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Executive Summary 

The Helen Suzman Foundation (hereafter: Foundation) welcomes the opportunity to engage in an 

open debate on strategic health reform. The Foundation sees this opportunity as a way to foster 

greater collaboration and critical, yet constructive, dialogue between civil society and government in 

terms of the policy-making process.  

/ƘŀƭƭŜƴƎŜǎ ŦŀŎƛƴƎ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ 

The Department of Health has clearly made significant gains in certain areas of the health system. 

However, the situation analysis in this submission presents a picture of a South African health 

system which is underperforming in almost every area. South Africa spends similar, and in some 

cases more, on health care than its peer countries, and yet is experiencing poor health outcomes 

and a rise in the burden of major diseases.   Although acknowledging many of the problems in the 

health system, the National Health Insurance (NHI) Green Paper fails to provide evidence-based links 

between the poor health outcomes and their causes. The Green Paper cites the two-tiered health 

system and inequalities between the public and the private sector as the root causes of the majority 

of South !ŦǊƛŎŀΩǎ ǇƻƻǊ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎΦ ²ƘƛƭŜ ǘƘŜǎŜ ŦŀŎǘƻǊǎ Ƴŀȅ ǳƴŘŜǊƳƛƴŜ ŀƴ ŀǘǘŜƳǇǘ ŀǘ ŎǊŜŀǘƛƴƎ 

equality in society, this proposition fails to take into account the systemic, institutional problems 

evident in both the public and the private health systems. The problems in the public health system 

include: lack of governance and accountability, ineffective monitoring and evaluation, poor 

management, over-centralisation, lack of implementation of existing policies, and corruption. The 

issues resulting in rising costs and inefficiencies faced by the private sector include: market 

imperfections, a lack of price competition and lack of effective regulation. Whether or not these 

issues can be resolved by the introduction of a NHI scheme remains unclear.  

Review of the Green Paper 

The Foundation finds that the Green Paper is characterised by statements and claims which are not 

supported by evidence or appropriate references. The Green Paper also lacks much of the detail 

required to provide a more engaged response to the policy proposals. A primary concern is that the 

apparent lack of a comprehensive, evidence-based plan could result in further deterioration of the 

health system. It is imperative that clear and reliable evidence is provided to demonstrate that the 

policy proposals of the Green Paper will improve the ability of South Africans to access health care. 
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Constitutional and human rights implications 

ά{ŜŎǘƛƻƴ н ƻŦ ǘƘŜ /ƻƴǎǘƛǘǳǘƛƻƴ ǊŜŀŦŦƛǊƳǎ ǘƘŀǘ ǘƘŜ /ƻƴǎǘƛǘǳǘƛƻƴ ƛǎ ǘƘŜ ǎǳǇǊŜƳŜ ƭŀǿ ƻŦ ǘƘŜ wŜǇǳōƭƛŎ ŀƴŘ 

that law or conduct inconsistent with it is invalid and that the obligations imposed by it must be 

fulfilled. Thus, every citizen and every arm of government ought rightly to be concerned about 

ŎƻƴǎǘƛǘǳǘƛƻƴŀƭƛǎƳ ŀƴŘ ƛǘǎ ǇǊŜǎŜǊǾŀǘƛƻƴΦέ1 In this regard the Department of Health needs to show that 

the policy proposals outlined in the Green Paper will positively assist the state in the progressive 

realisation of the right to access health care enshrined in Section 27 of the Constitution. Similarly, 

the Department of Health needs to ensure that the Green Paper proposals are in accordance with 

the Constitution. A particular area of concern in this regard is the potential for the undermining of 

the constitutional rights and decision-making powers of the provinces. 

The importance of public consultation 

Public participation and consultation with regards to the proposed NHI still has a long way to go. 

Historical and international evidence of creating and implementing health care reform suggests that 

it is a complex process requiring an equal measure of open debate in the policy-making process and 

resource capacity in the implementation stage. The Department of Health appears to have 

presented an already defined proposal drafted with minimal public and stakeholder consultation. As 

a result, the Foundation sees the Green Paper rather as the first step towards health reform, with 

space reserved for further consultative development of the detail and scope for creative thought. 

The goal of universal coverage 

Universal coverage in health care can be described as a system whereby all citizens have access to 

quality health care when needed and are not exposed to ruinous financial risk when accessing it. It 

could be argued that South Africa already provides universal coverage by virtue of the current two-

tiered health system: On the one hand, the tax funded public system provides coverage to those 

who are unable to afford private health care. On the other hand, formally employed individuals and 

those able to afford it, are covered by the private health sector via contributions to medical 

schemes. The problem is thus rather one of access and quality than lack of coverage. The key 

question then is: what are the most important and critical steps to take in working towards 

improving access to quality health care and what are the most relevant policy mechanisms for 

achieving them?  

 

                                                           
1
 Navsa JA in Democratic Alliance v President of the Republic of South Africa and Others (263/11)[2011]ZASCA 241 (1 

December 2011) 
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The importance of management 

Appropriate management across all levels of the health system is crucial for the successful reform of 

the health system. The introduction of the Green Paper provides an opportunity to finally and 

emphatically correct malfunctioning management structures and practices in the health sector. 

Health management needs to be clearly distinguished from administration, should be decentralised, 

and must take a long term view. Managers must be trained and granted the opportunity to make 

decisions in respect of the areas of the health care system that have been entrusted to them. 

Similarly, regarding decentralisation, the Foundation believes that the most effective decisions are 

those made closest to where problems and issues arise.  

Conclusion 

The Helen Suzman Foundation is positive that the correct reforms to the health care system can be 

decided on and implemented. It is vital however, that reforms are discussed and debated in a 

transparent manner, with broad-based consultation and sober acknowledgement of the real 

challenges facing the health care system. We trust that this is the start of an open discussion on the 

best way to move forward to ensure improvement in access to quality health care for all South 

Africans. 

Key points made in this submission:  

 The Green Paper for a NHI in South Africa must be seen as the first step in opening up 

genuine debate as how best to reform the health system and not as a final model requiring 

only minor adjustments.  

 Systemic issues in the health system relating to lack of accountability and governance, poor 

management and inefficiencies ς not the two tiered health system and inequalities between 

the private and public health system ς need to be recognised as the primary reason for 

{ƻǳǘƘ !ŦǊƛŎŀΩǎ ƛƴŜŦŦŜŎǘƛǾŜ ŀƴŘ ƛƴŜŦŦƛŎƛŜƴǘ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦ 

 Appropriate management across all levels of the health system and decentralised 

governance structures are crucial for effectively reformƛƴƎ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳΦ 

 The issue of access to quality health care needs to be the driving force behind all reform 

efforts in the health sector and not simply the provision of universal coverage.  

 The NHI must be seen as a long-term goal in improving the institutional efficiency of the 

health system and a complementary tool in the larger process of strategic health reform. 
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 Short-term goals attending to issues of quality and efficiency, particularly in the public 

health sector, should be prioritised above the broader reform strategy proposed in the 

Green Paper.    

 Greater public consultation, engagement with key stakeholders and constant 

communication and dialogue is vital in order that civil society is provided with a true 

reflection of developments in the health care debate so as to avoid misinformation and 

disaffected public opinion. 

 Given the importance of up-to-date data and information, the National Health Information 

System needs to be vastly improved and upgraded so as to ensure all policy proposals are 

based on reliable evidence and realistic assumptions.  

 Human resource deficits across a wide range of functional areas need to be urgently 

addressed.  

 A comprehensive framework and strategy for improving the relationship between the public 

and private health sectors needs to be developed and serve as the foundation for a national 

health reform programme. 

 The exact sources of financing for the proposed system need to be outlined, and further 

debate needs to take place regarding decision between the implementation of a single- or 

multi-payer system. 

 Tax implications a means of funding health care reform need to be clearly outlined.  

 It is an imperative that any reform to the health care system at a national level complies 

with the Constitution. In particular, the constitutional rights and decision-making powers of 

the provinces need to be upheld. 
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Chapter 1: Introduction  

1. ¢ƘŜ CƻǳƴŘŀǘƛƻƴΩǎ submission and organisational mandate based on 

constitutional values 

1.1. The mission of the Helen Suzman Foundation is to defend the values that underpin our 

liberal constitutional democracy and to promote respect for human rights. As a human 

right enshrined in the Constitution of South Africa, health care is an area that the 

Foundation has necessarily become involved in. In 2009 the Foundation broadened its 

scope of work and entered the health debate by holding a wƻǳƴŘǘŀōƭŜ ŜƴǘƛǘƭŜŘ ά{ǘǊŀǘŜƎƛŎ 

IŜŀƭǘƘ wŜŦƻǊƳέ in part ŀǎ ŀ ŎƻƴǎŜǉǳŜƴŎŜ ƻŦ ǘƘŜ ƭŀǳƴŎƘ ƻŦ ǘƘŜ !b/Ωǎ ǇƻƭƛŎȅ ŘƻŎǳƳŜƴt on 

NHI. SinŎŜ ǘƘŜƴΣ ǘƘŜ CƻǳƴŘŀǘƛƻƴΩǎ work around health has focused on unpacking the issue 

of health care and the health system in South Africa in preparation for the release of 

official policy documentation by the National Department of Health.       

1.2. By all accounts the policy processes underpinning national health reform have thus far 

been fragmented and where sound, poorly implemented, while at the same time the South 

African health system continues to fall deeper into crisis. It is from this perspective that the 

Foundation has an interest in providing additional platforms and policy insight into the 

debate on health reform. As part of our work on health, the Foundation has been 

successful in drawing upon various experts for insight over the past two years and has 

established a wide network within the health sector. We are also proud of the number of 

highly respected Research Fellows who provide us with a constant connection to 

developments across the sector.     

1.3. The release of the Green Paper marked an important point in terms of concentrating and 

ŎƘŀƴƴŜƭƭƛƴƎ ǘƘŜ CƻǳƴŘŀǘƛƻƴΩǎ resources towards a common area of debate: reform of the 

health sector. Since its release, the Foundation has energetically focused itself on 

reviewing, analysing and formulating a response to the document.  

 

2. Green Paper released ς 12th August, 2011 

2.1. The main purpose of the submission is to provide a response, which is underpinned and 

strongly informed by the values assumed by our constitutional democracy, to the policy 

options contained within the Green Paper. The Foundation sees this opportunity as a 

means of fostering greater collaboration and critical, yet constructive, engagement 

between civil society and government in terms of the policy-making process. Our objective 
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in this submission is to aid in opening up debate in order for the most appropriate policies 

concerning health care reform to be implemented.      

 

3. ¢ƘŜ CƻǳƴŘŀǘƛƻƴΩǎ initial response to the release of the Green Paper   

3.1. The Foundation released a public statement on the 12th of August, 2011 following the 

ǊŜƭŜŀǎŜ ƻŦ ǘƘŜ DǊŜŜƴ tŀǇŜǊΦ ¢ƘŜ ǎǘŀǘŜƳŜƴǘ ŎƻƳƳŜƴŘŜŘ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ 

ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ǘƘŜ ǇǊƻōƭŜƳǎ ŦŀŎƛƴƎ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŀƴŘ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ 

intention to enhance the workings of the system. However, initial concerns were raised 

after reading the document. These concerns included the following: 

3.1.1. NHI needs to be recognised as a complementary tool in the larger process of Strategic 

Health Reform and not a substitute for the health system itself. 

3.1.2. The human capital deficits across a wide range of functional areas need to be urgently 

addressed and a coherent human resource strategy needs to be implemented. 

3.1.3. The relationship between public and private sector health care providers needs to be 

debated and clarified. 

3.1.4. There is uncertainty and lack of clarity about the tax implications of the introduction of 

NHI.  

3.1.5. The exact source(s) of financing for the proposed system need to be outlined. 

3.2. A further concern raised was the inappropriate period of only 2 months allocated for public 

consultation following the release of the Green Paper. Subsequently, the Helen Suzman 

Foundation submitted a letter to the Minister of Health on the 12th of September, 2011 

urging the Department of Health to reasonably extend the time allocated for public 

consultation. After receiving a written response from the Minister of Health informing the 

Foundation that the consultation period was extended to the 31st of December 2011, we 

were satisfied and hopeful that the process of engaging with government on the matter of 

health reform indeed had potential to be fruitful.       

 

4. Health Care Policy in South Africa and the NHI 

4.1. The idea of a NHI for South Africa is not a new or, for that matter, a uniquely ANC policy 

proposal, with numerous policy initiatives having investigated the possibility of NHI options 

for South Africa since the late 1930s. Reference to a NHI system for South Africa is 

especially consistent in almost all health care policy initiatives post-1994.   

4.2. However, the idea of implementing a NHI in South Africa, despite its historical mentionings, 

ƛǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ƧǳǎǘƛŦȅ ƎƛǾŜƴ ǘƘŀǘ ƛǘ ƛǎ ǿƛŘŜƭȅ ƴƻǘŜŘ ǘƘŀǘ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ǇƻƭƛŎȅ ƛǎ ƛƴ ŦŀŎǘ 



10 
 

comprehensive and sound on paper. As Still (2011ύ ƴƻǘŜǎ άǘƘŜǊŜ ǎŜŜƳǎ ǘƻ ōŜ ƎŜƴŜǊŀƭ 

consensus that while Department of Health Policies introduced since 1994 have been good 

they have been poorly implemented and that resources allocated have not been used 

ƻǇǘƛƳŀƭƭȅέ1.  

4.3. This begs the question as to what relevance such an overarching and highly centralised 

bureaucratic policy proposal has in relation to reforming the ailing health sector. The main 

risk we believe the proposal for a NHI in South Africa poses is that of diverting attention 

away from the deeper structural and systemic problems in the health care sector. It is thus 

the strengthening and re-orientation of the current institutional framework, and not the 

creation of policy that should be the focus of attention and first port of call for all 

involved in the health care system.         

 

5. How the Green Paper has been framed 

5.1. Underlying and implicit (and at times explicit) proposals within any policy document is a set 

of values which prompt the drafting of the policy and the direction it takes. With the 

/ƻƴǎǘƛǘǳǘƛƻƴ ŀǘ ǘƘŜ ƘŜŀǊǘ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ŘŜǾŜƭƻǇƳŜƴǘŀƭ ideals, the Green Paper assumes 

the proposed NHI is a suitable vehicle for the progressive realisation of rights and the 

progression towards equality in health care.  

5.2. Although political values are inherently present in and inform policy, they cannot be 

ovŜǊƭƻƻƪŜŘΦ Lǘ ƛǎ ǘƘŜ CƻǳƴŘŀǘƛƻƴΩǎ concern that certain political motives seem to be driving 

the present proposal, serving to undermine the noble intentions of a call for health care 

ǊŜŦƻǊƳΦ ¢ƘŜ CƻǳƴŘŀǘƛƻƴΩǎ concerns are the following:         

5.2.1. Relative immediacy of implementation: 

The Foundation sees the 14 year timeframe for implementation to be a positive 

approach which would allow for the maturing of health reform policy. However, the 

immediate implementation envisaged of what, at this stage, is an incomplete strategy 

or goal, is cause for concern. In light of the radical reforms contained in the Green Paper 

which form the core of the proposed NHI, namely,  

άi) a complete transformation of healthcare service provision and delivery;  

ii) the total overhaul of the entire healthcare system; i 

ii) the radical change of administration and management;  

                                                           
1
 Still, L. 2011. Health Care in South Africa 2011. Profile Media, p 54.   
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iv) the provision of a comprehensive package of care underpinned by a re-

ŜƴƎƛƴŜŜǊŜŘ tǊƛƳŀǊȅ IŜŀƭǘƘ /ŀǊŜέ2,  

the time in which the commencement of the NHI legislative process is said to begin ς 

January 2012 ς is unreasonably premature. That the time period for public consultation 

has been extended to 31 December is a factor that should impact upon the proposed 

legislative process. However, simply putting that process out by a further number of 

months will not in itself suffice. Instead, a full review of the proposed policy is called for, 

with vigorous public consultation forming the basis upon which subsequent procedural 

steps are outlined.  

5.2.2. Finger-pointing and fault finding 

¢ƘŜ DǊŜŜƴ tŀǇŜǊ ŀǎǎŜǊǘǎ ǘƘŀǘ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ǘǿƻ-tier health care system has resulted in 

ǘƘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ƛǘǎŜƭŦ ōŜŎƻƳƛƴƎ άǳƴǎǳǎǘŀƛƴŀōƭŜΣ ŘŜǎǘǊǳŎǘƛǾŜΣ ǾŜǊȅ Ŏƻǎǘƭȅ ŀƴŘ ƘƛƎƘƭȅ 

curative or hospi-ŎŜƴǘǊƛŎέ3. While these observations may undermine attempts at 

creating equality in society, it cannot be cited as a primary reason for the current health 

care crisis. This does however seem to be the view contained within the Green Paper. 

The Green Paper states thaǘ άώǘϐhe rationale for introducing National Health Insurance is 

therefore to eliminate the current tiered system where those with the greatest need 

ƘŀǾŜ ǘƘŜ ƭŜŀǎǘ ŀŎŎŜǎǎ ŀƴŘ ǇƻƻǊ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎέ4. That this argument may be used to 

inform and motivate in favour of certain proponents of the proposed NHI, in particular 

the idea of a single-purchaser, single-payer system, is concerning. The main problem 

with this argument, in the context of health reform, is that it removes the emphasis 

from considering deeper structural problems which greatly influence the health care 

system and de-prioritises them. (These problems include poor management and 

corruption.)          

