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Abstract
Improving the quality of care is essential for progress towards universal health coverage. Health financing arrangements offer opportunities for 
governments to incentivize and reward improvements in the quality of care provided. This study examines the extent to which the purchasing 
arrangements established within Zambia’s new National Health Insurance can improve equitable access to high-quality care. We adopt the 
Strategic Purchasing Progress and the Lancet Commission for High-Quality Health Systems frameworks to critically examine the broader health 
system and the purchasing dimensions of this insurance scheme and its implications for quality care. We reviewed policy documents and 
conducted 31 key-informant interviews with stakeholders at national, subnational and health facility levels. We find that the new health insurance 
could boost financial resources in higher levels of care, improve access to high-cost interventions, improve care experiences for its beneficiaries 
and integrate the public and private sectors. Our findings also suggest that health insurance will likely improve some aspects of structural quality 
but may not be able to influence process and outcome measures of quality. It is also not clear if health insurance will improve the efficiency 
of service delivery and whether the benefits realized will be distributed equitably. These potential limitations are attributable to the existing 
governance and financial challenges, low investments in primary care and shortcomings in the design and implementation of the purchasing 
arrangements of health insurance. Although Zambia has made progress in a short span, there is a need to improve its provider payment 
mechanisms, and monitoring and accounting for a higher quality of care.
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• The health insurance scheme could potentially 
improve access to high-cost interventions and inte-
grate the public and private sectors.

• More progress towards strategic purchasing for qual-
ity of care by Zambia’s National Health Insurance 
is likely possible with government contribution to 
the scheme for vulnerable groups, increased invest-
ments in primary health care and strong governance 
for quality.

• Health insurance can positively influence the quality 
of care through a balance of structural, process and 
outcome indicators to monitor providers and the use 
of the claims data across its mix of providers.

Introduction
Poor quality of care continues to be a primary cause of high 
mortality in low- and middle-income countries (LMICs), with 
an estimated 8.6 million excess deaths contributed to low 
quality of care in 2016 (Kruk et al., 2018b). This high excess 
mortality highlights the persistent gaps between the effective 

coverage of essential interventions and the low fraction of 
potential health gain that is currently delivered to populations 
(Ng et al., 2014).

At the macro-system level, health financing, and pur-
chasing in particular, is one of the main strategies that 
can be used to influence greater quality in the health sys-
tem (Lagomarsino et al., 2012; Kutzin, 2013; Mbau et al., 
2018). When countries establish mechanisms for resource 
pooling, it places them in a better position to strategically 
purchase quality services. Purchasing is considered ‘strate-
gic’ if the allocation of funds to health service providers 
by purchasers is linked to provider performance or pop-
ulation needs (Mathauer et al., 2019). Purchasers can be 
institutions such as Ministries of Health (MOHs), manda-
tory health insurance agencies or other autonomous insurance 
agencies. As health financing reforms are implemented within 
the broader health system context, which is dynamic and com-
plex in nature, it is important to examine how this context 
shapes reforms and their ability to achieve their goals (Duran
et al., 2020).

Health insurance schemes have been introduced in many 
LMICs in recent years, offering new opportunities for gov-
ernments to become ‘strategic purchasers’ and to improve 
access to high-quality care to make progress towards
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universal health coverage (UHC) (Mathauer et al., 2019).
Zambia is one of the countries that has recently introduced 
health insurance. In 2018, Zambia passed its National Health 
Insurance (NHI) Act with the aim of providing ‘universal 
access to quality health services’ (Government of Zambia, 
2018). The Act established the National Health Insur-
ance Management Authority (NHIMA), a semi-autonomous 
agency, which is now in charge of collecting contributions 
from residents, purchasing services from various health insti-
tutions and providing entitlements to beneficiaries. According 
to the current statutory instrument, employees are mandated 
to contribute 1% of their monthly salary with employers 
equally matching (Government of Zambia, 2019). Those who 
are self-employed and in the informal sector must contribute 
1% of their declared monthly income, with 60 kwacha (USD 
4) being the minimum contribution. Deductions from salaries 
in the formal sector began in October 2019, and the dis-
bursement of funds to health facilities commenced in February 
2020. Principal members can have six beneficiaries under 
their membership, and as of February 2022, the number of 
registered principal members and secondary registered bene-
ficiaries was 1.35 million and 500 000, respectively (National 
Health Insurance Management Authority, 2022). Individu-
als >65 years and those who are mentally ill and physically 
disabled are exempted from contributions.

