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Introduction
The rising cost of healthcare and the rising burden of diseases 
is an issue of concern worldwide.1 In South Africa, health care 
is financed through the public sector which covers approxi-
mately 86% of the population and the private sector which cov-
ers approximately 14% of the population.2 In 2020, both sectors 
spent approximately 8.6% of Gross Domestic Product (GDP) 
on healthcare with nearly 50% attributed to private sector 
spending.3 Medical schemes are the main source of funding for 
health care in the private sector. Membership on a medical 
scheme is voluntary and any person above 18 years, not a mem-
ber of any other medical scheme and able to pay monthly con-
tributions is eligible to become a principal member.4

According to the Medical Schemes Act, medical schemes 
are mandated to provide a set of benefits called Prescribed 
Minimum Benefits (PMBs) to prevent members from incur-
ring catastrophic health care expenses. The PMBs include a list 

of 26 chronic diseases, 271 conditions (known as diagnosis 
treatment pairs) and any emergency medical condition.5 The 
current PMBs are said to be “hospicentric” as most of the ser-
vices are accessed in a hospital setting.6 Even though chronic 
non-communicable diseases (NCDs) such as hypertension, 
and diabetes remain the most prevalent conditions in the pri-
vate sector, primary health care services such as prevention 
remain limited for members of medical schemes. Over the 
years, many stakeholders have commented that the PMBs are 
not responsive enough to the changes in healthcare needs of 
the population, current health technology and best clinical 
practice, burden of disease, health policy; as well as the finan-
cial impact on medical schemes and members.7

The Medical Schemes Act makes provision for the PMBs to 
be reviewed every 2 years to address inconsistencies in regula-
tions and to include health technologies that are cost-effective.7 
In line with the Council for Medical Schemes’ (CMS) proposal 
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to implement decisions and policies based on evidence, a will-
ingness to pay (WTP) study was considered necessary to pro-
vide evidence on members of medical schemes’ willingness to 
pay for a primary health care (PHC) package. Whilst WTP for 
health insurance studies have been conducted in several coun-
tries, the services individuals are willing to pay and factors asso-
ciated with WTP may differ by country. For example, in Saudi 
Arabia, respondents were willing to pay approximately 40 USD 
a month for a National Health Insurance.8 Factors associated 
with WTP included age, region, and education of participants. 
In Nigeria, households heads were willing to pay 1.68 USD per 
person per month for a contributory health insurance scheme.9 
Household size, level of education, occupation and household 
income were shown to have an influence on participants’ WTP. 
In South Africa, Chiwire et al assessed willingness to pay for 
public primary healthcare services among people attending pri-
mary health care centers in Cape Town. Overall, 60% of partici-
pants were willing to pay an average of R49.44 (<3 USD) for 
primary health care at public facilities. Factors associated with 
willingness to pay included employment, the facility providing 
care, the mode of transport and the frequency of visits to 
facilities.10

For the private sector, it is not yet known whether medical 
schemes members are willing to pay for primary health care 
services. This study is relevant, as the current PMB package has 
limited PHC services. This study therefore aims to assess 
members of medical schemes’ WTP for the PHC package and 
factors that might influence WTP.

Methods
A cross-sectional survey was undertaken amongst principal 
members of medical schemes in South Africa between July and 
September 2020. In 2020, approximately 4 million people were 
principal members of medical schemes in South Africa. All 
principal members with access to an online questionnaire were 
eligible to participate in this study. Email letters with a link to 
the study questionnaire were sent to all medical schemes in 
South Africa with a request to forward the invitation and link 
to all their principal members to take part in the study. The 
invitation included a consent from which members were 
requested to sign if they were willing to participate with an 
option to opt in and out of the study at any given point.

Sampling

A nonprobabilistic method was used to draw the sample from 
the population. Based on the primary outcome of willingness 
to pay, a binary outcome yes/no, and assuming a binomial dis-
tribution, the sample size was calculated on this distribution.
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Where n is the sample to be calculated and p is the population 
from which the sample is determined. The total sample size 

was estimated at 960 after considering a population size of 
approximately 4 million, 95% confidence level, 5% margin of 
error and a design effect of 2 and 10% non-response rate.

