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INTRODUCTION

This Policy Brief provides an overview of the healthcare financing landscape in Zimbabwe in general and
HIV/AIDS financing in particular. The paper discusses the implications of this health financing architecture
for Government’s drive towards Universal Health Care and the “leaving no one behind” ethos (including
Key Populations) in relation to access to HIV/AIDS services in the country. A set of recommendations is
proffered to address the identified healthcare finance challenges. The paper is based on findings of a
recent  Situation  Analysis  of  Health  Financing  in  Zimbabwe  conducted  with  support  from the  PITCH
programme. 

BACKGROUND 
Stable and sustainable health care financing (HCF) is considered an essential component for achieving a
country’s health goals. Appropriately arranged health care financing helps governments mobilize adequate
financial resources for health, allocate them rationally, and use them equitably and effectively. Equitable
and pro-poor health financing policies promote universal access to the most needed health services. Such
policies  also  contribute  to  social  protection  and strengthen the  social  safety  nets  in  rapidly  changing
socioeconomic environments. In such broad context, HCF contributes to the overall social and economic
development process of a country.

Zimbabwe launched its first National Health Financing Policy and Strategy on 6 June 2018, becoming the
17th country in the  WHO AFRO Region to launch a national healthcare financing policy. The policy and
strategy provide a “resourcing pathway to Universal Health Care (UHC)” and promotes equity and quality
in health, ensuring that no one is left behind. The policy seeks to ensure that that all citizens have access
to quality health services they need without suffering financial hardships.  The healthcare financing policy
is aligned to the National Health Strategy (2016-2020) and ensures that the National Health Strategy is
well financed and implemented.

The healthcare financing policy and strategy was launched in the context of a myriad of socio-economic
challenges facing the country, which were having significant negative impacts on the health sector. The
country  is still  behind in  meeting the Abuja Declaration target  of  allocating 15% of  the Government's
budget towards health. Health insurance covered less than 10% of the population, leading to an out-of-
pocket  expenditure  of  over  39% of  all  health  expenditure by 2010.  This  has resulted in  the financial
impoverishment for many Zimbabweans and in challenges in the purchasing of health services and in
equity in accessing health services.

The goal of the Health Financing Policy is to guide Zimbabwe's health system to move towards Universal
Health Coverage (UHC) including financial risk protection, access to quality essential health care services,
and access to safe, effective, quality, and affordable essential medicines and vaccines for all by 2030. 

The Health Finance Policy is anchored on three pillars, namely: (a) Sustainable resource mobilisation and
revenue  collection  focused  on  strengthening  domestic  health  financing  and  abiding  by  the  Abuja
Declaration on Health where not less than 15% of the national budget shall be allocated to health; (b) Risk
pooling  and  cross  subsidisation;  (c)  provision  of  quality,  equitable  and  efficient  health  care  services
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through improved efficiency in the allocation of health sector budgets and identifying priority areas through
evidence  based  and  transparent  costing  of  benefits  that  will  be  purchased  from pooled  funding;  (d)
governance anchored on principles of transparency and accountability; fairness in the delivery of services,
social  participation  and  consultation  in  decision  making;  collaboration  and  consultation  with  all
stakeholders; and routine monitoring of implementation.   

HEALTHCARE FUNDING 
SITUATION IN ZIMBABWE 

Overall Health Sector Funding 

Figure 1 below shows health financing trends for Zimbabwe from 2014-2019.

Figure 1: Zimbabwe Health Financing:  2014-2019

Source: Ministry of Health and Child Care: “Overview of the Zimbabwean Health Sector”, October 2020

Overall,  Health  Sector  Funding  has  been  increasing  from 2014-2019,  driven  mainly  by  increases  in
Domestic Funding. Total funding for health has grown at an annual rate of 10% per annum over the 2017-
2019 period. Growth has been driven by domestic funding sources, which have increased from 42% of
total funding in 2014 to 64% in 2019. External funding has declined from 58% in 2014 to 36% in 2019, a
decline of 22% in the last 5 years. The falling trend in external funding since 2018 needs to be urgently
addressed as this compromises national health objectives and more options for domestic resourcing need
to be explored. 

