume each year, which leaves them extremely vulnerable to
rising food prices.

Resources depleted by drought
Against this background, the 1992 drought dealt a crippling blow
to household food security, with up to 100 per cent of crops being
destroyed in some areas. The drought also depleted capital
stocks. Most goats and cattle died, and people used up their small
savings to purchase essentials. This has left rural people with few
reserves on which to draw. In March 1993 over 70 per cent of rural
households were still dependent on drought-relief assistance.
The story of Mrs Mugwira, who lives in a village in a semi-arid
area two hours from Masvingo, is not untypical. She has seven
children and her husband works in the city, sending money home
when he can. She recalls how hard it was during the drought:
Before the 1992 drought we had 26 cattle, but all of them died. We were
getting drought relief, but there was not enough for all of thefamihj. We
have grown some food this year, but we cannot sell any, in case the rains
fail again.
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For people like Mrs Mugwira the 1992 drought, which briefly
grabbed the headlines in the North, was not an isolated event. In
semi-arid areas, near-drought conditions prevail in most years,
making agriculture — and survival — a hazardous affair.

Malnutrition is on the increase
Food-security problems are reflected above all in a high incidence
of malnutrition. One recent survey (UNICEF/GoZ 1993a)
established a 5.7 per cent incidence of moderate and severe malnutrition in urban high-density sites, a 9.5 per cent incidence on
communal land sites, and a 12.2 per cent incidence on large-scale
commercial farms. Those working as labourers on commercial
farms are particularly vulnerable, because of their extremely low
incomes and insecurity of employment. In commercial areas
around the area of Musami, many labourers were earning just
Z$140 per month (£14) when we conducted our interviews.
In the semi-arid areas of Binga District, nutritional status is even
more worrying. At the very beginning of the drought, a study by
the Save the Children Fund (SCF 1993) discovered a 15 per cent
incidence of stunting by age, a sign of chronic malnutrition. Low
weight-for-age was found in 32 per cent of under-fives examined,
and one third of mothers had low mid-upper-arm circumference,
an indication of low fat reserves.
Sophia Mutare, one of the women interviewed for this survey, is
a married woman living in Nsenga village in Binga district. Her
experience is typical of the problem of erratic food supplies
which many households face. She has five children. She and her
husband are farmers, but they do not produce a surplus, and they
need to buy mealie meal:
/ don't have enough food for the children. We do not have money to buy
any more; we have to buy mealie meal and salt, but we cannot afford
sugar. The children have started to lose weight, and 1 know they will
soon begin to get sick.
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The malnourishment suffered by her children makes them less
resistant to infections and much much more vulnerable to
disease. A malnourished child will have four times the number of
diarrhoea attacks as a well-nourished child. In Binga district 60
per cent of malnourished children were ill, compared with 40 per
cent of those who showed no evidence of malnutrition. Illness
was found to be much more commonly associated with acute
malnutrition. As Mrs Mugwira observed:
In the village, diseases are increasing; there is more malaria, more
diarrhoea, and more kivashiorkor [a form of protein malnutrition]. Even
among adults you can see they are losing weight, because they don't eat
nutritious seeds, beans, and nuts.

The lasting consequences of malnutrition are severe, taking up to
two generations for girls to 'wash out' the effects of severe
malnutrition. It weakens their reproductive systems, with the
result that their children may be more vulnerable to ill health,
even if they are well fed.
Nutritional status correlates strongly with family income.
Inadequate incomes from employment or surplus food
production are a major cause of malnutrition in areas such as
Binga, where 56 per cent of men had no form of cash income.
When women lack a cash income, the problem is even worse. In
Binga District, all forms of malnutrition fell when the household
had an income, but the fall was much more dramatic when
mothers had a cash income. This underlines the case for
enhancing women's employment and income-generating
capacity. The incidence of acute malnutrition when neither
parent had an income was 49 per cent, dropping to 33 per cent
with paternal income, and to 14 per cent with maternal income.
However, 82 per cent of women had no form of cash income. As a
result, female-headed households are more vulnerable to food
shortage than those with an adult male member. Seventy-two per
cent of female-headed households reported a food shortage,
compared with 63 per cent of those with an adult male member
(Save the Children, 1993).
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Brewing beer for sale is one of the most common sources of cash
for rural women, although the revenue they raise is often
insufficient. Mary Muleya, a single parent with three children, is
a farmer in Binga District. She grows sorghum, millet, and some
vegetables, but cannot grow enough for her family, because she
lacks capital and has no plough or draught animal.
My only way of getting money is through selling beer, but 1 can only buy
essentials, those things that stop you from dying.