As health insurance is in its early phase of implementa-
tion and considers reforms that facilitate its goal of steering 
towards UHC, it is critical to identify the implications of its 
purchasing functions and assess its future impact on high-
quality care for all. In this article, we examine the design of 
the purchasing arrangements within Zambia’s NHI and its 
implications for accessing high-quality care.

Methods
Study design and setting
Zambia is a lower-middle-income country in Southern Africa 
with a population of 18 million, of which over half live in 
rural areas. Table 1 shows the key indicators for Zambia. 

The main health service providers are public although there 
are many faith-based mission and private providers. The pub-
lic health system is organized as a pyramid structure with 
three main levels. The bottom level constitutes the primary 
care that includes the first-level/Level 1 hospitals, health cen-
tres and health posts. In 2012, user fees were abolished in 
all public primary care facilities (Chitah et al., 2018). Level 2 
hospitals are one level above these facilities and mainly used 
for curative care in paediatrics, obstetrics and general surgery, 
followed by the tertiary level, which includes the teaching 
hospitals that provide specialized care such as cancer treat-
ment, dialysis and orthopaedics. Public health institutions are 
financed through monthly operational grants from the Min-
istry of Finance (MOF) that are on a needs-based resource 
allocation formula.

Study population
Key-informant interviews were carried out with 31 stakehold-
ers at national, subnational and health facilities from Novem-
ber 2020 to February 2021. Key informants were purposely 
selected, focusing on those involved in health policy, health 
financing, design and implementation of the health insur-
ance. At the national level, interviews were conducted with 

Table 1. Key indicators for Zambia (International Monetary Fund, 2020; The 
World Bank, 2020)

Year

Macro-fiscal indicators
 GDP per capita (current USD) 985 2020
 Total public debt (% GDP) 95.5 2020
 Poverty rate at USD 1.90 per day 58.7 2015
Demography
 Population (millions) 18 2020
 Urban population (% of total population) 45 2020
Health financing indicators
 Current health expenditure, as percentage of 

GDP
4.5 2016

 Government health expenditure, as 
percentage of current health expenditure

41 2016

 Out-of-pocket health expenditure, as 
percentage of total health expenditure

12 2016

Key health indicators
 Life expectancy at birth, total (years) 64 2019
 Maternal mortality ratio (per 100 000 live 

births)
213 2017

 Neonatal mortality rate (per 1000 live 
births)

24 2020

 Births attended by skilled health workers as 
percentage of total births

80.4 2018

stakeholders from governmental [MOH, MOF and Ministry 
Labour and Social Security (MLSS)], private-sector, multilat-
eral and non-governmental organizations. Three provinces 
were purposely selected based on the distance from the capital 
and performance on health outcomes such as maternal mor-
tality and under-five mortality. In each province, stakeholders 
at the provincial health office and facility managers of Level 2 
hospitals were interviewed. Within each province, one district, 
which has an accredited first-level hospital, was conveniently 
selected.

We also conducted a document review of published arti-
cles, policy documents and country reports. Documents were 
identified through the interviews with the stakeholders. Addi-
tionally, we searched PubMed and Google Scholar databases, 
using the search terms ‘health systems’ or ‘health financing’ or 
‘health insurance’ and ‘Zambia’.

Study conceptual framework
To examine the potential ability of Zambia’ NHI to influence 
equitable access to high-quality care, we adapted the strategic 
health purchasing (SHP) progress framework (Cashin et al., 
2018). The framework was developed to examine the criti-
cal functions necessary for strategic purchasing of health care 
by purchasing agencies such as NHI. The framework focuses 
on purchasing as a policy lever to improve UHC’s interme-
diate and ultimate objectives such as equity, efficiency and
quality.

The framework consists of two main dimensions that are 
critical for purchasing to contribute to the quality of service 
delivery. The first dimension is the health system functions 
that support the ability of purchasing to influence the qual-
ity of services, and the second dimension is the purchasing 
functions.