5.2.3. Taking control of the health sector 

It is important to differentiate between a health care system which is rendered by the 

state and one which is co-ordinated by the state. The former, although a model 

adopted by some countries, is certainly unsuitable for the South African context due to 

its demographic heterogeneity, strong rural-urban divide and high level of social 

inequality. Yet it appears to be what is being prescribed in the Green Paper. The idea 

ǘƘŀǘ άǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ CǳƴŘ ǿƛƭƭ ōŜ ŜǎǘŀōƭƛǎƘŜŘ ŀǎ ŀ ƎƻǾŜǊƴƳŜƴǘ-owned 

                                                           
2
 National Department of Health. 2011. National Health Insurance in South Africa, Green Paper, p.5, paragraph6. 

3
 ibid, p.6, paragraph12. 

4
 ibid, p.15, paragraph50. 
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Ŝƴǘƛǘȅ ǘƘŀǘ ƛǎ ǇǳōƭƛŎŀƭƭȅ ŀŘƳƛƴƛǎǘŜǊŜŘέ ŀƴŘ άŀ ǎƛƴƎƭŜ ǇŀȅŜǊ Ŝƴǘƛǘȅέ5 is also concerning in 

light of the facǘ ǘƘŀǘ ŘŜǎǇƛǘŜ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƎŜƴŜǊŀƭƭȅ άǎǘǊƻƴƎ ǊƛƎƘǘǎ-based policy 

documents... such high standards are often met with poor implementation outcomes 

and a political system which is still struggling to (achieve) transparency and 

ŀŎŎƻǳƴǘŀōƛƭƛǘȅέ6. Without trust and guarantees as to how funds will be managed, the 

system proposed in the Green Paper is open to corruption and poses a high risk of 

resources being wasted.     

5.2.4. The passing of the obligation of health care provision onto the NHI 

The implementation of a NHI for South Africa was the second item on the list of the 

5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ мл tƻƛƴǘ tƭŀƴΦ ¢Ƙƛǎ ƎƛǾŜǎ ǘƘŜ ƛƳǇǊŜǎǎƛƻƴ ǘƘŀǘ ǘƘŜ ǇƻƭƛŎȅ ƛǎ ƴƻǘ ŀ 

stand-alone concept, but rather part of a broader process of health care reform. 

However, the Green Paper and various public comments made by the Department of 

Health point towards the proposed system as effectively synonymous with, and a 

substitute for, the national health system itself. Importantly, it is ǘƘŜ CƻǳƴŘŀǘƛƻƴΩǎ view 

that the proposed NHI should not be understood or touted as an end in itself, but rather 

explicitly defined as part of a strategic exploration into viable options for expanding 

access to health care and improving the institutional quality of the South African health 

system.      

    

6. What is the ideal for South Africa? 

6.1. An overarching policy framework for the reform of any national health system needs to be:  

 Affordable  

 Effective  

 Efficient  

 Sustainable over the long-term.  

6.2. The ideal health policy for South Africa would indeed be one that addresses each of these 

factors in a single and comprehensive framework. Creating such a policy, particularly in the 

complex arena of public health, requires both sufficient time and participation as well as 

input from a multitude of stakeholders. Crucially, broad expert consultation and time-

planning is evidently lacking in the current proposal for health reform for South Africa. It is 

unsurprising then that an analysis of the Green Paper reveals issues relating to each of 

                                                           
5
 ibid, p.41, paragraph132. 

6
 Austin-Evelyn, K. 2011. Affordable Health Care for all South Africans: the National Health Insurance Green Paper. 

Available online at: http://www.consultancyafrica.com/.  

http://www.consultancyafrica.com/
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what the Foundation identifies as the four prerequisites listed above, for an appropriate 

health policy for South Africa.   

6.3. The motivation of this submission is, thus, to engage with ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ 

proposals in order to facilitate the establishment of an appropriate direction in which to 

steer the health care reform debate, as well as ensuring that the choices made regarding 

the selection of policy mechanisms are relevant to the health care needs of South Africa.    

 

7. {ǘǊǳŎǘǳǊŜ ƻŦ ǘƘŜ CƻǳƴŘŀǘƛƻƴΩǎ ǎǳōƳƛǎǎƛƻƴ 

7.1. The following submission deals with: 

7.1.1. A paragraph by paragraph review of the Green Paper with comments and queries; 

7.1.2. ! {ƛǘǳŀǘƛƻƴ !ƴŀƭȅǎƛǎ ŜȄŀƳƛƴƛƴƎ ǘƘŜ ǇŜǊŦƻǊƳŀƴŎŜ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ; 

7.1.3. A consideration of the constitutional imperatives that inform the health system in South 

Africa, and the possible constitutional implications that may arise if the National Health 

Insurance as envisaged in the Green Paper, is applied; 

7.1.4. A discussion of the importance of public consultation in the development of policy; 

7.1.5. An analysis of the idea of universal health coverage and its relation to the proposals in 

the Green Paper; and 

7.1.6. An outline of the appropriate management required for health system reform. 
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Chapter 2: NHI Green Paper Review 

In general;  

 The Foundation finds that the Green Paper is characterised by statements and claims which 

are not supported by evidence or appropriate references.  

 The Green Paper lacks the detail required to provide a more engaged response to the policy 

proposals.  

 The Foundation is concerned that the apparent lack of a comprehensive, evidence-based 

plan will result in further deterioration of the health system.  

 We are of the view that it should be the task of the Department of Health to provide 

evidence to prove that the intervention of the NHI will improve the ability of South Africans 

to access health care.  

This section reviews the National Health Insurance Green Paper by addressing each section as it is 

laid out in the Green Paper. Unless otherwise stated we have no comments on the paragraphs of the 

Green Paper which are not referred to in this document.  

1. Introduction 

Paragraph 1  

ά{ƻǳǘƘ !ŦǊƛŎŀ ƛǎ ƛƴ ǘƘŜ ǇǊƻŎŜǎǎ ƻŦ ƛƴǘǊƻŘucing an innovative system of healthcare financing with far 
reaching consequences on the health of South Africans. The National Health Insurance commonly 
referred to as NHI will ensure that everyone has access to appropriate, efficient and quality health 
services. It will be phased-in over a period of 14 years. This will entail major changes in the service 
ŘŜƭƛǾŜǊȅ ǎǘǊǳŎǘǳǊŜǎΣ ŀŘƳƛƴƛǎǘǊŀǘƛǾŜ ŀƴŘ ƳŀƴŀƎŜƳŜƴǘ ǎȅǎǘŜƳǎΦέ  
 

 The NHI is described here as άŀƴ ƛƴƴƻǾŀǘƛǾŜ ǎȅǎǘŜƳ ƻŦ ƘŜŀƭǘƘŎŀǊŜ ŦƛƴŀƴŎƛƴƎέΦ Lǎ ǘƘŜ ǎȅǎǘŜƳ 

envisaged a financing mechanism or a replacement/substitute/replication of the health care 

system itself?  

 What is the proposed relationship between the NHI and the national health system?   

Paragraph 2 

ά¢ƘŜ bIL ƛǎ ƛƴǘŜƴŘŜŘ ǘƻ ōǊƛƴƎ ŀōƻǳǘ reform that will improve service provision. It will promote equity 
and efficiency so as to ensure that all South Africans have access to affordable, quality healthcare 
services regardless of their socio-ŜŎƻƴƻƳƛŎ ǎǘŀǘǳǎΦέ 
 

 Poor service provision in the (public) health care sector is indeed a major problem that 

needs to be addressed from a reform perspective. However, the NHI is not and cannot be 
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argued to be a necessary means of addressing this problem (and many others in the health 

care system). If service provision is poor prior to the implementation of the NHI, there is a 

high risk that it will continue to be poor and the system itself will fail.   

Paragraph 3 

ά¢ƘŜ ŎǳǊǊŜƴǘ ǎȅǎǘŜƳ ƻŦ ƘŜŀƭǘƘŎŀǊŜ ŦƛƴŀƴŎƛƴƎ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀ ƛǎ ǘǿƻ-tiered, with a relatively large 
proportion of funding allocated through medical schemes, various hospital care plans and out of 
pocket payments. This current funding arrangement provides cover to private patients who have 
purchased a benefit option with a scheme of their choice or as a result of their employment 
conditions. It only benefits those who are employed and are subsidised by their employers ς both the 
State and the private sector. The other portion is funded through the fiscus and is mainly for public 
sector users. This means that those with medical scheme cover have a choice of providers operating 
ƛƴ ǘƘŜ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊ ǿƘƛŎƘ ƛǎ ƴƻǘ ŜȄǘŜƴŘŜŘ ǘƻ ǘƘŜ ǊŜǎǘ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴΦέ  
 

 The two-tiered structure of the health care sector in South Africa is described as creating a 

divide between those who can and cannot afford private health care. The implicit idea is that 

private health care is unjust and should essentially be extended to the entire population. 

However, this value-laden assumption diverts attention from the fact that:  

o A two-tiered system is not necessarily a negative approach to providing health care 

(it is in fact quite common in the provision of universal coverage), and  

o To a large extent the private health care sector exists as a response to the failed 

public health sector.       

Paragraph 5 

ά¢ƘŜ {ƻǳǘƘ !ŦǊƛŎŀƴ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ƛƴŜǉǳƛǘŀōƭŜΣ ǿƛǘƘ ǘƘŜ ǇǊƛǾƛƭŜƎŜŘ ŦŜǿ ƘŀǾƛƴƎ ŘƛǎǇǊƻǇƻǊǘƛƻƴŀǘŜ 
access to health services. There is recognition that this system is neither rational nor fair. Therefore, 
NHI is intended to ensure that all South African citizens and legal residents will benefit from 
healthcare financing on an equitable and sustainable basis. NHI will provide coverage to the whole 
population and minimise the burden carried by individuals of paying directly out of pocket for 
healthcare services. This model of delivering health and healthcare services to the population is well 
ŀŎŎŜǇǘŜŘΣ ŘŜǎŎǊƛōŜŘ ŀƴŘ ǿƛŘŜƭȅ ǇǊƻƳƻǘŜŘ ōȅ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛǎŀǘƛƻƴ ŀǎ ǳƴƛǾŜǊǎŀƭ ŎƻǾŜǊŀƎŜΦέ  
 

 ¢ƘŜ ƴƻǘƛƻƴ ǘƘŀǘ άThe South African health system is ƛƴŜǉǳƛǘŀōƭŜέ ŀƴŘ άneither rational nor 

ŦŀƛǊέ holds some truth. As a remedy however, the Green Paper effectively proposes the 

merging of a sector that is poor and dysfunctional with one that is largely sound, if 

expensive. The impact this would have on private sector health provision is potentially 

disastrous, and risks rendering it incapable of more effectively contributing to health care in 

the public sector if it were to remain under its currently functioning institutional framework. 

It also disregards the articulation of the public and private sectors, where they touch, are 

mutually supportive and are symbiotically intertwined.  
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 Referring to the NHI the Green Paper states ά¢Ƙƛǎ ƳƻŘŜƭ ƻŦ ŘŜƭƛǾŜǊƛƴƎ ƘŜŀƭǘƘ ŀƴŘ ƘŜŀƭǘƘŎŀǊŜ 

services to the population is well accepted, described and widely promoted by the World 

IŜŀƭǘƘ hǊƎŀƴƛǎŀǘƛƻƴ ŀǎ ǳƴƛǾŜǊǎŀƭ ŎƻǾŜǊŀƎŜΦέ This statement is misleading and incorrect. It 

suggests that a NHI system is synonymous with the provision of universal coverage.  

Lƴ ŦŀŎǘ ǘƘŜ ²Ih ŎƭŜŀǊƭȅ ƴƻǘŜǎ ǘƘŀǘ άǘƘŜǊŜ ŀǊŜ ǎǳōǎǘŀƴǘƛŀƭ ŘƛŦŦŜǊŜƴŎŜǎ ŀŎǊƻǎǎ ŎƻǳƴǘǊƛŜǎ ƛƴ ǘƘŜ 

institutional and organisational arrangements used to ensure funds are raised, pooled and 

used to purchase or provide services. It is the combination of institutional arrangements and 

legislation relating to revenue collection, pooling and purchasing/provision that determine 

how equitable and efficient a system is rather than the name that is used to described ƛǘέ1. 

Implying that what is proposed by the Green Paper is universal health coverage, rather than 

only an option and means to providing universal coverage, is concerning as it indicates the 

use of political rhetoric as opposed to the objective use of terminology and risks turning the 

debate into a political standoff. 

2. Problem Statement 

Two initial observations are necessary: 

 This section ventures beyond policy into politics. This is polemical in nature and creates 

difficulties for responses on a policy level.  

 There is limited discussion of the socioeconomic determinants of poor health, and medical 

issues are described in isolation from health-influencing societal issues (e.g. domestic 

violence, alcohol consumption, poverty, education etc.). 

Paragraph 7 

άtǊƛƻǊ ǘƻ ǘƘŜ мффп ŘŜƳƻŎǊŀǘƛŎ ōǊŜŀƪǘƘǊƻǳƎƘΣ {ƻǳǘƘ !ŦǊƛŎŀ ƘŀŘ ŀ ŦǊŀƎƳŜƴǘŜŘ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŘŜǎƛƎƴŜŘ 
along racial lines. One system was highly resourced and benefitted the white minority. The other was 
systematically under-resourced and was for the black majority. The Constitution has outlawed any 
form of racial discrimination and guarantees the principles of socioeconomic rights including the 
ǊƛƎƘǘ ǘƻ ƘŜŀƭǘƘΦέ  
 

 The point that the South African health system is only άŘŜǎƛƎƴŜŘ ŀƭƻƴƎ ǊŀŎƛŀƭ ƭƛƴŜǎέ does not 

take into account the complex nature of the health system, or the historically rather 

ǇŜǊǾŜǊǎŜ ǇƻƭƛǘƛŎŀƭ άǎƻƭǳǘƛƻƴǎέ ǘƘŀǘ ǿŜǊŜ ŜƳōƻŘƛŜŘ ƛƴ ǘƘŜ ŀǊǊŀƴƎŜƳŜƴǘ. 

 The Foundation rejects this racial reduction as the health system was also fractured along 

spatial, regional, geographical and class lines.  

                                                           
1
 Carrin, G., Mathauer, I., Xu, K. and Evans, D. 2008. Universal Coverage: Tailoring its Implementation. Bulletin of the World 

Health Organisation. Available online at: http://www.who.int/bulletin/volumes/86/11/07-049387/en/index.html 

http://www.who.int/bulletin/volumes/86/11/07-049387/en/index.html


17 
 

Paragraph 8 

ά!ǘǘŜƳǇǘǎ ǘƻ ŘŜŀƭ ǿƛǘƘ ǘƘŜǎŜ ŘƛǎǇŀǊƛǘƛŜǎ ŀƴŘ ǘƻ ƛƴǘŜƎǊŀǘŜ ǘƘŜ ŦǊŀƎƳŜƴǘŜŘ ǎŜǊǾƛŎŜǎ ǘƘŀǘ ǊŜǎǳƭǘŜŘ ŦǊƻƳ 
fourteen health departments (serving the four race groups, including the ten Bantustans) did not fully 
address the inequities. Problems linked to health financing that are biased towards the privileged few 
ƘŀǾŜ ƴƻǘ ōŜŜƴ ŀŘŜǉǳŀǘŜƭȅ ŀŘŘǊŜǎǎŜŘΦέ  
 

 The latter statement implies that there is a lack of cross-subsidisation in the health care 

system. Whether one finds suitable cross-subsidisation, however, depends on the 

assumptions used in the calculations: 

 J. Ataguba and D. McIntryre (2009) support the statement in the Green Paper as they 

ŎƻƴŎƭǳŘŜ ǘƘŀǘ άǘƘŜǊŜ ƛǎ ŀ ƎŜƴŜǊŀƭ ƭŀŎƪ ƻŦ ŎǊƻǎǎ-ǎǳōǎƛŘƛǎŀǘƛƻƴ ƛƴ ǘƘŜ ƻǾŜǊŀƭƭ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦέ2  

 However, Dr Nicola Theron (Econex), Johann van Eeden (Econex) and Barry Childs 

ό[ƛƎƘǘƘƻǳǎŜ !ŎǘǳŀǊƛŀƭ /ƻƴǎǳƭǘƛƴƎύ άŘŜƳƻƴǎǘǊŀǘŜώϐ ǘƘŀǘ ƛŦ one were to analyse the financing 

and benefit incidence in the South African health sector using alternative assumptions and 

methods, the results would differ significantly from those derived in the [Ataguba and 

aŎLƴǘȅǊŜϐ ǇŀǇŜǊΦέ3  

 Theron et al ǎƘƻǿ ǘƘŀǘ άthe conclusion reached by [Ataguba and McIntyre] that the 

distribution of funding contributions across socio-economic groups is very similar to the 

ŘƛǎǘǊƛōǳǘƛƻƴ ƻŦ ƘŜŀƭǘƘŎŀǊŜ ōŜƴŜŦƛǘǎΣ ƛǎ ƴƻǘ ŎƻǊǊŜŎǘΦέ4  

 Theron et al άŦƛƴŘ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ǎƛƎƴƛŦƛŎŀƴǘ ŎǊƻǎǎ ǎubsidisation in the total South African 

ƘŜŀƭǘƘ ǎȅǎǘŜƳΣ ŦǊƻƳ ǊƛŎƘ ǘƻ ǇƻƻǊέ5 as the richest quintile contributes 82.3 percent to total 

healthcare financing while receiving 36 percent of the health benefits, and the poorest 

quintile contributes 1 percent to total health care financing while receiving 12.5 percent of 

the total health benefits.6 

 In addition, it is interesting to note the racial profile of those who are covered by Medical 

Aid: 

 

 

                                                           
2
 Theron, N. et al. нллфΦ ΨCƛƴŀƴŎƛƴƎ ŀƴŘ .ŜƴŜŦƛǘ LƴŎƛŘŜƴŎŜ !ƴŀƭȅǎƛǎ ƛƴ ǘƘŜ {ƻǳǘƘ !ŦǊƛŎŀƴ IŜŀƭǘƘ {ȅǎǘŜƳΥ !ƴ !ƭǘŜǊƴŀǘƛǾŜ ±ƛŜǿ 

Finding Significant Cross Subsidisatiƻƴ ƛƴ ǘƘŜ IŜŀƭǘƘ {ȅǎǘŜƳ ŦǊƻƳ wƛŎƘ ǘƻ tƻƻǊΩΣ ƛƴ Private Hospital Review, 2009. Hospital 
Association of South Africa, p1.  
3
 ibid. 

