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Abstract  

Premier Medical Aid Society, by June, 2020, had not settled health service providers’ 
claims on time. They owed health service providers hundreds of millions of United 
States Dollars. The aim of the study was to examine how delays in the settlement of 
claims by Premier Medical Aid Society affected health service providers. The 
objectives of the study were, to identify the causes of delayed payments to health 
service providers by Premier Service Medical Aid Society (PSMAS), assess the 
legislation available in the disbursements of funds to health service providers, 
measure the real impact of these payment delays on the general welfare of health 
service providers and suggest possible solutions to the delays in payment to health 
service providers. The study used descriptive research design to summarise and 
organize data in an effective and meaningful way. Mixed research approach was 
used. The study targeted the private health service providers located in Gweru. For 
the purpose of this study, 55 participants (from selected health service providers) 
were purposely selected to answer the questionnaire. Seven (7) top executives from 
service providers with the highest amounts owed to them were selected and three (3) 
PSMAS managers as key informants to participate in the interview. Statistical 
Package for Social Science (SPSS) version 21 software was used to analyse the data. 
Pie charts, graphs and tables were used to present data. The major findings of the 
study were that health service providers’ claims were not settled within the stipulated 
time of 60 days. The majority of health service providers indicated that non-
settlement of claims affected their daily operations and hence forcing them to ask 
their clients for cash upfront before serving them in order to stay in business. One of 
the recommendations was that medical aid societies and health services providers 
should work together to eliminate delays in the settlement of claims.  
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Definition of Key Terms 

In order to create a common understanding of all the concepts in this study, the 

following words are defined.  

Health care provider is a person or company that provides a health care service to 

individuals (Mugwagwa, 2017). Consist of medical professionals, organizations, and 

ancillary health care workers who provide medical care to those in need.  

Nurse: For the sake of this research a nurse is a formally educated and experienced 

individual responsible for the caring of people who are sick.  

Public Hospital: Generally, it is those hospitals that are funded and owned by the 

government (Mugwagwa, 2017).   
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CHAPTER 1 INTRODUCTION 

 1.1  Introduction   

This chapter briefly dealt with the framework of the study. In particular it 

highlighted the background to the study, statement of the problem, objectives of the 

study and research questions. Significance, scope, delimitation and limitation of the 

study were also covered in this section.  

 1.2  Background to the study     

Zimbabwe, like several other countries, has the impasse of finding the best ways to 

address the health needs of its population and economically develop the country to 

boast of a population with a satisfactory quality of life.   

The health insurance market is liberalised and allows private entities to set up health 

insurance schemes. These systems function as medical aid societies and are 

misleadingly described as not-for-profit operations (Mhere, 2013). To support the 

view of market liberalisation, Mhere (2013) attributed the above to the proliferation 

of private health providers that has increased the importance of medical insurance. 

The medical aid sector has various operators, operating ‘open’ (any person can be a 

member) or ‘closed’ (only admit certain people, e.g. employees of a particular 

industry) schemes. Just over a million people in Zimbabwe have medical aid, with 

Premier Medical Aid Society (PSMAS) having 520,000 members; CIMAS having 

450,000 members; Engineering Medical Fund having 20,000 members; and others 

accounting for 110,000 members (Munyuki & Jasi, 2009).  

Premier Service Medical Aid Society as one of the biggest health insurance 

providers caters mainly for civil servants and their dependents (Munyuki & Jasi, 
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2009). There are no private not-for-profit medical aid societies in Zimbabwe, and no 

national health insurance scheme, so most of the population is not insured for health 

needs and cannot access the expensive private sector health facilities (Munyuki & 

Jasi, 2009).   

In 2016, Zimbabwe experienced a period of non-payment of medical claims to some 

medical and health service providers. (ZIMA, 2016) reported that some claims 

remained un-paid for periods in excess of the statutorily stated 60 days cut off period 

and sometimes for periods of up to 6 months or more. The association went on to 

establish that it remained apparent that most providers felt they were being taxed for 

what they had not earned. The economic challenges facing the country have resulted 

in state hospitals being overcrowded, underfunded and understaffed. More private 

facilities offering far more luxury to those who can afford it have also mushroomed. 

Medical inflation has quadrupled resulting in a trend that is likely to continue until 

the economy recovers.  

Substantiating the increasing impact of the health sector, the Private Hospitals 

Association of Zimbabwe (PHAZ) was formed in 1996 (3http://www.phaz.co.zw/). 

The portfolios covered by the members included hospitals; for example Mater Dei 

(Bulawayo) and South Medical (Chitungwiza); clinics, medical insurance firms’ 

own clinics, maternity hospitals, 24 hours  accident and emergency centres, and 

specialist centres such as Harare Haemodialysis Centre (Mugwagwa, 2017).  

  

The growth of private healthcare centres was underpinned by an extensive private 

sector health insurance system, through what is locally known as Medical Aid 

Societies. Underscoring the message that the private sector has a long history in 

healthcare in Zimbabwe, the first association of medical health insurers, the National 
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Association of Medical Aid Societies (NAMAS) was formed in 1969. NAMAS 

became Association of Healthcare Funders of Zimbabwe (AHFoZ) in 2004 when it 

embraced other funders besides medical aid societies. Premier Service Medical Aid 

Society (PSMAS) is one of the oldest funders in the country having been established 

in 1930 after appointment of a special committee by the Public Service Commission. 

PSMAS grew from a membership of under a thousand in 1931 to over 600 000 

members today, and it caters mostly for civil servants.  

  

Mhere, (2013) noted that there are about 30 medical aid societies in Zimbabwe and 

both public and private employers provide medical insurance through participation 

in medical aid societies.  He also highlighted that health insurance coverage is 

generally on the low side in Zimbabwe. According to Zimbabwe demographic and 

health survey (2006), 91% of women do not have health insurance. Of the 9% that 

are covered, 4% have insurance through their employer, 3% are covered under a 

privately covered commercial plan and the remaining 2% are covered through some 

other mechanism.  

  

Mugwagwa, Chinyadza & Banda (2017) indicated that the onset of the economic 

challenges that began in the late 1990s and culminated in the hyperinflationary era 

of the 2000s strained the public health system. Fiscal provision for the public health 

system in real terms was reduced drastically and this forced citizens to resort to out 

of pocket health expenditure, and for those who were still gainfully employed, 

medical insurance was the best option for accessing healthcare. With the gradual 

increase in unemployment, the citizens depended more on out of pocket expenses or 

subscription of the elderly and other dependents onto medical insurance (cash 
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subscriptions in addition to salary deductions) by on or offshore relatives or 

children.  

   

In a study by Mugwagwa et al., (2017), it has been revealed that fraud and 

corruption cost more than just the money some get away with. The effects of 

corruption and fraud in the health care system is noted as causing rippling effects 

ranging from costs and resources in the health sector. In the same study it was also 

revealed that corruption and fraudulent claims remain some of the biggest challenges 

the sector continues to face (Pacific Prime, 2017). Fraud and corruption can be 

viewed from various angles where different health incidents fraudulently forward 

claims. Some relate to actions by a patient and others by doctors. Mtomba (2016) 

noted that Zimbabwe Medical Association (ZiMA) indicated that health services 

providers like doctors, hospitals and other health providers would stop accepting 

medical aid and highlighted that medical or health insurance firms owed them $220 

Million.  

It is against this background that the study examined the inconsistencies in the 

payment of the health or medical fees to the health service providers.    

 1.3  Statement of the Problem  

Public Service Medical Aid Society (PSMAS) is not paying health care service 

providers within the stipulated time frame. Medical aid societies, as stated in the 

Medical Schemes Act receive contributions monthly form members and pay or 

reimburse medical expenses to health service providers according to set scales and 

within a period of 60 days. Although the government remains committed to the 

provision of primary health care countrywide and selected facilities providing 
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advanced specialist services at affordable rates, the sector has not been spared by the 

current economic challenges. The Daily News (2017) reported that some doctors are 

suing PSMAS for owing $208 000 in unsettled claims. Further to this, it was 

reported that medical aid societies are not paying claims for health services provided 

to their clients. Some health insurers have gone for three years without paying 

service providers. It is against this backdrop that this study examined inconsistencies 

being faced by Premier Service Medical Aid Society (PSMAS) in Zimbabwe in 

paying health service providers.   

 1.4  Aim of the study   

The aim of the study was to establish how delay in payment of medical expenses by 

medical insurer affected the health service providers   

 1.5   Research Objectives    

The objectives of the research were to -  

1. Identify the causes of delayed payments to health service providers by 

Premier Service Medical Aid Society  

2. Assess the legislation available in the disbursements of funds to service 

providers  

3. Measure the real impact of these payment delays on the general welfare of 

health services providers   

4. Suggest possible solutions to the delays in payment to health service 

providers  
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 1.6  Research Questions  

The research study intended to answer the following questions: -  

1. What were the causes of payment delays to health service providers by 

Premier Service Medical Aid Society?  

2. What is the legislation available in the disbursements of funds to heath 

service providers?  

3. To what extent did payment delays have on the welfare of health service 

providers?   

4. What were the possible solutions to the delays in payment to health service 

providers?   

 1.7  Research Assumptions  

It was assumed that delays in payment of medical expenses by the medical insurer 

affected the welfare of health service providers   

 1.8  Significance of the Study  

The purpose of the study was to analyse the inconsistencies in the payment of 

medical expenses or costs to health service providers by health insurer.  

 1.9  Rationale of the Study  

Most of the workforce in Zimbabwe has health insurance cover, which again has its 

own fair share of challenges including shortfalls and the longstanding disharmony 

between the insurers and the service providers.  This study was significant in a 

variety of ways. It was ground-breaking in the sense that this topic had not been 

given a close analysis, more so in the Zimbabwean context in the wake of medical 
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aid insurance companies’ failures that have been witnessed on the market. It would 

assist the existing medical aid societies to come up with appropriate strategies to 

manage organizational change influenced by the rapidly changing external market. It 

would also assist the government to come up with policies that would regulate 

medical aid societies so that the interest of the stakeholders would be served. The 

study would also help other scholars who intend to dig deeper into how medical aid 

societies operate. Hence, the need to explore the discord in the payment of medical 

expenses by health insurers in Zimbabwe so that the findings of this would assist in 

overcoming inconsistencies that are against the benchmarks of health service 

provision.   