The health system functions that are critical to support 
strategic purchasing are (1) governance and information, 
(2) service readiness and provision and (3) sufficiency and 
institutional flow of resources. Governance and information 
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comprise the regulatory policies and systems needed to sup-
port quality as well as strengthening systems for establishing 
licensure and accreditation systems. Service readiness and pro-
vision pertain to improving processes for evidence-based care 
and having adequate inputs such as medicines available to 
enable the delivery of high-quality services. Last, the finan-
cial flows to providers ensure sufficient resources for health 
and a reduction in the fragmentation of pooled funds. In addi-
tion, giving providers autonomy in spending and managerial 
decision-making is important.

There are four main domains under the purchasing func-
tions of the SHP framework. These purchasing functions 
include (1) governance of purchasing, (2) healthcare goods 
and services to purchase, (3) providers from whom goods 
and services are purchased and (4) how to purchase. Gover-
nance of purchasing includes alignment of purchasing with 
UHC goals, assigning clear roles and responsibilities for 
participating institutions and ensuring that institutions and 
staff have the technical capacity to fulfil their duties. For 
healthcare goods and services to purchase, countries have 
to define and create systems for revising benefit packages 
and the list of covered medicines by relevant stakeholders. 
In addition, there needs to be a description of require-
ments for purchasing such as adherence to standard treat-
ment guidelines and referral guidelines including gatekeep-
ing policies. In regard to providers to purchase from, this 
involves the use of quality requirements of the benefit pack-
age to determine the eligibility for service providers for each 
level of care and the decision to include private providers. 
Last, the design of how to purchase services and goods 
encompasses the basis of payment, which includes payment 
rates, and how to hold providers accountable for service
quality.

To conceptualize quality of care, we adapted the Lancet 
Commission for High-Quality Health Systems (HQSS) frame-
work (Kruk et al., 2018a). The framework asserts that qual-
ity improvement requires system-level interventions involving 
leadership at all levels of the health system and interventions 
that value people. We focus on the processes of the care 
domain and the framework proposes for it to be asserted 
along with two main components: competent care and sys-
tems and positive user experiences. Competent care and sys-
tems require evidence-based and effective care that includes 
correct diagnosis, appropriate treatment and counselling and 
referral. Capable systems include safety, prevention and detec-
tion, continuity and integration, timely action and popula-
tion health management. Positive user experience demands 
respect for patients, which includes dignity, privacy, non-
discrimination, autonomy and clear communication. In addi-
tion, there is a need for user focus to have a choice of 
providers, short wait times, affordability and ease of use. 
In this study, we consider insured patients (NHIMA mem-
bers and beneficiaries) and uninsured patients as ‘users’. We 
examine how the health insurance is designed to improve the 
experiences of its beneficiaries and if there are spillover effects 
or unintended consequences of its design and implementation 
on the general population.

Data collection and analysis
Key-informant interviews were conducted using a semi-
structured interview guide. The guide was designed using 
constructs from strategic purchasing and HQSS frameworks. 

The interviews were conducted in English by the first author, 
and they lasted on average an hour.

After the completion of the interviews, we applied the 
seven-step framework analysis method. This included tran-
scription, familiarization with transcripts, coding, developing 
a framework, application of framework, charting and data 
interpretation (Srivastava and Thomson, 2009). Atlas ti.8 was 
used to assist in coding.

Results
The results of the study are presenting the context of the health 
system in Zambia and the design of the three main purchasing 
functions of its NHI and their implications to influence the 
quality of care.

Health system functions
The health system functions in terms of governance of qual-
ity, service delivery and financing are essential to the extent to 
which a purchaser such as the NHIMA can achieve its goal of 
improving access to quality care (Cashin et al., 2018). How-
ever, in Zambia, our analysis of the document review and 
key-informant interview points to several governance chal-
lenges including mismanagement of public resources (Chansa 
et al., 2018) such as a major scandal in 2020 with the pro-
curement of about USD 17 million worth of defective health 
kits and medicines. Although there is a council responsible for 
licencing health facilities and training institutions, stakehold-
ers perceived its power as a regulator with ‘teeth’ as weak. 
Quality of care has been highly prioritized with the national 
quality improvement guidelines in 2017 (Zambia Ministry of 
Health, 2017) and the performance improvement and Qual-
ity assurance strategy 2019–21 (Zambia Ministry of Health, 
2019), but the wide variety of definitions of quality of care by 
stakeholders suggest that the engagement with the documents 
has been limited. One view particularly those at the lower 
levels of the health system had the assumption that without 
adequate structural capacity quality can never be guaranteed. 
Another view placed a high emphasis on quality from users’ 
perception in terms of waiting times and the availability of 
health workers and medicines. Interviewees explained that the 
perception of quality centred on medicines and diagnostics, as 
those have been the major public concern.