Data collection instrument

An online questionnaire was developed in line with previous 
studies to explore members’ WTP for a PHC package.11,12 
Google survey was used to collect data on socio-demographic 
characteristics, health-related characteristics and WTP. The 
questionnaire included a cover letter explaining the purpose of 
the study. The questionnaire was pretested on CMS employees 
to assess its quality, appropriateness, and the consistency of the 
questions. Eight responses were received.

Description of variables

Table 1 is a description of the variables included in the analysis. 
The main variable of interest was willingness to pay. The vari-
able took on the value of 1 if an individual was willing to pay 
for the proposed primary health care package and 0 otherwise. 
The independent variables included socio-demographic char-
acteristics (gender, age, education, marital status, employment 
status, main member income, household income, medical 
scheme membership years, province and COVID-19 lockdown 
effect) and health-related characteristics (main member health 
status, family health status, chronic illness in family and medi-
cal scheme benefit option type).The variables were included 
based on their influence on WTP in previous studies.9,12-17

The WTP question started with a statement that defined 
the current PMBs and the limitations of the PMBs (see Figure 
1). Respondents were asked to imagine a scenario where the 
benefits could be increased to include a list of PHC services. 
Respondents were then asked whether they were willing to pay 
a monthly premium for the services. Respondents who were 
not willing to pay were asked to give reasons for not willing to 
pay for the additional services.

Analysis Strategy

Responses from participants were captured in Excel and 
exported to Stata 13.0 (Stata Corp, College Station, Texas) for 
further cleaning and analysis. Given the large response rate as 
compared to the estimated sample, a listwise deletion approach 
was used to deal with missing data.18 To assess how representa-
tive the study sample was to the population and to assess bias 
due to our sampling approach, we compared our realized sam-
ple and the medical schemes population by age, gender, and 
province. Descriptive characteristics of the surveyed popula-
tions was established using frequencies and percentages. The 
exploration of whether a person is willingness to pay for a PHC 
package was estimated using logistic regression because of its 
ability to deal with a dichotomous dependent variable and its 
well-established theoretical background.



Thsehla et al	 3

Table 1.  Description of variables.

Variable Description Measurement

WTP (dependent) Whether respondents are willing to pay for health 
insurance or not

1 = Yes
0 = No

Age Age of respondent Continuous variable

Gender Whether the respondent is male or female 1 = Male
0 = Female

Education Education level of the respondent 1. No formal schooling
2. Primary school (grade 1-grade 7)
3. Secondary School (grade 8-grade 12)
4. Tertiary

Marital status Whether respondent is married 1.Single
2. Married
3. Divorced
4. Widowed

Employment Employment status of the respondent 1 = Yes
0 = No

Lockdown The effect of the COVID-19 on income 1 = Yes
2 = No

Main member income Monthly income of respondent 1. <R6000
2. R6001-R8000
3. R8001-R11 000
4. R11 001-R16 000
5. R16 001-R30 000
6. R30 001-R40 000
7. R40 001-R50 000
8. R50 001-R60 000
9. R60 001-R70 000
10. >R70 000

Province Province where the respondent lives 1. Gauteng
2. Western Cape
3. KwaZulu Natal
4. Free-State
5. North West
6. Limpopo
7. Mpumalanga
8. Northern Cape
9. Eastern Cape

Household Size Number of residents within a household Continuous

Main member income Monthly income of respondent 1. <R6000
2. R6001-R8000
3. R8001-R11 000
4. R11 001-R16 000
5. R16 001-R30 000
6. R30 001-R40 000
7. R40 001-R50 000
8. R50 001-R60 000
9. R60 001-R70 000
10. >R70 000