4
 ibid, p11. 

5
 ibid, p12. 

6
ibid, p2. 
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Table 1: Medical aid coverage by race 2009
7
 

9% of the African population of 39 136 200 =  3 522 258  

21.4% of the Coloured population of 4 433 100 =  948 683 

42.6% of the Indian population of 1 279 100 =  544 897 

74.3% of the White population of 4 472 100 =  3 322 770 

 

Paragraph 9  

άtƻǎǘ мффп ŀǘǘŜƳǇǘǎ ǘƻ ǘǊŀƴǎŦƻǊƳ ǘƘŜ ƘŜŀƭǘƘŎŀǊŜ ǎȅǎǘŜƳ ŀƴŘ ƛƴǘǊƻŘǳŎŜ ƘŜŀƭǘƘŎŀǊŜ ŦƛƴŀƴŎƛƴƎ ǊŜŦƻǊƳǎ 
were thwarted. This has entrenched a two-tiered health system, public and private, based on 
socioeconomic status and it continues to perpetuate inequalities in the current health system. 
Attempts to reform the health system have not gone far enough to extend coverage to bring about 
Ŝǉǳƛǘȅ ƛƴ ƘŜŀƭǘƘŎŀǊŜΦέ  
 

 Referring to attempts to transform the health system as άǘƘǿŀǊǘŜŘέ  is disingenuous and 

fails to take into account many of the failed initiatives and other shortcomings of the health 

system that are the responsibility of the Department of Health and the executing Provinces.  

 Such shortcomings include:  

o the closing down of nursing colleges; 

o  the lack of a human resources strategy since 1994;  

o poor strategic planning and leadership;  

o lack of skilled financial management;  

o poor monitoring and evaluation; and  

o cadre deployment of unqualified appointees to management posts. 

 ¢ƘŜ ǘŜǊƳ άǘƘǿŀǊǘŜŘέ ƛƳǇƭƛŜǎ ǘƘŀǘ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ǿŀǎ ǘƘŜ άǾƛŎǘƛƳέ ƻŦ ǳƴǘƻǿŀǊŘ 

forces completely out of its control. The term also fails to take into account the areas of 

current health policy that are sound but where the problem rather lies in poor 

implementation of that policy.  

 ¢ƘŜ ŘŜƴƛŀƭƛǎƳ ŀƴŘ ƭŀŎƪ ƻŦ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘΩǎ ŜŀǊƭȅ ǊŜǎǇƻƴǎŜ ǘƻ 

IL±κ!L5{ ǿŀǎ ǇƻƭƛŎȅ ƛƴŜǊǘƛŀ ŀƴŘ Ƙŀǎ ƴƻǘƘƛƴƎ ǘƻ Řƻ ǿƛǘƘ Ǉƭŀƴǎ ōŜƛƴƎ άǘƘǿŀǊǘŜŘέΦ 

 Justification needs to be made regarding the statement that the two-tiered health system 

άǇŜǊǇŜǘǳŀǘŜώǎϐ ƛƴŜǉǳŀƭƛǘƛŜǎ ƛƴ ǘƘŜ ŎǳǊǊŜƴǘ ƘŜŀƭǘƘ ǎȅǎǘŜƳΦέ 

 

 

                                                           
7
 According to the South African Survey 2009/2010, published by the South African Institute for Race Relations. In 2010 the 

percentage of each race group population covered by medical aid was as follows: African ς 10.3%, Coloured ς 21.8%, 
Indian - 46.8% and white ς 70.9% (www.healthlink.org.za/healthstats/77/data/eth). 

http://www.healthlink.org.za/healthstats/77/data/eth
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Paragraph 10 

ά¢ƘŜ ǘǿƻ-tiered system of healthcare did not and still does not embrace the principles of equity and 
access and the current health financing mode does not facilitate the attainment of these noble 
ƎƻŀƭǎΦέ  
 

 This is a sweeping statement which the Department of Health needs to justify with evidence. 

Paragraph 11  

ά¢ƘŜ нллу ²ƻǊƭŘ IŜŀƭǘƘ wŜǇƻǊǘ ƻŦ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛǎŀǘƛƻƴ ό²Ihύ ŘŜǘŀƛƭǎ ǘƘǊŜŜ ǘǊŜƴŘǎ ǘƘŀǘ 
undermine the improvement of health outcomes globally, namely:  
Á Hospital centrism, which has a strong curative focus  
Á Fragmentation in approach which may be related to programmes or service delivery, and  
Á Uncontrolled commercialism ǿƘƛŎƘ ǳƴŘŜǊƳƛƴŜǎ ǇǊƛƴŎƛǇƭŜǎ ƻŦ ƘŜŀƭǘƘ ŀǎ ŀ ǇǳōƭƛŎ ƎƻƻŘέ  

 

 This paragraph highlights some of the problems that undermine health outcomes but fails to 

ƛƴŎƭǳŘŜ ǘƘŜ ƪŜȅ ǎȅǎǘŜƳƛŎ ǇǊƻōƭŜƳǎ ǊŜƭŀǘƛƴƎ ǘƻ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ǇǳōƭƛŎ ŀƴŘ ǇǊƛǾŀǘŜ ƘŜŀƭǘƘ 

systems.  

Paragraph 12  

ά!ƴ ŀƴŀƭƻƎȅ ƻŦ ǘƘŜ ǇǊŜŎŜŘƛƴƎ ŘŜǎŎǊƛǇǘƛƻƴ Ŏŀƴ ōŜ ŘǊŀǿƴ ǿƛǘƘ ǘƘŜ ƴŜƎŀǘƛǾŜ ŀǘǘǊƛōǳǘŜǎ ƻŦ ǘƘŜ {ƻǳǘƘ 
African two-tier healthcare system, which are unsustainable, destructive, very costly and highly 
curative or hospi-ŎŜƴǘǊƛŎΦέ  
 

 5ƻŜǎ άƘƻǎǇƛ-ŎŜƴǘǊƛŎέ ƳŜŀƴ ǘƘŜ ǎŀƳŜ ŀǎ άƘƻǎǇƛǘŀƭ ŎŜƴǘǊƛǎƳέΚ 

 No evidence is presented in the Green Paper to justify the statement that the two-tiered 

ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳ ƛǎ άunsustainable, destructive, very costly and highly curative or hospi-

ŎŜƴǘǊƛŎέ. 

Paragraph 13  

ά¢ƘŜ ƴŀǘƛƻƴŀƭ ƘŜŀƭǘƘ ǎȅǎǘem has a myriad of challenges, among these being the worsening quadruple 
burden of disease and shortage of key human resources. The public sector has underperforming 
institutions that have been attributed to poor management, underfunding, and deteriorating 
ƛƴŦǊŀǎǘǊǳŎǘǳǊŜΦέ  
 

 This is an accurate description of some of the key challenges in the national health system. 

 The Foundation suggest that given the substantive nature of these challenges and the critical 

role they play in meeting the health needs of South Africans, the Green Paper neither 

interrogates them critically enough nor in significant detail.   

Paragraph 14  

άLƴ Ƴŀƴȅ ŀǊŜŀǎ ŀŎŎŜǎǎ Ƙŀǎ ƛƴŎǊŜŀǎŜŘ ƛƴ ǘƘŜ ǇǳōƭƛŎ ǎŜŎǘƻǊΣ ōǳǘ ǘƘŜ ǉǳŀƭƛǘȅ ƻŦ ƘŜŀƭǘƘŎŀǊŜ ǎŜǊǾƛŎŜǎ Ƙŀǎ 
deteriorated or remained poor. The public health sector will have to be significantly changed so as to 
shed the image of poor quality services that have been scientifically shown to be a major barrier to 
ŀŎŎŜǎǎ ό.ŜƴƴŜǘǘ ϧ DƛƭǎƻƴΣ нллоύΦέ 
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 The acknowledgement that the quality of services and service delivery in the public sector 

needs to be addressed is welcomed and crucial.  

Paragraph 15  

ά{ƛƳƛƭŀǊƭȅ ǘƻ ǘƘŜ ǇǳōƭƛŎ ƘŜŀƭǘƘ ǎȅǎǘŜƳΣ ǘƘŜ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊ ŀƭǎƻ Ƙŀǎ ƛǘǎ ƻǿƴ ǇǊƻōƭŜƳǎ ŀƭōŜƛǘ ǘƘŜǎŜ ŀǊŜ ƻŦ 
a different nature and mainly relate to the costs of services. This relates to the pricing and utilisation 
of services. The high costs are linked to high service tariffs, provider-induced utilization of services 
and the continued over-servicing of patients on a fee-for-service basis. Evidently, the private health 
ǎŜŎǘƻǊ ǿƛƭƭ ƴƻǘ ōŜ ǎǳǎǘŀƛƴŀōƭŜ ƻǾŜǊ ǘƘŜ ƳŜŘƛǳƳ ǘƻ ƭƻƴƎ ǘŜǊƳΦέ  
 

 Although it highlights several of the challenges facing the private sector, the Green Paper 

fails to consider the lack of functioning market forces, lack of price-competition and 

inadequate regulation as key problems in the private sector. These challenges are expanded 

in Chapter 3: Situation Analysis. 

Paragraph 16  

ά¢ƻ ŎƘŀƴƎŜ ǘƘŜǎŜ ǘȅǇŜǎ ƻŦ ǎȅǎǘŜƳǎ ǿƛƭƭ ǊŜǉǳƛǊŜ transformation of the healthcare financing model, 
better regulation of healthcare pricing, improvement in quality of healthcare as well as the 
strengthening of the planning, information management, service provision and the overhauling of 
ƳŀƴŀƎŜƳŜƴǘ ǎȅǎǘŜƳǎΦέ  
 

 It is difficult to determine how the Green Paper progresses from the problems highlighted to 

the reforms proposed in this paragraph. It is imperative that the suggested reforms are 

evidence-based and designed to address the actual systemic challenges facing the national 

health system.  

2.1 The Burden of Disease in South Africa 

 This section contains a welcome acknowledgment of the key challenges regarding South 

!ŦǊƛŎŀΩǎ ōǳǊŘŜƴ ƻŦ ŘƛǎŜŀǎŜ, although the choice of topics appears a little arbitrary, and the 

reasons for their selection is unexplained. 

2.2 Quality of Healthcare 

Paragraph 23  

άDƛǾŜƴ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ ŎƻƴŎŜǊƴǎ ŀōƻǳǘ ǉǳŀƭƛǘȅ ŀǘ ǇǳōƭƛŎ ǎŜŎǘƻǊ ŦŀŎƛƭƛǘƛŜǎΣ ǘƘŜǊŜ ƛǎ ǇǊŜŦŜǊŜƴŎŜ ōȅ ǘƘŜ 
public for services in the private sector which may largely be funded out of pocket. Various members 
of the public cannot afford to make these payments. This type of arrangement is not suitable for the 
ŎƻǳƴǘǊȅΩs level of development. Therefore, improvement of quality in the public health system is at 
ǘƘŜ ŎŜƴǘǊŜ ƻŦ ǘƘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊΩs reform  ŜƴŘŜŀǾƻǳǊǎΦέ  
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 The Foundation agrees that άƛƳǇǊƻǾŜƳŜƴǘ ƻŦ ǉǳŀƭƛǘȅ ƛƴ ǘƘŜ ǇǳōƭƛŎ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ŀǘ ǘƘŜ 

centre of the heŀƭǘƘ ǎŜŎǘƻǊΩǎ ǊŜŦƻǊƳ ŜƴŘŜŀǾƻǳǊǎΦ We disagree, however, on the means of 

realising this improvement in quality. 

2.3 Healthcare Expenditure in South Africa 

Paragraph 24 

 ά¢ƘŜ ²ƻǊƭŘ Health Organisation recommends that countries spend at least 5% of their GDP on 
health care. South Africa already spends 8.5% of its GDP on health, way above what WHO 
recommends. Despite this high expenditure the health outcomes remain poor when compared to 
similar middle-income countries. This poor performance has been attributed mainly to the inequities 
ōŜǘǿŜŜƴ ǘƘŜ ǇǳōƭƛŎ ŀƴŘ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊΦέ 
 

 ¢ƘŜ CƻǳƴŘŀǘƛƻƴ ǿŜƭŎƻƳŜǎ ǘƘŜ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ǘƘŀǘ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ƘŀǾŜ 

remained poor despite high expenditure on health. However, this poor performance cannot 

be blamed entirely on the private sector, as is implied by the Green Paper.  

 !ŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ нллу 5.{! wƻŀŘ aŀǇ wŜǇƻǊǘ άǘƘŜǊŜ ƛǎ ƭƛǘǘƭŜ ŜǾƛŘŜƴŎŜ ǘƘŀǘ ǘƘŜ ǇǊƛǾŀǘŜ 

system is systemically harmful to the public sector. [The] problems within the public system 

arise primarily from decisions of the public system itself. Private systems can however 

ǳƴŘŜǊƳƛƴŜ ǇǳōƭƛŎ ƻōƧŜŎǘƛǾŜǎ ǿƘŜǊŜ ǘƘŜȅ ŜƳŜǊƎŜ ŀƴŘ ŦƭƻǳǊƛǎƘ ǿƛǘƘƛƴ ŀ ǊŜƎǳƭŀǘƻǊȅ ǾŀŎǳǳƳΦ έ8 

Paragraph 26 

άDǊƻǎs Domestic Product (GDP) ς This is the market value of all final products (goods and services) 
produced in a country within a given period, usually a financial year. The 8.3% of GDP spent on health 
is split as 4.1% in the private sector and 4.2 % in the public sector. The 4.1% spend covers 16.2 % of 
the population, (8.2 million people) who are largely on medical schemes. The remaining 4.2% is spent 
on 84% of the population (42 million people) who mainly utilize the public healthcare sector (National 
TreasurȅΥ LƴǘŜǊƎƻǾŜǊƴƳŜƴǘŀƭ CƛǎŎŀƭ wŜǾƛŜǿΣ нлммύΦέ  
 

 This claim is disingenuous.  

 ! ǊŜŎŜƴǘ ǊŜǇƻǊǘ ǎǘŀǘŜǎ ǘƘŀǘ άa substantial minority use both the private sector and the public 

sector, so that the true percentage for those who use the private sector wholly or in part is 

around 35 per cent and the corresponding figure for those served exclusively by public 

ŜȄǇŜƴŘƛǘǳǊŜ ƛǎ ƭƻǿŜǊΦέ9  

 Given the figures in the report, it is not clear how the Green Paper arrives at the figures in 

paragraph 26. The figures appear to suggest that spending in the private sector is only done 

                                                           
8
 5ŜǾŜƭƻǇƳŜƴǘ .ŀƴƪ {ƻǳǘƘ !ŦǊƛŎŀΦ нллу Ψ! wƻŀŘƳŀǇ ŦƻǊ ǘƘŜ wŜŦƻǊƳ ƻŦ ǘƘŜ {ƻǳǘƘ !ŦǊƛŎŀƴ IŜŀƭǘƘ {ȅǎǘŜƳΩΦ 5ǊŀŦǘ Cƛƴŀƭ wŜǇƻǊǘΦ 

Available online at: 
http://www.npconline.co.za/MediaLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20t
he%20reform%20of%20the%20South%20African%20health%20system.pdf, p24. 
9
 .ŜǊƴǎǘŜƛƴΣ !Φ όŜŘύ нлммΦ ΨwŜŦƻǊƳƛƴƎ IŜŀƭǘƘŎŀǊŜ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΦ ²Ƙŀǘ ǊƻƭŜ ŦƻǊ ǘƘŜ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊΚΩΦ WƻƘŀƴƴŜǎōǳǊƎΥ /ŜƴǘǊŜ 

for Development and Enterprise, p10. 

http://www.npconline.co.za/MediaLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20the%20reform%20of%20the%20South%20African%20health%20system.pdf
http://www.npconline.co.za/MediaLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20the%20reform%20of%20the%20South%20African%20health%20system.pdf
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by the population covered by medical aid and thus disregards out-of-pocket payments which 

are not covered by medical aid.  