There have also been financial challenges with public health 
spending declining over the years. The share of general gov-
ernment expenditure on current health expenditure (CHE) 
was 7.1% in 2016, substantially below the 15% target of 
Abuja (Zambia Ministry of Health, 2018a). Meanwhile, 
donors contribute ∼42% to the total CHE of which 70% is 
earmarked for specific diseases (Zambia Ministry of Health, 
2018a). The government’s deficit in health spending has been 
compounded by a major macroeconomic crisis coupled with 
the coronavirus disease 2019 pandemic, which has shifted 
the government’s priorities towards debt repayment (Zambia 
Ministry of Finance, 2020; Geda, 2021; Paul et al., 2021). 
The low public health spending has affected the financial 
resources health facilities receive, with 3 out of the 12 monthly 
grants disbursed the year before the insurance implementa-
tion. Even with the low public health spending, expenditure 
is not uniform across the health system, with larger pro-
portions dedicated to hospitals compared with primary care 
(Chansa et al., 2018). Meanwhile, stakeholders perceived 
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payroll contributions to the health insurance were not likely 
to be sufficient for major improvements in quality of care as 
the formal sector, which has the majority of the insurance 
members, is very small (Zambia Statistics Agency, 2019).

The governance and financing challenges have been detri-
mental to the quality of service provision, particularly at the 
primary healthcare level (Chansa et al., 2018). Although pri-
mary health care is ‘free’, due to the shortage of medicines 
and supplies, users sometimes pay out of pocket (Chansa 
et al., 2019). The funding challenges have also affected fill-
ing the human resource for health gaps for services such 
as surgery, obstetrics and anaesthesia (Zambia Ministry of 
Health, 2018b).

The service delivery challenges are not homogeneous across 
geographical locations. In rural areas, the main challenge is 
physical access as hospital services are located in district and 
provincial centres. The Zambia Flying Doctors were estab-
lished to aid in transporting patients to higher levels of care, 
but this service is not fully functional across the country. In 
urban areas, long waiting times is the major issue, particu-
larly in hospitals partly due to bypassing lower levels of care 
although there is a referral guideline and bypassing fee policy 
in some hospitals.

To improve service readiness for the implementation of the 
health insurance, the NHIMA provided claims advanced pay-
ment (CAP) to health facilities to make short-term investments 
for quality improvement. However, some stakeholders per-
ceived this payment not to be sufficient as the facilities needs 
were far greater. CAP is based on the monthly grant from the 
MOF, which uses the needs-based resource allocation formula 
that has been difficult to fully apply due to the proliferation 
of new districts (Chansa et al., 2018).

Healthcare goods and services to purchase
The health insurance requires members to make four consec-
utive contributions before accessing health services. Services 
include a range of essential services such as caesarean sections 
and costly interventions including cancer care and dialysis 
(National Health Insurance Management Authority, 2020). 
Stakeholders believed that this arrangement would allow indi-
viduals to be able to receive high-cost hospital interventions 
without having to face financial hardship. According to stake-
holders, the initial design of the benefit package in 2019 
was informed by the national health strategic plan, by the 
burden of diseases, and in consultation with relevant stake-
holders. The health insurance bill is explicit in the use of 
generic medicines and the establishment of a drug formulary 
system to discourage the use of ineffective or costly medica-
tions. However, for services and medical interventions, there is 
no clear guidance on mechanisms and the conditions to make 
systematic revisions to the benefit package. In the absence of 
a clear regulatory framework to guide the revision of the ben-
efit package, there has been pressure from influential groups 
to expand the package to include high-cost services such as 
treatment abroad.

