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Executive Summary

The Helen Suzman Foundation (hereafter: Foundati@igomes the opportunity to engage an
open debae on strategic health reform. The Foundateees this opportunity as a way to foster
greater collaboration and critéd, yet constructive, dialogugetween civil society and government in

terms of the policymaking process.
/| KIftSy3asSa FIFOAy3a {2dziK ! FNAOIFI Qa KSIfiK aeadsSy

The Department of Health Beclearly madeignificant gains in certain area$ 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,samde

cases morgon health care than its peer countrieand 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 Btional Health Insurance @N) Green Paper fails to providevidencebased links
between the poor health outcomes and tineauses The Green Paper cites the ttiered health

system and inequalities between the public and the private sector as the root causes of the majority
ofSouthh TNA OF Qa LI22NJ KSIf0iK 2dzio02YSad 2KAfS GKSasS 7
equalty in society, this propositiofails to take into account #systemic, institutional problems

evident in both the public and the privatesalth systems. The pbéemsin the public health system
include: lack of governance and accountability, ineffective monitoring and evaluation, poor
management, ovecentralisation, lack of implementation of existing policiasd corruption. The

issues resulting in rising costad inefficiencies faced by the private sector include: market
imperfections, a lack of price competition and lack of effective regulatiimetheror notthese

issues can be resolved by the introduction of a NHI schremainsunclear.
Review of the Gren Paper

The Foundation finds that the Green Paper is characterised by statemahtdaams which are not
supportedby evidence or appropriate references. The Green Paper also lacks much of the detail
required to provide a more engaged response to thaqyogbroposals. A primary concern is that the
apparent lack of a comprehensivevidencebasedplan couldresult in further deterioration of the
health system. It is imperative that clear and relebvidence is provided to demonstratteat the

policy promsals of the Geen Paper will improve the abilif South Africans to access health care.



Constitutional andhuman rights implications

G{SOGA2Y H 2F GKS /2yaidAraiddzianzy NBIFIFFANNXa GKI
that law or condat 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
O2yaidAaiddziA2yl f A &™Mnthisfdgarditlie DephiiBri & Mditedds tB shdwéthat

the policy proposals outlined in the Green Paper will positively assist the state in the progressive
realisation of the right to access health camshrined in 8ction 27 of the ConstitutionSimilarly,

the Department of Heléh needsto ensure that the Green Papproposals are in accordance with

the Constitution A particular are@f concern in this regard the potential for the undermining of

the constitutional rights and decisiemaking powers of the provinces
The importance ofpublic 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 agual measure of open debate in the polityking process and
resource capacity in the implementation stage. The Department of Health appears to have
presented an already definggroposal drafted with minimal public and stakeholder consultation. As

a resul, the Foundation seethe Green Paper rather as the first step towards health refomith

spacereservedfor further consultative development of the detand scope for creative thought.
The goal of universalaverage

Universal coveragm health carecan be described as a system whereby all citizens have access to
guality health care when needed and are not exposerdiinousfinancial risk when accessing it. It
could be argued that South Africa already provides universal coverage by virtue of thet twoe
tiered health systemOn the one handhe tax funded public system provides coverage to those
who are unabldo afford private health care. On the other hand, formally employed individuals and
those able to afford it, are covered by the private hkaector via contributions to medical
schemesThe problem is thus rather one of access and quality than lack of coverége .key
guestionthen is:what are the most important and critical steps to take in working towards
improving access tquality hedth careand what are the most relevant pagjienechanisms for

achieving them?

! Navsa JA iBemocratic Alliance v President of the Republic of South Africa ands(268/11)[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 thed&n 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 administratfoyyld bedecentralised,
andmusttake along term vew. Managers must be traineahd 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 e#adticisions are

thosemade 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
decidedon and implemented. It is vithlowever, that reforms are discuss@nd debated in a
transparent mannerwith broadbased consultatiomnd sober acknowledgement of the real
challenges facing the health care system. Mést that this is the start of an open discussion on the
best way to move forward to ensuimprovementin access taguality health care for all South

Africans.
Key pointsmade in this submission:

e The Green Paper forMHIlin South Africa must be seen as the first step in opening up
genuine debate as how best to reform the health system and satfaal model requiring
only minor adjustments.
e Systemic issues in the health system relating to lack of accountability and governance, poor
management and inefficienciesnot the two tiered health system and inequalities between
the private and public hedth systemg need to be recognised as the primary reason for
{2dziK ! TNAOI Qa AYySFFSOGAOBS YR AYSTFFAOASYU K
e Appropriate management across all levels of the health system and decentralised
governance structures are crucial for effectively refaryf 3 { 2 dzi K ! TNRA Ol Qa KSI
e The issue ohccesdo 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.
e The NHI must be seen as a ldegn goal inimproving the institutional efficiency of the

health system and a complementary tool in the larger process of strategic health reform.