Paragraph 27 

άhǾŜǊ ǘƘŜ Ǉŀǎǘ ŘŜŎŀŘŜΣ ǇǊƛǾŀǘŜ ƘƻǎǇƛǘŀƭ Ŏƻǎǘǎ ƘŀǾŜ ƛƴŎǊŜŀǎŜŘ ōȅ мнм҈ ǿƘƛƭǎǘ ƻǾŜǊ ǘƘŜ ǎŀƳŜ ǇŜǊƛƻŘΣ 
specialist costs have increased by 120% (CMS Report, 2008). This means that the private healthcare 
sector will have to accept that the charging of exorbitant fees completely out of proportion to the 
services provided have to be radically transformed. In real terms, contribution rates per medical 
scheme beneficiary have doubled over a seven-year period. This has not been proportionate with 
increased access to services. Simply put this has meant limited access to needed health service 
coverage mainly as a result of the design of the medical scheme benefit options, or due to early 
ŜȄƘŀǳǎǘƛƻƴ ƻŦ ōŜƴŜŦƛǘǎΦέ  
 

 The method by which these numbers were arrived at is unclear. 

 Have costs or charges increased, and are these real increases or inflation adjusted? 

 Public sector price, salary and cost increases are not commented on at all. 

2.4 Distribution of Financial and Human Resources 

Paragraph 31 

ά¢ƘŜ ŀƳƻǳƴǘ ǎǇŜƴǘ ƛƴ ǘƘŜ ǇǊƛǾŀǘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ǊŜƭŀǘƛǾŜ ǘƻ ǘƘŜ ǘƻǘŀƭ ƴǳƳōŜǊ ƻŦ ǇŜƻǇƭŜ ŎƻǾŜǊŜŘ ƛǎ ƴƻǘ 
justifiable and defeats the principles of social justice and equity. Per capita annual expenditure for 
the medical aid group has been estimated at R11,150.00 in contrast to public sector dependant 
population where the per capita annual health expenditure is estimated at R2,766.00. This is not an 
ŜŦŦƛŎƛŜƴǘ ǿŀȅ ƻŦ ŦƛƴŀƴŎƛƴƎ ƘŜŀƭǘƘŎŀǊŜΦέ  
 

 The private sector may be spending a lot more per capita than the public system. However, 

the difference in expenditure should not be the issue as one could argue that spending in 

the private sector is inefficient. How the money is spent in the public sector is the real issue. 

2.5 Medical Schemes Industry 

 This section correctly identifies several problems in the medical schemes industry. However, 

it fails to accurately determine the causes of these problems such as over-pricing and cost 

escalation, rather blaming them on άǘƘŜ ǳƴŎƻƴǘǊƻƭƭŜŘ ŎƻƳƳŜǊŎƛŀƭƛǎƳ ƻŦ ƘŜŀƭǘƘŎŀǊŜέ (34). 

Findings explored elsewhere in our submission show that the key challenges are actually 

systemic and relate to lack of regulation, non-price competition, market imperfections and 

inefficiency. 

2.6 Out of Pocket Payments and Co-payments 

 This section implies that the only people who have access to health cover are those who are 

members of medical schemes. This is clearly incorrect as the public sector provides access to 
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health care. The problem rather relates to the quality of health care which can cause public 

system users to pay out of pocket in the private system. 

 

3. History of Proposals on Healthcare Financing Reform in South Africa 
 

 !ǎ ǘƘŜ DǊŜŜƴ tŀǇŜǊ ŎƻǊǊŜŎǘƭȅ ǊŜŎƻƎƴƛǎŜǎΣ άthe history of reforming the healthcare financing 

system iƴ {ƻǳǘƘ !ŦǊƛŎŀ ŀŎǘǳŀƭƭȅ ŘŀǘŜǎ ōŀŎƪ ƳƻǊŜ ǘƘŀƴ ул ȅŜŀǊǎέ (paragraph 38).  

 Indeed, the concept of a NHI is a consistent health care policy theme in the decades 

preceding the Green Paper. The lack of contextual relevance of many of the historical 

accounts and policy summaries given in the Green Paper, however, creates a somewhat 

misleading picture, implying that the NHI has been consistently recommended when in fact it 

often forms only part of, or an option within the report or policy proposal. For example, in 

the account of the National Health Services Commission (NHSC) (1942-1944) of all the policy 

recommendations put forward by the NHSC, only its recommendation for άǘƘŜ 

ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ŀ IŜŀƭǘƘ ¢ŀȄέ is noted in the Green Paper.  

Taking this extract out of context serves to misinterpret the overall recommendations put 

forward by the NHSC which, in fact was against the idea of implementing a NHI and άƛnstead 

it focused on NHS approaches with the government of the day rejecting the establishment of 

a single national authority to finance and render all health serviŎŜǎέ10. 

 The Foundation believes that the Green PŀǇŜǊΩǎ historical account is disingenuous, whereby 

it has simply highlighted historical policy references as a means to justify its argument in 

favour of a NHI.      

 Furthermore, while all developments relating to health reform policy, particularly since 

1994, have looked into the option of a NHI (Health Care Finance Committee (1994)), or 

adamantly favoured it (Advisory Committee on National Health Insurance (2009)), they 

become redundant in light of the historically poor quality of the follow-up on policy 

proposals. Indeed, there is little benefit in making reference to policy proposals that were 

left to stagnate and not implemented due to disjointed policy development processes that 

informed their formulation.  

 Without a fundamental change in the way policy for health care reform is drafted, intended 

and followed-up, simply drawing on sections of past policy documents where an NHI system 

is promoted does very little to instill a greater sense of legitimacy to what is currently being 

proposed.     

                                                           
10

 Van den Heever, A. 2009. Trends in government policies and programmes, with specific emphasis on 
national health insurance,  p.6. Unpublished.  
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 Lessons that can be learnt from an historical account of health care reform in South Africa 

should not be related to finding a common policy theme. Instead, such an analysis should be 

seen as a way to gain insight as to how policy might be better developed and the process 

better facilitated, in order that the most appropriate policy for the time is outlined and 

implemented.   

 

4. National Health Insurance 

 This section is value-laden and vague: 

o The Foundation queries why the Green Paper states that the άǊŀǘƛƻƴŀƭŜ ŦƻǊ 

ƛƴǘǊƻŘǳŎƛƴƎ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ƛǎ Χ ǘƻ ŜƭƛƳƛƴŀǘŜ ǘƘŜ ŎǳǊǊŜƴǘ ǘƛŜǊŜŘ ǎȅǎǘŜƳέΚ  

Surely it is more logical for the rationale to be the provision of improved health care 

to South Africans? 

o Furthermore, as discussed above, there is already significant cross-subsidisation in 

the health system and the onus is on the Department of Health to prove that NHI 

will improve cross-subsidisation further.  

 

5. Principles of National Health Insurance in South Africa  

The list of principles said to be guiding the NHI are in themselves fundamental. However, these 

principles are what should in fact underlie any national health system, regardless of its mechanics. 

Rather, the principles upon which any policy for health reform should be based ought to be 

utilitarian and not ideological, as we are speaking about a policy and not an ideology. Importantly, 

principles such as accountability, transparency and openness should underlie a system such as that 

proposed in the Green Paper. 

Paragraph 52 

άŀύ The Right to Access ς Section 27 of the Bill of Rights of the Constitution states that everyone has a 
right of access to health care services including reproductive health care and that the State must take 
reasonable legislative and other measures, within its available resources, to achieve the progressive 
realisation of these rights. The reform of healthcare is an important step towards the realisation of 
these rights and the key aspect of this is that access to health services must be free at the point of 
use and that people will benefit according to thŜƛǊ ƘŜŀƭǘƘ ǇǊƻŦƛƭŜΦέ 
 

 The idea that healthcare reform is necessary to realise the rights contained in section 27 of 

the constitution is valid. However, two important questions must be raised:  

o Is the NHI an appropriate means of realising these rights?  

o Is free health care a requirement implicit in the right to health care? 
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o ²Ƙŀǘ ƛǎ ƳŜŀƴǘ ōȅ άŀǾŀƛƭŀōƭŜ ǊŜǎƻǳǊŎŜǎέ ƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ bIL ŀƴŘ ƻǘƘŜǊ ŘŜƳŀƴŘǎ 

on the state fiscus? 

ñb) Social Solidarity ς this refers to the creation of financial risk protection for the entire population 
that ensures sufficient cross-subsidisation between the rich and the poor, and the healthy and sick. 
Such a system allows for the spreading of health costs over a personΩs lifecycle: paying contributions 
when one is young and healthy and drawing on them in the event of illness later in life. 
  

 The ideal for any insurance-ōŀǎŜŘ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƛǎ ƛƴŘŜŜŘ άthe spreading of health care 

Ŏƻǎǘǎ ƻǾŜǊ ŀ ǇŜǊǎƻƴΩǎ ƭƛŦŜŎȅŎƭŜέΦ IƻǿŜǾŜǊΣ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀ ŘƻŜǎ ƴƻǘ ƴŜŎŜǎǎŀǊƛƭȅ 

allow for this to be realised very easily. The high youth unemployment rate coupled with 

the high burden of non-age related disease in South Africa creates the scenario where 

many people would necessarily draw significantly on resources, at a young age, whilst not 

contributing to its sustainability. The use of such a rational system of modelling should thus 

be reconsidered when developing a means to cater for the health of the entire population 

collectively.   

6. Objectives of National Health Insurance 

 This section makes ǎŜǾŜǊŀƭ ŎƭŀƛƳǎ ǘƘŀǘ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ƛƳǇǊƻǾŜ {ƻǳǘƘ !ŦǊƛŎŀΩǎ 

health outcomes. The Green Paper, however, does not provide evidenced-based research to 

defend these claims.  

 This section also assumes that market mechanisms do not provide efficiency and that State 

mechanisms are preferable when it comes to providing efficiency. Such a claim is peculiar 

when the majority of economic evidence shows that the opposite is generally the case.  

Paragraph 55 (b)  

άōύ ¢ƻ Ǉƻƻƭ Ǌƛǎƪǎ ŀƴŘ ŦǳƴŘǎ ǎƻ ǘƘŀǘ Ŝǉǳƛǘȅ and social solidarity will be achieved through the creation 
ƻŦ ŀ ǎƛƴƎƭŜ ŦǳƴŘΦέ  
 

 The Department of Health needs to provide applicable definitions as well as evidence to 

defend the claim ǘƘŀǘ άŜǉǳƛǘȅ ŀƴŘ ǎƻŎƛŀƭ ǎƻƭƛŘŀǊƛǘȅ ǿƛƭƭ ōŜ ŀŎƘƛŜǾŜŘ ǘƘǊƻǳƎƘ ǘƘŜ ŎǊŜŀǘƛon of a 

single fundΦέ  (our emphasis) 

It is worth noting that at about this point, the Green Paper appears to lose focus. It begins to wander 

between levels of high level policy to the minutiae of the make-up of particular health provision 

teams.  
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7. Socioeconomic Benefits of National Health Insurance  
 

 Socioeconomic benefits stemming from enhancing the health of the population are the 

product and responsibility of a well-functioning health care system and the Department of 

Health. Stating that the NHI would have socioeconomic benefits is not a relevant 

justification for the proposed policy.  

 The proposed health care reform should be described as a means to better facilitate the 

achievement of socioeconomic well-being. 

Paragraph 58 

άLƴ ƻǘƘŜǊ ƳƛŘŘƭŜ-income countries where National Health Insurance has been implemented it has 
resulted in the following benefits:  
 
a) A healthier population contributes to better wealth creation. Each extra year of life expectancy 
raiǎŜǎ ŀ ŎƻǳƴǘǊȅΩs GDP per person by around 4% in the long run. Poor health reductions in adult 
mortality explain 10 to 15 percent of the economic growth that occurred from 1960 to 1990 in 52 
countries (Bloom, D.E, Canning, D., & Sevilla, J (2003) The Effect of Health on Economic Growth: A 
Production Function Approach. World Development 32(1): 1-13).  
 
b) Investments in health are important safety nets against poverty traps in times of economic 
upheaval. Lack of health insurance in India means that over 37 million Indians fall below the poverty 
line each year due to catastrophic health spending; families will often sell assets like livestock in order 
to meet medical expenses.  
 
c) Public financing of health services frees the poor to use more money to improve their welfare and 
create jobs for others. For example, in South Africa, 48% of health spending flowed via private 
intermediaries in the way of private health insurance contributions (40.7%) and the remainder is out 
of pocket spending. If the households did not have to spend this on health, they would either save it 
or spend it on other goods and services including investing in other household assets, and other 
ŀŎǘƛǾƛǘƛŜǎ ǘƘŀǘ ŎǊŜŀǘŜ Ƨƻōǎ ƛƴ ǘƘŜ ŜŎƻƴƻƳȅΦέ  
 

 This section seems to posit the health sector as the only arbiter of economic well-being and 

disregards other important drivers such as education anŘ άǎǘŀƎŜ ƻŦ ŘŜǾŜƭƻǇƳŜƴǘέΦ 

 Using the outcomes of a NHI system implemented in other countries is not necessarily a 

useful indicator of how effective such a system would be in South Africa due to its unique 

factors of demographic diversity, social inequality and geographical and spatial divisions, in 

particular the strong rural-urban separation.  Outcomes in a mono-cultural homogeneous 

society may well be influenced by such lack of diversity. 

 Paragraph 58a) is used out of context as there are less than 52 countries where a NHI 

system is in place. Using this statement in this manner also creates further confusion 

between the concept of universal coverage (which a large number of countries have in 
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some form, but not necessarily that of NHI) and NHI, which again is simply a means to 

achieving positive health outcomes.   

Paragraph 60 

ά¢ƘŜ ŎƻǳƴǘǊȅ ǿƛƭƭ ƘŀǾŜ ŀ ƘŜŀƭǘƘƛŜǊ ǿƻǊƪŦƻǊŎŜ ŀǘ ŀ ƭƻǿŜǊ Ŏƻǎǘ ƛƴ ǘƘŜ ƭƻƴƎ ǘŜǊƳΣ ǿƘƛŎƘ ƛƴŎǊŜŀǎŜǎ 
employment and attracts foreign direct iƴǾŜǎǘƳŜƴǘΦ CƻǊ ƛƴǎǘŀƴŎŜΣ /ŀƴŀŘŀΩs provinces introduced 
national health insurance on a staggered basis from 1961 ς 1975. Across 8 industries in 10 provinces, 
employment rose after the introduction of National Health insurance; wages increased as well, but 
average hours were unchanged. In addition, provinces with high initial levels of private insurance 
ŎƻǾŜǊŀƎŜ ƘŀŘ ƭƻǿŜǊ ǊŀǘŜǎ ƻŦ ŜƳǇƭƻȅƳŜƴǘ ŀƴŘ ǎƭƻǿŜǊ ǿŀƎŜ ƎǊƻǿǘƘΦέ  
 

 ! ŎƻƳǇŀǊƛǎƻƴ ǿƛǘƘ /ŀƴŀŘŀΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳ ŀƴŘ ǘƘŜ ŜŦŦŜŎǘ ǘƘŜ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ŀ bIL 

had on its employment statistic is misleading as it ignores other social and economic 

conditions which may have contributed to this rise in employment. For example, the 

enactment of legislation during the 1950s and 1960s, such as the removal of restrictions on 

the employment of married women in the federal Public Service, is noted to have influenced 

employment levels in Canada, with the percentage of women employed rising from 23.9 in 

1960 to 40.8 in 197511.   

7.1 Economic Impact Modelling 

Paragraph 61 

άaŀŎǊƻ-economic modelling undertaken suggests that the implementation of National Health 
Insurance could have positive or negative implications, depending on the model utilized and its 
outcomes. When implemented successfully, the National Health Insurance can improve employment 
and growth in the long-run. The economic impact assessment indicates that the National Health 
Insurance can have positive impacts in the long-run provided that it succeeds in improving the health 
indicators of the country, including significant improvement in life expectancy and child mortality. 
The better health outcomes need to translate into significant labour productivity. In the long-run, the 
higher productivity can lead to growth improving by 0.5 percentage points. However for National 
Health Insurance to have this positive macro-economic implication it needs to address the current 
ƛƴǎǘƛǘǳǘƛƻƴŀƭ ŀƴŘ ǎǘŀŦŦ ŎƻƴǎǘǊŀƛƴǘǎΣ ƛƳǇǊƻǾŜ ǎƛƎƴƛŦƛŎŀƴǘƭȅ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘŜŀƭǘƘ ƛƴŘƛŎŀǘƻǊǎΣ ŀŎƘƛŜǾŜ ǘƘŜ 
ǇǊƻŘǳŎǘƛǾƛǘȅ Ǝŀƛƴǎ ŀƴŘ ǊŜƳŀƛƴ ŀŦŦƻǊŘŀōƭŜΦέ 

 ά¢ƘŜ ŜŎƻƴƻƳƛŎ ƛƳǇŀŎǘ ŀǎǎŜǎǎƳŜƴǘ ƛƴŘƛŎŀǘŜǎ ǘƘŀǘ ǘƘŜ bŀǘƛƻƴal Health Insurance can have 

positive impacts in the long-run provided that it succeeds in improving the health indicators 

ƻŦ ǘƘŜ ŎƻǳƴǘǊȅΣ ƛƴŎƭǳŘƛƴƎ ǎƛƎƴƛŦƛŎŀƴǘ ƛƳǇǊƻǾŜƳŜƴǘǎ ƛƴ ǘƘŜ ƭƛŦŜ ŜȄǇŜŎǘŀƴŎȅ ŀƴŘ ŎƘƛƭŘ ƳƻǊǘŀƭƛǘȅΦέ  

Are improvements in health indicators and life expectancy not the very basis for any health 

care reform?  