Total Health Expenditure as a percentage of GDP was 10.3% in 2015 and declined to 5.9% in 2017 then
slightly increased to 7.1% in 2018. Per capita, Government Health Expenditure increased from $22.21 in
2015 to $30 in 2017 and to $51.12 in 2018. Total per capita health expenditure declined from $103.80 in
2015 to $90.80 in 2017 and slightly increased to $115.90 in 2018. Government Health Expenditure as a
percentage  of  total  government  expenditure  declined  from 8.7% in  2015  to  6.7%  in  2017  and  then
increased to 10.1% in 2018. 
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Overall Health Sector Funding by Source of Funding 

The main sources for domestic funding are government, individual households OOP financing and private 
corporations. Table 1 below shows a disaggregation of domestic funding by source of funding for 2015, 
2017, and 2018. 

Table1: Disaggregation of healthcare funding by source of funding.

Source: National Health Accounts assessment report (2017-2018) 

Domestically, Government funding gradually increased from 21.4% in 2015 to 33% in 2017 and 44.1% in
2018. Government funding increased in the wake of decreased funding from individual households OOP
financing and funding from the corporate sector. Corporate funding of healthcare expenses decreased
gradually from 28.4% in 2015 to 17.3% in 2017 and to 15.8% in 2018. This represents a 12.6% decrease
in corporate funding over the four year period, a reflection of the economic challenges that the corporates
are going through in the country. 

Household OOP funding of healthcare has significantly decreased over the past decade. In 2010, OOP
payments contributed 39% of the total healthcare funding, before dropping to 25.3% in 2015 and further
declining to 15.5% in 2017.  The 2017 Poverty, Income, Consumption and Expenditure Survey (PICES)
report shows that OOP spending has further declined to 13.3%. This represents a 25.7% decrease in the
households OOP contributions to healthcare expenditure over the 8 years. The decrease in household
OOP funding can be attributed to failure by individual households to fund their healthcare needs resulting
in these households failing to access health services as the economic situation in the country deteriorated
over the years.  

In  2015,  7.6  percent  of  households  in  Zimbabwe  incurred  catastrophic  health  expenditure  (CHE).
Catastrophic health expenditure (CHE) means that the medical spending of a household exceeds a certain
level  of  capacity  to  pay. Health  expenditure  is  considered  to  be  catastrophic  when  OOP  health
expenditures exceed 40% of household’s capacity to pay subsistence expenditures.   Incidences of CHE
were highest amongst the poorest (13.4%), followed by less poor (8.7%), middle (8.4%) and was lowest
among the rich (2.8%). According to 2017 PICES report, 34.5% of people in all wealth categories did not
seek treatment when they were ill, mainly because of lack of finances.
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HIV and AIDS funding

Domestic financing for HIV has largely been through the AIDS levy which accounts for approximately 10-
15% of total AIDS spending. The remainder (80-90%) comes from external partners, mainly Global Fund,
United States Government, United Kingdom Government and UN agencies. Table 2 below shows HIV and
AIDS spending  by source of  funding for  2014-2015 (Zimbabwe National  AIDS Spending  Assessment
Report) and 2018-2019 (GAM Indicator Report). 

Table 2: Actual Spending (USD$ millions) on HIV by Source (2014-2015) and 
(2018-2019)

Financing 
Sources

Amount 
(USD) 2014

%
Amount 
(USD)
 2015

%
Amount 
(USD) 
2018

%
Amount 
(USD) 
2019

%

Internal Public 39,828,236.00 0.12 41943497 0.1 49,701,222.00 13       45,231,793 11.4

Private 5,627,254.00 0.02 9626561 0.02 2,105,325.00 0.5         2,105,325 0.5

Household’s 
Funds

33,804,850.00 0.1 37060557 0.09 76,057,872.00 19.9       30,423,149 7.7

External Bilateral 140,749,058.00 0.41 101336534 0.26 PEPFAR

138,872,548 

36.3 PEPFAR  

    152,967,248 

38.6

UN Family 29,522,046.00 0.09 14195255 0.04 Global Fund  

91,423,175 

23.9  Global Fund

140,507,189 

35.5

International
NGOs

91,520,232.00 0.27 192213931 0.49 All other
International

24,842,179 

6.5 All other
International

24,842,179 

6.3

Total 341,051,676.00 1 396376335 1    383,002,321 100     396,076,883 100

Source: Zimbabwe National AIDS Spending Assessment Report (2014-2015) and GAM Indicator (2018-2019) 