As poverty rises and living standards deteriorate, the effects of
declining expenditure on health are compounding the decline in
health standards for most of the population. As a nursing sister in
Binga observed:
1 have seen things get harder, watched breadwinners lose jobs, take
children out of school, lose their home, and become sick. Diseases and
suffering are increasing, things are getting worse.
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A health system in decline
The World Bank claims that it negotiated a pledge from the
Zimbabwe government to maintain the health budget during the
adjustment programme. However, allocations for health fell
from 4.8 per cent of the budget in 1991/92 to 4.5 per cent in
1992/93. As a share of national income, spending on health has
now fallen to 2.7 per cent — the lowest since independence. More
disconcertingly, health spending per person has fallen from $Z52
in 1990/91 to Z$40 this year. Under pressure from the World
Bank, the Zimbabwean government has increased expenditure
since 1992. However, a nominal increase in the 1992/93 budget of
about Z$70 million amounted to a decline in real terms of around
20 per cent. The 1993/94 budget announced a Z$150 million
increase in the budget allocation for health and child welfare, a 20
per cent rise at a time when general inflation was running at 28
per cent, and considerably more in the health sector.

Low investment in essential medicines ...
These cuts have significant implications for the funding of the
Government Medical Stores, which supply 80 per cent of all
drugs to government health institutions. The real value of the
drug fund declined by 13 per cent between 1991 and 1992,
creating shortages of essential drugs in many clinics and
hospitals. Improvements since then have occurred principally
through an increase in support from international donors.
Retrenchment in spending on drugs has severely limited the
supplies of medication at health outlets. There is considerable
evidence that patients are increasingly by-passing primary and
even district-level health facilities because essential drugs are
unavailable there. This was apparent at the St Paul's Mission
Hospital, just an hour's journey from Harare. In August 1993,
when our interviews were conducted, the pharmacy had run out
14
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of Diazepam and Lignocaine (both essential for minor surgery),
Gentamycin (an antibiotic), Methyldopa (an anti-hypertensive),
and several other basic drugs. The medical staff acknowledged
that they were unable to treat patients effectively, which may
mean return visits for patients, costing them time away from their
work and money in bus fare. There is no local pharmacy where
patients can buy the drugs, even if they had the resources to do so.

... and vaccination programmes ...
Staff at St Paul's Mission Hospital are also responsible for
administering the Expanded Programme on Immunisation (EPI).
This programme aims to vaccinate children against major
infectious diseases and is an essential aspect of the Zimbabwean
government's primary health care programme. A major part of
the EPI is administered from mobile clinics, by staff from health
centres and hospitals. Staff from the hospital maintained monthly
visits to 42 outreach points until mid-1991, when they were
instructed to cut the outreach work, because funds were no longer
available to cover transport costs. Twenty-one centres were
closed, leaving mothers in many areas to travel long distances for
vaccinations. A rapid fall in the numbers attending outreach
points was observed in the second half of 1991.

... and medical equipment
The supply of medical equipment has also deteriorated in
response to expenditure cuts. In August 1993 Harare Central
Hospital Maternity Unit (HMU) had no ultrasound scan or a
cardiotocograph in working order. These two pieces of
equipment are essential for the monitoring of foetal well-being
throughout pregnancy and during labour. Since many women
are referred to HMU because they show signs of complications,
the failure to maintain this basic diagnostic equipment undermines the ability of staff to prevent potentially fatal problems.
This is reflected in the fact that institutional failures were
recorded in 69 per cent of the maternal cases which resulted in
mortality. These failures ranged from poor diagnosis to lack of
15
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intensive-care beds, shortage of blood for transfusion to lack of
antibiotics.

A two-tier health system
In effect, the financial constraints operating on the public-health
system are accelerating the development of a two-tier health
structure, with those who are unable to pay bearing the brunt of
the cost. Women with sufficient money can purchase obstetric
care with the latest investigative techniques and monitoring
equipment at 'The Avenues', Harare's private hospital situated
close to the government maternity unit. This is ironic, because
women with the greatest economic resources are least likely to
require detailed investigation, while women from low-income
families, who begin their reproductive life at an early age, have
several closely spaced pregnancies, and suffer from poor general
nutrition and health, are most likely to suffer from obstetric
complications.

Lower staffing levels ...
Staffing levels provide another indicator of the impact of
financial cuts. Numbers of personnel have been frozen since
1992, even where the size of the hospital has increased. Binga
District Hospital, for example, had the same staffing levels in
1993 as in 1989. Then average bed-occupancy was 70 per day; the
current occupancy is at least 140 per day, rising to 250 at
particularly critical times. Several hospital administrators interviewed for this study stated that changes in recruitment policy
were further eroding staffing levels. Under existing rules,
hospitals are not allowed to replace staff who leave, without
seeking permission from the provincial medical director. Even if
permission to appoint is granted, the job must be offered to a
'retrenched' person, which creates long bureaucratic delays.
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... and lower staff morale
Almost all of the nursing staff interviewed spoke of the way that
staff morale had been undermined by increasing workloads and
falling pay. Over the past three years the salaries of health
professionals have fallen far behind the rate of inflation. A
nursing Sister commented:
I cannot afford to make ends meet on a daily basis. Prices are so
expensive, I cannot even think of boarding a bus to buy food, because of
transport costs.