 1.10  Delimitation of the study  

All possible steps were taken to provide the findings in a holistic way, but no 

research is free from limitations (Creswell, 2013). The following is a list of 

delimitations observed in the study: The study was limited to health services 

providers located in Gweru and claimed medical expenses from PSMAS.   

 1.11  Limitations of the Study  

The study could have focused on all health services providers in Zimbabwe, but due 

to limited time, the researcher therefore focused to limited health service providers 

in Gweru, Zimbabwe. However, the researcher utilized the available limited time to 

focus only on health service providers located in Gweru.   

Participants experienced difficulties in answering some of the questions. Others were 

not free to answer some of the questions because of sensitivity of exposing or 

revealing vital information about their employers. In cognizance of all the stated 
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risk, the researcher collected data from respondents individually and assured them 

that the details would be treated with confidentiality and anonymity. The raw data 

that was collected was destroyed after the research project.   

The researcher was also one of the heath service providers who claimed from 

PSMAS. Although all measures were taken to avoid being biased in favour of health 

care providers, some traces of bias could exist in the research work.  

 1.12  Structure of the study  

This study has five Chapters as summarized below -   

Chapter 1 – This Chapter provided a summary of the study; the introduction, the 

background of the study, statement of the problem, research questions,  purpose of 

the study, significance of the study, research assumptions, rationale of the study, 

delimitations of the study, limitations of the study, and structure of the study.  

Chapter 2 – In Chapter 2 the researcher gave a review of pertinent literatures in 

relation to the study topic. The chapter delved into past and present global empirical 

evidence on health insurer disbursement of funds to health service providers.  It then 

narrowed down to the local context of the area of study.   

Chapter 3 – It provided step by step review of how the research was conducted. It 

stated research design, population and sample, sampling technique, instrumentation, 

primary data gathering and statistical analysis.   

Chapter 4 – It presented findings, interpretation and analysis of primary research 

data with a view of matching it with the existing literature outlined in chapter two. 

The responses from the research instruments were presented in various graphical 

models to ensure clarity and consistency.   
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Chapter 5 – This chapter included an analytical discussion of the findings presented 

in the previous chapter in order to extract information that could either be associated 

with the existing literature or refute findings of previous research. The chapter 

assessed whether the study had met the set objectives that had been presented.
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CHAPTER 2 REVIEW OF RELATED LITERATURE 

 2.1  Introduction  

Chapter two presents a review of the literature pertinent to the theoretical and 

conceptual basis of this study which is the assessment of problems faced by private 

health service providers when obtaining payments after claims on health service 

provision.   

 Literature review plays a crucial role in this research. Muranda (2004) concur that 

literature review tells about prior research and findings in the same field. This 

chapter encompasses the different theories and /or models related to the topic and 

also identify knowledge gaps, as well as strengths and weaknesses in previous 

studies so as to determine what has already been done and what is yet to be studied 

and improved. This will assist in discovering connections and other relations 

between different research results by comparing various investigations. This section 

encompasses studying of pros and cons of research methodology used in other 

research related studies in order to adopt them in this study. In other words, its 

purpose is also to improve upon them in the context of this research. The subsequent 

thematic areas will be reviewed encompassing the causes of delayed payments to 

health service providers, impact of these payment delays on the general welfare of 

health services providers and possible solution to the delays in payment to health 

service providers.   
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2.2 Theories and models of health care services financing   

2.2.1 Conventional theory and Nyman’s access theory of demand  

The conventional theory of demand for health insurance and Nyman’s access theory 

of demand for private health insurance seem to dominate the health insurance 

literature. According to Santerre and Neun (2010), many of the choices individuals 

make as health care consumers and providers, involve a substantial level of 

uncertainty. This uncertainty stems from illnesses occurring randomly, unpredictable 

timing and amount of medical expenses, and therefore patient load and types of 

treatment also become unpredictable. Santerre and Neun (2010) further argue that 

people generally dislike risk and are willing to pay some amount of money to avoid 

it. Consumers thus gain from entering some risk pooling arrangements as this 

reduces the variability of the expected losses.   

The conventional theory explains factors affecting demand and the uptake of health 

insurance based on the expected utility model. Santerre and Neun (2010) maintain 

that the pricing mechanism of insurance, one’s degree of risk aversion, the 

preferential tax treatment of health insurance premiums, and government subsidy on 

the purchase of health insurance, are all key determinants of health insurance 

participation or involvement. They further underscored that the subjective 

probability of an illness occurring affects the amount of health insurance demanded. 

Feldstein (2005) tends to concur with Santerre and Neun (2010) in underlining the 

tax-exempt aspect of health insurance premiums and the price effect of health 

insurance on medical care services as key in the consideration to purchase health 

insurance coverage. It is thus possible to deduce from such assertions that the uptake 
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of health insurance products may be motivated by the perceived decline in the cost 

of medical services and the subsidy component from government.  

On the other hand, Nyman’s access theory of demand for private health insurance 

suggests that people value medical insurance because they desire an income transfer 

from those who remain healthy in the event, they become seriously ill 

(Nyman,2005). According to Nyman (2005), his access theory of demand for health 

insurance holds that people purchase health insurance to obtain additional income 

when they become ill. Insurance companies thus merely transfer insurance 

premiums from those remaining healthy to those becoming ill. The new theory 

appears to present a departure from the conventional theory’s emphasis on risk 

avoidance as the major drive in health insurance participation, to the income 

transfer, as a desired objective when deciding to take up health insurance cover.  

According to Pacific Prime, (2017), health insurance is widely believed to be one of 

the most viable and authentic health financing systems. It does not only help in 

meeting the needs of the health system, but also provides less hurting health 

payment systems for households. To this extent it is preferable to cost recovery 

strategies and user fees in much of the developing world. Much of the literature on 

demand for health insurance, tend to subdivide between the conventional theory, 

originally explained by Pauly (1968) and the new theory, for which Nyman (2005) is 

one of the proponents. Whilst the conventional theory places emphasis on the price 

effect of insurance with moral hazard and adverse selection as key challenges of the 

insurance market and hence welfare decreasing, the new theory looks at insurance as 

a process facilitating income transfers from those who remain healthy after 

subscribing to a pool of central finds, to those who become ill. Nyman (2005) 
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suggests that health insurance is thus purchased to obtain that transfer, which is the 

difference between the payoff and the premium.  

The conventional theory according to Nyman (2005) holds that people purchase 

insurance because they prefer the certainty of paying a small premium to the risk of 

getting sick and paying a large medical bill. One can quickly see that according to 

this conventional theory, risks and certainties are an important explanatory variable 

in the demand for health insurance. People are thus compelled to participate in 

health insurance because they do not want to get stranded in the event of unforeseen 

need to pay large health care bills (Mack, 2011).  

As seen by Newhouse (1978), for the purpose of researching the association between 

health insurance and demand, the central point is that insurance corresponds a 

subsidy to purchase medical care. Therefore, it lowers the per unit price of care. This 

philosophy is also in line with Nyman (2005) who argues that the conventional 

theory of health insurance has held that becoming insured acts like a reduction in the 

price of health care, just as if the price reduction had occurred exogenously in the 

market.  

Parkin (2000) noted that everyone demands healthcare at some point in their life, but 

the people with the largest demands are the elderly, the very young and the 

chronically sick. They further assert that the costs for most people are high though 

the frequency of use is low. They emphasize that it is the uncertainties about future 

incomes that make planning healthcare expenditures difficult, hence in a purely 

private market system most people choose to finance their health care by insurance. 

It should thus be evident from the foregoing discussion that uncertainties, age and 

one’s health status feature as key determinants of participation in health insurance.  
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2.2.2 Models of Health care services financing   

2.2.2.1 Tax based system of health financing   

Health financing systems like tax-based system in which government revenues are 

the predominant source for health care expenditures began in two different ways 

(Nessef & Ennajar, 2018). The Tax-Based System in the first set of countries was 

built on a basis provided by the earlier development of social or private health 

insurance. For instance, Britain passed its National Insurance Act in 1911, financed 

through payroll contributions, and did not adopt a universal tax-supported health 

system until after World War II (Haseltine, 2013). This design is most prevalent 

among Western European countries. In the second set of countries, the Tax-Based 

System developed from health services administered directly by colonial regimes.  

2.2.2.2 Bismarck’s Model   

Bismarck's model is the oldest health insurance system, and it originated in Germany 

(Prussia) in 1883. It was named after Otto Bismarck, former Chancellor of Prussia, 

who first applied it. The basis of this model is compulsory social security funded 

from insurance funds. Health insurance funds collect funds and pay for services. 

Funds are collected from employee and employer contributions from gross income, 

and the state pays health insurance fund of health services for protected population 

groups. Payment of contributions is proportional to revenues, and this system allows 

fairness according to principle of financing according to the possibilities. In this type 

of insurance, principle of solidarity is the most important, which means that 

contributions are paid by everyone and those who need it during the year.  Health 

facilities and equipment are mainly state-owned. The countries in which this model 
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is represented are Germany, the Netherlands, France, Austria, Belgium, 

Luxembourg and Slovenia (Khaled Ennajar & L.Nessef, 2018). 

Mack (2011) established that the issue of National Health Insurance (NHI) scheme 

became one of topical issues debated in most countries. It was also noted that 

Germany became the first country to provide NHI under the leadership of Prince 

Otto von Bismarck, enacted a compulsory sickness-insurance law. This was 

introduced because Bismarck had a socialist mentality of governance. Germany also 

became one of the first countries to have a modern social security system. Mack 

(2011) in his study indicated that they are about 39 countries that provide NHI.  

2.2.2.3 Semashko’s Model  

The model initiated in the Soviet Union and countries of Eastern and Central Europe 

that had socialist social order. Semashko advocated the view that socialist state 

institutions are obliged to provide everyone in the country with the best possible free 

health care services (Saltman; Busse and Figueras, 2004). In socialist system, the 

property was state-social, so it was with the infrastructure in health care, and all 

health services were available to every member of society. Health services are 

financed from a tax-filling budget (Haugen, 2014). The government is directly 

responsible for the amount of funds allocated for health. The planning of allocation 

of funds and investment management was under the jurisdiction of state 

administration.  

Though this model was initiated out of the need for social order it was criticized for 

insufficient utilisation of primary health care and excessive hospital treatment, 

mismatch of health services with the needs of population, deviation from 

international standards in the quality of health services and the amount of salaries 
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paid to healthcare employees, limited access to modern technology, and inadequate 

planning of trained personnel per population. This model was blamed for its market 

dysfunctional with the reforms that took place in countries of Eastern and Central 

Europe (Saltman et al., 2004).  