From 2014, HIV and AIDS funding has largely depended on external funding as table 4 above shows. In
2014, domestic resources accounted for 23.2% of total HIV and AIDS funding, decreased to 21.9% in
2015 before increasing to 33.4% in 2018 and declined to 19.6% in 2019. The decline in domestic funding
in 2019 reflects the economic challenges that the country is going through which has left government, the
private sector and individual households being unable to meet expenditure related to HIV and AIDS. Within
the same period, external funding of HIV and AIDS increased from 76.8% in 2014 to 78.1% in 2015, before
decreasing to 66.6% in 2018 and again increasing to 80.4% in 2019. International donor partners have had
to fill  in  the  funding  gap created by declining  capacity  of  domestic  sources of  funding.   The leading
contributor among the bilateral  agents has been the USA government through PEPFAR support.  The
Global Fund has been the second largest contributor. The Fund contributed 23.9% in 2018 and 35.5% in
2019 to the national HIV and AIDS expenditure.  The UN family contributed 8.7% in 2015 and 4% in 2015
while all other international NGOs contributed 6.5% in 2018 and 6.3% in 2019. 
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Over the four years, government contribution to HIV and AIDS expenditure averaged 11.6%. It reached a
high of 13% in 2018 and a low of 10.2% in 2015.  Local government revenue expenditure on HIV and
AIDS drastically reduced from US$50,634 in 2014 to  US$500 in 2015.  The National  Health  Accounts
assessment of 2018/2019 did not collect expenditure data from local government sources due to data
availability challenges.

The private/corporate sector contribution over the four years has averaged 1.3%. The contribution declined
from 1.6% in 2014 to 0.5% in 2019. The decline is attributed to the difficult economic environment which
has seen private companies folding up or reducing their productive capacity. 

Individual household OOP contributions to HIV and AIDS expenditure averaged 11.7% over the four years.
It reached a high of 19.9% in 2018 and a low of 7.7% in 2019. The decrease in OOP imply that households
are  increasingly  finding  it  difficult  to  access  HIV  and  AIDS  services  due  to  the  tough  economic
environment, leaving them largely depended on external donor funding for the services. 

Funding for Key Populations 

Most of government resources for HIV and AIDS come from the National Aids Trust Fund. The national
budget, under the health sector budget does not have specific budget allocations for KPs. This is largely
because of legal and policy issues around KPs such as LGBTIQ and sex workers which makes it difficult
for specific budget allocations to be made for these KPs. Budget support for KPs therefore mainly comes
from the HIV and AIDS budget for ZNASP which is largely funded by external donor partners. 

All  HIV  and  AIDS  related  activities  are  classified  into  eight  (8)  thematic  areas,  i.e.  AIDS  Spending
Categories (ASCs).  The classification system is standard1 and has been applied over the years.  This
classification system defines and codes all activities into the eight categories, which are further sub-divided
into several sub-categories; in total almost 200. This allows for great flexibility to represent the country’s
response. 

KP related activities fall under three main categories namely (a) Enabling Environment which focuses on
advocacy, human rights protection, gender-based violence (GBV) prevention, institutional development;
(b) Treatment which focuses mainly on ART, home-based care (HBC), palliative care, out- & in-patient
costs for opportunistic infections (OIs) & Sexually Transmitted Infections (STIs), TB treatment;  and (c)
Prevention – e.g. behavioural change communication (BCC), youth programmes, voluntary medical male
circumcision  (VMMC),  elimination  of  mother-to-child  transmission  (eMTCT),  post-exposure  prophylaxis
(PEP), HIV counselling and testing (HCT), interventions for vulnerable populations including most-at-risk
populations (MARP), condoms etc. The most at risk populations include KPs such as LGBTIQ and sex
workers. 

Based on the NASA classifications, there are six broad categories of beneficiary populations of HIV and
AIDS services and these include Key Populations who are defined as sex workers (SW), people who inject
drugs (PWID) and men who have sex with men (MSM). Other key populations such as lesbians, trans-
gender and intersex are not specifically mentioned under the KP category. 