Moreover, despite the worsening staff-patient ratios, an
increasing number of the nurses who qualify each year are unable
to find permanent employment.
Doctors, too, are increasingly demoralised. As they struggle to
cope with an ever-more demanding workload, with fewer and
more junior staff, inadequate technological back-up, and greater
bureaucracy, their commitment is pushed to its limits. Many are
understandably attracted to the private sector, or to countries that
offer considerably higher rates of pay. An estimated 70percentof
physicians and 60 per cent of nurses are privately employed,
either in Zimbabwe or in neighbouring countries. This is one of
the hidden costs of retrenchment — and one which raises serious
questions about the case for financial stringency. It is surely not a
cost-effective policy to train staff, at considerable expense to tax
payers, only to have them work outside the government health
service.
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The effects of financial cuts in health spending and user-fees are
beginning to show in Zimbabwe's health-status indicators,
which are deteriorating for the first time since independence. Life
expectancy, which was only 45 in 1979, had risen to 64 in 1989. By
1991 it had fallen to 60 years (UK: 75 years). The infant mortality
rate (IMR) in 1970 was 98 per 1,000 live births. In 1989 MR had
fallen to 46, but had risen to 48 in 1991 (UK: 9). IMR in Harare
district increased from 23 in 1989 to 43 in 1992.

Maternal mortality is increasing
Maternal deaths nationally declined until 1989, but have recently
increased dramatically — by 240 per cent between 1989 and 1991.
Maternal mortality rates at Harare's main obstetric centres
doubled between 1991 and 1992 among the resident population,
and rose by 40 per cent among the non-resident population
referred to the hospital, a higher-risk group. While it is difficult to
prove a causal relationship between these trends and the
introduction of user-fees, the prima facie case is a compelling one.
For example, statistics from Harare Central Hospital show an
increase from 8.8 per cent in 1991 to 13.6 per cent in 1993 in the
number of babies born to mothers who had not registered for
ante-natal care. The perinatal mortality rate for unregistered
mothers is 251 per 100,000 live births, compared with 53.8 for
'booked' patients.

The threat of HIV/AIDS
HIV/AIDS is likely to have a significant effect on deteriorating
health indicators, since Zimbabwe has an estimated HIV
prevalence of 25 per cent among adults. However, it does not
sufficiently account for the worsening trends discussed above.
Over half of the women who died in childbirth at Harare's
18
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Greater Maternity Unit showed no evidence of HIV-related
symptoms. The incidence of infections after childbirth, an
indicator of HIV infection, would be expected to rise if HIV were
the major associated cause — but levels of infection have
remained constant.

Fewer patients are attending clinics
UNICEF's sentinel site surveys (UNICEF/GoZ 1992, 1993a,
1993b) provide further evidence of a connection between
declining access to health services and the introduction of userfees. The second of these surveys, which covered attendance at 36
hospitals and health units between August 1991 and 1992,
recorded a 22 per cent decline in patient registration in communal
areas and 64 per cent in large-scale commercial farming areas. Of
those parents who did not take children with diarrhoea to a health
centre, 20 per cent said it was too costly. By the time of the third
survey (October 1992 to March 1993), this figure had fallen to 7
per cent, following the government's decision to allow the free
use of health facilities for the treatment of diarrhoea.
One factor behind the worsening indicators is the cut-back in
outreach programmes. Distance is an increasingly significant
barrier to health services for many vulnerable communities who
are unable to attend clinics without transport. Precisely this
problem had confronted Mrs Chibidi, who lives in the village of
Mukorobi Munhu Ndagwa in Mashonaland with her husband
and one of her children. She told us:
/ have been ill with a very bad cough and wanted to go to the clinic. But
it is too far: it takes more than tiuo hours' walk if you are feeling well, and
if you are sick it will takelonger. The distance is a problem forme. Nurses
used to come to the village, but these days we don't see them; they must
have better things to do.
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The case against user-fees
User-fees have always been part of the Zimbabwean government's health policy. However, in June 1991, and again in
January 1994, fees were increased and more rigorous enforcement criteria introduced. The government and the World Bank
have justified user-fees by three interlocking arguments.