Household Size Number of residents within a household Continuous

Income Household Monthly income of household 1. <R6000
2. R6001-R8000
3. R8001-R11 000
4. R11 001-R16 000
5. R16 001-R30 000
6. R30 001-R40 000
7. R40 001-R50 000
8. R50 001-R60 000
9. R60 001-R70 000
10. >R70 000

(Continued)
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Results
Socio-demographic characteristics
A total of 8155 responses were received from members of med-
ical schemes. Of these responses, 1643 were excluded due to 
respondents not being a principal member or not responding to 
questions. The results of the socio-demographic characteristics 
are shown in Table 2. In total 6512 participants responses were 

included in the study. More than half of the participants were 
female (52.06%). Most of the participants (40.49%) were 
between the age of 41 and 60. An estimated 66.95 % of the 
participants had a tertiary qualification while 55.84% of the 
participants were married. Most (64.70%) of the participants 
were employed on a full-time basis while 9.99% were unem-
ployed and 13.82% were on retirement.

Prescribed Minimum Benefits (PMBs) is a set of defined benefits to ensure that all medical scheme members have access 
to certain minimum health services, regardless of the benefit option they have selected. The aim is to provide people with 
continuous care to improve their health and well-being and to make healthcare more affordable. PMBs are paid in full 
irrespective of the benefit option.

The current prescribed minimum benefits covered by medical schemes are limited in terms of primary health care services. 
Assume your current benefit option was to be expanded to include more GP visits, childhood immunisation, screening for 
cancers (breast, cervical, lung, prostate), antenatal care, out of hospital consultations with psychologist, palliative care/end of 
life care and rehabilitation services.

Figure 1.  Scenario for eliciting WTP for PHC services.

Variable Description Measurement

Membership years Number of years on a medical scheme Continuous

Province Province where the respondent lives 1. Gauteng
2. Western Cape
3. KwaZulu Natal
4. Free-State
5. North West
6. Limpopo
7. Mpumalanga
8. Northern Cape
9. Eastern Cape

Main member health 
status

Health status of the principal member of the scheme 1. Very poor
2. Poor
3. Average
4. Good
5. Very good

Family health status Health status of all family members of the schemes 1. Very poor
2. Poor
3. Average
4. Good
5. Very good

Chronic disease Whether any household member
suffers from chronic disease

1 = Yes
0 = No

Benefit option type Benefit option type on a medical scheme 1. High option
2. Middle option
3. Low option
4. Hospital option

WTP Members’ willingness to pay for above services 1 = Yes
0 = No

Table 1.  (Continued)
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Table 2.  Socio-demographic characteristics of participants.

Variable Frequency Percentage

Gender  

  Female 3390 52.06

  Male 3122 47.94

Age group  

  20-30 715 10.98

  31-40 1357 20.84

  41-50 1376 21.13

  51-60 1261 19.36

  61-100 1803 27.69

Education  

  No Education/Primary 33 0.51

  Secondary 2119 32.54

  Tertiary 4360 66.95

Marital Status  

  Single 1673 25.69

  Married 3636 55.84

  Divorced 715 10.98

  Widowed 488 7.49

Employment Status 651 9.99

  Unemployed 648 9.95

  Full-time 4213 64.70

  Part-time 200 3.07

  Retired 900 13.82

  Self-employed 551 8.46

Main Member Income per month (R)  

  <6000 572 8.78

  6001-8000 291 4.47

  8001-11 000 609 9.35

  11 001-16 000 914 14.04

  16 001-30 000 1795 27.56

  30 001-40 000 818 12.56

  40 001-50 000 469 7.20

  50 001-60 000 329 5.05

  60 001-70 000 164 2.52

  >70 000 551 8.46

(Continued)
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Variable Frequency Percentage

Household Size  

  At least 3 2816 43.24

  >3 3696 56.76

Household income per month (R)  