The NASA report (2014-15) shows that spending on the HIV and AIDS budget was targeted at a total of 18
beneficiary population groups. Among these targeted groups were Most At Risk Populations (MARPs) who
include sex workers and LGBTI groups. Out of the USD 341,051,676 spent on these targeted population
groups, 2.9% of the budget (or USD 9,845,509) was spend on MARPS in 2014 while 0.23% (or USD
896,780) out of a budget of USD 396,376,335 was spend on the same group in 2015. There was a decline
in funding support to MARPs between the years. 

1 UNAIDS 2009
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Table 3: Expenditure for key population groups for 2018 and 2019

Modular Approach - 
Modules

Modular Approach - 
Interventions

Year 1 Actual 
Exp (Jan to 
Dec 2018)

Year 2 
Actual Exp 
(Jan to Dec 
2019)

Cumulative 
Year 1 - Year
2 Actual 
Expenditure

Comprehensive 
prevention programs 
for sex workers and 
their clients

Other intervention(s) for 
sex workers and their 
clients

656694 234891 2971586

Comprehensive 
prevention programs 
for MSM

Community 
empowerment for MSM 65003 377468 442471

Comprehensive 
prevention programs 
for sex workers and 
their clients

Harm reduction 
interventions for sex 
workers who inject drugs

13362 60839 74200

Comprehensive 
prevention programs 
for sex workers and 
their clients

Community 
empowerment for sex 
workers

186719 555472 742190

Comprehensive 
prevention programs 
for MSM

Other intervention(s) for 
MSM 60528 203533 264061

Comprehensive 
prevention programs 
for MSM

Addressing stigma, 
discrimination and 
violence against MSM

15246 19694 34940

Comprehensive 
prevention programs 
for MSM

Condoms and lubricant 
programming for MSM 0 711 711

Comprehensive 
prevention programs 
for MSM

Behavioural 
interventions for MSM 700 1461 2162

Source: GAM Indicator 2019 
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Most of the funding for the key population group in 2018-2019 was provided by the Global Fund. The
above table shows that there was an increase in funding of key population programmes from USD 896,780
(or 0.23% of the budget) in 2015 to USD 998,575 (or 1.1% of the budget) in 2018. There was a substantial
jump in funding in 2019 to USD 4,522,851or 3.2% of the total budget of the targeted population groups in
the HIV and AIDS national response. Most of the targeted key populations were sex workers and their
clients and MSM.  Programmes implemented included Pre-exposure prophylaxis (PrEP) for sex workers,
condoms and lubricant programming for sex workers, behavioural interventions for MSM, Condoms and
lubricant  programming  for  MSM,  addressing  stigma,  discrimination  and  violence  against  MSM,  harm
reduction interventions for sex workers who inject drugs and community empowerment for MSM and sex
workers among other programmes. 

Accountability Systems for Healthcare Funding

The  Auditor-General  has  been  producing  reports  for  appropriation  and  fund  accounts,  state  owned
enterprises and local authorities. However, the reports for most years have not been produced on time.
Moreover, what has been mainly lacking prior to 2017 were the follow up actions on the report. In 2019,
there was increased pressure from citizens and parliament for the findings to be followed through to the
letter and spirit.

The  Analysing  Fiscal  Space  Options  for  Health  in  Zimbabwe  report  (2017)  pointed  out  a  number  of
weaknesses in the MoHCC resource accountability system. The weaknesses included the following:

• The MoHCC had weak budget control procedures. The AG 2015 report noted a number of
anomalies  in  MoHCC  budget  control  procedures,  including  unauthorized  budget
expenditures and virement of funds between budget lines without prior MoFED authorization.

• The MoHCC had improper  accounting procedures,  especially  with  regards to  the  Health
Services  Fund.  In  some  instances,  ministries  did  not  keep  proper  records  via  receipts,
payment vouchers, goods-received vouchers, cashbooks and ledgers.

• Weak internal budget controls and management systems

• Weak  procurement  systems  increased  the  MoHCC’s  transaction  costs  and  promoted
corruption. For example, unsupported payments were made to workers who had already left
employment.