Arguments in favour of user-fees
• First, increased government revenue was presented as one of
the keys to meeting targets for reducing the government's
fiscal deficit from 10 per cent of GDP in 1990/91 to 5 per cent by
1995. Since increased taxation on higher-income groups was
ruled out, user-fees in health and education assumed pivotal
importance as a highly regressive form of taxation.
• Second, the government claimed that a fee structure was
needed to channel patients to the most appropriate point of
entry to the health-care service, through a system of graduated
payments, increasing from the primary level to the provincial
level. The aim of these payments, according to the
government, was to deter patients from by-passing primary
clinics and going directly to hospitals, and thereby undermining the referral system.
• Third, both the World Bank and the government of Zimbabwe
claimed that the generation of resources within the health
system would improve efficiency and equity.

The counter-arguments
All of these arguments were deeply flawed.
• Firstly, while the fiscal deficit may have been unsustainable,
the burden of reducing it need not have been placed on the
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shoulders of the poor. There were other options, such as
increased taxation on higher-income groups through a land
tax and corporate taxes, allied to reduced subsidies for
parastatals and lower military expenditure. These were
rejected for political reasons, notably the refusal of the
government to confront vested interests.
• Secondly, the breakdown of the referral system was due less to
market considerations and more to the collapse of primary
health-care provision, which gave patients an incentive to seek
higher-level facilities.
• Finally, while revenues from user-fees could provide resources
for the health sector, they do not play this role in Zimbabwe.
Under Ministry of Finance rules, the revenue generated by
user-fees, as with any other form of taxation, is automatically
transferred to the general budget account. In other words,
user-fees in Zimbabwe are an instrument of fiscal policy,
rather than a mechanism for improving the health system.

The dangers of self-medication
In defence of user-fees, the World Bank has argued that they are a
means of mobilising people's willingness and ability to pay for
health care. The fact that people make out-of-pocket payments for
health care is cited as evidence of this willingness and ability. But
the women we interviewed made few out-of-pocket payments,
and these were far below the cost of health-centre fees, transport,
and medication. Sophia Mutare from Nsenga told us:
/ buy tablets from the shop, because I don't have the money to go to the
hospital; the shop keeper will tell me what tablets I need, but I can only
buy a few, because of the money.

Women buy tablets at the village shop often because they cannot
afford to attend the clinic. In our interviews they expressed concern
that they were not getting the correct medication. Doctors told us
that self-medication was leading to many problems from drug
resistance, particularly in malarial areas.
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Out-of-pocket payments for traditional healers are often treated
by the World Bank as further evidence of ability to pay. But none
of the women we spoke to could afford to consult a traditional
healer. In Zimbabwe traditional healers provide a service seen by
most users as complementary to, not a substitute for, orthodox
medicine. In this context it is simplistic to argue that, if people can
pay for traditional medicine, they can pay to use health centres.

User-fees as a proportion of household income
Another argument advanced by advocates of user-fees is that
even the poor can afford health fees since, averaged out over the
course of a year, they represent a small proportion of household
income. This may be true for some households, but it ignores the
reality in which poor people operate. For example, with limited
disposable income, the costs of ante-natal care might represent a
small proportion of annual income, but a substantial proportion
of the cash available for essential food and non-food purchases.
Moreover, the amount of cash available varies throughout the
year in rural areas, notably between the pre- and post-harvest
periods. Most poor rural families experience chronic cash
shortages in the immediate pre-harvest period, during which
they often work for payment-in-kind.

Opportunity costs
By focusing on average incomes, advocates of user-fees also ignore
the opportunity costs involved in seeking health care. These are
considerable, even in the absence of fees, since time spent away
from land or work often poses a threat to the livelihoods of the
poor. Bekezela Ndebele lives in Sigangatsha with her daughter,
while her husband works in South Africa. She told us:
There is nothing I can do togeneratean income. I grow some food, but it
is not enough. The clinic is two hours' walk away, but sometimes I
borrow a bicycle and then it only takes one and a half hours. 1 have to use
the bike, as 1 do not have the bus fare and I cannot borrow it.
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The Social Development Fund
The Zimbabwean Social Development Fund is the mechanism
designed to protect the poor from the economic impact of
adjustment, including the effects of user-charges for health care.
The Fund has a social-welfare component, designed to offer
support in areas of health, education, and food supplies. For those
with a household monthly income of less than Z$400 per month,
exemptions from health and education fees can be granted. For
those whose income is less than Z$200 per month, food money
can be granted at a rate of Z $4 per person per month.