 Again, in this section the other social and economic drivers such education, inward and 

internal investment and current income distribution are excluded. 

 

                                                           
11

 Roberts, L. 2005. Recent Social Trends in Canada, 1960-2000, p.158-183, McGill-vǳŜŜƴΩǎ ¦ƴƛǾŜǊǎƛǘȅ tǊŜǎǎΦ 
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8. The Three Dimensions of Universal Coverage   
 

 Universal coverage is an ideal, not a policy position. Universal coverage is achieved via the 

implementation of numerous policy mechanisms in order to satisfy the three components 

that constitute its make up: population coverage, service coverage and financial risk 

protection.  

 As it pertains to South Africa, there is already universal coverage in that the whole 

population has access to health care. The ideal is thus met, but where the health system 

does fail is in the quality of services offered. Consequently, reform for the health sector 

needs to focus not on achieving universal coverage, but rather on the more effective 

implementation of current policy.   

 In light of the above, a definition of the concept of NHI is missing from the Green Paper and 

should perhaps be described here, differentiating it from the concept of universal health 

coverage.  

Paragraph 63 

άb) Breadth of the cube  
This refers to services covered. The present system wrongly confuses healthcare with treatment of 
diseases. A comprehensive healthcare package includes:  
Á Prevention of diseases, Promotion of health, Treatment of diseases where prevention has 
ŦŀƛƭŜŘΣ wŜƘŀōƛƭƛǘŀǘƛǾŜ ǎŜǊǾƛŎŜǎΦέ   
 

 The Green Paper states ǘƘŀǘ άThe present system wrongly confuses healthcare with 

treatment of diseases.έ Lǘ ǿƻǳƭŘ ōŜ ƳƻǊŜ ŀŎŎǳǊŀǘŜ ǘƻ ǎǘŀǘŜ ǘƘŀǘ ǘƘŜ ƘƛƎƘ ǇǊŜǾŀƭŜƴŎŜ ƻŦ 

disease in South Africa coupled with a weak and failing health care system has forced 

health care, in the public sector in particular, to be disease-focused as opposed to 

prevention-focused. This fact would place enormous initial pressure on a NHI system 

whereby even if it did drastically improve the orientation of the health care system towards 

preventative health, a focus on disease treatment would still necessarily have to be at the 

forefront of strategy. 

 ά! ŎƻƳǇǊŜƘŜƴǎƛǾŜ ƘŜŀƭǘƘŎŀǊŜ ǇŀŎƪŀƎŜ ƛƴŎƭǳŘŜǎΥ ǇǊŜǾŜƴǘƛƻƴ ƻŦ ŘƛǎŜŀǎŜǎΣ ǇǊƻƳƻǘƛƻƴ ƻŦ 

health, treatment of diseases where prevention has failed, rehabilitative servicesΦέ ¢Ƙƛǎ 

ǎƘƻǳƭŘ ǊŜŀŘ άŀ ŎƻmpǊŜƘŜƴǎƛǾŜ ƘŜŀƭǘƘ ŎŀǊŜ ǎȅǎǘŜƳέ not άpackageέ which is terminology 

associated with insurance and not the concept of universal coverage. 
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9.  Population Coverage under National Health Insurance 

Paragraph 64 

άbŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ŎƻǾŜǊ ŀƭƭ {ƻǳǘƘ Africans and legal permanent residents. Short-term 
residents, foreign students and tourists will be required to obtain compulsory travel insurance and 
must produce evidence of this upon entry into South Africa. Refugees and asylum seekers will be 
covered in line with provisions of the Refugees Act, 1998 and International Human Rights 
LƴǎǘǊǳƳŜƴǘǎ ǘƘŀǘ ƘŀǾŜ ōŜŜƴ ǊŀǘƛŦƛŜŘ ōȅ ǘƘŜ {ǘŀǘŜΦέ 
 

 Due to the high number of undocumented immigrants in South Africa, some sort of 

provision needs to be made for involving them in the health system. Not doing so, in 

some form or another, undermines the ethical nature of providing universal coverage. As 

Hassim (2010)Σ ƴƻǘŜǎ ά¢ƘŜ b5ƻIΣ ŀǎ ǎǘŜǿŀǊŘ ƻŦ ǘƘŜ ǇƻƭƛŎȅΣ would have to consider 

whether [only providing coverage to legal citizens] is a reasonable and justifiable 

ƭƛƳƛǘŀǘƛƻƴ ƻŦ ǘƘŜ ǊƛƎƘǘ ǘƻ Ŝǉǳŀƭƛǘȅ ƻǊ ƻŦ άŜǾŜǊȅƻƴŜέ ǘƻ ƘŀǾŜ ŀŎŎŜǎǎ ǘƻ ƘŜŀƭǘƘ-care 

servicesέ12. Constitutional considerations will also need to be taken into account. 

 This is also a particularly important issue to deal with in terms of the provision of 

emergency health services.  

 The effect the high number of undocumented immigrants has on current modelling and 

costing of the health care system also influences costing estimates. This is something that 

is not made mention of in the Green Paper. 

 The undocumented immigrant question is as much a political question as an economic 

one that must be dealt with.  

10. The Re-engineered Primary Health Care System 

 One must question whether in fact this is actually re-engineered or rather a restatement of 

current policy which is yet to be effectively implemented.  

 Why is an effective primary health care system not yet fully implemented? It has been the 

domain of the Department of Health since 1994.  

 Whether this detail belongs in a Green Paper dealing with institutional changes to the 

national health system is also debatable.  

 

 

                                                           
12

 Hassim, A. 2010. Chapter 20: National Health Insurance: legal and civil society considerations. South African Health 
Review 2010, p.206. Health Systems Trust.   



30 
 

10.1 District Clinical Specialist Support Teams 

Paragraph 71 

άLƴ ƻǊŘŜǊ ǘƻ ŀŘŘǊŜǎǎ ƘƛƎƘ ƭŜǾŜƭǎ ƻŦ ƳŀǘŜǊƴŀƭ ŀƴŘ ŎƘƛƭŘ ƳƻǊǘŀƭƛǘȅ ŀƴŘ ǘƻ ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎΣ ŀƴ 
integrated team of specialists will be based in the districts. The specialities will include: a principal 
obstetrician and gynaecologist; a principal paediatrician; a principal family physician; a principal 
anaesthetist; a principal midwife and a principal primary health care professional nurse. Others 
will be added over time as the need arises. The role of these teams will be to provide clinical support 
and ƻǾŜǊǎƛƎƘǘ ǇŀǊǘƛŎǳƭŀǊƭȅ ƛƴ ǘƘƻǎŜ ŘƛǎǘǊƛŎǘǎ ǿƛǘƘ ŀ ƘƛƎƘ ŘƛǎŜŀǎŜ ōǳǊŘŜƴΦέ 

 The Foundation would like clarity on whether άŀƴ ƛƴǘŜƎǊŀǘŜŘ ǘŜŀƳ ƻŦ ǎǇŜŎƛŀƭƛǎǘǎέ will be 

more effective than improving management and accountability systems at addressing άƘƛƎƘ 

levels oŦ ƳŀǘŜǊƴŀƭ ŀƴŘ ŎƘƛƭŘ ƳƻǊǘŀƭƛǘȅ ŀƴŘ Χ ƛƳǇǊƻǾŜ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎέΦ  

 If these teams are to effectively provide clinical support and oversight, will there be a 

suitable accountability structure?  

 

11.  Health Care Benefits Under National Health Insurance  

Paragraph 79 

ά¢ƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ōŜƴŜŦƛǘ ǇŀŎƪŀƎŜ ƻŦ ŎŀǊŜ ǳƴŘŜǊ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ōŜ 
fair ŀƴŘ ǊŀǘƛƻƴŀƭΦ ¢ƘŜ ǘŜǊƳ άbenefit ǇŀŎƪŀƎŜέ describes how different types of services are organized 
into different levels of care in the public sector (J Doherty, 2010). It also defines the types of services 
ǘƘŀǘ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ŀǎ ŀŎƘƛŜǾŀōƭŜ ŦƻǊ ǘƘŜ ŎƻǳƴǘǊȅ ŎƻƳƳŜƴǎǳǊŀǘŜ ǿƛǘƘ ƛǘǎ ǊŜǎƻǳǊŎŜǎΦέ 

 The terƳ άbenefit packageέ ǎƘƻǳƭŘ ƛƴ ŦŀŎǘ ǊŜŀŘ άǎŜǊǾƛŎŜ ǇŀŎƪŀƎŜέ ŘǳŜ ǘƻ ǘƘŜ ŦŀŎǘ ǘƘŀǘ 

individuals will not be receiving benefits, but a limited number and predefined types of 

services determined by the NHI. 

 The term άōŜƴŜŦƛǘǎέ ƛǎ ŎƻƴŦƭŀǘŜŘ ǿƛǘƘ ǘƘŜ ǇǊƻǾƛǎƛƻƴ ƻŦ ǎervices mandated by the Department 

of Health. 

Paragraph 80 

ά¢ƘŜ bŀǘƛƻƴŀƭ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ όb5hIύ Ƙŀǎ ƻǾŜǊ ǘƘŜ ƴǳƳōŜǊ ƻŦ ȅŜŀǊǎ ŘŜǾŜƭƻǇŜŘ Ψbenefit 
packagesΩ for primary health care, district hospital services, regional hospital services and tertiary 
servƛŎŜǎΦ 5ŜǎǇƛǘŜ ǘƘƛǎΣ ōŀǊǊƛŜǊǎ ǘƻ ŀŎŎŜǎǎƛƴƎ ǘƘŜǎŜ ǇŀŎƪŀƎŜǎ ǎǘƛƭƭ ŜȄƛǎǘΦέ 

 What are the barriers to accessing the benefit packages said to have previously been 

developed by the Department of Health, and what difference will a NHI make? 

 What are these benefit packages? 

Paragraph 81 

άLƴ ǘƘŜ ŘŜǎƛƎƴ ƻŦ ǘƘŜǎŜ ǇŀŎƪŀƎŜǎΣ ŎŜǊǘŀƛƴ ŎƻƴǎƛŘŜǊŀǘƛƻƴǎ ǎƘƻǳƭŘ ōŜ ƳŀŘŜ ǘƻ ƻǾŜǊŎƻƳŜ ǘƘŜ ƛŘŜƴǘƛŦƛŜŘ 
barriers to access. A review of the international evidence on high-level strategies to promote health 
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and health equity found that comprehensive benefit packages should be determined first by 
considering which interventions are important in improving access, offering financial protection to 
less advantaged groups and enhancing redistribution of healthcare services. The comprehensiveness 
of the package of services to be provided must also demonstrate how well the health system is 
ǇŜǊŦƻǊƳƛƴƎΣ ŀƴŘ ŜƴǎǳǊŜ ǘƛƳŜƭȅ ǊŜŦŜǊǊŀƭ ƻŦ ǇŀǘƛŜƴǘǎ ŀǘ ŘƛŦŦŜǊŜƴǘ ƭŜǾŜƭǎ ƻŦ ŎŀǊŜΦέ 

 In order to design comprehensive benefit/service packages for the entire population under 

one system a considerable amount of data is needed. This data is not currently available and 

thus an enhanced Health Information System (HIS) is required before such policies can be 

implemented.  

11.1 The Service Package within the Context of District Health Service 

Paragraph 83 

ά{ŜǊǾƛŎŜǎ ǇǊƻǾƛŘŜŘ ǿƛǘƘƛƴ ǘƘŜ ŎƻƴǘŜȄǘ ƻŦ ǘƘŜ ŘƛǎǘǊƛŎǘ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ƘŀǾŜ ǎƘƻǿƴ ƳƛȄŜŘ ǊŜǎǳƭǘǎ ǇǳǊŜƭȅ 
because they have been viewed as a once off process of granting authority to lower levels of 
administration in a decentralised manner. Evidence shows that this must be a carefully planned 
process that requires good administrative systems with innovative service delivery approaches that 
ǿƻǳƭŘ ōǊƛƴƎ ŀōƻǳǘ ŜŦŦƛŎƛŜƴŎȅΣ ƛƳǇǊƻǾŜŘ ƳŀƴŀƎŜƳŜƴǘ ƛƴŎƭǳŘƛƴƎ ŦƛƴŀƴŎƛŀƭ ƳŀƴŀƎŜƳŜƴǘΦέ 

 This is an undermining of decentralisation. It is not a άƻƴŎŜ-off process of granting authority 

to lower levels ƻŦ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴέ but rather should involve constant processes of 

monitoring, feedback and ongoing interaction on all levels.  

11.2 Delivery of Primary Health Care Services through Private Providers 

Paragraph 85 

άLƴ ŀŘŘƛǘƛƻƴ ǘƻ ǘƘŜ ǘƘǊŜŜ ǎǘǊŜŀƳǎΣ tI/ ǎŜǊǾƛŎŜǎ ǿƛƭƭ ōŜ ŘŜƭƛǾŜǊŜŘ ǘƘǊƻǳƎƘ ŀŎŎǊŜŘƛǘŜŘ ŀƴŘ ŎƻƴǘǊŀŎǘŜŘ 
private providers practicing within a District. A sizeable proportion of the population in the country 
uses private providers for their health care needs and more often than not it involves substantial out 
ƻŦ ǇƻŎƪŜǘ ǇŀȅƳŜƴǘΦέ 

 ά! ǎƛȊŜŀōƭŜ ǇǊƻǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ǳǎŜǎ ǇǊƛǾŀǘŜ ǇǊƻǾƛŘŜǊǎΦΦΦέ The Foundation suggests 

that the proportion is relatively small compared to the remainder of the population using 

public sector services. This statement also contradicts the previous statement in the Green 

tŀǇŜǊ ǿƘƛŎƘ ǎǘŀǘŜǎ ǘƘŀǘ άA large part of the financial and human resources for health is 

located in the private health sector serving a minority of the populationέΦ(our underlining) 

11.3 Hospital-Based Benefits 

Paragraph 87 

ά{ŜǊǾƛŎŜǎ ǘƻ ōŜ ǊŜƴŘŜǊŜŘ ŀǘ ǘƘŜ ƘƻǎǇƛǘŀƭ ƭŜǾŜƭ ǿƛƭƭ ōŜ ōŀǎŜŘ ƻƴ ŀ ŘŜŦƛƴŜŘ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ǇŀŎƪŀƎŜ ǘƘŀǘ 
is appropriate to the level of care and referral systems. The National Health Insurance will provide an 
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evidenced-based comprehensive package of health services which includes all levels of care namely: 
ǇǊƛƳŀǊȅΣ ǎŜŎƻƴŘŀǊȅΣ ǘŜǊǘƛŀǊȅ ŀƴŘ ǉǳŀǘŜǊƴŀǊȅ ƘŜŀƭǘƘ ŎŀǊŜ ǎŜǊǾƛŎŜǎΦέ 
 

 In order to provide an evidence-based package of health services, the evidence needs to be 

obtained and research carried out. When and how will this be done?  

11.4 Designation of Hospitals 

Paragraphs 88 ς 96 

 There is no indication of possible public-private-partnerships (PPPs) in terms of designation 

of hospitals. This will be necessary in terms of enhancing human resource capacities.  

Paragraphs 94 and 95 

 Given that there are currently three recognised categories of hospitals in South Africa (i.e. 

District; Regional; Tertiary)13, it is important that the proposed re-designation of hospitals is 

more clearly defined. In particular, the distinction between tertiary and central hospital 

designations is unclear and confusing and needs to be explained further. 

 

12. Accreditation of Providers of Health Care Services 

12.1 The Office of Health Standards Compliance (OHSC) 

 There is a key governance issue relating to the reporting lines on the OHSC which needs to 

be clarified.  

 Clarity is required regarding the independence of the OHSC. If it is not independent from the 

NHI Fund, governance issues will arise.  