For HIV and AIDs funding  there are different reporting requirements that are given to service providers
when they access funds. These vary among the funders. However, funders expect all recipients to report
back, submitting both financial and narrative reports on activities implemented during the reporting period.
Reporting is usually on a monthly, quarterly and annual bases but frequency varies among the funders. 
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A number of  challenges  have been experienced in  the accountability  mechanisms for  HIV and AIDS
funding. These include:

 Inability to meet donor requirements timeously 

 Late disbursement of funds by some donors 

 Limited capacity to absorb funds by some implementing partners

 Inability to work within the budgets by some implementing partners.

Allocative Efficiency/Inefficiencies in Healthcare 
Expenditures

Zimbabwe has made significant improvements in health outcomes in the last five years. However, despite
some progress in some health factors, the country did not meet its Millennium Development Goals (MDGs)
and current progress falls short of the Sustainable Development Goals (SDGs) milestones. The country is
facing national economic challenges coupled by high inflation and increasing levels of poverty. This has
impacted significantly on the poor and vulnerable, many of whom are failing to access health services
because of financial constraints, leading them to resort to home treatment remedies. The government has
had to largely rely on external funding support, particularly with regard to HIV and AIDS expenditure, which
in the long run is not sustainable. Despite improvements in nominal allocation from previous years, the
2019  health  sector  budget  allocation  of  US$694  million  fell  significantly  short  of  the  US$1.39  billion
required for  the NHS High  Impact  Scenario  for  20192.  Given this  context,  there  is  a  call  for  efficient
utilisation of the available healthcare resources for maximum impact in the wake of declining ability of
government to fully fund healthcare and a global decrease in donor support to developing countries. 

NHA (2017-2018) analysis:

No resource allocation formula for the distribution of resources in the health
sector.

Budget allocation is not linked to population needs, and the needs-based
resource allocation formula developed in 2013 for the MoHCC is still not fully
functional. 

Health financing is highly fragmented, making it is difficult to have a generic
allocative formula for healthcare resources.

2  Zimbabwe National Health Strategy 2016-2020 Costing Report
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Several assessments3 have recommended efficient utilisation of healthcare funding as the most promising
option to achieve better results in the current country context. Identified allocative inefficiencies include the
following: 

• Budget  allocations  biased  towards  curative  services  at  the  expense  of  preventive  services.
Government  is  spending  more  on  Hospital  Curative  care  instead  of  putting  more  resources
towards  primary  health  care/preventive  services.  Curative  care consumed 58.5% of  the  total
allocated resources to health care providers compared to preventive care which consumed 15.2%
of the 2017-18 budget. Government funding of the preventive care budget declined from 17.9% in
2017 to  14.5% in  2018.  The biggest  proportion of  the  preventive  care budget  in  both years
(82.2%) was funded by external donor partners. 

• The biggest expense for domestic resources (64%) is going towards salaries and benefits of
health workers, leaving less than 10% allocations for critical areas such as drugs and medical
supplies and facility operating costs amongst other expense. The large wage bill represents a
major constraint for the country and the health sector, and substantial efficiency gains cannot be
achieved within the sector without implementing public sector wage reform.

• The bulk of public spending focused on urban areas at the expense of rural areas 

• Budget allocations not linked to population needs. Eight provinces have been allocated almost
the same amount of healthcare resources despite differences in population numbers and disease
burden.

• Resource allocations on health not pro-poor.

3  2015 National Health Accounts (NHA); 2019 Resource Mapping Study
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SUMMARY OF KEY CHALLENGES
IN HEALTHCARE FINANCING IN 
ZIMBABWE 
The following key challenges were identified in healthcare financing in Zimbabwe:

Overall Healthcare Financing 

• Owing to the prevailing economic environment, government is facing resource constraint which
has led to failure to meet the Abuja declaration target of the health budget being at least 15% of
total government budget. Government Health Expenditure as a percentage of total government
expenditure averaged 10% over the past five years. This has led to a healthcare funding gap,
which external donors have had to fill in. 