Shortterm goals attending to issues of quality and efficiency, particularly in the public
health sector, should be priised 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 develpments inthe health care debate so &s avoid misinformation and
disaffected public opinion.

Given the importance of up-date data and information, the National Health Information
System needs to be vastly improved and upgraded so as to ensure &l palposals are
based on reliable eviden@nd 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 sectemeeds to be developgkand serve as the foundation farnational
health reform programme.

The exact sources of finangi for the proposed system nedd be outlined and further
debateneeds to take placeegarding decision betaenthe implementation of a singler
multi-payer system.

Tax mplications a meanef funding health care reform neetb be clearly outlined.

It is an imperative that any reform to the health care system at a national éeveplies
with the Constitution In particular the constitutional rights and decisiemaking powers of

the provinces need to be upheld.



Chapter 1: Introduction

1. ¢ KS C 2 dzysibmissior afdiganisational mandate based on

1.1.

1.2.

1.3.

constitutional values

The mission of the élen Suzman Foundatios to defend the values that underpin our

liberal constitutional democracy and to promote respect for human rightsa human

right enshrined in the Constitution of Soutlfriéa, health care is an ar¢hat the

Foundationhas necessarily become involved in. In 26@®Foundatiorbroadened its

scope of worland enterecthe health debate by holdingw 2 dzy Ri I 6t S Sy dAidf SR
| SI £ 0K imparf2aNMé O2y asSljdsSy0S 2F (GKS ftlodzy OK 2F
NHL.SIOS G KSy X G Kubrk @uddyh&althihasFoguSail on unpacking the issue

of health care and the health system in South Africa in preparation for the release of
official policy documentatiolby the National Department of Health

By all accountthe policy processes underpinning national health reform have thus far
been fragmented and where sound, poorly implementetiile 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 sect@e are also prouaf the number of

highly respected Researchli®ws who provide us with a constant connection to
developments across the sector.

The release of the Green Paper marked an importamtgaiterms of oncentrating and
OKIyyStfAy3a iesodcei@ndugsrilcamin@nya@aiof debate: reform of the
health sector. Since its releadbe Foundation has energeticafiycuseditself on

reviewing, analysing and formulating a responseht® document.

2. Green Paper releaseq 12" August, 2011

2.1.

The main purpose of the submission is to provide a respombih is underpinned and
strongly informed by the values assumed by our constitutional democtatlye policy
options contained within ta Green PaperThe Foundatioseesthis opportunity as a
means offostering greater collaboration and critical, yet constructive, engagement

between civil society and government in terms of the peticgking process. Our objective



in this submission i® aid in opening up debate in order for the most appropriate policies

concerning health care reform to be implemented.

3. ¢ KS C 2 dzfiniial iedpéngeQaithe release of the Greeraper

3.1. The Foundatiomeleased a public statement on the™af Augus, 2011 following the
NBfSIFHaS 2F (G4KS DNBSyYy t I LISN® ¢KS aidlisSySya Oz
FOly26f SRAISYSYyG 2F (G4KS LINRPofSya TFTFOAy3d (KS K
intention to enhance the woikgs of the system. Howevénjtial concernsvere raised
after reading the document. Thesencernsncluded thefollowing:
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 deficiscross a wide range of functional assiaeed to be urgently
addressedand a coherent human resource strategy needs to be implemented.
3.1.3. The relationship between public and private sedtealth careproviders needs to be
debated ancclarified.

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

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 oféhGreen Paper. Subsequently, tHelen Suzman
Foundationsubmitted a letter to the Minister of Health on tHg" of September, 2011
urging the Department of Health to reasonably extend the time allocated for public
consultation. After receiving a written responem the Minister of Health informing the
Foundation that theconsultation period was extended to the 3af December 2011we
were satisfied and hopeftihat the process of engaging with government on thatter of

health reform indeed hadpotential to be fruitful.

4. Health Care Policy in South Africa and the NHI

4.1. The idea of &NHIfor South Africa is not a new dor that matter, a uniquely ANC policy
proposal, with numerous policy initiatives haviingestigated the possibilitof 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-p934.