• Exemption systems: underfunded ...
However, it is inconceivable that the fund, with a revenue base of
only Z$430 million, was genuinely intended to meet the needs of
all those eligible for support. This has been confirmed by
experience. Fewer than 10 per cent of households eligible for
education support have received funds, and the first healthexemption payments were not made until March 1993. Moreover,
the design and implementation of the system for exemption from
health fees has been arbitrary and inefficient. One problem is that
the level for exemptions is set too low. Household income below
Z$400 per month entitles families to exemptions from health fees.
However, the national poverty datum line is Z$593 per month for
a family of six. Unless a new formula is devised to consider
income per head of household, the fixed exemption level will
continue to discriminate against those with larger families —
already a very vulnerable group.
Many households whose income is over Z $400 are still not able to
afford the fees. Take the case of Mr Madonga, who works in a
factory and earns Z$450 per month. Out of this he has to pay for
food, rent, electricity, transport, water, and education. In 1992 a
family living in a low-income urban settlement would spend an
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average of Z$727 per month on these items. To generate extra
income, Mr Madonga's wife sells beer. Because of his salary he is
not exempt from charges for health care. Attending out-patients
will cost him Z$10 per adult; each in-patient day will cost Z$25.
The costs of providing for his family of six already outweigh Mr
Madonga's income, and it is impossible for him to pay such
health charges.

... poorly administered ...
Vulnerable groups are made even worse off by the
administration of the user-fee system. A World Bank study of
health financing in Zimbabwe (World Bank, 1990) argued that
many people not eligible for exemptions were receiving them on
the basis of a verbal statement to staff at health facilities. Those
hospitals that demanded proof of low income from the patient
had correspondingly higher levels of cost-recovery. The report
recommended that the burden of proof of income be placed upon
the patient, with letters from social service agencies required to
confirm eligibility. The authors suggest this 'should not create
excessive difficulties'. However, despite the reassuring tone of
the Bank's report, the resulting confusion and random
implementation of this policy has served to exclude those most in
need.
Under current directives, all patients applying for an exemption
from health fees are required to demonstrate eligibility, in the form
of either wage slips or a letter from the local Social Welfare Officer.
Since an estimated 90 per cent of the population should be exempt
from charges, and only a small number are formally employed,
these criteria are of dubious relevance. In practice, most people
need assessment by a Social Welfare Officer, but it is often difficult
to obtain. In some areas the bus fare to the nearest administrative
centre costs more than the fee for registering at a health centre or
hospital. Moreover, for women in particular there is a high
opportunity cost, since time normally spent in producing food,
earning money, and looking after children is spent instead on
visiting and queuing for an exemption certificate.
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Sarah Moosha, a farmer from Nyamarirwe Kubatana, Manicaland, typified the attitude of many of the women we interviewed.
Her husband is unemployed and no longer lives with her. She has
to support herself and her five children. Her only income comes
from looking after maize fields for a local co-operative. She
explained:
We hear about these letters, but in reality it is not possible to get them. I
would have to get the bus to the office, which would cost me Z$10 each
visit, and I need that money for cooking oil and soap.

It would take Sarah at least two journeys to get the letter, possibly
more. The Social Welfare department lacks the capacity to
mobilise its resources effectively. The task of screening for
exemptions was added to its already high workload, at a time
when the department's budget was cut by 25.6 per cent in real
terms. As a result, staff have been totally unable to meet the needs
of people applying for assistance.
Patients living in the catchment area of St Paul's Mission Hospital
face problems similar to those of Sarah Moosha. The nearest social
welfare office is 45km away, and each journey costs Z$8. Most
families might be able to afford this immediately after selling
their harvest, but during the 'hungry period', when the
household's food reserves are depleted, this cost would be
beyond the reach of many of the poor.

... and arbitrary
The attitudes of staff to claimants can have a significant effect on
access to welfare payments. Roda Ncube is a married woman
with three children. She lives in Sigangatsha, South
Matebeleland, while her husband works in South Africa. She
earns a little money from selling beer, and qualifies for an
exemption.
/ can take a letter to the clinic from my village development worker. The
worker will give me the letter when I need it, after asking questions about
my husband and my work. It doesn't cost anything.
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But Sophia Mutare's experience of the system was less positive:
/ visited the hospital and said that I had no money to pay, so they asked
questions about my husband, looked at my clothes, and then asked other
people what they knew about my family. It's bad that they decide like
this, but you cannot do anything.

In the absence of appropriate staff training and supervision, it is
not surprising that decision-making has become so arbitrary and
subjective. But such subjectivity is problematic. Many women,
like Sophia, reported feeling degraded by the questions asked,
and were given the impression that they would receive an
inferior service since they could not pay.
Even with letters to certify low income, in some areas people are
expected to pay, albeit at a reduced rate. However, for some of the
women we interviewed the reductions were not enough to
ensure basic health care. For example, Elizabeth Zhizha from
Mukorobi Munhu Ndagwa has six children. The last two were
born at home because of the charges.
I can take a letter from the Councillor which means I have to pay Z$10
for maternity care. Without the letter I would have to pay more. There is
no free maternity care here and Z$10 is too much for me.