  <6000 422 6.48

  6001-8000 304 4.67

  8001-11 000 475 7.29

  11 001-16 000 732 11.24

  16 001-30 000 1528 23.46

  30 001-40 000 843 12.95

  40 001-50 000 596 9.15

  50 001-60 000 408 6.27

  60 001-70 000 322 4.94

  >70 000 882 13.54

Membership years 85 1.30

  <10 y 85 1.31

  10-20 y 555 8.52

  20-30 y 925 14.20

  30-40 y 973 14.94

  40-50 y 1050 16.12

  50-60 y 815 12.51

  >60 y 2109 32.39

Province  

  Eastern Cape 352 5.41

  Free State 212 3.26

  Gauteng 2930 44.99

  KwaZulu-Natal 1103 16.94

 L impopo 105 1.61

  Mpumalanga 189 2.90

  Northwest 109 1.67

  Northern Cape 71 1.09

  Western Cape 1442 22.13

  Sample size 6512 100.00

R: South African Rand (1 USD = R16.5 in 2020).

Table 2.  (Continued)
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A quarter of the participants’ income ranged between 
R16 001 and R30 000. Only 2.52% of the members had an 
income ranging between R60 001 and R70 000. Similar to 
main member’s income, 23.45% of the households had an 
income of between R16 001 and R30 000. Approximately, 
56.76% of the participants had a household size of more than 3. 
Thirty-two percent of the respondents reported that they have 
been a member of a medical scheme for over 60 years while 
16% of participants’ membership ranged between 40 and 
50 years. Most of the participants were from Gauteng (45.01%), 
KwaZulu-Natal (16.93%) and the Western Cape (22.13%). 
Figures 2 and 3 show the percentage of study participants by 
age and province relative to the medical scheme population.

Health-related characteristics

Table 3 shows the health-related characteristics of the study 
participants. Most of the respondents were in good (45.32%) or 
very good (21.25%) health. A small percentage reported poor 
(4.55%) and very poor health (0.81%). Family health status was 
reported as good by 47.94% of the respondents. Very poor 

family health status was reported by 0.80% of respondents. 
Most of the respondents (63.88%) reported the presence of a 
chronic illness in the family. Most of the respondents (38.65%) 
were on a medium benefit option while 22.71% had a hospital 
benefit option. Thirty-five percent of the respondents were 
willing to pay for the primary package.

Factors associated with willingness to pay

The results of the factors associated with willingness to pay are 
presented in Table 4. Members in age group 31 to 40, 41 to 40, 
and above 60 were less likely to be willing to pay for the PHC 
as compared to members between 20 and 30. Education and 
marital status had no significant association with WTP. 
Individuals employed full-time (1.49), part-time (1.66) and 
self-employed (1.74) were more willing to pay for the primary 
health care package as compared to unemployed individuals. In 
the bivariate regression, main member income above R30 000 
was significantly associated with WTP for the PHC. In the 
multiple regression however, all income groups were less likely 
to be willing to pay for the primary package. Respondents 
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whose income was affected by the corona virus disease 
(COVID-19) lockdown restrictions were also less likely (0.87) 
to be willing to pay for the PHC package.

Respondents with households of >3 were less likely (0.71) 
to be willing to pay for the PHC package compared to house-
holds with <3 members. Respondents with household income 
above R30 000 were more likely to be willing to pay for the 
primary health care package compared to household with 
income of less than R6000.

Reasons for not willing to pay

When asked for reasons why respondents were not willing to 
pay for the primary health package, 44.88% reasoned that they 
were already paying enough while 32,39% responded that they 
were already paying enough and will not have enough money 

to pay for additional services. Some participants (7.98%) also 
reasoned that they doubted that paying more will make a dif-
ference. The results are shown in Table 5.

Discussion
The aim of this study was to assess members of medical 
schemes’ WTP for a PHC package and factors that might 
influence WTP. Thirty-five percent of study participants were 
willing to pay for the primary healthcare package. This was 
lower when compared to what was observed in a willingness to 
pay for primary health care at public facilities in the Western 
Cape Province (60%).10 The difference is however not surpris-
ing given that members of medical schemes already pay 
monthly premiums to access care in the private sector while 
care in the public sector is financed through taxes.