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

Aa RAFTTFAOMA G G2 2dadATe 3IAGSYy GKIG AdG Aa 6AR



4.3.

comprehensive and sogron paper. As Still (2001 y23Sa aidKSNBE asSSvya

consensus that while Deparent of Health Policies introduced since 1994 have been good
they have been poorly implemented and that resources allocated have not been used

2 LIG0A YTt ec¢

This begs the question as to what relevance such an overarchinigigimg centralised
bureaucraticpolicy 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 sédtothus

the strengthening and reorientation 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 ba framed

5.1.

5.2.

5.2.1.

Underlying and implicit (and at times expli@tpposalswithin any policy documensia set

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

02

/| 2yaiAlddziazy G G§KS KSI Ndeals?tie Gfeeéndapkr assdmed O Q&

the proposed NHkia suitable vehicle for therogressiveealisation of rights and the
progression towards equaliiy health care.
Althoughpolitical values are inherently present in and inform poltbgy cannot be
o SNI 221 SR LG dodcerritKaScer@ia palfical mbthvés ge@ralie driving
the present proposal, serving to undermine the noble intentions cdlafor health care
NBT2NYVO ¢ K Sconceendzfdtheifolovifigd a
Relative immedacy of implementation:
The Foundatioseesthe 14 year timeframe for implementation to be a positive
approach which would allow for the maturing leealth reform policy. Howevethe
immediate implementation envisaged of what, at this stage, is an incetegtrategy
or goal is cause for concern. In light of the radical refooostained in the Green Paper
which form the core of the proposed NHI, namely,
a) a complete transformation of healthcare service provision and delivery;
i) the total overhaul dthe entire healthcare systenn;

i) the radical change of admistration and management;

1Sti|l, L. 2011. Health Care iouth Africa 2011. Profile Media, p 54
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iv) the provision of a comprehensive package of care underpinned by a re
SYaaAySSNBR t NRYIFNE | SFfGK /I NB¢
the time in which the commencement of the NHI legiskatprocess is said to begin
January?2012¢ isunreasonably premature. That the time period for public consultation
has been extended to Iecember is a factor that shoulahpact upon the proposed
legislative process. However, simply putting that proaagsby 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. Fingerpointing and faultfinding
¢KS DNBSY t I LISNI I aa Stddhdalthlcéte siistefn Basaedlted i NA O Q3
GKS KSFIfOdK aSO02NI AiaStF 0SO2YAy3a adzyadzail ;2
curative or hospO S y . Mihilétidese observations may undermimgtempts at
creating equalityin society, it cannot be citeals 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 statéisali  bedddichale for introducing Natiwal Health Insurance is
therefore to eliminate the current tiered system where those with the greatest need
KFEaS GKS tSFad | O00Sa4ThathiRargumenhsy feddedo K 2 dzi O3
inform and motivate in favour of certain proponents of the prepd NHI, in particular
the idea of a singkpurchaser, singlpayer system, is concerning. The main problem
with this argumentin the context of health reforipis that itremoves theemphasis
from consideringleeper structural problems which greatly irgluce the health care
system and derioritises them(These problems include poor management and
corruption)
5.2.3. Taking control othe health sector
It is important to differentiate between a health care system which is rendered by the
state and onewhich is ceordinated 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 rutaban divide and high level of social
inequality. Yet it apears to be what is being prescribed in the Green Paper. The idea
GKFIG aGKS DblraAz2zyrft | SFHEGK Lyadz2NIoveef CdzyR 4

% National Department of Health. 2011. National Health Insurance in South Africa, Green Paper, p.5, paragraph6.
% ibid, p.6, paragraphl2
*ibid, p.15,paragrap!s0.
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Syidade GKIG Aa Lzt AOFffe PiRsdeghteininSmNE RE | y |
lightofthefadi G KF G RSALIAGS { 2dzi K ‘oastpdityQa ISy SNI €
documents... such high standards are often met with poor implementation outcomes
and a political system which is still struggling to (achieve) transparency and
I O 02 dzy & wishaut taisi @nd 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 obligain of health care provision oto the NHI
The implementation o& NHI for South Africa was the second item on the list of the
5SLI NIYSyd 2F 1SFHfGKQa mn t2Ayid tflyd ¢KAA
standalone concept, but rathepart of a broader process of health care reform.
However, the Green Papand various public comments made by thepgartment of
Healthpoint towards the proposed system afectivelysynonymous with, and a
substitute for, the national health system itself. Importantly, iliik S C 2 dzyi€ G A 2y Qa
that the proposed NHI shouldhbe understood or touted as an end in itself, but rather
explicitly defined as part of a strategic exploration into viable optiongfpanding
access to health camnd 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:
e Affordable
o Effective
o Efficient

e Sustainable over the loAgrm.