Paragraph 99 

ά!ƭƭ ƘŜŀƭǘƘ ŜǎǘŀōƭƛǎƘƳŜƴǘǎ όǇǳōƭƛŎ ŀƴŘ ǇǊƛǾŀǘŜύ ǘƘŀǘ ǿƛǎƘ ǘƻ ōŜ ŎƻƴǎƛŘŜǊŜŘ ŦƻǊ ǊŜƴŘŜǊƛƴƎ ƘŜŀƭǘƘ 
services to the population will have to meet set standards of quality. There are six core standards 
that form part of a comprehensive quality package. These standards deal with key quality principles 
that will improve safety and facilitate access to healthcare services. These standards will form only 
one aspect of accreditation, other criteria for accreditation will include service elements, 
management systems, pŜǊŦƻǊƳŀƴŎŜ ǎǘŀƴŘŀǊŘǎ ŀƴŘ ŎƻǾŜǊŀƎŜΦέ  
 

 Specification is required regarding the άǎƛȄ ŎƻǊŜ ǎǘŀƴŘŀǊŘǎ ǘƘŀǘ ŦƻǊƳ ǇŀǊǘ ƻŦ ŀ ŎƻƳǇǊŜƘŜƴǎƛǾŜ 

ǉǳŀƭƛǘȅ ǇŀŎƪŀƎŜέΦ  

                                                           
13

 Cullinan, K. 2006. Health Services in South Africa: a basic introduction. Health-e News Service. Available online at: 
http://www.health-e.org.za/uploaded/cb1f388f3b351708d915c12cfb4fc3cf.pdf   

http://www.health-e.org.za/uploaded/cb1f388f3b351708d915c12cfb4fc3cf.pdf
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12.2 Accreditation Standards 

Paragraph 100 

ά¢ƘŜ ŀŎŎǊŜŘƛǘŀǘƛƻƴ ǎǘŀƴŘŀǊŘǎ ǿƛƭƭ ǎǇŜŎƛŦȅ ǘƘŜ ƳƛƴƛƳǳƳ ǊŀƴƎŜ ƻŦ services to be provided at different 
levels of care. Central to the accreditation is the provision of primary health care services that can 
demonstrate performance linked to health outcomes. This will entail involvement of competent 
health and medical staff with appropriate skills. In addition, providers at all levels of care must 
adhere to the referral procedures as defined by the National Health Insurance and the referral system 
will be clearly defined for services within and outside the health sub-district, district and province to 
ŀǎǎǳǊŜ Ŏƻƴǘƛƴǳƛǘȅ ƻŦ ŎŀǊŜ ŀƴŘ ŜŦŦŜŎǘƛǾŜ Ŏƻǎǘ ŎƻƴǘŀƛƴƳŜƴǘΦέ 
 

 With regards to accreditation standards, clarity is required on whether private providers will 

have scope for independent action and whether the NHI will specify the range of services 

that they must provide.  

 

13. Payment of Providers Under National Health Insurance 
 

 In order to implement an effective payment system there needs to be accountability and 

oversight structures in place to avoid misuse of the system. Such structures need to be 

described. 

 There are many risks to the health care sector as a whole should the payment structure for 

the NHI fail, as it would essentially render all service providers unable to do their jobs.  

 The poor track record of managing financial transactions in the current health system makes 

the task of ensuring that the payment system for the NHI is effective an extremely difficult 

one. 

Paragraph 102 

ά!ǘ ǘƘŜ ǇǊƛƳŀǊȅ ŎŀǊŜ ƭŜǾŜƭΣ ŀŎŎǊŜŘƛǘŜŘ ǇǊƻǾƛŘŜǊǎ ǿƛƭƭ ōŜ ǊŜƛƳōǳǊǎŜŘ ǳǎƛƴƎ ŀ Ǌƛǎƪ-adjusted capitation 
system linked to a performance-based mechanism. The annual capitation amount will be linked to 
ǘƘŜ ǎƛȊŜ ƻŦ ǘƘŜ ǊŜƎƛǎǘŜǊŜŘ ǇƻǇǳƭŀǘƛƻƴΣ ŜǇƛŘŜƳƛƻƭƻƎƛŎŀƭ ǇǊƻŦƛƭŜΣ ǘŀǊƎŜǘ ǳǘƛƭƛȊŀǘƛƻƴ ŀƴŘ Ŏƻǎǘ ƭŜǾŜƭǎΦέ 

 Determining capitation amounts using a risk-adjusted capitation system requires a detailed 

health information system, which is currently not in place. 

13.2 Unit of Contracting Providers of Health Care Services 

Paragraph 111 

ά! ŦǳǊǘƘŜǊ ǊƻƭŜ ƻŦ ǘƘŜ 5ƛǎǘǊƛŎǘ IŜŀƭǘƘ Authority will be to ensure that services that are planned for are 
adequate and accessible for the population that is located within a defined health district. Initially all 
districts may not be able to participate in purchasing decisions due to capacity constraints. 
bƻƴŜǘƘŜƭŜǎǎΣ ƻǾŜǊ ŀ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜΣ 5ƛǎǘǊƛŎǘ aŀƴŀƎŜƳŜƴǘ ǘŜŀƳǎ ǿƛƭƭ ōŜ ǎǘǊŜƴƎǘƘŜƴŜŘΦέ 
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 άLƴƛǘƛŀƭƭȅ ŀƭƭ ŘƛǎǘǊƛŎǘǎ Ƴŀȅ ƴƻǘ ōŜ ŀōƭŜ ǘƻ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǇǳǊŎƘŀǎƛƴƎ ŘŜŎƛǎƛƻƴǎ ŘǳŜ ǘƻ ŎŀǇŀŎƛǘȅ 

constraints. Nonetheless, over a period of time, District Management teams will be 

ǎǘǊŜƴƎǘƘŜƴŜŘΦέ Does this mean that over time that the proposed single-purchasing system 

will be devolved to the district level?  

 What functions will the district management teams serve both at the initial stage of 

implementation and άƻver a period of timeέΚ    

Paragraph 112 

ά!ŎŎǊŜŘƛǘŜŘ ǇǊƻǾƛŘŜǊǎ ǿƛƭƭ ōŜ ŎƻƴǘǊŀŎǘŜŘ ŀƴŘ ǊŜƛƳōǳǊǎŜŘ ƻƴ ǘƘŜ ōŀǎƛǎ ƻŦ ǘƘŜ ǇŀȅƳŜƴǘ ƭŜǾŜƭǎ 
determined by the National Health Insurance. Accreditation will also take into account the need for 
particular providers within a particular area, type of health services required as well as available 
resources within the district. The District Health Authority will monitor the performance of contracted 
providers within a district and performance will be linked to a reimbursement mechanism that is 
ŀƛƳŜŘ ŀǘ ƛƳǇǊƻǾƛƴƎ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ƛƴ ǘƘŜ ŘƛǎǘǊƛŎǘΦέ  
 

 The Green Paper mentions that ά¢ƘŜ 5ƛǎǘǊƛŎǘ IŜŀƭǘƘ !ǳǘƘƻǊƛǘȅ ǿƛƭƭ ƳƻƴƛǘƻǊ ǘƘŜ ǇŜǊŦƻǊƳŀƴŎŜ 

ƻŦ ŎƻƴǘǊŀŎǘŜŘ ǇǊƻǾƛŘŜǊǎ ǿƛǘƘƛƴ ŀ ŘƛǎǘǊƛŎǘ ŀƴŘ ǇŜǊŦƻǊƳŀƴŎŜ ƻŦ ŎƻƴǘǊŀŎǘŜŘ ǇǊƻǾƛŘŜǊǎέΦ In order 

to do this they will need to have the authority to intervene, be accountable and 

independent. Currently, lower level management in the health sector does not have such 

authority mandates, or the appropriate skills. 

14. Principal Funding Mechanisms for National Health Insurance 

It is difficult to comment on this section as it is lacking in detail. Clarity is required on where the 

funds for the NHI will come from. The burden to be placed on individuals and employers also needs 

to be specified. 

Paragraph 115 

ά!ƴ ƛƳǇƻǊǘŀƴǘ ŎƻƴǎƛŘŜǊŀǘƛƻƴ ƛǎ ǘƘŀǘ ǘƘŜ ǊŜǾŜƴǳŜ ōŀǎŜ ǎƘƻǳƭŘ ōŜ ŀǎ ōǊƻŀŘ ŀǎ ǇƻǎǎƛōƭŜ ƛƴ ƻǊŘŜǊ ǘƻ 
achieve the lowest contribution rates and still generate sufficient funds to supplement the general 
tax allocation to the National Health Insurance. As the National Health Insurance matures, 
consideration will be given to the alignment and consolidation of health benefits offered by other 
ǊŜƭŜǾŀƴǘ ǎǘŀǘǳǘƻǊȅ ŜƴǘƛǘƛŜǎΦέ 

The Foundation would like clarity on how the Department of Health aims to ensure that the 

άǊŜǾŜƴǳŜ ōŀǎŜ ǎƘƻǳƭŘ ōŜ ŀǎ ōǊƻŀŘ ŀǎ ǇƻǎǎƛōƭŜέ given that; 

 only approximately 12.8 million South Africans are employed; 70 percent in the formal 

sector and the remainder in the informal sector, agriculture or private households;14 and 

                                                           
14

 Kane-Berman, J. (ed). 2010. South Africa Survey 2009/2010. Johannesburg: South African Institute of Race Relations, 
p181. 
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 there are only approximately 5.9 million registered taxpayers.15 

 

15. How Much Will National Health Insurance Cost? 

Paragraph 117 

ά¢ƘŜ ŎƻǎǘƛƴƎ ŜǎǘƛƳŀǘŜǎ ǇǊŜǎŜƴǘŜŘ ƛƴ ǘƘƛǎ ǎŜŎǘƛƻƴ ŦƻŎǳǎ ƻƴ ǇǊƻǾƛŘƛƴƎ ŀƴ ƛƴŘƛŎŀǘƛƻƴ ƻŦ ǘƘŜ ŜǎǘƛƳŀǘŜŘ 
resource requirements for achieving universal coverage, based on cost effective delivery of health 
ǎŜǊǾƛŎŜǎΦέ 

 In the past, there has been a consistent tendency to under-estimate the costs of delivering 

public service programmes by various government departments. This has significant 

implications for the sustainability of a vital public service. 

 Making assumptions in terms of costing, despite modelled cost estimates, is premature at 

this stage of the policy process. 

Paragraph 119 

ά¢ƘŜ ŎƻǎǘƛƴƎ ƳƻŘŜƭ ǳǎŜŘ ƛƴ ǘƘƛǎ ǇǊŜƭƛƳƛƴŀǊȅ ŎƻǎǘƛƴƎ ŀŘƻǇǘǎ ǘƘŜ ŀǇǇǊƻŀŎƘ ǊŜŎƻƳƳŜƴŘŜŘ by the 
International Labour Office (ILO), which is: 
Total expenditure = user population X service utilisation rates X unit costs  
It takes account of the population size and how population will grow over time as well as the age and 
sex composition of the current and future population (as young children, the elderly and women of 
childbearing age have greater health service needs). It also takes into account how frequently 
different groups use different health services and how this may change over time, particularly when 
financial barriers to access are removed under the National Health Insurance. Finally, it considers 
how much it costs (now and in future) to provide each type of health service drawing on the current 
costs of provision of public sector services and the need to dramatically improve resourcing of public 
ǎŜŎǘƻǊ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎΦέ 
 

 The costing model said to be used for preliminary costing requires service utilisation rates to 

be known and accurate for the total expenditure necessary for the implementation of the 

NHI. Large amounts of data will need to be collected to identify how frequently different 

groups use different health services.   

 To calculate an accurate costing for health services when άŦƛƴŀƴŎƛŀƭ ōŀǊǊƛŜǊǎ ǘƻ ŀŎŎŜǎǎ ŀǊŜ 

ǊŜƳƻǾŜŘ ǳƴŘŜǊ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜέ is made even more problematic given the 

fact that essentially, under such conditions, demand will increase infinitely in relation to 

supply.  

Paragraph 120 

ά¢ƘŜ ƳƻŘŜƭ ǇǊŜǎŜƴǘǎ ǘƘŜ ŜǎǘƛƳŀǘŜŘ resource requirements using a public sector framework. This 
implies that a defined comprehensive package of services is provided for all South Africans, but this 

                                                           
15

 ibid, p150. 
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package is not specified as in current medical schemes in terms of specific services that will be 
covered (e.g. whether or not chronic medicines for depression are covered). Instead, the 
comprehensive package is defined in terms of individuals having access to primary care facilities and 
to specialist and hospital care on referral. For each of these broad categories of services, there are 
norms in relation to the type of staff that should be employed, equipment that should be available 
and the range of services that should be provided. In addition, it is based on public sector unit costs, 
ōǳǘ ŀǘ ǎǳōǎǘŀƴǘƛŀƭƭȅ ƛƳǇǊƻǾŜŘ ǊŜǎƻǳǊŎƛƴƎ ƭŜǾŜƭǎ ǘƘŀƴ ŀǘ ǇǊŜǎŜƴǘΦέ 

 Where are the additional health care professionals going to come from in order to meet the 

άΨƴƻǊƳǎΩ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ the type of staff that should be employedέΚ 

 There is no mention of the rationing of services which is important given the high demand 

which would result in response to the removal of financial barriers to access.  

Paragraph 121 

ά¢ƘŜ ƛƳǇǊƻǾŜƳŜƴǘ ƛƴ resourcing is phased in over the initial 7 year period (i.e. it is regarded as an 
urgent intervention). The model makes allowance for large increases in utilisation when financial 
barriers to service use are removed under the National Health Insurance (of over 70% in outpatient 

ŎŀǊŜ ŀƴŘ ŀōƻǳǘ ул҈ ƛƴ ƛƴǇŀǘƛŜƴǘ ŎŀǊŜ ŦƻǊ ǘƘƻǎŜ ǿƘƻ ŀǊŜ ŎǳǊǊŜƴǘƭȅ αǳƴƛƴǎǳǊŜŘ ͍relative to their current 
utilisation levels). These projected increases in utilisation are comparable to the extent of utilisation 
increases experienced in Thailand when a universal health coverage system was introduced. It will 
take considerable time for the supply capacity (facilities and health professionals) to grow to 
accommodate such utilisation increases. For this reason, these increases are phased in over a 14 year 
ǇŜǊƛƻŘΦέ  

 Why is the example of Thailand used and how relevant is it to South Africa? Is it not more 

appropriate to use data from the 1996 introduction of free health care to children under 5 

years and pregnant women? 

 ¢ƘŜ ŦŀŎǘ ǘƘŀǘ ƛǘ ǿƛƭƭ άTake considerable time for the supply capacity... to grow to 

accommodate such utilization increasesέ ƛǎ ŜȄǘǊŜƳŜƭȅ ƛƳǇƻǊǘŀƴǘ ǘƻ ƴƻǘŜΦ Lƴ ǊŜŎƻƎƴƛǎƛƴƎ ǘƘƛǎΣ 

how will the NHI phase the opening up of services to the population? 

Paragraph 125 

άLǘ ǎƘƻǳƭŘ ōŜ ƴƻǘŜŘ ǘƘŀǘ ƛƴŎǊŜŀǎŜŘ ǎǇŜƴŘƛƴƎ ƻƴ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ōŜ ǇŀǊǘƛŀƭƭȅ ƻŦŦǎŜǘ 
by the likely decline in spending on medical schemes (as all South Africans will be entitled to benefit 
from National Health Insurance services). In addition, National Treasury is projecting real GDP 
growth of 3.1% in 2010/11, 3.6% in 2011/12 and 4.2% in 2012/13. National Health Insurance will 
require an increase in spending on health care from public resources (general tax revenue and a 
mandatory National Health Insurance contribution) that is faster than projected GDP increases. 
However, the ultimate level of spending on a universal health system relative to GDP (of 6.2%) is less 
ǘƘŀƴ ŎǳǊǊŜƴǘ ǎǇŜƴŘƛƴƎ ōȅ ƎƻǾŜǊƴƳŜƴǘ ŀƴŘ Ǿƛŀ ƳŜŘƛŎŀƭ ǎŎƘŜƳŜǎ όƻŦ уΦр҈ύΦέ  

 The claim that there will a decline in spending on private medical schemes in the short- to 

medium-term following the implementation of NHI lacks any supporting evidence.  
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 Only when the health care provided by the public sector is significantly improved can this be 

expected. The fact that such a task necessarily will take many years means it is likely that 

those who can afford it will continue to spend on private medical schemes for the 

foreseeable future.  

 It is stated previously in the Green Paper that South Africa already spends an above average 

ǇŜǊŎŜƴǘŀƎŜ ƻŦ ƛǘǎ D5t ƻƴ ƘŜŀƭǘƘ ŎŀǊŜΦ ¢ƻ ƧǳǎǘƛŦȅ ǘƘŜ ƛŘŜŀ ǘƘŀǘ άNational Health Insurance will 

require an increase in spending on health care from public resourcesέ ƳŜŀƴǎ ŜƭƛƳƛƴŀǘƛƴƎ ǘƘŜ 

current poor management of funds in the health care sector. This will need to be a 

prerequisite in order for the NHI to justify access to additional financial resources. 

 Surely a costing model cannot be based on GDP projections. Those forecasted numbers have 

already been slashed.  

Paragraph 127 

ά¢ƘŜ ǇǊŜƭƛƳƛƴŀǊȅ ŎƻǎǘƛƴƎ ŜǎǘƛƳŀǘŜǎ ǇǊƻǾƛŘŜŘ ŀōƻǾŜ ƛƴŘƛŎŀǘŜ ǘƘŀǘ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ƛǎ 
affordable for South Africa. However, the present system of fragmentation, associated with the high 
cost, curative and hospi-centric approach and excessive and unjustifiable charges, especially within 
the private health sector is unsustainable. No amount of funding will be sufficient to ensure the 
sustainability of National Health Insurance unless the systemic challenges within the health system 
ŀǊŜ ŀƭǎƻ ŀŘŘǊŜǎǎŜŘΦέ  

 άNo amount of funding will be sufficient to ensure the sustainability of National Health 

LƴǎǳǊŀƴŎŜ ǳƴƭŜǎǎ ǘƘŜ ǎȅǎǘŜƳŀǘƛŎ ŎƘŀƭƭŜƴƎŜǎ ǿƛǘƘƛƴ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŀǊŜ ŀƭǎƻ ŀŘŘǊŜǎǎŜŘΦέ 

The recognition of this fact needs to be expanded upon and used to guide reform in the 

health sector. Indeed, South Africa is already spending an above average percentage of GDP 

on health care and this should give rise to alternative options to reform as opposed to 

discussing only new health care financing mechanisms and ways of generating additional 

funds. 