Table 3.  Health-related characteristics.

Variable Frequency Percentage

Main Member Health Status  

  Very poor 53 0.81

  Poor 296 4.55

  Average 1828 28.07

  Good 2951 45.32

  Very good 1384 21.25

Family health status  

  Very poor 52 0.80

  Poor 253 3.89

  Average 1944 29.85

  Good 3122 47.94

  Very good 1141 17.52

Chronic illness in the family  

  No 2352 36.12

  Yes 4160 63.88

Benefit option type  

 L ow 1264 19.41

  Medium 2517 38.65

  Hospital 1479 22.71

  High 1252 19.23

WTP  

  Yes 2305 35.40

  No 4207 64.60

  Observations 6512 100.00
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Table 4.  Factors associated with willingness to pay.

Variable  Description Bivariate Multivariate

Odds Ratios (95% CI) Odds Ratios (95% CI)

Gender Female Ref  

  Male 1.04 1.07

  (0.93-1.14) (0.95-1.20)

Age group 20-30 Ref  

  31-40 0.73** 0.75***

  (0.61-0.87) (0.61-0.91)

  41-50 0.75** 0.72***

  (0.62-0.90) (0.58-0.80)

  51-60 0.90 0.81*

  (0.75-1.10) (0.63-1.00)

  Above 60 0.64*** 0.67***

  (0.54-0.77) (0.51-0.87)

Education Primary education Ref  

  Secondary 0.88 0.78

  (0.42-1.82) (0.37-1.66)

  Tertiary 1.21 0.85

  (0.59 -2.51) (0.40-1.81)

Marital Status Divorced Ref  

  Widow 0.80 0.89

  (0.65-1.00) (0.68-1.17)

  Married 0.93 0.81

  (0.82-1.04) (0.67-0.97)

  Single 1.10 0.83*

  (0.91-1.31) (0.97-1.46)

Employment status Unemployed Ref  

  Full-time 1.56*** 1.49***

  (1.30-1.87) (1.17-1.89)

  Part-time 1.76** 1.66***

  (1.27-2.46) (1.17-2.36)

  Retired 1.18 1.25**

  (0.94-1.47) (0.99-1.59)

  Self-Employed 2.04*** 1.74***

  (1.60-2.60) (1.33-2.28)

Main member income per month 
(R)

<6000 Ref  

  6001-8000 0.91 0.89

  0.67-1.23 (0.63-1.28)

(Continued)
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Variable  Description Bivariate Multivariate

Odds Ratios (95% CI) Odds Ratios (95% CI)

  8001-11 000 0.77* 0.73*

  (0.60-0.99) (0.53-1.02)

  11 001-16 000 0.94 0.74**

  (0.75-1.18) (0.55-1.02)

  16 001-30 000 1.02 0.65**

  (0.84-1.25) (0.47-0.89)

  30 001-40 000 1.30* 0.63**

  (1.04-1.63) (0.44-0.90)

  40 001-50 000 1.49** 0.71

  (1.16-1.92) (0.48-1.05)

  50 001-60 000 1.45** 0.61**

  (1.10-1.92) (0.40-0.93)

  60 001-70 000 1.458* 0.54*

  1.02-2.08) (0.33-0.88)

  >70 000 1.88*** 0.63*

  (1.48-2.40) (0.41-0.98)

Household size <3 Ref  

  >3 0.80*** 0.71***

  (0.72-0.89) (0.63-0.80)

Household income per month (R) <6000 Ref  

  6000-8000 0.88 1.01

  (0.64-1.22) (0.70-1.46)

  8001-11 000 0.67** 0.81

  (0.50-0.90) (0.56-1.17)

  11 001-16 000 0.92 1.18

  (0.71-1.19) (0.84-1.65)

  16 001-30 000 1.01 1.36*

  (0.80-1.27) (0.98-1.89)

  30 001-40 000 1.442** 2.00***

  (1.13-1.85) (1.40-2.84)