There is similar evidence of bureaucratic flaws in the
administration of the Social Development Fund with regard to
food money and school fees. The fund would have been
immediately bankrupted if all those eligible for food money had
applied, but by August 1993 only 6 per cent had applied. By
August 1993 no funds had made available to schools for those
eligible for exemption from school fees, with the result that many
children have been refused admission (UNICEF/GoZ, 1993b).

Action to improve the exemption system
As a result of international and domestic pressure, the exemption
system in urban areas was extended in May 1993. Residents in
high-density areas will not need assessment by Social Welfare,
because targeting will be done through health establishments.
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Those in low-density areas will still go to Social Welfare. It
remains to be seen whether or not these changes will improve the
administration of the exemption system. But, looking to the
future, it is clear that the system will need to be properly
resourced, if it is to protect the poor more effectively. Increased
numbers of staff in rural offices are required, as are good training
and a large-scale education campaign to inform people of their
rights. Unfortunately none of this seems likely in the current
political and financial climate.
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In this context of rising user-fees and a badly designed and poorly
implemented exemption system, it is not surprising that poor
groups are being excluded from the health service. Figures from
health institutions show reductions in attendances across the
country. Between August 1991 and 1992, a study of 36 health
units revealed an 18 per cent decline in out-patient attendances
and a 27 per cent decline in in-patient loads. This was despite
sharp increases in malnutrition caused by the drought. At St
Paul's Mission Hospital near Harare, maternity in-patient days
fell by 33 per cent following the increase in user-fees in 1991.

User-fees deter maternity admissions
Statistics from Harare Central Hospital Maternity Unit show a 21
per cent increase in the numbers of babies 'born before arrival'
and later requiring admission due to problems. This increase
occurred in the six months following the stricter enforcement of
charges in June 1991. Among these babies, mortality rose by 156
per cent in the same period. Surveys in January 1993 confirmed
that one of the major reasons given for giving birth at home was
the cost of delivery at health facilities.
Health charges weighed heavily in the decision of Sarah Moosha
from Manicaland to deliver four of her children at home:
I gave birth to two of my children alone and family helped with the
others. It is very hard giving birth on your own; you are so tired, but you
have to get up, to make sure that the baby can breathe. 1 wanted to go to
the hospital, but I would have had to pay Z$10 and take things for the
baby which I can't afford.

An increasing number of women who do deliver in hospital are
requesting early discharge after delivery, to reduce costs, often at
the expense of their welfare. In HMU a growing number of
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women patients are leaving early because they cannot afford the
daily charge of Z$20-30. Doctors are very concerned about these
women, some of whom have had caesarian sections and require a
minimum five-day stay to prevent complications.

User-fees lead to debt
Many of the women we interviewed have had to borrow money
to go to the clinic. Litha Sibanda is a subsistence farmer whose
husband is working in South Africa. He sends small amounts of
money home infrequently. Litha grows millet, maize, and
vegetables for her and her children to eat. She has been unable to
produce a surplus for the last two seasons. Without a surplus she
cannot raise enough cash to buy basic necessities. She uses some
of the money from her husband for essentials, and some is used to
pay the user-fees for her children's education. This leaves her no
cash to pay for health care.
/ visited the clinic with headaches and abdominal pain. It cost me $1 to
register at the clinic and $2 for the journey. I had to borrow the money
from a friend, because 1 did not have any. I borrowed it because I thought
it was serious, but otherwise I would not be able to.

Poor communications make matters worse
Another problem with the arbitrary implementation of user-fees
and exemptions is that rural communication networks transmit
through rumour what may be misleading information. For
example, staff at St Paul's Mission Hospital told us of their
distress when patients who would have been eligible for
exemption attend with advanced diseases and severe pain,
having been deterred from coming earlier by other villagers, who
had told them they would have to pay. While it is difficult to
gauge the precise effects of this confusion, in many areas it is
causing severe ill health and even death.
One victim of the system is Brighton Simon, a five-year-old boy
living with his grandparents 25km from his nearest hospital or
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clinic. When we met him in St Paul's Mission Hospital, he was
wasted and lethargic, his eyes dull. He was suffering from
marasmus, a form of protein malnutrition, and had been ill for
some time. When the doctor asked his grandmother why she
didn't bring him earlier, she replied: 'Because I thought we
would have to pay, and we didn't have any money.' In reality this
family of agricultural labourers would have been exempt. But the
fact was that Brighton nearly died.
Others are less fortunate. One mother told us of a child who had
died recently in Sigangatsha, South Matebeleland. This child's
illness had started with a sore throat that his parents did not think
serious enough to justify a journey to the clinic, because of the
cost involved. He died the next day of meningitis.
At St Paul's Mission Hospital the staff are able to use their
discretion and treat patients before asking for payment. This
practice enables them to counter the adverse effects of charges.
Ironically, their approach, which is protecting the access of
patients to health services, is the very type of practice that was so
criticised by the World Bank in 1990 (World Bank, 1990).