 It is an analysis and direct response to the deeper structural and systemic issues currently 

plaguing the health care system that need to be addressed ς both of which are missing from 

the Green Paper.       

Paragraph 129 

ά¢ƘŜ ƘƛƎƘ ŎƻǎǘΣ ŎǳǊŀǘƛǾŜ ŀƴŘ ƘƻǎǇƛ-centric system cannot be sustainable not only for the 
implementation of National Health Insurance but also for any form of healthcare financing 
mechanism including the present medical schemes environment. In order to effectively implement 
such a large health systems reform programme, strengthening of the public health system and 
transformation of the health services delivery platform is critical for the success of National Health 
LƴǎǳǊŀƴŎŜΦέ  
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 άIn order to effectively implement such a large health systems reform programme, 

strengthening of the public health system and transformation of the health services delivery 

ǇƭŀǘŦƻǊƳ ƛǎ ŎǊƛǘƛŎŀƭ ŦƻǊ ǘƘŜ ǎǳŎŎŜǎǎ ƻŦ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜΦέ Again this fact needs to 

inform any proposed reform policy for South Africa. This needs to be expanded upon and 

play a more prominent role in future policy documents.  

16. The Establishment of the National Health Insurance Fund 

Paragraph 132 

ά¢ƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ CǳƴŘ ǿƛƭƭ ōŜ ŜǎǘŀōƭƛǎƘŜŘ ŀǎ ŀ ƎƻǾŜǊƴƳŜƴǘ-owned entity that is 
publicly administered. It will be a single payer entity with sub-national offices to manage nationally 
negotiated contracts with all appropriately accredited and contracted healthcare providers. The 
covered services will be defined as a comprehensive package of services that includes personal care, 
health prevention and promotion services. The main responsibility of the National Health Insurance 
Fund will be to pool funds and use these funds to purchase health services on behalf of the entire 
population from contracted public and private health care providers. Nonetheless, a multi-payer 
system in a National Health Insurance will also be explored as an alternative to the preferred single-
funder, single-ǇǳǊŎƘŀǎŜǊ ǇǳōƭƛŎƭȅ ŀŘƳƛƴƛǎǘŜǊŜŘ CǳƴŘΦέ 

 The Department of Health needs to provide evidence showing that a single payer system will 

be more efficient and effective than other systems.  

 Where decentralisation has shown itself internationally to be efficient from a management 

perspective, the Foundation would like to query the use of άƴŀǘƛƻƴŀƭƭȅ ƴŜƎƻǘƛŀǘŜŘ 

ŎƻƴǘǊŀŎǘǎέ.  

 Mentioning that άŀ Ƴǳƭǘƛ-ǇŀȅŜǊ ǎȅǎǘŜƳ ƛƴ ŀ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ŀƭǎƻ ōŜ ŜȄǇƭƻǊŜŘέ 

raises the question of whether the Department of Health, by contemplating two different 

approaches, has another arrangement in mind. This appears unlikely however, given the 

emphasis on a single-payer system in the Green Paper. Is it perhaps mentioned as a sop to 

critics of the latter system? 

Paragraph 133  

ά¢ƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ CǳƴŘ ǿƛƭƭ ōŜ ŀƴ ŀǳǘƻƴƻƳƻǳǎ ǇǳōƭƛŎ Ŝƴǘƛǘȅ ǊŜǇƻǊǘƛƴƎ ǘƻ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ 
Health and Parliament. It will be governed by the relevant statutes. The Fund will be established 
through the passing of enabling legislation and supporting regulations. The Minister of Health will 
ƘŀǾŜ ƻǾŜǊǎƛƎƘǘ ƻŦ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ CǳƴŘΦέ  

 As the NHI Fund άǿƛƭƭ ōŜ ŀƴ ŀǳǘƻƴƻƳƻǳǎ ǇǳōƭƛŎ Ŝƴǘƛǘȅ ǊŜǇƻǊǘƛƴƎ ǘƻ ǘƘŜ aƛƴƛǎǘŜǊ ƻŦ IŜŀƭǘƘ ŀƴŘ 

tŀǊƭƛŀƳŜƴǘέ,  it is assumed it will be subjected to scrutiny by the Standard Committee on 

Public Accounts (SCOPA)?  
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Paragraph 134 

ά¢ƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘ ǿƛƭƭ ŎƻƴǘƛƴǳŜ ǘƻ Ǉƭŀȅ ƛǘǎ ƻǾŜǊŀƭƭ ǎǘŜǿŀǊŘǎƘƛǇ ǊƻƭŜ ƻŦ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳΣ 
such as development of overall health policy, planning to meet changes in the countryΩǎ ƘŜalth care 
needs as determined by changes in population demography, epidemiological profile, health 
technology and any other relevant developments. The Department of Health will also remain a major 
provider of services through its national, provincial and district level structures and facilities. 
Furthermore, the Department of Health will continue to provide non-personal services including 
overall responsibility for infrastructure development and direction of health worker training and 
planning. The responsibility of coordinating the development of overall health plans including 
personal services will be retained within the Department of Health. The National Health Insurance 
Fund will purchase personal services in accordance with the approved plans by the National and 
tǊƻǾƛƴŎƛŀƭ 5ŜǇŀǊǘƳŜƴǘǎ ƻŦ IŜŀƭǘƘΦέ 

 Clarity is required on the exact relationship between the NHI and the Department of Health 

and the ongoing role of the National and Provincial Departments of Health.  

Paragraph 135 

ά!ǘ ǘƘŜ ƴŀǘƛƻƴŀƭ ƭŜǾŜƭΣ ǘƘŜ bŀtional Health Insurance Fund will be managed by a Chief Executive 
Officer (CEO) who will report directly to the Minister of Health. The CEO will be supported by a 
competent Executive Management Team and specific technical committees including the technical 
advisory committee, audit committee, pricing committee, remuneration committee, benefits advisory 
ŎƻƳƳƛǘǘŜŜ ŀƴŘ ƻǘƘŜǊǎΦέ 
 

 The Foundation is concerned that the political accountability structure implied by this 

paragraph is not a suitable structure when such large amounts of money are involved. 

Several governance issues also arise: 

o The reporting lines and oversight lines need to be clarified. 

o The appointment of the CEO needs to be clarified. 

- Will the CEO be appointed through tender or through deployment? 

- What will be the compensation rate of the CEO?  

 

17. The Role of Medical Schemes 
 

 The lack of reference to public-private-partnerships is concerning. This section should deal 

extensively with this; however it fails to do so. 

 How does the proposed NHI system intended to make use of the relatively strong 

administrative and managerial skills and resource in private medical scheme sector?    

Paragraph 137 

άaŜƳōŜǊǎƘƛǇ ǘƻ ǘƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ōŜ ƳŀƴŘŀǘƻǊȅ ŦƻǊ ŀƭƭ {ƻǳǘƘ Africans. 
Nevertheless, it will be up to the general public to continue with voluntary private medical scheme 
membership if they choose to. Accordingly, medical schemes will continue to exist alongside National 
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Health Insurance. However, there will be no tax subsidies for those who choose to continue with 
ƳŜŘƛŎŀƭ ǎŎƘŜƳŜ ŎƻǾŜǊΦέ 

 If medical schemes are to continue to exist alongside the NHI, why has the use of their 

expertise and administrative resources within a multi-payer environment not been 

explored? 

Paragraph 139 

ά¢ƘŜǊŜ ƛǎ ŜȄƛǎǘƛƴƎ ŜȄǇŜǊǘƛǎŜ ǊŜǎƛŘƛƴƎ ƛƴ ǘƘŜ ƘŜŀƭǘƘ ǎŜŎǘƻǊ ƛƴ ǘƘŜ ŀǊŜŀ ƻŦ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ŀƴŘ 
management of insurance funds. Where necessary and relevant, this expertise may be drawn upon 
within the single payer publicly administered National Health Insurance, to ensure that adequate in-
ƘƻǳǎŜ ŎŀǇŀŎƛǘȅ ƛǎ ŘŜǾŜƭƻǇŜŘΦέ  

 Lǘ ƛǎ ǊŜŎƻƎƴƛǎŜŘ ǘƘŀǘ άthere is existing expertise residing in the health sectorΦέ 5ƻŜǎ ǘƘƛǎ ǊŜŦŜǊ 

specifically to that of the private health sector or the public health sector or both?  

 In either case, ǿƘȅ ǿƛƭƭ ǘƘƛǎ ōŜ ŘǊŀǿƴ ǳǇƻƴ ƻƴƭȅ άǿƘŜǊŜ ƴŜŎŜǎǎŀǊȅ ŀƴŘ ǊŜƭŜǾŀƴǘέ as opposed 

to being used in an integrative fashion, such as the formation of public-private-partnerships? 

 Given the fact that the public health sector is hugely under-resourced will this expertise not 

be necessary and relevant in all aspects of health reform?  

 How will the skills of the private sector be accessed? 

18. Registration of the Population 

 Clarification is required regarding:  

o Who is going to register the population? 

o Will undocumented immigrants be denied health care? 

o Who is going to issue the card? 

 

19. Information System for National Health Insurance  

Paragraph 142 

ά¢ƘŜ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ǿƛƭƭ ŎƻƴǘǊƛōǳǘŜ ǘƻ ŀƴ ƛƴǘŜƎǊŀǘŜŘ ŀƴŘ ŜƴƘŀƴŎŜŘ bŀǘƛƻƴŀƭ IŜŀƭǘƘ 
Information System. National Health Insurance information system will contribute towards the 
determination of the populationΩs health needs and outcomes. The information system will also be 
essential for portability of services for the population. The National Health Insurance information 
system will be based on an electronic platform, with linkages between the National Health Insurance 
membership data base (with updated contribution status) and accredited and contracted health care 
providers. The information system will need to be adequately budgeted for in the initial stage to help 
ensure effective implementation. Developmental work will be conducted on a National Health 
LƴǎǳǊŀƴŎŜ ǇŀǘƛŜƴǘ ŎŀǊŘ ŀƴŘ ǎǳǇǇƻǊǘƛƴƎ ƛƴŦƻǊƳŀǘƛƻƴ ǇƭŀǘŦƻǊƳΦέ  
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 The NHI is said to άŎƻƴǘǊƛōǳǘŜ ǘƻ ŀƴΦΦΦenhanced bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴŦƻǊƳŀǘƛƻƴ {ȅǎǘŜƳΦέ What 

constitutes the current National Health Information System and what is the current state of 

the System?  

 Is the NHI really necessary in order to enhance the current National Health Information 

System? 

 Implementing a system of health reform based on an insurance model requires the 

existence of comprehensive data covering the entire population. Thus, the Health 

Information System essentially forms the foundation for what is proposed and will be a large 

determinant of the systems success. Providing only a paragraph on the role of the HIS is 

insufficient and this component needs to be expanded on significantly.   

 ²Ƙŀǘ ƛǎ ǘƘŜ ǊŜƭŜǾŀƴŎŜ ƻŦ ƘŀǾƛƴƎ ŀƴ άǳǇŘŀǘŜŘ ŎƻƴǘǊƛōǳǘƛƻƴ ǎǘŀǘǳǎέ ǇǊƻǾƛŘŜŘ ǘƻ ƘŜŀƭǘƘ ŎŀǊŜ 

providers if the objective of NHI is to provide free care at point of access and if membership 

is mandatory?  

 How will rural hospitals and clinics and those with less infrastructural resources adapt or be 

ǳǇƎǊŀŘŜŘ ƛƴ ƻǊŘŜǊ ǘƻ ŜŦŦŜŎǘƛǾŜƭȅ ƳŀƪŜ ǳǎŜ ƻŦ ŀƴŘ ōŜƴŜŦƛǘ ŦǊƻƳ ǘƘŜ άŜƭŜŎǘǊƻƴƛŎ ǇƭŀǘŦƻǊƳέ 

proposed?      

20. Migration from the Current Health System into the National Health  

Insurance Environment 

Four initial observations are necessary as a precursor to the comments on the individual paragraphs: 

 ¢Ƙƛǎ ƛǎ ŀ ǇƻƻǊƭȅ ŎƻƴǎǘǊǳŎǘŜŘ ΨŎŀǘŎƘ ŀƭƭΩ ǎŜŎǘƛƻƴ ǿƘƛŎƘ ƎƛǾŜǎ ǘƘŜ ƛƳǇǊŜǎǎƛƻƴ ǘƘŀǘ ǎƻƳŜ ƻŦ ǘƘŜ 

detail missing in the previous sections of the Green Paper has been added here as an 

afterthought.  

 There is insufficient prioritising of key interventions. 

 This section comprises claims where positions are not explained and arguments are not 

justified. 

 Management of the public sector, arguably one of the key areas requiring improvement, is 

not discussed in any meaningful manner.  

Paragraph 143  

ά¢ƘŜ ǘǊŀƴǎƛǘƛƻƴŀƭ ǇǊƻŎŜǎǎ ŦǊƻƳ ǘƘŜ ŎǳǊǊŜƴǘ ǘƻ ǘƘŜ ǇǊƻǇƻǎŜŘ bŀǘƛƻƴŀƭ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ ŜƴǾƛǊƻƴƳŜƴǘ 
within the South African health system will require a well-articulated implementation plan. The 
implementation of National Health Insurance will be done in a phased and systematic manner at 
both the national and sub-national levels. The migration period will occur in three phases over the 
fourteen yearǎ ƻŦ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴΦέ  
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 Clarification is required to explain why a time period of fourteen years has been chosen for 

implementation. Fourteen years is equivalent to three terms of Presidency which could 

complicate implementation if there is no ministerial continuity or continuity of senior 

personnel and management staff.  

Paragraph 150  

άLƳǇƭŜƳŜƴǘŀǘƛƻƴ ƻŦ ƘƻǎǇƛǘŀƭǎ ƳŀƴŀƎŜƳŜƴǘ ǊŜŦƻǊƳǎ ǘƘŀǘ ƛƴŎƭǳŘŜ ƎƻǾŜǊƴŀƴŎŜ ǊŜŦƻǊƳǎΣ ƛƳǇǊƻǾŜƳŜƴǘǎ 
in financial management, decentralization of authority associated with hospital management 
ŀǳǘƻƴƻƳȅ ŀƴŘ ŀŎŎƻǳƴǘŀōƛƭƛǘȅΤέ 

 The reference ǘƻ άŘŜŎŜƴǘǊŀƭƛȊŀǘƛƻƴ ƻŦ ŀǳǘƘƻǊƛǘȅ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ƘƻǎǇƛǘŀƭ ƳŀƴŀƎŜƳŜƴǘ 

ŀǳǘƻƴƻƳȅ ŀƴŘ ŀǳǘƘƻǊƛǘȅέ is welcomed. It does, however, contradict many of the sections 

which advocate centralisation and management on a national level. 

Paragraph 154  

άwŜŦƛƴŜƳŜƴǘ ƻŦ ǘƘŜ ǊŜǾŜƴǳŜ Ƴƻōƛƭƛǎŀǘƛƻƴ ǎǘǊŀǘŜƎȅ ŀƴŘ ǇƻƻƭƛƴƎ ǎȅǎǘŜƳǎ ǘƘŀǘ ǿƛƭƭ ōŜ ƛƳǇƭŜƳŜƴǘŜŘ ǘƻ 
ensure National Health Insurance provides the appropriate financial risk protection for the entire 
population and yields the full economies of scale from the publicly administered monopsony structure 
to support the single-purchaser National Health Insurance. This will also include alignment of health 
benefits and tariff system under the Road Accident Fund, Compensation for Occupational Diseases 
and Injuries, Compensation Commission for Occupational Diseases and the Occupational Diseases in 
aƛƴŜǎ ŀƴŘ ²ƻǊƪǎ !ŎǘΦέ  

 This paragraph requires clarity. There is also the question of whether differentiation and 

competition will be allowed within the NHI?   
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Chapter 3: Situation Analysis  

This section examines the performance of the health system in South Africa. It suggests that the 

South African health system is underperforming given the level of health expenditure. In the public 

health system, it appears that the key causes of poor performance are systemic and include 

inefficiency, lack of accountability and governance and poor management. On the other hand, the 

private health system is plagued by market imperfections, lack of price competition and ineffective 

regulation. In particular, the performance of the health system is examined in this section with 

ǊŜƎŀǊŘǎ ǘƻ ƪŜȅ ƘŜŀƭǘƘ ƛƴŘƛŎŀǘƻǊǎ ŀƴŘ ǘƘŜ ŎƻǳƴǘǊȅΩǎ ōǳǊŘŜƴ ƻŦ ŘƛǎŜŀǎe with a view to explaining the 

systemic causes of poor performance. It also assesses the challenges facing the public and the private 

health sectors.  

1. Introduction: Trend ς Poor health outcomes despite high expenditure on 

health  

1.1 The health system in South Africa is underperforming considerably given the level of health 

expenditure. South Africa spends similar, and in some cases considerably more, on health 

care than its peer countries and yet is experiencing poor health outcomes and a rise in the 

burden of major diseases.  