One of the main approaches by the NHIMA in delivering 
higher-quality services is improving user experiences. To miti-
gate some of the service delivery challenges in public hospitals, 
the NHIMA introduced a new tier into the service structure 
by requiring facilities to have designated inpatient care and a 
sufficient supply of medicines for its members. In addition, 
facilities are encouraged to fast-track NHIMA patients for 

outpatient services and operate a 24/7-hour member access. 
Providers described the challenges in implementing these insti-
tutional reforms. For instance, a manager in a Level 2 hospital 
elaborated that the hospital had already outgrown the popu-
lation it serves, and creating wards specifically for NHIMA 
patients is difficult. Furthermore, they mentioned that an 
insufficient workforce makes it demanding to have adequate 
staff dedicated to NHIMA patients. Some stakeholders felt 
that the reforms raise equity concerns.

The concept of NHIMA, they wanted everybody to be 
receiving the quality service. Now because of the challenge, 
we’ve seen in some institutions now, they are trying to 
reserve drugs. ‘No this is for NHIMA members and this 
is for ordinary members’. Ordinary person will come, they 
will say, ‘There is no Panadol. Go and buy.’ But a NHIMA 
person will come and then they will give. But that’s not 
what we are encouraging. We are saying all patients should 
receive the health services because we need to raise the 
standard at all our institutions. (Provincial KI)

Those at the facility level argued for the decision to cre-
ate separate services for NHIMA members. One is the need 
to show the benefit of the health insurance for members 
compared with the general population.

So the NHIMA client is a paying client so the money that 
they are giving us is been deducted through their pay slip. 
So of course it’s something that is mandatory with the laws 
of Zambia however, we find that once you are paying for 
service and you are in queue with everyone else even with 
some who are not paying … it really puts a damper on the 
patient experience. By separating the NHIMA patients to 
sort of like … if I could say fast track them getting their ser-
vice for which they are paying for, we believe that this will 
make their experience here at the hospital more enjoyable 
and more comfortable. (Health facility KI)

Providers from whom goods and services are 
purchased
As user fees had already been abolished at the primary care 
level, the NHIMA had to cover services offered above Level 
1 hospitals. However, Level 1 hospitals were included as their 
exclusion would have restricted access to care in rural areas. 
There were concerns raised by some stakeholders of the effi-
ciency implications of this new arrangement with the current 
MOH referral guidelines. There were interpretations that the 
health insurance being offered at high levels, and insurance 
members and service providers will exacerbate the bypassing 
of lower levels of care.

NHIMA is a business. Even when you enter this institu-
tion, it’s a business. If a customer is entering your shop, 
do you chase them? So you won’t chase the customer so 
even here, that is the concept … maybe even the institu-
tion, the management they should have that focus. Because 
here, a NHIMA client comes, then you say, ‘No you go and 
start with the clinic’. What are you losing? You are losing 
resources. (Provincial KI)
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Stakeholders mentioned that the inclusion of private 
providers could improve the integration of the different ser-
vice providers in the health system and increase the choices 
of scheme members as the health insurance allows beneficia-
ries to use private pharmacies in the instance of drug stock 
outs. Others also perceived the inclusion of the private sector 
to be a good strategy to decongest public health facilities in 
urban areas. However, there were three main concerns raised 
by others about the inclusion of the private sector. One was the 
implications for inter-facility communication and referral net-
works for the diverse service providers as the national referral 
policy pertains only to the public sector.

The second concern is the efficiency implications of using 
private pharmacies in filling the gaps in the public health 
sector.

Our pharmacies in the public facilities should have those 
drugs. There is no reason why we should be encourag-
ing our public facilities to write a prescription to a private 
pharmacy. It doesn’t make logical sense to me. Because we 
should encourage the public facility to recoup everything. 
Remember this guy is using government time, is paid by 
the government, (Mbau et al.) writes a prescription for a 
private facility to benefit. (National KI)

Lastly are the equity implications of who benefits from 
the inclusion of private providers. In 2019, there were 543 
registered private health facilities including diagnostic cen-
tres, but ∼80% were located in two provinces, and most 
providers were concentrated within the urban districts of these 
provinces (Health Professions Council of Zambia, 2019).