  40 001-50 000 1.37* 1.84***

  (1.05-1.78) (1.25-2.67)

  50 001-60 000 1.39* 1.99***

  (1.04-1.85) (1.32-2.97)

(Continued)

Table 4.  (Continued)
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Variable  Description Bivariate Multivariate

Odds Ratios (95% CI) Odds Ratios (95% CI)

  60 001-70 000 1.57** 2.35***

  (1.16-2.12) (1.53-3.60)

  >70 000 2.039*** 3.00***

  (1.60-2.60) (1.98-4.55)

Lockdown effect Yes 0.85*** 0.87**

  (0.76-0.93) (0.78-0.97)

Membership years <10 y Ref  

  10-20 y 0.94 0.85

  (0.59-1.49) (0.52-1.37)

  20-30 y 0.72 0.68

  (0.46-1.14) (0.43-1.10)

  30-40 y 0.87 0.78

  (0.56 -1.37) (0.49-1.26)

  40-50 y 0.83 0.73

  (0.53 -1.31) (0.46-1.17)

  50-60 y 0.99 0.90

  (0.63-1.56) (0.55-1.43)

  60+ y 0.74 0.76

  (0.48-1.16) (0.48-1.21)

Province Eastern Cape Ref  

  Free-State 1.16 1.10

  (0.81-1.66) (0.76-1.60)

  Gauteng 1.16 1.03

  (0.92-1.45) (0.80-1.31)

  KwaZulu-Natal 1.02 0.95

  (0.92-1.47) (0.73-1.24)

  Limpopo 1.11 1.00

  (0.70-1.75) (0.63-1.60)

  Mpumalanga 0.90 0.92

  (0.62-1.32) (0.62-1.36)

  Northwest 0.85 0.89

  (0.53-1.35) (0.55-1.44)

  Northern Cape 1.11 1.03

  (0.65-1.89) (0.59-1.78)

  Western Cape 1.17 1.03

  (0.91-1.50) (0.80-1.34)

(Continued)

Table 4.  (Continued)
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Variable  Description Bivariate Multivariate

Odds Ratios (95% CI) Odds Ratios (95% CI)

Main member health status Very poor Ref  

  Poor 0.77 0.76

  (0.42-1.42) (0.40-1.44)

  Average 0.90 0.81

  (0.51-1.60) (0.44-1.49)

  Good 0.97 0.77

  (0.55-1.71) (0.42-1.41)

  Very Good 1.17 0.82

  (0.66-2.07) (0.44-1.52)

Family health status Very poor Ref  

  Poor 0.88 0.92

  (0.47-1.67) (0.47-1.80)

  Average 1.02 0.96

  (0.57-1.84) (0.52-1.78)

  Good 1.16 1.02

  (0.64-2.07) (0.54-1.90)

  Very Good 1.32 1.03

  (0.73-2.39) (0.55-1.94)

Benefit option type Low Ref  

  Medium 0.87* 0.80***

  (0.75-0.10) (0.69-0.93)

  Hospital 1.23** 1.12

  (1.05-1.43) (0.95-1.31)

  High 0.90 0.77***

  (0.77 -1.07) (0.65-0.93)

Observations 6512 6512

Abbreviations: R, South African Rand; SE, Standard errors.
P-value: P < .001***, P < .01**, P < .05*.

Table 4.  (Continued)

Table 5.  Reasons for not willing to pay for primary health care package.

Reason Frequency Percentage

I’m already paying enough 1889 44.88

I’m already paying enough; I won’t have 
enough money

1363 32.39

I doubt it will make a difference 336 7.98

Others 621 14.75



Thsehla et al	 13

Our study revealed that respondents who are self-employed, 
employed on a full-time and part-time basis were willing to pay 
for the package. To control for the effect of COVID-19 on 
participants’ WTP for the PHC package, participants were 
asked whether the lockdown restrictions affected their income. 
The results showed that participants whose income was 
affected were less likely to be willing to pay for the package. 
Having household income of less than R16 000 also reduced 
respondents’ willing to pay for the proposed PHC package. As 
income increased however respondents were willing to pay for 
the PHC package. These results are not surprising as several 
studies have shown a significant association between income 
and WTP for health insurance.19-22 Our results were also intui-
tive as respondents responded that “not having enough money” 
and “paying enough premiums already” were the reasons for 
not willing to pay for the PHC. These results are important for 
policymakers as approximately 30% of the participants reported 
household income of less than R16 000.