2.2.2.3 The Beveridge Model: single-payer National Health Service  

The Beveridge Model was first developed by Sir William Beveridge in 1948. 

Established in the United Kingdom and spreading throughout many areas of 

Northern  

Europe and the world, this system is often centralized through the establishment of a 

national health service. The government acts as the single payer, eliminating 

competition in the market and generally keeping prices low. Funding health care 

through income taxes allows for health care to be free at the point of service – after 

an appointment or operation, the patient does not have to pay any out-of-pocket fees 

because of their contribution through taxes. Under this system, a large majority of 

health staff is composed of government employees. A central tenant of this model is 

health as a human right. Thus, universal coverage is guaranteed by the government 

and anyone who is a citizen has the same access to care (Chung, 2017)  

With the government as the sole payer in this healthcare system, costs can be kept 

low and benefits are standardized across the country. However, a common criticism 

of this system is the tendency toward long waiting lists. Because everyone is 

guaranteed access to health services, over-utilization of the system may lead to 

increasing costs. There are fears that adoption of a single-payer national health 

service in the US would lead to an increase in demand for all procedures, even 

medically unnecessary ones because citizens would not pay upfront costs for these 

services. However, other analysts argue against this problem, stating that current 
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American practices waste a similar amount of money covering the uninsured. 

(Chung, 2017)  

Another practical concern is the government response to crisis. In the case of a 

precarious national emergency, such as war or a health crisis, funding for health 

services may decline as public revenue decreases, exacerbating the financial burden 

inherent in a large influx of patients. Such a situation would require careful 

allocation of emergency funding before the crisis. Examples: The United Kingdom, 

Spain, New Zealand, Cuba, (Chung, 2017)  

2.2.2.4 The national health insurance model   

The national health insurance model has its origin in the Canadian system of health 

care that originated in Saskatchewan in the late 1940s (Centers for Medicare and 

Medicaid Services, 2010). It was established that Saskatchewan Premier Tommy 

Douglas was the architect of the plan, providing public coverage for residents 

through the Saskatchewan Hospitalization Act (Stefanacci, 2006). Through debate, 

short-term strikes by the medical community, rancour and discussion, the will of the 

Canadian people remained steadfast for a health care system nationwide. The 

Canadian Health  

Act, providing for a universal plan throughout Canada, was passed by the Canadian 

Parliament in 1984 (Reid 2009). Each of the 10 Canadian provinces and three 

territories administers its own plan (Reid 2009). This model of structure, delivery, 

and financing contains elements of both the Beveridge and Bismarck models. This 

system uses private-sector care providers coupled with universal coverage with one 

payer – the Canadian government. The Canadian system is a true national health 

insurance model, and is guided by following principles: publicly administered 
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throughout all provinces, comprehensive coverage for all services, universal, home 

jurisdiction covers the individual until residency status is settled during any waiting 

periods.    

In a study by Mack (2011) it was noted that the Taiwanese (Republic of China), 

when constructing a revised health care system in the 1990s, chose a model most 

like the national health insurance model, with elements of the Beveridge model. 

South Koreans followed the same model in its health care service delivery. The 

formula for payment to physicians and the process for paying physicians on behalf 

of Medicare clients are in need of alteration (Cox, 2009). Three times in 2010 before 

the end of the fiscal year, stop-gap intercessions were made to stem the 

implementation of a 21–23% decrease in payments to physicians. In 1997, as part of 

the budget reconciliation, the US Congress passed a balanced budget law that put the 

current formula in place, determining how doctors will be paid.  

 2.3  Health services provision concept   

Health services provision is mostly provided by the government in most African 

countries (Mudyarabikwa, 2000). Kenya Healthcare Federation and Task Force 

Health Care (2016) in its report noted that the healthcare sector falls for a large part 

in the public domain in which the Government of Kenya is very dependent on 

external donor funding. This has however increasingly become difficult due to 

public sector resource shortage caused by fiscal deficits, heavy external debts, 

shrinking donor funds and in some cases, looting of public funds by civil servants 

(Mudyarabikwa, 2000). Further to this analysis, like many other countries, 

Zimbabwe has the dilemma of finding the best ways to address the health needs of 

its population and economically develop the country to boast of a population with a 
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satisfactory quality of life. Due to this reason the public sector realized the 

importance of the private sector as a complementary partner in health provision. 

Private health providers in Zimbabwe include conventional and traditional health 

practitioners as well as private health financing bodies in the form of medical aid 

societies.  

Traditionally, the rise in personal health costs is that, as Medicare and Medicaid 

(government-sponsored coverage) have attempted to stem health care cost increases, 

costs have shifted from providers (hospitals, physicians) to the private sector 

(private health insurance payments) (Chernichovsky and Leibowitz 2010). Medicare 

and Medicaid have also amplified both in terms of numbers of covered individuals 

as well as the expenditures paid on their behalf. Examples of this cost shifting 

include private out-of-pocket payments for deductibles, co-payments, co-insurance, 

and/or payment for items not covered under health insurance plans such as over-the-

counter drug products, eyeglasses, and dentures.  

The majority of health services in Zimbabwe are provided by the public sector 

(Ministries of Health and Child Welfare and Local Government, and to a lesser 

extent through Ministries of Education, Defence, MOHCW, Home Affairs and 

Prison and Correctional Services, both in rural and urban areas. Public sector health 

services are complemented by the private sector, which includes both private for 

profit (e.g. industrial clinics, private hospitals, maternity homes and general 

practitioners) and not-for-profit private sector (e.g. mission clinics and hospitals and 

Non-Governmental Organizations) health facilities.  
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2.4 Causes of delayed payments to health services providers by Health 
insurers   or Medical Aid Societies   

Mudyarabikwa (2000) noted that Medical Aid Societies have operated in the 

Zimbabwe for many years as private entities responsible for paying for health 

services consumed from both the public and private sectors. It is nevertheless 

estimated that about 75% of the Medical Aid Societies pay-out finance services of 

conventional private practitioners (NAMAS 1998). In the National Assembly, 

Thursday, 23rd June 2016 the then Minister of Health and Child Care Dr. 

Parirenyatwa acknowledged inconsistencies of the health care services funds 

disbursement by health service insurer. In his address he noted that providers claim 

and having in some instances provided a proof that their claims usually remained 

unpaid for periods in excess of the statutory 60 days and sometimes for periods of up 

to 6 months or more. This has prompted health service providers to resort to cash 

charges until such a time that their insurers where ready to meet their obligations in 

a timeous manner. He further raised concerns that the given situation will obviously 

disadvantage and stress the client who is rightfully insured but has to be exposed to 

out of pocket expenditures.  

Historically, insurers have not been very customer centric. Sagan and Thomson 

(2016) postulated that insurers reimburse providers in regards to negotiated tariffs, 

which can differ from provider to provider; big hospitals, for example, often dictate 

reimbursement mechanisms to insurers, which means insurers are passive price-

takers and do not engage in active purchasing. Insurers’ capacity to engage in active 

purchasing is limited for a variety of reasons as most of them do not have specialists 

with skills in active purchasing, lack of standard treatment guidelines makes it more 

difficult for insurers to negotiate terms with providers and some providers have 

monopoly power (Martirosyan, 2012). Adamchak (1996) is of the view that the scale 
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of fees reimbursable by the medical aid societies is negotiated annually in 

collaboration with physicians, represented by Zimbabwe Medical Association. This 

kind of tariff code is known as the Zimbabwe Relative Value Schedule, but while 

not all physicians charge according to the tariff code, most do so (Adamchak, 1996).  

Medical aid has historically been on average below costs resulting in payment 

shortfalls. However, hospital payment rates are often bolstered by additional 

supplemental payments in the form of Disproportionate Share Hospital Payments 

(DSH) and other supplemental payments. After accounting for these payments, 

many hospitals receive Medical aid payments that may be in excess of cost. 

Understanding how much Medical aid pays hospitals is difficult because there is no 

publicly available data source that provides reliable information to measure this 

nationally across all hospitals. Different data sources use different definitions of 

what counts as payments and costs, so estimates are sensitive to these data 

limitations.  

In other studies, changes in policy have been cited as one of the causes of delayed 

payments the Affordable Care Act (ACA) is leading to changes in hospital payer 

mix, especially in states adopting the Medicaid expansion where studies have shown 

a decline in self-pay discharges and a corresponding increase in Medicaid discharges 

(Rudowitz 2015; Bachrach, 2015 and Nikpay et al., 2016).   

Society of Actuaries (2015) indicated that medical expenditure globally has been 

complex and continue to attract much attention amongst the various stakeholders 

including government. A consequence of payment reform is that the models can 

result in less revenue for the provider in terms of serving existing patients. In 

addition, the large amount of start-up and ongoing administrative costs makes these 

models even more expensive to providers. For payers and members, curbing trends 
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in health care costs is desirable, leading to both lower premiums and lower member 

out-of-pocket (OOP) costs. However, patients, providers and insurers do not want 

lower medical costs to equate to lower quality and continued lack of coordination, 

which can lead to serious complications, readmissions, and unnecessary pain and 

suffering for patients and their families.  

One of the causes of delayed payment in countries like Ghana is time to claim 

resolution (Unge, et al 2008). Most of the loopholes are primarily within a transfer 

from claimants, insurers and policyholders and their representatives to Medicare or 

MedicAid, the appropriate degree of such transfers is largely a normative question 

about which different stakeholders may disagree. Nevertheless, all things being 

equal, the system would desire less delay in determining cases, as delay 

intensification of administrative costs for all parties increases reserving costs for 

insurers, and reduces the value of settlements for claimants and Medicare and 

Medicaid due to time preference (Alaro, 2017)  

Over time, state or government budget pressures have caused an increasing reliance 

on supplemental payments (versus base payments) to finance private health service 

providers and Medicaid hospital services (USAID, 2012). Nonetheless, a number of 

imminent policy changes, including reductions in DSH payments and limits on other 

supplemental payments, will restrict the use of supplemental payments. Federal 

officials from the United States believe that reform of Medicaid supplemental 

payments is needed to make payment more targeted, transparent and consistent with 

delivery system reforms that reduce health care costs and increase quality and access 

to care (Willis-Shattuck et al, 2008). However, these policy changes are causing 

concern among hospitals that have long been dependent on Medicaid revenue for 

their financial viability (America’s Essential Hospitals, 2016; Weaver, 2015; 
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Kentucky Hospital Association, 2015). In addition, payment changes are occurring 

against the backdrop of coverage expansions under the ACA, which are affecting 

payer mix for some hospitals.  