Prescription costs exclude poor people
Prescription costs are another factor which serve to exclude poor
people. This was underlined by UNICEF's second sentinel site
survey (UNICEF/GoZ, 1993a), which recorded that 31 per cent of
those who needed treatment for asthma, hypertension, or
diabetes could not afford the full course of treatment, while 66 per
cent of those who failed to complete their treatment gave cost as
the reason.
Among the women we interviewed, one of those receiving
inadequate treatment because of prescription costs was Mrs
Mikwanda from Nyamarirwe Kubatana. She is an asthmatic, but
unable to afford the Z$l per month for her Salbutamol tablets.
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Sometimes my asthma gets very bad and the tablets are not strong
enough. Then I must use an inhaler, but the hospital pharmacy does not
keep them, as they are so expensive. At the private pharmacy the cost is
Z$46 for one inhaler, but I cannot pay that much, so I have to manage
without.

If a person's disease is classified as chronic, medication costs are
subsidised. At Harare Central Hospital the subsidised cost is Z$3
per item per month. Even this cost is out of reach for many people.
Yet it has been documented that some hospitals are still charging
the full cost to patients. For an insulin-dependent diabetic, this
means monthly payments of Z$158.84, a fee which only the very
wealthy can afford.
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To improve health, invest in
education
Alongside declining expenditure on health, spending on
education has been reduced, and user-fees considerably
increased. Educational standards and enrolment levels are falling,
with girls more affected than boys. This has serious implications
for the health of the country, since higher levels of education bring
higher earning potential, which can lead in turn to better nutrition
and health. Moreover, education for girls and women leads to
especially significant improvements in family health.
The benefits of maternal education are particularly apparent in
reduced rates of child mortality. Studies show impressive
reductions, resulting from only one to three years of schooling.
Women's education also has an indirect effect on family health,
since educated girls are likely to marry when they are older, begin
their families later, make greater use of ante-natal care, and use
modern methods of contraception. Educated women are also
more likely to be immunised, to make use of medical services, to
acquire and use health information, and to have better-nourished
children. A study in Cote d'lvoire found that 24 per cent of
children of mothers with no education were stunted, compared
with 11 per cent of children of mothers with some elementary
schooling (World Bank, 1993). This partly reflects the higher
income levels of educated families. But education in itself is
important in increasing income-generating opportunities.

Investment in education is declining
The sharp fall in education spending after 1991 represents a cause
for alarm, given the critical importance of the links between health
and education. Expenditure declined by 7 per cent in 1991 /92 and
11 per cent in 1992/92 in real terms. The 1993/94 budget
announced a 13 per cent increase for education, equivalent to less
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than half the rate of inflation. At the same time, the number of
teachers has declined. As in the health sector, large numbers of
qualified staff are seeking work in the private sector or overseas,
and teachers are rarely replaced. As a result, the pupil/teacher
ratio has increased by 5 per cent in primary schools.
Alongside expenditure cuts, urban school fees were reintroduced
in January 1992. Education costs for households have increased at
a time when household income has been eroded. As costs to
families have increased, there has been a corresponding decrease
in the numbers of 'O' Level entries and the number of subject
entries per candidate.
Education costs are a regular burden on the household economy.
Even in the absence of direct school fees in rural primary schools,
costs to parents of a child in primary school are still high, when
uniforms, sports fees, and the building levy are considered. In the
communal and large-scale farming areas, the average cost per
year of primary education was Z$56 per pupil. Urban primaryschool charges are particularly high, adding up to a total of Z$160
per year. In Binga district it costs Z$100 per term for secondary
education and building fees, plus Z$60 for every 'O' Level entry.
Pay up or stay away
Exemptions from school fees are available through the Social
Development Fund for those on incomes of less than Z$400.
However, the application system is complex, requiring
certificates which are frequently unavailable to parents. Often
parents are not informed of the possibility of exemption.
Of those parents who had not applied for help with school fees, 25
per cent said they did not know about the Fund, 8 per cent said
they knew about it but did not know how to apply, and 6 per cent
said the application process was too difficult.
Of pupils applying for assistance, those in high-density neighbourhoods stood a better chance of having their applications
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accepted than pupils in communal and resettlement areas. Fortynine per cent of pupils in communal and resettlement areas who
had applied for assistance were still waiting for a response in
April 1993. These pupils would either have had to pay in advance
or not attend school. Head-teachers find it hard to manage
schools on tight budgets and cannot afford to wait for money to
arrive from the Social Development Fund. They have no choice
but to demand payment from parents or to refuse admission.
There is plenty of evidence to show that charges for education
deter people from sending their children to school. Surveys show
that 8 per cent of school age children had never been to school; the
reason given for one third of these cases was lack of money
(UNICEF/GoZ, 1993b). Our interviewees confirmed this broader
picture. Mary Muleya lives alone with her three children in
Nsenga. She manages to send her three children to primary school:
I only have to pay the building fund this year. My children can go as far
as grade 7; then they must stop as I don't have any money; my husband
and I are divorced and there is no one to help me.