Our analysis also showed that larger households were less 
likely to be willing to pay for the PHC package compared to 
smaller households. The results are intuitive as monthly premi-
ums on medical schemes depend on the number of beneficiar-
ies registered on a medical scheme. This observation has been 
widely argued in literature,23-25 as the heads of larger house-
holds would have to pay a larger health insurance premium to 
cover each member in the household.

Our results also revealed that older individuals and those 
with high and medium benefits options were less likely to be 
willing to pay for the PHC package. The results are not sur-
prising as medium and high benefit options turn to have addi-
tional services that are not included in the lower options. In 
addition, monthly premiums on these options is a bit higher 
than in the lower options.

Factors such as gender, education, membership years, prov-
ince and health status had no significant influence on the WTP 
for a PHC package. While other studies have shown that edu-
cated individuals are more likely to be willing to pay for health 
insurance,26,27 our study showed no significant influence. 
Contrary results have been shown in Nigeria and Bangladesh, 
suggesting that individuals with higher education are less likely 
to be willing to pay for health insurance.9,28 Our results on health 
status also differed to those reported in Vietnam where Nguyen 
and Hoang have shown that having a chronic disease negatively 
influenced WTP for social health insurance.16 Our results are 
however not surprising given that the current PMB package 
already covers existing chronic illnesses and hospital care.

The results of our study are important as they come at a 
time when South Africa is preparing for the implementation of 
the National Health Insurance (NHI). The NHI is a financing 
mechanism that seeks to realize universal health coverage 
(UHC) for all South Africans. It is envisaged that primary 
health care will be the “heartbeat” of the NHI.29 The lack of 

PHC in medical schemes and members’ unwillingness to pay 
for PHC highlights the need for alternative financing mecha-
nisms as PHC forms the foundation of a sustainable health 
system.30 Given the large enough sample and the representa-
tivity by gender, age and province, these results can be general-
ized to the rest of the medical scheme population.

Strengths and limitations

The main strength of this study is that it is the first study to 
assess members of medical schemes’ willingness to pay for a 
PHC package in the private sector in South Africa. The demo-
graphic profile of our study sample closely matched that of the 
medical scheme population. The study therefore provides some 
evidence on members’ (who are already for medical schemes) 
WTP for a primary health care package.

The main limitation of the study was the use of an online 
questionnaire limiting the sample to members with access to 
internet. Selection bias could therefore be a problem. In addition, 
the use of the online questionnaire did not allow for interaction 
and visual cues, to probe for more information. Recall bias could 
have been a problem due to various recall periods of illness and 
expenditure behaviors. We however assume that the bias in 
reporting was consistent across respondents. While the ques-
tionnaire was pre-tested on CMS staff, the low response rate 
from the piloted population could also serve as a limitation. The 
use of a cross-sectional study design could also serve as a limita-
tion because the results capture participants’ opinion at that 
point in time; not much can be said about changes of views over 
time or possible differences due to seasonality and time effects.

Conclusion
This study shows that up to 35% of participants may be willing 
to pay for a primary health care package. Factors influencing 
willingness to pay included age, marital status, employment 
status, member’s income, and household income. Most of the 
participants who were not willing to pay reasoned that they are 
already paying enough premiums for their current packages 
and will therefore not have enough money for the proposed 
PHC package. The results of this study are important for 
funders and policy makers as they highlight factors that are 
associated with willingness to pay for primary health care ser-
vices. The results therefore highlight the need for policy mak-
ers and funders to consider socioeconomic factors when 
developing health care policies.
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