 2.5  Minimizing delays in payment to health service providers  

Payment system is changing in healthcare globally. In this changing climate, revenue 

must be managed differently to ensure that have value delivered to patients is paid 

for appropriately both in terms of accuracy and timeliness. One of the ways that can 

minimize delay in payments is understanding claim in the context of the revenue 

cycle (Eijkenaar, 2012 and Infante, Meit, and Hargrave, 2010). It is envisaged that 

health service providers like hospitals and physician practices to ensure that their 

claims are paid, they must first understand how the different components of claims 

management affect reimbursement.  

Obstacles to accessing health services can stem from the demand side and/or the 

supply side (Ensor and Cooper 2004; O’Donnell 2007). Demand-side determinants 

are factors influencing the ability to use health services at individual, household or 

community level, while supply-side determinants are aspects inherent to the health 

system that hinder service uptake by individuals, households or the community. The 

need to differentiate demand-side from supply-side barriers is related to the 

formulation of appropriate interventions, although O’Donnell (2007) notes that both 

sides have to be addressed concurrently. This is reinforced by James et al. (2006), 

who argue that access barriers may not always be mutually exclusive and may 

interact and influence each other.  

It has been revealed that some of the nation’s biggest insurance companies like 

Allstate, AIG, and State Farm among others have denied valid claims in an attempt 

to boost their bottom lines. These companies have rewarded employees who 
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successfully denied claims, replaced employees who would not, and when all else 

failed, engaged in outright fraud to avoid paying claims (American Association for 

Justice).   

The delays in the payment of the claims made by health service provider in low and 

middle incomes countries is largely placed on major constraints on government 

budgets. It has been realized that the major funding source for healthcare 

expenditure in most countries is the government. The international Monetary Fund 

has recommended that countries increase the scope of private sector provision in 

health care as part of loan conditions (Stuckler and Basu, 2009) often to reduce 

government debt (Elliott, 2009).  

Several studies suggested that the process of privatizing existing public services 

increased inequalities in the distribution of services. Analyses of the Tanzanian and 

Chilean health systems found that privatization led to many clinics being built in 

areas with less need, whereas prior to privatization government clinics had opened in 

underserved areas and made greater improvements in expanding population 

coverage of health services (Elliot, 2009; Scarpaci, 1987). Privatization in China 

was statistically related to a rise in out-of-pocket expenditures, such that by 2001, 

half of Chinese surveyed reported that they had forgone health care in the previous 

year due to costs; out-of-pocket expenses accounted for 58% of healthcare spending 

in 2002 compared with 20% in 1978 when privatization began. The cost burdens of 

privatization related to an increase in disparities in healthcare coverage and infant 

mortality between urban and rural areas (Blumenthal and Hsiao, 2005). One survey 

based study using Demographic Health Survey data from 34 sub-Saharan African 

countries found that privatization was associated with increased access, and reduced 

disparities in access between rich and poor (Yoong,, Burger, Spreng and Sood, 
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2010). A second analysis of the same dataset, however, found no change in 

inequality in use of modern contraceptives with the expansion of the private sector 

(Agha, 2008).  

Randall et al., (2014) revealed that there are four different ways of organizing 

systems and contracts in health care systems as shown in Figure 2.1.  System I is a 

private good market, in which consumers buy health care services directly from 

providers. This system is still used in all countries for non-prescription drugs and 

many developed countries for certain specialized goods (like routine dental and eye 

care, and elective cosmetic surgery,) but is rare for the majority of health care 

services. Most consumers in Singapore and uninsured consumers in the US rely on a 

private good market, and pay for their health care when needed, without insurance.   

In some cases, it has state that developed countries vary significantly in how they 

generate revenue used to fund health plans. In most countries, proportional or 

progressive taxes earmarked for health care use as the primary source of revenue 

(like Canada, Germany, Singapore and Japan) although in some cases general tax 

revenues predominate. In the US and Japan, since employers are the primary 

sponsors, revenue comes from premiums paid by each worker (Hall, 2013). In the 

US, the premium is typically shared between the employer and the employee with 

the employer free to choose the portion of the premium paid by the employee. State 

and federal tax systems partially subsidize health insurance in the US, by allowing 

these health insurance contributions to be exempt from income taxes, a widely 

discussed subsidy of health insurance and potential distortion. In Japan and 

Germany, premium contributions are set by law at a fixed rate which is evenly split 

between employees and employers.  
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Randall et al (2014) in his study established that there are challenges of controlling 

health care cost and countries vary significantly in their methods for doing so. 

Fundamentally there are only four broad strategies for controlling health care costs: 

demand-side cost sharing, or using prices imposed on consumers to encourage them 

to reduce utilization; supply-side cost sharing, or using prices paid to suppliers to 

reduce utilization and/or reduce plan payments per unit; non-price rationing, or 

setting limits on the quantity of key resources available to provide health care, 

whether done by the government sponsor or by individual health plans; and 

information provision that influences care provision and demand.   

The National Health Services in UK is funded by taxation with a fixed budget 

available to spend on services for the whole population (Mack, 2011). The challenge 

faced by the NHS is how to spend that budget in a way that results in the best 

possible outcomes for individual patients and delivers value for money for the public 

(Erasmus,2016). This planning and purchasing of NHS services is undertaken by 

organisations (or individuals) known as commissioners. They are responsible for 

assessing the reasonable needs of their populations and using their buying power as 

purchasers to secure services that are affordable and of the highest quality. They can 

buy services from any provider that meets NHS standards of care and prices. Slowly 

increasing cost of health care and rapid increase of population and unexpected 

changes on average incomes courses difficulties to provide with the right service and 

financing of those services. Purchasing of necessary health care was not a problem 

for the modern countries which were at average or higher income level.  

In Australia, for instance, a single private policy may cover out-of-pocket costs for 

some services, cover new services and also allow the enrollee to opt out of using the 

public insurance system for a specific hospitalization (Parekh, 2011). In a study by 
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Udaychandran (2010), it was observed that there was need for new products 

predominantly long term in nature specifically in health insurance sector, health 

savings account would be a wise proposition and by designing the product that 

would be outstandingly unique but given that it should be within the constraints of 

regulatory approval.  

Germany allows specified high-income households to purchase replacement policies 

instead of the primary policy. The type of secondary insurance available in a country 

depends on the regulatory environment and the structure of the primary insurance 

mechanism (Campbell, et al., 2009; Pauly and Swanson, 2013).  For example, 

replacement insurance is banned in Canada, but encouraged in the US for elderly or 

disabled Medicare enrollees. In countries where primary health insurance does not 

exploit consumer cost sharing, consumers will have no incentive to purchase 

complementary insurance. Almost every health insurance system as highlighted by 

Pauly and Swanson, (2013) create a demand for supplementary insurance, that is, 

coverage for services not covered by the primary policy. Chiropractic care, dental 

care, optometry, physical therapy, and pharmaceuticals are cited as common 

examples of services excluded from primary insurance but often covered by 

supplementary insurance. Vian (2008) is of the view that coverage for non-hospital 

based prescription drug purchasing is in some cases covered in the primary policy in 

countries like Germany, Japan, and some Canadian provinces but not in others 

(many US plans, Singapore), though in Singapore there is a short list of prescription 

drugs that can be obtained free from charge from approved providers.  

Economic theory suggests that the magnitude or size of the reward should be 

proportionate to the effort required to obtain the performance improvement, but in 

reality this relationship is often unclear and the optimal size of the reward remains 
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uncertain (Policy Innovation Research Unit (PIRU), 2013 and Glasziou, et al, 2012). 

In theory, larger incentives are associated with greater improvements in performance 

compared with smaller incentives (Werner, et al., 2010), with the latter risking being 

insufficient to incentivise change. However, as the size of the reward increases, so 

too does the risk of adverse consequences. In the context of health care, some have 

challenged the theoretical framework above, and have argued that the size of the 

reward should be proportionate to the likely health gain and thence the value 

associated with achieving each performance target, rather than the amount of effort 

required by the provider to reach that target (Fleetcroft and Cookson, 2006 and 

Gupta and Bhatia, 2019). While this could be attractive in theory, in most cases pay-

for-performance (P4P) schemes have to be negotiated with providers (for example as 

part of the industrial relations bargaining between professional groups and public 

funders) who are far supplementary possible to prefer effort-related performance 

payments than value-related performance payments as the likely relative costs of 

achieving the necessary target are built into the former but not the latter.  

 2.6  Conceptual Framework   

The conceptual framework explains the path of a research and grounds it firmly in 

theoretical constructs (Adom, Kamil and Agyem, 2018). The overall aim of the 

framework is to make study findings more meaningful, acceptable to the constructs 

in the study field and ensures generalizability. A research without the conceptual 

framework makes it difficult for readers in ascertaining the academic position and 

the underlying factors to the researcher’s assertions and/or hypotheses (Adom, 

Kamil and Agyem, 2018).   
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The conceptual framework offers many benefits to a research. For instance, it assists 

the researcher in identifying and constructing his/her worldview on the phenomenon 

to be investigated (Grant & Osanloo, 2014). It is the simplest way through which a 

researcher presents his/her asserted remedies to the problem she/he has defined 

(Liehr & Smith, 1999; Akintoye, 2015). This renders the research sloppy and not 

appreciable as contributing significantly to the advancement of the frontiers of 

knowledge. The conceptual framework shows the relationship between Payment 

System and Effective Health Service in Gweru, Zimbabwe.   

 

Source:  Student’s own construct adopted from the ideas of (Anfara, 2008)  

 

Figure 2 1: Conceptual framework on examining delayed payments  

 2.6.1  Independent and dependent Variables  

The independent variable is the variable that is varied or manipulated by the 

researcher, and the dependent variable is the response that is measured (Anfara, 
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Effective Health Service   

• Funds availability   

• Health care provision   
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• Currency paid to medical  

insurance   

Payment systems    

• Claim period   

• Claim procedures   

• Legislation   

• Currency claimed to provider   
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2008). An independent variable is the presumed cause, whereas the dependent 

variable is the presumed effect. Independent Variables are defined as a characteristic 

that researcher manipulate to identify a particular factor. Independent variables are 

also known as factor or prediction variable. The fact about the independent variable 

is that the participants of the study do not change it.   