One of the main approaches that the NHIMA is using to 
guarantee quality from all providers is through accreditation. 
Service providers that have valid licence and are fully compli-
ant with their relevant regulatory bodies are eligible to apply 
for accreditation. There is an accreditation checklist devel-
oped for the various service providers. A review of the quality 
indicators of the accreditation and inspection tools showed 
the assessment to be heavily focused on the structural capacity 
of providers with less emphasis on process or impact indica-
tors. Even with the current accreditation tools, policymakers 
acknowledged that due to the persisting health system chal-
lenges not all accredited health facilities, particularly those in 
the public sector, met the accreditation standards. This has 
been the need to balance access and quality as being stringent 
on the standards would have cut-off beneficiaries in remote 
areas from having access to the scheme.

The Act also provides the NHIMA the power and authority 
to remove health facilities that do not comply with its stan-
dards and regulation from its list of accredited health facilities. 
However, some stakeholders were skeptical of NHIMA actu-
ally exercising its power over health facilities which do not 
comply with its regulations due to previous experiences of 
officials in charge of quality programmes been removed for 
exercising their authority.

How to purchase
The health insurance has mixed payment methods. Accredited 
pharmacies and diagnostic centres are paid by fee-for-service. 
Level 1 hospitals receive a flat rate payment with different 
rates for inpatient and outpatient services. At Level 2 and 3 
hospitals, the flat rate payment is also used for outpatient 

services, but the payment for inpatient services are diagnosis-
related groups (DRGs) and fee-for-service for high-cost inter-
ventions such as dialysis and some cardiac interventions. Level 
2 and 3 hospital managers mentioned that funding from the 
NHIMA has made a difference in supplementing the pur-
chase of commodities such as essential medicines. However, 
they acknowledged that this increased funding is not adequate 
to close the gap in providing high-quality services. Providers 
reflected that even with the resources from the NHIMA, there 
is a greater need to improve physical infrastructure and pro-
cure medical equipment. As the rates for first levels and higher 
levels are substantially different, Level 1 hospitals deemed 
this not to be fair as they also provide some of the inpa-
tient services at higher levels. In addition, some stakeholders 
mentioned the need to shift to the traditional per-capita pay-
ment for Level 1 hospitals, whereby providers are paid in 
advance. Besides the differences in the payment mechanisms, 
stakeholders also mentioned that there have been reimburse-
ment delays, which can lead to the interruption of service
provision.

However, according to the Health Insurance Act, and the 
memorandum of understanding between the NHIMA and 
MOH, the NHIMA has 90 days to reimburse health facilities 
after claims submission. Some stakeholders mentioned that 
the delays were partly caused by health facilities due to delays 
in submitting claims and erroneous filing of claims Further-
more, the NHIMA office being based in Lusaka had made 
it challenging to resolve claim issues promptly for providers 
farther from the city.

Governance in purchasing
A critical element in the governance of purchasing is having 
effective information systems to monitor the quality of care, 
provider behaviour and process claims. Meanwhile, in Zam-
bia, there are various electronic health systems in public health 
facilities, which are uncoordinated and have created informa-
tion silos (Zambia Ministry of Health, 2018b). In addition, 
there are low levels of computer literacy in health facilities 
and underdeveloped technological structure. The claim pro-
cess is manual, and some health facilities mentioned that 
it was cumbersome and increased the likelihood of billing
errors.

Although there are clear roles and responsibilities for the 
NHIMA and MOH on paper (Zambia Ministry of Health, 
2020), there is still a conflict of interest among the purchasing 
institutions. The Health Insurance Act provides a consider-
able amount of power to a ‘Minister’ who in 2021 was the 
Minister of Health. This minister in collaboration with the 
NHIMA is in charge of activities such as appointing mem-
bers of the NHIMA supervisory board, prescribing provider 
payment methods and reporting requirements for accredited 
health facilities in which the majority are under the Ministry 
of Health (Government of Zambia, 2018).

As previously mentioned, in the public health sector, the 
NHIMA is currently relying on the referral policy of the 
Ministry of Health, which has challenges in enforcement. 
In addition, there are currently no mechanisms to coor-
dinate service delivery from both the private and public 
sectors. Furthermore, with the addition of private phar-
macies, there are no existing mechanisms for monitoring 
prescription patterns or adherence to the rational use of
medicines.
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Strong technical capacity is needed by the NHIMA to be 
a strategic purchaser, which can influence access to quality. 
These technical activities include actuarial analysis, informa-
tion technology, health technology assessment and quality 
auditing. There is limited technical capacity to carry out such 
activities.