• External funding for health has been inconsistent over the past five years. It was 24.9% of the
total health budget in 2015, increased to 34.2% in 2017 before declining to 26.7% in 2018 and
increasing to 36% in 2019. For sustainable healthcare financing, stable and predictable flow of
healthcare funds is key and hence the need to fund healthcare mainly from domestic resources.
The unpredictability of external healthcare funding will leave some health sectors exposed and
vulnerable.  

• Corporate funding of healthcare expenses decreased gradually from 28.4% in 2015 to 17.3% in
2017 and to 15.8% in 2018, reflecting the difficult economic environment prevailing in the country.
As a result, health insurance covers less than 10% of the population.

• Household Out of Pocket (OOP) payments have declined from 39% in 2010 15.5% in 2017. This
reflects inability by households to fund for their healthcare expenses due to the difficult economic
environment.

HIV and AIDS Funding 

 HIV and AIDS financing heavily relies on external funding, with domestic funding accounting only
for 10-15% of total HIV/AIDS spending which comes largely from the AIDS Levy. The heavy
reliance on external donor funding for HIV and AIDS funding is unstainable 

 Corporate funding for HIV has averaged 1.3% over the past four yours, an indication of minimal
private sector involvement in HIV and AIDS funding. 

 Individual household OOP contributions to HIV and AIDS expenditure averaged 11.7% over the
four years. It reached a high of 19.9% in 2018 and a low of 7.7% in 2019. The decrease in OOP
implies that households are increasingly finding it difficult to access HIV and AIDS services due to
the tough economic environment, leaving them largely depended on external donor funding for
the services. 

Funding for Key Populations 

• Funding for Key Population Programmes is almost entirely coming from external donors, which is
not sustainable in the long term and leaves KPs in a precarious situation should donor funding
decline .
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Accountability for Healthcare Funding 

 Accountability  for  healthcare  funds  is  generally  weak,  characterised  by  late  production  and
submission of reports, limited follow up on actions recommended in the reports, weak budget
control procedures, and weak procurement systems leading to high costs. 

 Limited participation by citizens in national budgeting processes, particularly at implementation
and oversight stages of the budget cycle. 

Allocative Inefficiencies in Healthcare Financing 

• A number of allocative inefficiencies in healthcare financing exist. These include amongst others:
budget allocations biased towards curative services at the expense of preventive services; the
biggest  chunk  of  healthcare  resources  going  towards  salaries  (64%)  at  the  expense  of
commodities and infrastructure development; the bulk of public spending focused on urban areas
at the expense of rural areas. These allocative inefficiencies emanate largely from a lack of a
well-defined resource allocation formula within the health sector and a highly fragmented health
financing sector which makes allocative coordination difficult. 
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RECOMMENDATIONS 
• Government needs to increase the health budget in order to meet the 15% Abuja Declaration

Budget. This will increase domestic funding for healthcare and reduce reliance on external donor
funding which is unpredictable, inconsistent and unsustainable in the long term.  

• Within the existing fiscal space, there is need for improved resource allocative efficiencies that
include: increasing budget allocations for primary health care;  strengthening budget oversight
and monitoring mechanisms to ensure efficient utilisation of resources and plugging of leakages,
implementing the MoHCC resource allocation formula to ensure that healthcare resources are
distributed according to need and disease burden,  improving coordination of resource allocation
across sectors,  rationalising the healthcare workforce to prevent the biggest portion of the health
budget being allocated for salaries. 

• Private sector investment in healthcare needs to be promoted to ensure that more people are on
health insurance. A strategy to involve the informal sector to participate in health insurance is also
needed given the fact  that  approximately  80-90% of  economically  active population  is in  the
informal sector.

• Increased  funding  for  HIV  and  AIDS  from  domestic  sources  is  urgently  needed  given  the
unsustainable reliance on external  funders who are funding between 85-90% of the HIV and
AIDS expenditure. 

• There is need for a clearly defined policy on key populations, some of whom are criminalised, to
enable ring fencing of KP resources within the national  budget.  The lack of a clearly defined
policy has led to KP programmes being almost entirely funded by external donors, a situation that
is not sustainable in the long term and not in sync with the “leaving no one behind” ethos within
the National Health Finance Policy. 

• There is need for increased citizen participation at all stages of the national and sub-national
budgeting processes to promote the concept of an Open Budget. 
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