Dependent Variables are the second type of variables that are measured using 

independent variables. Dependent variables answer the question: ‘What is it that 

individuals are testing?’ and ‘What is the measured response to various levels of the 

independent variable? Dependent variables are the result of the participants’ actions 

and can be altered as the outcome of the participants’ actions.  

 2.6.2  Payment systems as Independent variables  

In the figure above, claim period, claim procedures, legislation and currency claimed 

to provider are independent construct in this study. The payment of health care 

service is taken as a complex process. It encompasses claim period, claim 

procedures, legislation, and currency claimed to provider. The above constructs will 

determine the effectiveness of the payment systems. Amasha (2015) indicated in 

their study that the delays in reimbursement are fraud, bureaucracy from National 

Health insurance. This delay is also attributed to inaccuracy of information filled by 

health service providers to the National Health insurance. It was concluded in the 

study that the delay has negative impact on the stock of medicines and medical 

consumables and timely provision of salary and incentives to health facility staffs. In 

a study by The Health Association of America (2003) it was mentioned that there 

are four reasons for delay in payment to health services providers. These were 
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unmatched codes and prior authorization necessity on pre-existing medical 

conditions.  

2.6.3 Effective Health Service  

Provider payment mechanisms (PPMs) create incentives or signals that influence the 

behaviour of health care providers (Kazungu et al., 2018). Understanding the 

characteristics of PPMs that influence health care providers' behaviour is essential 

for aligning PPM reforms for improving access, quality, and efficiency of health 

care services. WHO (2007) stated that effective health care services depends on 

funds availability, health care provision, level and structure of provider payments. It 

is further noted that to pay providers has been an area of contention among policy 

makers. It has been deduced that payment of health service providers could be via a 

budget remunerating a set of pre-defined health related activities in a lump-sum 

fashion.  Ellis et al (2007) suggested that the payment system encompasses payment 

rates which are a key factor to providers and often reduces incentives for quality if 

they are too low. A high payment rate would increase health care providers' 

revenues (Perry, 2017), thus relaxing budget constraints and therefore enabling them 

to invest more in-service provision such as to increase the number of staff.  

 2.7   Chapter summary   

Health care service provision is a crucial necessity of the modern world. The goal of 

health services provision is to improve health outcomes in the population and to 

respond to people’s expectations, while reducing inequalities in both health and 

responsiveness. In this chapter the researcher analyzed key academic literature on 

the research topic to position the study within the context of pertinent scholarly 

debates and thus show literature gaps depicting the relevance of the study. In 
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particular, the chapter contained the theoretical framework and empirical evidence 

of the study.  The review of the literature related to delays in medical or health 

services provision and circumstances surrounding medical aid societies and how 

they process claims. This ending chapter provided theoretical background and 

helpful solutions to improve the mechanism for the processing of medical cost 

claims by the medical aid societies.   
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CHAPTER 3 METHODOLOGY 

 3.1   Introduction   

This chapter focused on the research methodology of the study. Rajasekar et al 

(2013) states that the research methodology outlines the procedures to be followed 

by a researcher in order to describe explain and or predict a phenomenon. This 

means that, the research methodology was determined by the appropriateness of the 

research tools. The chapter looked at research designs chosen, population, sample 

and data collection instruments which were used. It also looked at data presentation, 

analysis and collection procedures used. Finally, it addressed the issue of research 

ethics to be observed.       

 3.2  Research design   

Nachmias and Nachmias (1996); Creswell and Plano Clark  (2011)  state that, a 

research design is a program that guides the investigator as he or she collects, 

analyses and interprets observations. It is also a rational model of proof which 

permits the researcher to draw conclusions with regard to relationships among 

variables under investigation. The research design determines whether the results 

obtained can be generalized to a larger population or not.   

The study used descriptive research design to summarise and organize data in an 

effective and meaningful way. Mugenda and Mugenda (2003) notes that a 

descriptive survey research attempts to collect data from members of a population in 

order to determine the current status (delay in payments of medical fees) of that 

population with respect to one or more variables. This study was descriptive survey 

as it set out to describe and interpret a situation (Etemesi 2004). According to Best 
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and Kahn (1993) study (as cited in Muchire, 2003), descriptive research is also 

concerned with: conditions or relationships that exist, practices that prevail, beliefs, 

point of view, or attitudes that are held by people, processes that are going on, 

effects that are being felt, or trends that are developing. It is concerned with what 

exists and related to the preceding event that has influenced or affected a present 

condition or event. Therefore, this study required such research design as data was 

collected from various health services providers.   

3.2.1 Case study justification   

A case study, which is one of the research designs that can be employed in several 

studies, entails an empirical investigation of a contemporary phenomenon. It can be 

applied to investigate real life using multiple sources of evidence and is especially 

valuable when the boundaries between phenomenon and context are blurred (Yin, 

2009). This design is widely used in research fields and disciplines of relevance to 

health service provision as well as community psychology.   

The decision by clients to use services or adhere to treatment advice represent 

responses to many influences such as past experience from health services providers, 

the availability of cash to cover costs, the gender dynamics influencing household 

decision making and advice from family and friends. A case study can also involve 

either single case (of health service providers) for example individual health service 

providers. A case study is also regarded as a rigorous way that is secured by full 

reporting on the methods of data collection and analysis, so that readers can assess 

whether the analysis and interpretation is credible. The case study as a research 

design has the ability to deal with a full variety of evidence like documents, artifacts, 

interviews and observations.  
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 3.3  Population and Sampling  

3.3.1 Population and Target Population   

To solve the problem of size, it is necessary to select a sample from the target 

population that would form the basis of the research study. A sample is a small 

proportion of the population that is selected for observation and analysis (Best & 

Kahn, 2006). For the purpose of this study, 55 participants (Those responsible for 

the finances from selected private health services providers) were purposely selected 

to answer the questionnaire and 10 top executives from services providers with 

highest amount owed to them   were selected as key informants to participate in the 

interview. Probability sampling allows the investigator to generalise results of the 

study from the sample to the population from which it was drawn. Since 

generalisation in a statistical sense is not a goal of qualitative research, probabilistic 

sampling is not necessary or even justifiable in qualitative research (Merriam, 2009). 

Non-probability sampling was thus the method of choice.  

3.3.2 Sample and sampling techniques  

Sampling entails that a small group is chosen to represent the rest of the population 

(Cooper & Schindler, 2007). The targeted sample was from selected health services 

providers in Gweru. The respondents were picked on a judgemental and convenient 

basis which enabled the research to collect data at a possible available time. Hence, 

census and purposive sampling techniques were used in this study. The participants 

from selected private health services providers in Zimbabwe were for interviews and 

questionnaires.  A timetable was drawn to determine the times of the field visits and 

interviews.    
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The targeted population was private health service providers that are providing 

health care services in Gweru. The study selected all 55 health service providers that 

were registered under the Zimbabwe Medical Association (ZiMA) in Midlands 

Branch. Hence, this allowed the researcher to select at all the participants (Curry, 

1988). The selection of the sample size adopted and employed Dr John Curry’s rule 

of thumb which denotes that for a population of 100 or below, a census is 

recommended.     

  

Figure 3 1: The Rule of Thumb on sample selection Source: Yount (2006) 

3.4  Data Collection Instruments   

Questionnaires and key informant interviews, as data collection instruments, was 

applied in this study to collect data. Questionnaires were distributed to selected 

employees from the selected private health care providers in Gweru, Zimbabwe. 

Semi structured interviews were used to get primary data from key stakeholders in 

the private health services provision in Gweru.   
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 3.5  Pilot Study  

Pilot study was done to validate the research instruments. Creswell, (2012) 

postulated that a pilot study is a preliminary study conducted in order to assess the 

validity and reliability of the research instruments. Pilot study was done with 10 

Health service providers in the private health services who were outside the sample 

fame. These pilot study respondents were located in Bulawayo. Four (4) executives 

from health service providers were also selected for interviews. The total number of 

respondents who were considered for pilot study was 14.   

After conducting pilot study, the researcher adjusted the research instruments as 

some of the questions were vague or difficult to understand. The researcher took 

note of the issues raised and the research instruments were adjusted.  

 3.6  Reliability and Validity   

The researcher carried out a pilot study which helped establish the instruments that 

were used in order for the instruments to measure what they were intended to 

measure before using them in the main study. The researcher made use of simple 

language and desisted from using technical terms that would confuse the 

respondents. Great care was used in choosing words and phrases which the target 

population could understand.   

 3.7  Data Collection Procedures   

Alder, et al (2008) describes data collection as a process of gathering and measuring 

information on targeted variables in an established systematic fashion, which then 

enables one to answer relevant questions and evaluate outcomes.   
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 Research letter from the AUREC warranting the investigation was presented to the 

Zimbabwe Medical Association, Midlands Branch, seeking permission to carry out 

the study. Permission was granted prior to data collection. Appointments were done 

with respondents pertaining to the date, time and venue for conducting interviews. 

Each interview lasted 20 to 30 minutes.  The researcher also used questionnaire to 

collect data from the study area. Questionnaires were distributed to health services 

providers in Gweru. Participants were given one 2 days to complete the 

questionnaires.  

Completed questionnaires were collected after 2 days. The researcher moved around 

interviewing the key informants from the sample frame.  

 3.8  Analysis and Organization of Data  

The quantitative and qualitative data was analyzed. The collected data from 

interviews (qualitative) was categorized into thematic areas, presented as narrative 

and analyzed.  The data collected from questionnaires (quantitative) was coded, 

entered and analysed using SPSS software. This allowed the researcher to present 

findings in graphs, pie charts and test the relationship of the variables. Qualitative 

data that was collected was presented and analyzed matching common trends 

deduced from quantitative data.   

 3.9  Ethical Consideration  

The current study was subject to certain ethical issues. The researcher ensured that 

the following ethical considerations were fully observed in conducting the study.  
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Consent: All respondents were fully informed about the purpose of the research 

being conducted and assured that the purpose of the study and its findings will be 

used for academic purposes only.   

Confidentiality : Any information obtained was not made available to or accessed 

by anyone but the researcher until published by Africa University.  

Voluntary participation:  Participation in this study was at the discretion of the 

respondents, and free from coercion.  

Privacy: Under no circumstance was any individual asked to reveal their identity 

during and after the study.  