The Health Insurance Act provides a legal basis for the 
rights of all beneficiaries to have equitable access to quality 
health services. In addition, the act states the importance of 
transparency and accountability of the health insurance to 
beneficiaries. As most public health facilities are ‘free’, there 
is now a high expectation of the services from the NHIMA by 
the public.

To improve clarity about the scheme and accountability 
for quality services, the NHIMA has created various tools 
to empower members about their benefits and their rights 
to high-quality services. A health complaints committee has 
been established, which is in charge of hearing and deter-
mining matters related to accredited healthcare providers and 
the NHIMA. Individuals not satisfied with the committee’s 
decision are allowed to take their case all the way to the 
High Court and must be compensated by the NHIMA if they 
win. The NHIMA has also established an online platform 
for grievances against accredited health providers, a 24/7 call 
centre and an NHIMA agent in some accredited health facili-
ties to respond to enquiries. There are also representatives of 
various employee associations in the public and private sec-
tors on the NHIMA’s board. The biggest hurdle has been the 
lack of clarity about the limits of the benefit package and the 
obscurity in the mandate of the Ministry of Health and the 
NHIMA.

Discussion
The results presented here suggest that Zambia’s NHI is 
designed to make progress towards strategic purchasing of 
quality care. With the inclusion of private providers, the 
insurance has the potential to increase the choices of citi-
zens, particularly those in the urban areas, and integrate the 
public and private health sectors. Furthermore, unlike other 
LMICs, which started with schemes for specific groups, Zam-
bia committed from the outset of the insurance scheme to 
include everyone under its health insurance. This is an impor-
tant feature as the experience of several countries showed that 
incrementally expanding the population groups included in 
health insurance schemes is extremely challenging (Kutzin, 
2013; Bazyar et al., 2021). However, similar to other low- 
and upper-middle-income settings, our findings suggest that 
significant changes are needed in the purchasing arrange-
ments for the health insurance’s ability to influence high-
quality care (Chukwuma et al., 2021; Amporfu et al., 2022; 
Gatome-Munyua et al., 2022).

Our findings show that the health system challenges in reg-
ulatory structures, government health spending and effective 
referral policy have hindered the design and the early phase 
of its implementation of the NHI as a purchaser to impact a 
high quality of care. First, the limited regulatory bodies with 
teeth to enforce high-quality health system inputs coupled 
with low government health spending have led to the NHIMA 
not being able to leverage its role to ensure that all of its 
providers met its defined quality standards for accreditation. 

The scheme had to balance access to its benefits and qual-
ity of care. Second, the low government spending on health 
has subsequently led to perpetual drug shortages, long waiting 
times and poor facility infrastructure in health facilities, which 
have resulted in signals to providers to distinguish services 
for beneficiaries to improve their care experiences, an opera-
tional challenge for providers. Third, weak enforcement of the 
national referral policy for gatekeeping could exacerbate the 
unnecessary use of care at higher levels through opportunistic 
behaviours by providers and insurance beneficiaries.

The design features of the NHI also face certain shortcom-
ings as a strategic purchaser for quality. First, the scheme’s 
accreditation and monitoring tools on providers’ performance 
are heavily reliant on structural quality indicators. Although 
the structural aspect of quality is a challenge in Zambia, 
evidence has shown that the relationship among these dimen-
sions is not always hierarchal, and weakness in structural 
quality does not imply processes of care and impacts cannot 
be monitored (Kruk et al., 2018a; Quentin and Brownwood 
et al., 2019). Second, during the study period, the claims sub-
mission process was manual, which is prone to errors and low 
uptake of claims data to monitor performance. To monitor 
the quality of care effectively, a robust information manage-
ment system is crucial for the timely use of claims data for 
quality improvements (Weiner et al., 1990; Konrad et al., 
2019; Ng et al., 2019). Since the study period, the NHIMA 
has established an electronic claim processing system, a sub-
stantive milestone in providing data for decision-making and 
learning. Although the system is in its infancy, it offers the 
opportunity to use claims to monitor the care given across 
by different providers. Third, the reimbursement timeframe 
of 90 days stipulated by the Health Insurance Act is too long 
for providers to adequately maintain quality of care through 
the procurement of medicines and other essential consum-
ables. Similar reimbursement delays have been reported in 
India and Ghana, whereby providers subsequently limited 
services to insurance members (Boyanagari and Boyanagari, 
2019; Akweongo et al., 2021).