1.2 Figures 1 and 21 ǎƘƻǿ ǘƘŀǘ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƎŜƴŜǊŀƭ ƎƻǾŜǊƴƳŜƴǘ ŜȄǇŜƴŘƛǘǳǊŜ ƻƴ ƘŜŀƭǘƘ ŀǎ ŀ 

ǇŜǊŎŜƴǘŀƎŜ ƻŦ ƎǊƻǎǎ ŘƻƳŜǎǘƛŎ ǇǊƻŘǳŎǘ όD5tύ ƛǎ ǎƛƳƛƭŀǊ ǘƻ Ƴŀƴȅ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ǇŜŜǊ 

countries and countries that South Africa is often compared to, namely Chile, Columbia, 

Mexico, Thailand, Cuba and Brazil, ŀǎ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ǇŜŜǊ ŎƻǳƴǘǊƛŜǎ ŀǎ ǘƘŜȅ ƘŀǾŜ ǎƛƳƛƭŀǊ ǇŜǊ 

capita GDP. 2  

1.3 When comparing health indicators such as life expectancy and maternal mortality (Figures 

3 and 4) it becomes apparent thŀǘ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƪŜȅ ƘŜŀƭǘƘ ƻǳǘŎƻƳŜǎ ŀǊŜ ǎƛƎƴƛŦƛŎŀƴǘƭȅ 

worse than its peer countries and comparable countries with similar public health 

expenditure as a percentage of GDP. In this regard, the Development Bank of Southern 

Africa (DBSA) Roadmap Report also provides further compelling evidence indicating that 

άƛƴ ǇŀǊǘ ǇƻƻǊ ǇŜǊŦƻǊƳŀƴŎŜ ƛǎ ŀ ŦǳƴŎǘƛƻƴ ƻŦ ƛƴŜŦŦƛŎƛŜƴŎȅ ǊŀǘƘŜǊ ǘƘŀƴ ǊŜǎƻǳǊŎŜ ŎƻƴǎǘǊŀƛƴǘǎΦέ3  

                                                           
1
 The Foundation is aware that for some of the graphs, more recent data is available. However we have chosen to use all 

data from the World Health Organisation Statistics 2011 for consistency. 
2
 CIA World Fact Book: https://www.cia.gov/library/publications/the-world-factbook/index.html  

3
  5ŜǾŜƭƻǇƳŜƴǘ .ŀƴƪ {ƻǳǘƘ !ŦǊƛŎŀΦ нллу Ψ! wƻŀŘƳŀǇ ŦƻǊ ǘƘŜ wŜŦƻǊƳ ƻŦ ǘƘŜ {ƻǳǘƘ !ŦǊƛŎŀƴ IŜŀƭǘƘ {ȅǎǘŜƳΩΦ 5ǊŀŦǘ Cƛƴŀƭ 

Report. Available online at: 

https://www.cia.gov/library/publications/the-world-factbook/index.html
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Figure 1: Country comparison of total expenditure on health as a percentage of gross domestic 

product (GDP) (2008) 

 

Source: WHO Health Statistics 2011 

Figure 2: Country comparison of general government expenditure on health as a percentage of 

Gross Domestic Product (2008) 

 

Source:  WHO Health Statistics 2011 

 

                                                                                                                                                                                     
http://www.npconline.co.za/MediaLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20t
he%20reform%20of%20the%20South%20African%20health%20system.pdf, p45. 
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2. Health indicators 

2.1. Life Expectancy at Birth 

2.1.1 Chile, Mexico and Thailand spend 3.3, 2.7 and 3.05 percent of GDP on public health 

respectively (see Figure 2). South Africa spends around 3.3 percent of GDP, yet South 

Africans can expect to live around 20 years less on average than citizens of these 

countries. (See Figure 4 below: WHO Health Statistics: Life Expectancy at birth (years): 

Chile: 79, Mexico: 76, Thailand: 70, South Africa: 54)  

2.1.2 Even after accounting for HIV/AIDS, South Africa significantly underperforms with 

regards to life expectancy.4 

 

Figure 3: Country comparison of life expectancy at birth (2009) 

 

Source: WHO Health Statistics 2011 

  

                                                           
4
 .ŜǊƴǎǘŜƛƴΣ !Φ όŜŘύ нлммΦ ΨwŜŦƻǊƳƛƴƎ IŜŀƭǘƘŎŀǊŜ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΦ ²Ƙŀǘ ǊƻƭŜ ŦƻǊ ǘƘŜ ǇǊƛǾŀǘŜ ǎŜŎǘƻǊΚΩΦ WƻƘŀƴƴŜǎōǳǊƎΥ /ŜƴǘǊŜ 

for Development and Enterprise, p26. 
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2.2 Maternal, Neonatal, Infant and Under-five Mortality  

2.2.1 Performance of the health system regarding maternal mortality 

2.2.1.1 A brief review of maternal-related health policy shows positive and progressive results: 

There are no user fees for maternal and child primary health and South Africa has the 

Choice on Termination of Pregnancy Act5.  

2.2.1.2 However, maternal and child health outcomes do not reflect this progress. (See Figure 

4ύ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƳŀǘŜǊƴŀƭ ƳƻǊǘŀƭƛǘȅ ǊŀǘŜ Ƙŀǎ ǎǘŜŀŘƛƭȅ ƛƴŎǊŜŀǎŜŘ ŦǊƻƳ нол ƛƴ мффлΣ ǘƻ оул 

in 2000, and 410 in 2010 according to the latest World Health Organisation Statistics.6 

{ƻǳǘƘ !ŦǊƛŎŀ ƛǎ ŀƭǎƻ άƻƴŜ ƻŦ ƻƴƭȅ ǎƛȄ ŎƻǳƴǘǊƛŜǎ ƛƴ ǎǳō-Saharan Africa that made no 

ǇǊƻƎǊŜǎǎ ƛƴ ǊŜŘǳŎƛƴƎ ƳŀǘŜǊƴŀƭ ŘŜŀǘƘǎ ōȅ нллуέ7.  

2.2.1.3 Lǘ ǿŀǎ ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ άоуΦп ǇŜǊŎŜƴǘ ƻŦ ǘƘŜ ŘŜŀǘƘǎ ǿŜǊŜ ŎƭŜŀǊƭȅ ŀǾƻƛŘŀōƭŜ ǿƛǘƘƛƴ ǘƘŜ 

ƘŜŀƭǘƘŎŀǊŜ ǎȅǎǘŜƳέ8 and two of the major causes of maternal death, namely, 

ƘȅǇŜǊǘŜƴǎƛƻƴ ŀƴŘ ƘŀŜƳƻǊǊƘŀƎŜΣ άŀǊŜ ǇǊŜǾŜƴǘŀōƭŜ ǿƛǘƘ ƎƻƻŘ ŎŀǊŜ ōŜŦƻǊŜ ŀƴŘ ŘǳǊƛƴƎ 

ŘŜƭƛǾŜǊȅέΦ9  In the era of effective ARVs, one could make a case that HIV/AIDS related 

deaths might also be avoidable.10   

2.2.1.4 For South Africa to achieve the Millennium Development Goal (MDG) on maternal 

mortality the Maternal Mortality Rate (MMR) would have to be reduced to 38 per 100 

000 by 2015.11 

2.2.2 Systemic causes of high maternal mortality 

Reports and investigations have shown that the causes of these poor maternal health 

outcomes are systemic and include poor quality of care by nurses, poor management, 

lack of appropriate and effective accountability and governance structures, and poor 

monitoring and evaluation.12  

                                                           
5
 Chopra, M. et al. 2009. Ψ!ŎƘƛŜǾƛƴƎ ǘƘŜ ƘŜŀƭǘƘ aƛƭƭŜƴƴƛǳƳ 5ŜǾŜƭƻǇƳŜƴǘ Dƻŀƭǎ ŦƻǊ {ƻǳǘƘ !ŦǊƛŎŀΥ ŎƘŀƭƭŜƴƎŜǎ ŀƴŘ ǇǊƛƻǊƛǘƛŜǎΩΦ 

The Lancet 374, 1023-1031, p1023-1025. 
6
World Health OrƎŀƴƛǎŀǘƛƻƴΦ нлммΦ Ψ²ƻǊƭŘ IŜŀƭǘƘ {ǘŀǘƛǎǘƛŎǎ нлммΩΦ !ǾŀƛƭŀōƭŜ ƻƴƭƛƴŜ ŀǘΥ 

http://www.who.int/gho/publications/world_health_statistics/EN_WHS2011_Full.pdf, p 70. 
7
 HuƳŀƴ wƛƎƘǘǎ ²ŀǘŎƘΦ нлммΦ Ψά{ǘƻǇ aŀƪƛƴƎ 9ȄŎǳǎŜǎέΦ !ŎŎƻǳƴǘŀōƛƭƛǘȅ ŦƻǊ aŀǘŜǊƴŀƭ IŜŀƭǘƘ /ŀǊŜ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΦΩ !ǾŀƛƭŀōƭŜ 

online at: http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pdf, p13 
8
 b//9a5Φ Ψ{ŀǾƛƴƎ aƻǘƘŜǊǎ нллр-нллтΥ CƻǳǊǘƘ wŜǇƻǊǘ ƻƴ /ƻƴŦƛŘŜƴǘƛŀƭ 9ƴǉǳƛǊƛŜǎ ƛƴǘƻ aŀǘŜǊƴŀƭ 5ŜŀǘƘǎ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΩΦ 

Available online at: http://www.doh.gov.za/docs/reports/2007/savingmothers.pdf  
9
 5ŜǾŜƭƻǇƳŜƴǘ .ŀƴƪ {ƻǳǘƘ !ŦǊƛŎŀΦ нллу Ψ! wƻŀŘƳŀǇ ŦƻǊ ǘƘŜ wŜŦƻǊƳ ƻŦ ǘƘŜ {ƻǳǘƘ !ŦǊƛŎŀƴ IŜŀƭǘƘ {ȅǎǘŜƳΩΦ 5ǊŀŦǘ Cƛƴŀƭ wŜǇƻǊǘΣ 

p5. 
10

Chopra, M. et al. нллфΦ Ψ{ŀǾƛƴƎ ǘƘŜ ƭƛǾŜǎ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƳƻǘƘŜǊǎΣ ōŀōƛŜǎΣ ŀƴŘ ŎƘƛƭŘǊŜƴΥ Ŏŀƴ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŘŜƭƛǾŜǊΚΩΦ 
The Lancet 374, 835-846, p 836. 
11

 Chopra, M. et al. Ψ!ŎƘƛŜǾƛƴƎ ǘƘŜ ƘŜŀƭǘƘ aƛƭƭŜƴƴƛǳƳ 5ŜǾŜƭƻǇƳŜƴǘ Dƻŀƭǎ ŦƻǊ {ƻǳǘƘ !ŦǊƛŎŀΥ ŎƘŀƭƭŜƴƎŜǎ ŀƴŘ ǇǊƛƻǊƛǘƛŜǎΩΦ The 
Lancet 374, 1023-1031, p1024.  
12

 b//9a5Φ Ψ{ŀǾƛƴƎ aƻǘƘŜǊǎ нллр-2007: CƻǳǊǘƘ wŜǇƻǊǘ ƻƴ /ƻƴŦƛŘŜƴǘƛŀƭ 9ƴǉǳƛǊƛŜǎ ƛƴǘƻ aŀǘŜǊƴŀƭ 5ŜŀǘƘǎ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΩΦ 
Available online at: http://www.doh.gov.za/docs/reports/2007/savingmothers.pdf and IǳƳŀƴ wƛƎƘǘǎ ²ŀǘŎƘΦ нлммΦ Ψά{ǘƻǇ 
aŀƪƛƴƎ 9ȄŎǳǎŜǎέΦ !ŎŎƻǳƴǘŀōƛƭƛǘȅ ŦƻǊ aŀǘŜǊƴŀƭ IŜŀƭǘƘ /ŀǊŜ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΦΩ !ǾŀƛƭŀōƭŜ ƻƴƭƛƴŜ ŀǘΥ 
http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pdf and Chopra, M. et al. нллфŀΦ Ψ{ŀǾƛƴƎ ǘƘŜ ƭƛǾŜǎ ƻŦ 
{ƻǳǘƘ !ŦǊƛŎŀΩǎ ƳƻǘƘŜǊǎΣ ōŀōƛŜǎΣ ŀƴŘ ŎƘƛƭŘǊŜƴΥ Ŏŀƴ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŘŜƭƛǾŜǊΚΩΦ The Lancet 374, 835-846. 

http://www.who.int/gho/publications/world_health_statistics/EN_WHS2011_Full.pdf
http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pdf
http://www.doh.gov.za/docs/reports/2007/savingmothers.pdf
http://www.doh.gov.za/docs/reports/2007/savingmothers.pdf
http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pdf
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Figure 4: Country comparison of Maternal Mortality Ratio (MMR) (per 100 000 live births) (2008) 

 

Source: WHO Health Statistics 2011 

2.2.3 Performance of the health system regarding neonatal, infant and under-five mortality 

2.2.3.1 The neonatal, infant and under-five mortality rates all show South AfrƛŎŀΩǎ ƭŀŎƪ ƻŦ 

progress in reducing these rates from 1990 to 2009. (See Figures 5, 6 and 7 below).  

2.2.3.2 In all cases for South Africa, the rates are either marginally reduced or remain the same, 

compared to the drastic reduction of rates in other comparable and developing 

countries.  

2.2.3.3 As is the case with maternal mortality, a striking number of neonatal, infant and under-

five deaths are classified as avoidable.13   

2.2.4 Systemic causes of poor neonatal, infant and under-five health outcomes 

The poor health outcomes related to neonatal, infants and under-fives are largely 

attributable to poor management, lack of qualified health personnel and poor quality of 

nursing.14  

 

 

 

                                                           
13

Chopra, M. et al. нллфΦ Ψ{ŀǾƛƴƎ ǘƘŜ ƭƛǾŜǎ ƻŦ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƳƻǘƘŜǊǎΣ ōŀōƛŜǎΣ ŀƴŘ ŎƘƛƭŘǊŜƴΥ Ŏŀƴ ǘƘŜ ƘŜŀƭǘƘ ǎȅǎǘŜƳ ŘŜƭƛǾŜǊΚΩΦ 
The Lancet 374, 835-846, p836. 
14

 ibid. 
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Figure 5: Country comparison of progress made in neonatal mortality rate (per 1000 live births) as 

at 1990 and 2009. 

 

Source: WHO Health Statistics 2011 

Figure 6: Country comparison of progress made in infant mortality rate (probability of dying by 

age 1 per 1000 live births) at 1990 and 2009 

 

Source: WHO Health Statistics 
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Figure 7: Country comparison of progress made in under-five mortality rate (probability of 

dying by age 5 per 1000 live births) at 1990 and 2009 

 

Source: WHO Health Statistics 

 

2.3 HIV/AIDS 

2.3.1 Performance of the health system regarding HIV/AIDS 

17.8 percent of South African adults aged 15-49 are HIV positive. This is especially 

significant compared to the average for sub-Saharan Africa of 5.0 percent.15  

2.3.2 Causes of the high percentage of HIV positive South Africans 

2.3.2.1 The poor historical response to the epidemic, namely denial and ineptitude16 is largely 

ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ {ƻǳǘƘ !ŦǊƛŎŀΩǎ ƘƛƎƘ ǇǊŜǾŀƭŜƴŎŜ ƻŦ IL±κ!L5{Φ  ό{ŜŜ Figure 8) 

2.3.2.2 ά¢ƘŜ ŎƘŀƴƎŜ ƛƴ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƛƴ нллу ŀƴŘ ǘƘŜ ǎǳōǎŜǉǳŜƴǘ ŜƭŜŎǘƛƻƴǎ ƛƴ нллф Χ have 

ŎǊŜŀǘŜŘ ƴŜǿ ƘƻǇŜ ǘƘŀǘ ǘƘŜ ŎƻǳƴǘǊȅ ǿƛƭƭ ǊƛǎŜ ǘƻ ǘƘŜ ŎƘŀƭƭŜƴƎŜǎ ƻŦ IL±έ17. Such progress is 

ǊŜŦƭŜŎǘŜŘ ƛƴ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ IŜŀƭǘƘΩǎ IL± /ƻǳƴǎŜƭƛƴƎ ŀƴŘ ¢ŜǎǘƛƴƎ όI/¢ύ ŎŀƳǇŀƛƎƴΦ  

                                                           
15

 ¦b !L5{Φ ΨDƭƻōŀƭ wŜǇƻǊǘΦΩ !ǾŀƛƭŀōƭŜ ƻƴƭƛƴŜ ŀǘΥ 
http://www.unaids.org/documents/20101123_GlobalReport_Annexes1_em.pdf 
16

 Abdool Karim, S.S. et al. нллфΦ ΨIL± ƛƴŦŜŎǘƛƻƴ ŀƴŘ ǘǳōŜǊŎǳƭƻǎƛǎ ƛƴ {ƻǳǘƘ !ŦǊƛŎŀΥ ŀƴ ǳǊƎŜƴǘ ƴŜŜŘ ǘƻ ŜǎŎŀƭŀǘŜ ǘƘŜ ǇǳōƭƛŎ 

ƘŜŀƭǘƘ ǊŜǎǇƻƴǎŜΩΦ The Lancet 374, 921-933, p921 
17

ibid, p922. 
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