 3.10 Chapter Summary   

This section has looked at the several aspects of the research methodology for 

conducting the study. It has described the research designs that were used that is 

mixed research approach and descriptive designs. The chapter also described the 

population and sample, sampling method and techniques with justifications for using 

them. Data collection, analysis, presentation procedures have been described and 

reasons for their adoption have been elaborated as well. The issue of validity and 

reliability was also explained. Finally the researcher also looked at some ethical 

issues to be considered when conducting the research.    
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CHAPTER 4 DATA PRESENTATION, ANALYSIS AND 

INTERPRETATION 

4.1 Introduction   

This chapter emphasizes data presentation, interpretation and analysis of the study 

findings. The findings have been presented in the form of descriptive statistics. The 

structured questionnaires were used to collect data. Statistical Package for Social 

Science (SPSS) version 21 software was used to analyze the data. Pie charts, graphs 

and tables were used to present data. The objectives of the study were to identify the 

causes of delayed payments to health service providers by PSMAS, measure the real 

impact of these payment delays on the general welfare of health service providers 

and suggest possible solutions to the delays in payment to health service providers.   

4.2 Data Presentation and Analysis  

4.2.1 Response rate  

Research Instruments  Instrument distributed  Response rates  

  N  %  N  %  

Questionnaire respondents  55  100%  50  90.9%  

Interviews  10  100%  10  100%  

Table 4. 1: Response rate   

The researcher distributed 55 questionnaires and 50 were returned to give a response 

rate of 90.9 % to establish how delay in payment of medical expenses by medical 

insurer affect the health service providers. For the interviews there was a 100% 

response meaning all were able to air their views and these will be captured by 

respondents in the data analysis and interpretation to follow.  
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4.2.2 Section A Demographic Characteristics  

Below are the findings on demographic characteristics of the respondents that 

include sex, age, and marital status, length of services in the organisation and levels 

of the respondents in the organisations.   

4.2.3 Sex of the respondents    

    
Frequency  Percent  Valid Percent  

Cumulative  

Percent  

Valid  Male  

Female  

Total  

31 62.0 62.0 62.0 

100.0 

  

19 38.0 38.0 

50 100.0 100.0 

Table 4. 2 : Sex of the respondents 

The table 4.3.3 above shows the sex of the respondents in the study which were 62% 

males and 38% females. The study was therefore dominated by males which 

constituted 31 males. This can be attributed to the dominance of males in the Health 

sector.   
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4.2.4 Age of the respondents  

  

Figure 4. 1: Age of the respondents  

The age of the respondents was 12% that were 31-40 years, 72% were 41-50 years, 

12 were 51-60 years and those above 60 years plus were only 4%. The study 

population was dominated by those that were between the age ranges of 41-50.   

4.2.5 Marital status of the respondents   

  

Figure 4. 2 : Marital status of the respondents  
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In the figure 4.3.3 above it shows the marital status of the respondents. The findings 

of the study indicated that 30% were single, 50% were married, and 10 % were 

divorce whilst 10% were widowed. The study was dominated by those who were 

married which constituted a half (50%) of the study population. The findings indicate 

that most of the health service providers were married.  

4.2.6 Educational level of the respondents   

In the figure 4.3.4 below shows the responses on the educational level of the 

respondents.   

  

Figure 4. 3 : Educational attainment level of the respondents  

The figure 4.3.4 above shows that 30% of the respondents were holders of diploma, 

50% had first degree and 20% were holders of the post-graduate. The results 

indicate that the population under study was dominated by those with first degree 

followed by diploma holders. Those with undergraduate degrees could be health 

practitioners.   
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4.2.7 Length of service in the organisation in years   

  

Figure 4. 4: Length of service in the organisation in years  

The figure 4.35 above exhibit the findings of the study on length of service (years) in 

the organisation under the study population.  It is indicated by the findings that 10% 

had 2-5 years, 38% had 6-10 years, whilst 28% and 24% had 11-15 years and more 

than 15 years, respectively. It can therefore indicate that the study was dominated by 

those who had 6-10 years and 11-15%. The findings of the study show that there are 

a number of players in the health services that had 6-10 years of services.   
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4.2.8 Levels of the respondents in the organisation   

The respondents were asked to state their level in the organisational organogram  

.     
Frequency  Percent  

Valid 

Percent  

Cumulative  

Percent  

Valid Board member  

Executive management  

Middle management  

Total  

20  40.0  40.0  

44.0  

16.0  

100.0  

40.0  

22  44.0  84.0  

8  16.0  100.0  

50  100.0    

Table 4. 3 : Level of respondents in the organisation 

The table 4.3.4 above indicates that 40% were board members, 44% represented by 

executives, while 16% were middle management. In the study it could be noted that 

board members and the executives constituted a larger percentage.  

To identify the causes of delayed payments to health service providers by 

PSMAS  

The findings below were the findings on the causes of delayed payments to health 

service providers by PSMAS.   
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4.2.9 Claims are not handed in time by the health services providers   

  

Figure 4. 5: Claims are not handed in time by the health services providers   

Respondents were asked to rate the time taken by health service providers to hand in 

their claims to the medical aid society. The findings, as illustrated in figure 4.4.6 

above, noted that 4% agreed, 4% were not sure, 10% disagreed and 82% strongly 

agreed. It was noted that most of the respondents disagreed (92%) that the claims 

were not handed in time. They dismissed any notion that the claims were not sent to 

health issuers in time. The same sentiments were highlighted in the interviews.  

Most of those interviewed indicated that claims were sent in good time, before the 

expiry period which was three months.   

One of the interviewees noted that, “We hand claims in good time for PSMAS to 

process them.” (Key Informant 5)  
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4.2.10 The medical aid society takes more than 3 months to process payments   

  

Figure 4. 6: Medical aid society takes more than 3 months to process 

payments   

The figure 4.4.7 above summarizes the question asked on rating of the duration 

taken by the medical aid society in processing payments (from day claims are 

handed in by the health service providers up-to the processing of payments). It was 

noted from the findings (in figure 4.4.7) that 80% and 10% strongly agreed and 

agreed respectively, while 8 % cumulatively disagreed and 2% were “not sure”.  The 

findings indicated that the medical aid society did not process the payments in 

stipulated 3 months as indicated in the statutory instrument. Most of the responses 

from the interviews noted that the medical aid society took time to process the 

payments. One of the interviewees stated that the medical aid society (PSMAS), 

always blamed their biggest client (Government) for not paying subscription on 

time.  One of the interviewees said that, “When payment is delayed, we follow-up 
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with PSMAS, they always site lack of funds from government as a reason for 

delayed payment.” (Key informant 4)  

4.2.11 Verification process done by medical aid society takes too long  

  

Figure 4. 7: Verification process done by medical aid society takes too long  

Respondents were asked to rate the verification process period done by the Medical 

Aid Societies. The findings, as noted in the figure 4.4.8 above, indicate that 54% 

strongly agreed, 26% agreed, 10% were “not sure” whilst 10% disagreed that the 

verification process took long. The results indicated that verification process by the 

medical Aid Society took long, hence the delayed processing of health service 

providers’ payment.   
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4.2.12 Medical Aid Society does not use proper technology to help in processing 
of claims 

    
Frequency  Percent  

Valid 

Percent  

Cumulative  

Percent  

Valid  Strongly Agree  

Agree  

Not sure  

Disagree  

Strongly Disagree  

Total  

31 62.0 

18.0 

62.0 

18.0 

16.0 

2.0 

2.0 

100.0 

62.0 

9 80.0 

8 16.0 96.0 

1 2.0 

2.0 

98.0 

1 100.0 

50 100.0   

Table 4. 4: Medical Aid Society does not use proper technology to 

help in processing of claims 

Respondents were asked to rate whether the Medical Aid Society was using proper 

technology to assist in processing of claims. The findings, as noted in table 4.4.5, 

indicated that 80% cumulatively agreed, 16% were not sure and only 4% did not 

agree with the notion that Medical Aid Society was not using proper technology to 

help in processing of claims. It was noted that most of the respondents agreed that 

there were some challenges in the application of technology on the processing of 

claims. Though, this could be one of the challenges on why processing took long, 

there were other factors that could contribute to the delay of the process.    
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4.2.13 Medical Aid society does not have strong financial base to settle claims 
within 90 days  

    
Frequency  Percent  

Valid  

Percent  

Cumulative  

Percent  

Valid  

Strongly Agree  

Agree  

Not sure  

Disagree  

Strongly Disagree  

Total  

3  6.0  6.0  

4.0  

10.0  

10.0  

70.0  

100.0  

6.0  

2  4.0  10.0  

5  10.0  20.0  

5  10.0  30.0  

35  70.0  100.0  

50  100.0    

Table 4. 5: Medical Aid society does not have strong financial base to 

settle claims within 90 days 

The respondents were asked to rate whether the medical aid society had a strong 

financial base to settle claims. The findings, as stated in table 4.4.6 above, shows 

that 10 % cumulatively agreed, 10% were not sure and 80% cumulatively disagreed. 

The findings of the study concluded that the Medical Aid Society had a financial 

base that could accommodate the payment of claims by the health service providers. 

This could be substantiated by the response from the key informant interviews 

where most of the interviewees stated that the medical aid had a strong financial 

base of subscribers who are mostly government workers. The government as the 
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largest employer in the country does the largest contributions to the medical aid 

society.    

One of the interviewees said that, “Some of the top management executives in the 

medical aid society were reported to be probably the highest paid in the country, 

earning about USD500 000 per month. (Key informant 6). The medical aid society 

was therefore regarded as an entity that had financial resources that could be sued to 

pay its creditors. Time taken for payments   

  

Figure 4. 8: Time taken for payments  

Respondents were asked about time taken for payments. The times were categorized 

into 30 days, 60 days, 90 days and 90 plus days. It was  (figure 4.4.9) noted that 

large percentage of the respondents indicated that most payments were received after 

90 plus days  (80%), whilst 12 % received their payments within the 90 days 

window period and very few (6%)  received their payments within 30 and 60 days.  
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The finding indicates that most of the payments were received after 90 days, which 

was beyond the stipulated settlement period.  