Mrs Chapfiwa, another interviewee, lives in Rimbi in Manicaland
and has four children at school. Her husband lost his job two
years ago and they find it hard to keep their children at school:
We have two children at Secondary school and have to pay Z$W0 each
perterm. We got some forms from Social Welfare,but the school asked us
to pay up-front. We managed to find the money this year. I don't know
how we will find the money next time, but we will fight tooth and nail to
keep them at school.

Evidence of gender-determined differences in health and education is contradictory, although it appears that girls are more likely
to be withdrawn from school before boys in the face of financial
pressures. In Zimbabwe girls were found to be 85 per cent more
likely not to be in school than boys. Among those not in school,
cost was mentioned more often for girls than for boys. Because
women's education and income are strongly related to family
and child health, the impact of girls' withdrawal from school as a
result of charges will be significant.
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Conclusion
The experience of Zimbabwe calls into question the seriousness
with which the World Bank has attempted to integrate povertyreduction mechanisms into structural adjustment. It also
illustrates the grave dangers associated with the imposition of
ideologically motivated prescriptions for financing health
systems. Not only have user-fees in Zimbabwe proved
inequitable: they have been grossly inefficient, even in the most
narrowly defined economic terms. Despite a considerable
investment in collection mechanisms, health charges continue to
account for less than 3 per cent of recurrent spending in the health
budget, and in all probability the system constitutes a net drain on
health resources, if administrative costs are taken into account.
This points to the central dilemma in introducing user-fees into
health systems which serve populations characterised by high
degrees of poverty: namely, that returns to fees decline and costs
of administration rise in proportion to the size of the population
which qualifies for exemption. For many rural hospitals in
Zimbabwe, around 90 per cent of patients would qualify for
exemption, were the systems functioning effectively.
Considerations of equity and efficiency therefore both point
overwhelmingly towards a case for withdrawing user-fees.
Unfortunately, the Zimbabwe government's policy is pulling in
precisely the opposite direction, as witnessed by the sharp
increase in user-fees in January 1994. Ante-natal fees alone were
increased from between $Z10-12 to $Z50-60 at district hospitals,
and out-patient fees from $Z1.50 to $Z17. If the evidence from the
women interviewed for this report is an accurate guide, it is
inevitable that these increases will impose considerable social
costs on highly vulnerable populations.
Against this background, there is an increasingly compelling case
for the World Bank to translate its rhetorical commitment to
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poverty reduction into concrete policy initiatives. Having
initially endorsed the case for user-fees, the Bank has a
responsibility to use its influence to press for their withdrawal. It
could do so most effectively by demanding the phased withdrawal of user-fees over the lifetime of the adjustment
programme. Failure to do so will leave the poorest and most
vulnerable sections of Zimbabwean society facing unacceptable
social costs. And the World Bank and IMF's frequent commitments to poverty-reducing adjustment strategies in the health
sector will remain what they are at present: empty words,
designed to impress donors and mislead public opinion about
the real costs of adjustment.
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Further reading from Oxfam

Financing Health Care
Hilary Goodman and Catriona Waddington
Oxfam Practical Health Guide No. 8
1993,96 pages, paperback, ISBN 0 85598187 3
Using examples from many parts of the world, the authors
consider a range of financial structures which have been
implemented in response to a variety of community health-care
needs.

A Simple Guide to Structural Adjustment
John Clark with Mary Da vies
1991,32 pages, paperback, ISBN 0 85598 184 9
What is 'structural adjustment'? Why is it controversial? What are
its social implications? Is there any alternative for impoverished
countries struggling to balance their budgets? The authors
provide a basic introduction for the general reader.

Zimbabwe: A Land Divided
An Oxfam Country Profile
Robin Palmer and Isobel Birch
1992,64 pages, paperback, ISBN 0 85598 178 4
This book examines the record of the government of Zimbabwe
ten years after independence, showing its early successes in
improving health care and education, and analysing the political
and economic stresses which impede the creation of a fair society
with equal opportunities for all.
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