Zambia’s NHI is implementing a blended provider pay-
ment through fee-for-service, DRGs and flat rate payment 
systems for hospital care. However, the low rates for Level 1 
hospitals could undermine the motivation and quality of care 
from these providers. Since the study period, the NHIMA has 
increased the rates for Level 1 hospitals, which shows that 
the NHIMA is learning as a purchaser to use the informa-
tion to make the necessary changes. It will be vital to assess in 
the future whether the new rates in Level 1 hospitals and the 
scheme’s payment methods are creating the right incentives to 
influence the quality of care by providers. Appropriate refer-
rals and coordination of care among the different levels are 
still not part of the provider payment mechanism. As Level 
1 hospitals are at the bottom of the referral system under 
the scheme, the NHIMA can incentivize them for appropriate 
referrals and coordination to higher levels of care.

Based on the findings, we provide recommendations on 
how the NHI in Zambia can leverage to make a higher 
influence on the quality of care. First, with the launch of 
pay-for-performance (P4P) under health insurance, there is 
potential for greater influence on providers’ behaviour for 
a higher quality of care. A systematic review of P4P found 
that process and intermediary outcome indicators are more 
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likely to affect the quality of care (Van Herck et al., 2010). 
Zambia can leverage its NHI’s P4P for a higher quality of 
care from its diverse providers through the selection of pro-
cess and outcome indicators that account for patient safety, 
appropriate treatment, patient satisfaction ratings and clini-
cal outcomes (Hussein et al., 2021). Second, efforts towards 
improving the quality of care should also consider equitable 
access to these high-quality services. As geographical access to 
the higher-level facilities where the scheme operates is a chal-
lenge for a significant proportion of Zambians, investments 
in referral networks and inter-facility communication will be 
crucial. In addition, equity concerns raised about the involve-
ment of the private health sector need to be addressed. Since 
the study period, the accreditation of private providers has 
continued to mirror the unequal geographical distribution of 
private providers within the health system. The NHIMA may 
have to consider including the cost of transportation from 
remote communities to areas, which have private providers 
in the instances of a shortage of supplies in the public sec-
tor. Third, the actual implementation and enforcement of the 
accountability actions to improve the quality of care as stipu-
lated by the Health Insurance Act will require the NHIMA and 
its leadership to be insulated from political interferences. Dur-
ing the study period, the NHIMA was under the MOH, but 
a change in government in August 2021 moved the author-
ity to MLSS. This shift may be a path towards autonomy 
from the MOH, whose leadership had the sole responsibil-
ity to appoint the NHIMA’s supervisory board and lead the 
development of statutory instruments. To improve account-
ability for all Zambians, representation on the board from 
non-governmental organizations, which represent vulnerable 
groups such as those unemployed and disabled, should be 
considered.

This study had some limitations. As with any analysis 
pertaining to health system reforms, its results are highly time-
bound to the study period. As stated previously, there have 
been several changes within the scheme since the study period 
including the payment mechanism and claims management 
system. Further research should assess the effects of these new 
changes. In addition, the study heavily focused on stakehold-
ers in the public sector, as public health facilities were the 
major providers of the scheme at the time. There is also a like-
lihood of selection bias from the key-informant interviews as 
three stakeholders either declined or could not be reached. As 
health insurance was relatively new, it is possible that stake-
holders with different views about insurance were less likely 
to participate in the study. However, we corroborated the 
interviews with the document review to reduce selection bias.

Conclusion
We drew upon conceptual frameworks on strategic purchas-
ing and quality of care to examine how the design of Zambia’s 
NHI scheme may affect access to quality care. While still in its 
infancy, the design of the purchasing arrangements of health 
insurance appears to be in the right direction despite some 
shortcomings. More progress towards strategic purchasing for 
quality of care is likely possible with government contribution 
to the scheme for vulnerable groups, increased investments in 
primary health care and a larger and better-qualified health 
workforce, good governance for quality and an effective refer-
ral system within the entire health system. Health insurance 

can also positively influence the quality of care through a bal-
ance of structural, process and outcome indicators to monitor 
providers and the use of the claims data across its mix of 
providers.
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