4.2.14 Do you have pending PSMAS claims that have not been paid within 90 
days   

Do you have pending PSMAS claims that have not been paid within 90 days   

    Frequency  Percent  Valid Percent  Cumulative Percent  

Valid  Yes  49 98.0 98.0 98.0 

No  1 2.0 2.0 100.0 

Total  50 100.0 100.0   

Table 4. 6: Pending PSMAS claims that have not been paid within 90 

days 

From Table 4.4.7 above, findings noted that 98% indicated that they had pending 

PSMAS claims that had not been paid within the stipulated 90 days while 2% 

denied. It can be noted that most of the respondents within the study indicated that 

their payments were still pending even after the 90 days window period. This is a 

clear indication that the medical aid society delayed in settling claims with health 

service providers.    
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4.2.15 To measure the real impact of these payment delays on the general 

welfare of health Services providers   

Below are the findings on the rating of the effect of delayed payment of claims in 

regards to day to day operations of the health service business  

  

Figure 4. 9: Delayed payment of claims affected the day to day running of 

the business  

Figure 4.5.10 above depicts that 90 % of the study population indicated that they 

strongly agreed, 6% agreed and 4% were not sure about the effect of delayed 

payment of claims on day to day running of the health service providers business. 

From the findings above it can be deduced that delayed settlement of claims 

negatively affected the health service providers’ daily operations.   
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4.2.16 The health service providers will struggle to pay their creditors  

  

Figure 4. 10: The health service providers will struggle to pay their creditors  

Figure 4.5.11 above shows that 92% of the study population indicated that health 

service providers struggled to pay their creditors, 4% agreed and the other 4% were 

not sure. The result was an indication that health services providers were struggling 

to pay their creditors due to the delayed payment as noted in section 4.5.1 where 

claims took time to be processed.   

Interviews with key informants indicated that most of them echoed the same 

sentiments. Some of the responses from the interviews highlighted that some of the 

health providers were finding it difficult to pay their workers on time hence they 

relied on patients that were paying cash and some of them had to introduce a part 

payment upfront for some medical aid card holders.   

One of the interviewees said that   



55  
  

“For us to survive, we had to resort to giving first preference to clients without 

medical aid since they had to pay cash up front”.   

4.2.17 Health service providers cannot provide pharmaceuticals to PSMAS 

patients  

  

Figure 4. 11: Health service providers cannot provide pharmaceuticals to 

PSMAS patients  

Respondents were asked to rate whether or not the health service providers could not 

provide pharmaceuticals to the patients. The findings from figure 4.5.12 show that 

68% of the respondents strongly agreed, 10% agreed, 2% were not sure, whilst 20% 

disagreed that health service providers could not provide pharmaceuticals to the 

patients. From the interviews held with health service providers it became prominent 

that most of them indicated that acquiring pharmaceuticals was difficult especially in 

a recessive economic environment.   



56  
  

An interview with key informants from health service providers indicated that some 

of them doubted their capacity to provide pharmaceuticals. One of the interviewees 

noted that,   

“It is hard to neglect some of our regular patients, especially those taking medication 

for chronic conditions. It is unfair not to provide them with drugs. So on 

humanitarian grounds we selectively give pharmaceuticals”. (Key informant 7)  

The responses from the interviews indicated that there were mixed reactions to 

whether health services providers can assist their clients with pharmaceuticals.   

4.2.18 Health service providers are not able to accept patients on PSMAS  

  

Figure 4. 12: Health services providers are not able to accept patients on 

PSMAS  
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From the figure 4.5.13 above it was noted that 60% and 20 % strongly disagreed and 

disagreed respectively, whilst 2% were not sure and 18 % agreed to acceptance of 

patients on PSMAS by the health service providers under the study population. This 

was an indication that while PSMAS’s credibility was adversely affected by the 

delayed settlement of claims, most health service providers would still assist 

PSMAS patients. The finding was cemented by responses from interviews where 

most of the respondents stated the need to be considerate when dealing with their 

patients and still attend to patients.    

4.2.19 Health service providers demand upfront co-payments even to patients 

under PSMAS  

  

Figure 4. 13: Figure 4.5.14 Health service providers demand upfront 

copayments even to patients under PSMAS  
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Figure 4.5.14 above shows the response from the study on rating whether the health 

service providers demanded cash up-front (co-payments) to patients under PSMAS. 

It was noted that 60 % and 10% agreed and strongly agreed respectively while 10 % 

were “not sure”, 16% disagreed and 4% strongly disagreed. The result above is an 

indication that most health service providers from the region under study demanded 

cash upfront for somebody to get the health care services. This can be attributed to 

past reports of the medical aid society taking too long to settle claims. The response 

from interviews also suggested that it was no longer sustainable to support patients 

on PSMAS and other medical aid societies that were not honouring up their claims.   

4.2.20 To suggest possible solutions to the delays in payment to health service 

providers  

The findings revealed that the respondents from interviews indicated some solutions 

to lessen the delays in payment to health services.   

Some of the interviewees noted that the medical aid society should have robust  

Enterprise Resource Systems (ERPs) to run their own information technology 

departments. Though there are limited number of business models that fit into 

challenges being faced by health service providers, there is need to put thoughts 

together to deal with an unstable operating environment. Medical aid societies need 

innovative ideas that meet the demands of the businesses in a turbulent economic 

environment.   

The findings from interviews also noted most of the interviewees claimed that 

corruption in the medical aid society was rampant. It was also noted that there is a 

lack of transparency in the way the society conducts its business. Some of the 
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interviewees highlighted the presence of high packages for the top executives which 

were draining a lot of resources from the coffers of society.   

One of the interviewees noted that.   

“Top PSMAS executives and middle management are paid huge salaries, for 

example, the former chief executive officer of PSMAS was being paid 

USD500000.00 per month when most health service providers were receiving no 

payment for a period exceeding 2 years. Corruption is draining all the money from 

PSMAS coffers. (Key informant 8)  

The society is also associated with high personnel expenditure that includes 

extremely generous remuneration for top executives. This can be substantiated by 

some of the interviewees who suggested that the medical aid society should review 

downwards, salaries of top executives.   

4.2.21 Research Assumptions  

It is assumed that delays in payment of medical expenses by the medical insurer 

affects the welfare of health service providers   

4.3 Discussion and Interpretation  

4.3.1 To identify the causes of delayed payments to health service providers by  

        PSMAS  

The study identified many causes that delay payments to health service providers by 

the PSMAS that range from time for submission of claims by the health services 

providers, period of processing of claims, verification process done by the Medical 

Aid Society, use of technology and financial base to settle claims within 90 days. It 

was noted that 92% of the respondents disagreed that the claims were not handed in 
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time. This could not be a contributing factor to the delay in disbursement of funds by 

the medical aid society.   

Calculating from the time claims were handed in, it became prominent that payments 

were taking time to process. The health services providers would get their payments 

well after three months. The findings indicated that 80% of the respondents agreed 

that the medical aid society takes more than 90 days to make payments. It is not 

whether the time payments are processed is calculated from the time claims were 

handed in or claims are made.  It was also noted in the findings that since the claims 

were not handed in on time, it would take long time for the medical aid society to 

verify and process the payments. The findings of the study also stated that 78 % of 

the respondents agreed that the medical aid society takes time to verify the claims. 

This could mean that the verification process also demands for work by the medical 

society. This process may be argued by the medical society as a precautionary 

measure to reduce fraud cases that has been experienced in the health care services 

sector. Caliyurt (2018) in his study indicated that the European Union spends one 

trillion euros on health and 3-10 percent of this amount (30-10 Billion euros) goes to 

waste with fraud.  The growing numbers in the health sector also whets the appetites 

of frauds. Fraud in the health sector, contrary to other sectors, can affect human life 

directly. The medical aid societies in Zimbabwe are not an island in the number of 

fraud cases, hence the need for scrutinisation of claims to minimize the risk of fraud.   

Most of the respondents cited the lack of technology where 80 % agreed. Lack of 

technology use by the health sector remains critical in Zimbabwe.  This has 

adversely affected the speedy processing of claims. Technology use has become an 

enabling tool in health service delivery. In fact, the use of technology in the health 

sector has led to the implementation of electronic health (e-health) services which 
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facilitate the swift action on processes. Many developed nations, as noted by Furusa 

and Coleman (2017) and Busagala & Kawono (2013), have made massive 

investments in e-health systems and the developing states are also making efforts to 

implement these systems   

A report by NAMAS (1998) substantiated that there are inconsistencies in the health 

care services funds disbursement by health service insurer. It was noted that health 

service providers claim and having in some instances provided a proof that their 

claims usually remained un-paid for periods in excess of the statutory 60 days and 

sometimes for periods of up to 6 months or more. This has prompted health service 

providers to resort to cash charges until such a time that their insurers where ready to 

meet their obligations in a timeous manner.  

The findings of the study concluded that the Medical Aid Society has a financial 

base that accommodates the payment of claims by the health services providers. This 

was supported by 80% of the respondents who disagreed that the medical aid society 

does have the financial capacity to pay the health services providers.  This was also 

substantiated by the responses from the key informant interviews where most of the 

interviewees stated that the medical aid had a strong financial base. The government 

as the largest employer in the country does the largest contributions to the medical 

aid society.    

4.4 Chapter summary   

This chapter presented and analysed the findings made in the study delayed 

payments by the medical aid society to the health service providers. Originally 

presented in the chapter were the response rate and demographic characteristics 
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which were followed by presentations and discussions of the findings with respect to 

the research objectives.  
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CHAPTER 5 SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 

 5.1  Introduction  

The chapter presents summary of the findings, discussions, conclusions and 

recommendations following the objectives of the study. The study examined how 

delay in payment of medical expenses by medical insurers affect health service 

providers. The objectives were to identify the causes of delayed settlement of health 

service providers’ claims by PSMAS, measure the real impact of these payment 

delays on the general welfare of health service providers and suggest possible 

solutions to the delays in payment to health service providers.   

5.2 Discussion   

Titled. “The health care service funds disbursement by Premier Service Medical Aid 

Society, Zimbabwe.  

The aim of the study was to establish how delays in payment of medical expenses by 

the medical insurer affect health service providers’ daily operations. The objectives 

were centred on identifying the causes of delayed payments to health service 

providers by PSMAS, measuring the real impact of these payment delays on the 

general welfare of health service providers and suggesting possible solutions to the 

delays in payment to health service providers.  

The study focused on the delayed payments by the medical aid societies on claims 

made by health service providers in Zimbabwe with particular focus on Gweru, 

Midlands region. The major reason for undertaking this study was the persistent 

delayed settlement health service providers’ claims of by PSMAS. It was noted that 

most health services providers were struggling meet their daily expenses, not able to 
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acquire pharmaceuticals, and some demand cash up-front for certain medical 

procedures.  

The major findings of the study were that the delay in payments was caused by a 

number of factors like claims processing and verification period, availability of a 

technological system to process payments, PSMAS corruptly diverting clients’ 

subscriptions to pay huge salaries to executives rather than paying Health Service 

Providers. In a study by Mudyarabikwa, (2000), “Zimbabwe has the dilemma of 

finding the best ways to address the health needs of its population and economically 

develop the country to boast of a population with a satisfactory quality of life”. In a 

report by NAMAS (1988) it was noted that there are some instances where health 

service providers needed to provide their proof of claim. It was further stated that 

claims should be paid within 60 days. This has prompted health service providers to 

resort to cash charges until such a time that their insurers where ready to settle their 

claims in a timely manner. They further raised concerns that the given situation 

would obviously disadvantage and stress the client who is rightfully insured but has 

to pay cash up front to access health services.  

Over time, state or government budget pressures have caused an increasing reliance 

on supplemental payments (versus base payments) to finance private health service 

providers and Medicaid hospital services (USAID, 2012).  

Contrary to the findings of the study which indicated the causes of delayed payment, 

in other countries different causes were mentioned. One of the causes of delayed 

payment in countries like Ghana is time to claim resolution (Unge, et al 2008). Most 

of the loopholes are primarily within a transfer from claimants, insurers and 

policyholders and their representatives to Medicare or MedicAid, the appropriate 
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degree of such transfers is largely a normative question about which different 

stakeholders may disagree.  

It was noted that non-payment of claims had an adverse effect on the general 

operations of the health services providers. Findings revealed that 90% of the 

respondents noted that delayed payment the stipulated periods affect the daily 

operations of the health services providers. Some of the health service providers 

were not able to offer pharmaceuticals and not able to accept patients from some 

medical aid societies.  The findings from interviews also noted that some health 

services providers resorted to charging a co-payment on each visit by the patients. 

NAMAS (1988) states that understanding how much Medical aid pays hospitals is 

difficult because there is no publicly available data source that provides reliable 

information to measure this nationally across all hospitals. Different data sources use 

different definitions of what counts as payments and costs, so estimates are sensitive 

to these data limitations.   

5.3 Conclusions  

5.3.1 The business of health care provision by private health care providers was 

negatively affected by delays in the settlement of claims by PSMAS. Private 

hospitals, private pharmacies, surgeries and many other private entities 

providing health care to the people, suffered loss of revenue due to payment 

delays by PSMAS. The health service providers’ personal welfare and that of 

their workers and families was also affected. 

5.3.2 The legislation that compelled Medical Aid Societies to settle heath care 

providers’ claims within 60 days was largely being ignored by PSMAS.   
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5.3.3 Literature also supported the above research conclusion. Society of Actuaries 

(2015) was of the view that medical expenditure globally was complex and 

continued to attract much attention amongst the various stakeholders including 

governments.  

5.3.4 There were several factors that affected the processing of funds and their 

disbursement. Health services providers had to play their own part, for instance 

submitting claims early so that the time taken for verification process could be 

reduced. It was generally indicated that PSMAS had to improve its system so 

that settlement of claims was done on time. Using modern appropriate 

technology could also speed up payment process.    

5.4 Implications   

The delay in the payment of claims to the health service providers by the medical aid 

societies has proved to have many implications. It was noted from findings that the 

delay in payment of claims negatively affects the day to day business operations of 

the health services providers. These delays also have implications on patients as they 

are asked for a co-payment when seeking services. Findings from the study by 

Willis Shattuck et al, (2008) noted that the Federal officials from the United States 

believe that reform of Medicaid supplemental payments is needed to make payment 

more targeted, transparent and consistent with delivery system reforms that reduce 

health care costs and increase quality and access to care.  

The impact of delayed payments affected the medical supplies where health services 

providers would rely on other sources of income.  Some of the responses from 

interviews noted that the medical aid societies should adhere to policies to avoid 

delayed payments to the health services providers. Government is the largest 
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contributor to PSMAS where most of its employees are medical insurance policy 

holders. Its involvement in the medical aid society would improve the payments to 

health service providers. The international Monetary Fund has recommended that 

countries increase the scope of private sector provision in health care as part of loan 

conditions (Stuckler and Basu, 2009) often to reduce government debt (Elliott, 

2009).  

5.5 Recommendations   

From the above findings, the following were cited as areas for further improvement:   

5.5.1.1 There are several causes of delays in payment of funds to the health services 

providers by the medical aid societies, where some of them can be minimised 

through improving the turnaround time on processing of claims.   

5.5.1.2 The legislative framework to do with honouring of financial objections in 

this case the funds disbursements is available and what is needed to make 

proper follow-ups when there are delays and also the measures to be 

followed in getting a recourse.  

5.5.1.3 Lack of proper ICT systems became more apparent in the study, hence the 

need for the medical aid society to come up with innovative ways to improve 

the existing systems.   

5.5.1.4 Most of the claims for payments to the health service providers are settled 

after 90 or more days. There is need to lessen this period in way that 

accommodates the current economic environment.   

5.6 Suggestions for Further Research  

The following were singled out as areas for further studies   
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5.6.1 A cross sectional survey on the delay of payment to all health service provision 

by the medical aid societies and insurers in Zimbabwe.   

5.6.2 An analysis on the impact of medical aid societies on the private health care 

______delivery systems in Zimbabwe.   
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APPENDICES 

Appendix 1 Questionnaire for Private Health Service Providers  

Sector A: Demographic Information   

Kindly tick the appropriate box to the best of your knowledge 

Sex 

       Male      

Age         

20-30  31-40   41-50  51-60  60+  

          

  

Marital status       

Single     Married                  Divorce               Widowed  

        

Educational attainment       

Secondary education   Certificate  Diploma   First degree  Post-Graduate   

          

State the length of service in the Organization in years.   

0-1  2-5  6-10  11-15  >15  

          

 

  

 

 Female   Male 
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Which level are you in the organisation? 

Level in the organisation    

Board member     

Executive management     

Middle management     

Lower level management      

  

Section B: To identify the causes of delayed payments to health service 

providers by PSMAS   

Please rate the following causes of late payments by the medical aid society to 

the Health service providers   

Strongly Agree; 4 – Agree; 3 – Not sure; 2 - Disagree; 1 – Strongly Disagree  

  5  4  3  2  1  

1. Claims are not handed in time by Health service 

providers  

          

2. The Medical aid society takes more than 3 months to 

process payments.  

          

3. Verification process done by Medical Aid Society 

takes too long  

          

4.Medical Aid Society does not use proper technology to 

help in processing of claims  
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5.The Medical Aid society does not have strong financial 

base to settle claims within 90 days  

          

 

Time taken for payments   

Please tick the average period of time one would be able to get payments after 

submitting claims forms  

30 days   60 days   90 days   91 + days   

        

 

Do you have pending PSMAS claims that have not been paid within 90 days   

Yes   No   

    

  

If yes please state the response you obtained from PSMAS 

………………………………………………………………………………………… 

………………………………………………………………………………………… 

…………………  
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Section C: To measure the real impact of these payment delays on the general 

welfare of health services providers   

Please rate how the payments delays have on the operations of your Health service 

provision  

  5  4  3  2  1  

1. Delayed payments of claims affect the day to day running 

of the business   

          

2. The health services provider will struggle to pay their 

creditors   

          

3. Health services providers cannot provide pharmaceuticals 

to the patients   

          

4. Health services providers are not able to accept patients 

on PSMAS   

          

5. Health service providers demand upfront co-payments 

even to patients under PSMAS   

          

  

Section D: To suggest possible solution to the delays in payment to health service 

providers  

What solution would you recommend to health service providers and PSMAS?  
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Appendix 2 Interview guide 

a. What do you understand on process of payment systems of claims?   

b. Please identify and describe the causes of payment delays to health service 

providers?  

c. To what extent did payment delays have on the welfare of health service 

providers?   

d. What are the possible solutions to the delays in payment to health service 

providers   
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Appendix 3 Introductory letter 

 Consent Letter    

Dear Respondent……………………………………….  

My name is Alfred Makara.  I am an EMBA student at the Africa University, 

Graduate School of Business. I am carrying out a study on DELAY IN HEALTH 

CARE SERVICE FUNDS DISBURSEMENT BY PREMIER SERVICE 

MEDICAL AID SOCIETY, ZIMBABWE.                                                                                            

I kindly ask you to participate in the research by giving verbal responses or 

completing this questionnaire, where applicable, giving correct information as per 

your knowledge. The answers are only for academic purposes. Your contributions 

will be highly appreciated. Please do not write your name on the questionnaire.  The 

responses will be treated with high degree of confidentiality.  

There are no anticipated risks or discomforts related to this research. The person 

interviewing you, however, I can give you the name and telephone number of some 

counselling if you wish.   

Several steps will be taken to protect anonymity and identity. While the notes will be 

taken during the interviews, the notes will be destroyed once findings have been 

typed. The typed findings will not contain any mention of your name, and any 

identifying information from the interview or questionnaire will be removed. The 

typed interview and completed questionnaire will be kept in a locked filing cabinet 

at the researcher’s work place and only the researcher and research assistant , who 

will be doing the coding  and data entry  (sword to confidentiality) will have access 

to the raw data (interviews and completed questionnaires). All information will be 

destroyed after the university’s stipulated time (2 years).   
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Your participation in this research is completely voluntary. If you decide to 

participate, the researcher will set aside time that will be convenient to you. 

However, you may withdraw from the study at any time for any reason.   

The results from this study will be presented to the university in writing as a 

research project, read by academics, lecturers, students and the community at large, 

to help them better understand the payments made by Medical Aid Insurers like 

PSMAS, Zimbabwe. The results may be presented in persons to the Ministry 

responsible for Health and Child Welfare. At no time, however your name be used, 

or any identifying information revealed. If you wish to receive the copy of the 

results from the study, you may contact the researcher on 0712763104.    

If you require any information about this study, or would like to speak to the 

researcher, please call Alfred Makara   at +263 0712763104 from Africa University. 

If you have any other questions regarding your rights as a participant in this study, 

you may also contact The Research Ethics Committee on +263 (020) 60075 or 

research.services@au.ac.zw   

I have read the above information regarding this research study on Delay in Health 

Care Service Funds Disbursement by Premier Service Medical Aid Society, 

Zimbabwe 

 

 _____________________________________________(Name Printed)  

______________________________________________(Signature)   

______________________________________________(Date)  
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Appendix 4: AUREC Approval Letter 
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