6.2. The ideal health policy for South Africa would indeed be onedbdtessegad of these
factors in a singland comprehensive framework. Creating such a policy, particularly in the
complex arena of public health, requires both stiéfint time and partigation as well as
input from a multitude of stakeholders. Crucialtyoad 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 Papeeats ssues relating to each of

®ibid, p.41, paragraph132.
® AustinEvelyn, K. 2011. Affordable Health Care for all South Africans: the National Health Insurance Green Paper.
Available online athttp://www.consultancyafrica.com/
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6.3.

what the Foundation identifieas the four prerequisitested abovefor an appropriate

health policy for South Africa.

The motivation of this submission thus, to engage withi KS 5 SLJ NI YSy 4 2F 1 S
proposals irorder to facilitatethe establishment o&n appropriate direction in which to

steer the health care reform debatas well as ensurinipat the choices made regarding

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

7. { GNYzOOGdzNBE 2F (GUKS C2dzyRIFGA2y Q& &dz YAa

7.1.

7.1.1.
7.1.2.
7.1.3.

7.1.4.
7.1.5.

7.1.6.

The following submission deals with:
A paragraph by paragrapeview d the Green Paper withomments and queries
I {AbGdzk GA2Yy ' yLEteara SEFYAYAYI (KS LISNF 2NN
A considerationof 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
A discussion of the importance of lplic consultation in the development of policy
An analysis of the idea of universal health coverage and its relation to the proposals in
the Green Paperand

An outline of the appropriate management required for health system reform.

13



Chapter 2:NHI Green Paper Review

In general;

The Foundation finds that the Green Paper is characterised by statemeatslaims which

are not supportedoy evidence or appropriate references.

e The GreerPaper lacks the detail required to provide a more engaged response to the policy
proposals.

e The Foundation is concerned that the apparent lack of a comprehemsikEencebased
plan will result in further deterioration of the health system.

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

evidence to prove that the interventioof the NHI will improve the abilitgf South Africans

to access health care.

This section reviews the National Health Insurance Green Paftdrgssing each section as it is
laid out in the Green Papéddnless 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

G{2dzi K ! FNR Ol A Aucihgyan idnkvativa IR0 & Acklth@are finAngitig MEhRar

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 phasdd over a period of 14 years. This will entail major changes in the service

RSt AGSNE aA0GNHzOGdzNBasX FTRYAYAAUNI GAGBS YR YIFylF3Sys§

e TheNHlisdescribedhere@d v AYyy 20 GA GBS adeadESy 1257 (KKSS falexkadil

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

G¢KS bl L Aa Ay dr&omrtBaRwilliingrove Nkvicedprolisiof. dziill promote equity
and efficiency so as to ensure that all South Africans have access to affordable, quality healthcare
services regardless of theirso@d02 Yy 2 YA O A G| (0 dza o€

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

needs to be add¥rssed from a reform perspective. Howevitre NHI is not and cannot be

14



arguedto bea necessary means of addressing this problem (and many others in the health
care system). If serviggovision 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
G¢KS OdNNByild aeaidsSy 27F KSI f-tiekdDwitNBreldively largf OAy 3 Ay {
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 orrasut of their employment
conditions. It only benefits those who are employed and are subsidised by their employtrshe
State and the private sector. The other portion is funded through the fiscus and is mainly for public
sector users. This meattst those with medical scheme cover have a choice of providers operating
AY GKS LINAQGFGS aSO02N ¢KAOK Aa y20 SEGSYRSR (2
e The twotiered structure of the health care sector in South Africa is described as creating a
divide betveen those who can and cannot afford private health care. The implicit idea is that
private health cares unjust andshould essentially be esded to the entire population
However, this valuéaden assumption diverts attention from the fact that:
0 A twotiered system is not necessarily a negative appto® providing health care
(it isin factquite common in the provision of universal coverage), and
0 To alarge extent the private health care sector exists as a response to the failed

public health sectn

Paragraph 5
G¢KS {2dziK ! FNAOIY KSIfdK a2adSy A& AySldadlof S
access to health services. There is recognition that this system is neither rational nor fair. Therefore,
NHI is intended to ensure thall &outh 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 fo
healthcare services. This model of delivering health and healthcare services to the population is well
I OOSLII SR RSAONAROSR IyR ¢gARSt& LINBY2(GSR o0& GKS 2
e ¢ KS y 2 Xnh2 Fouth Kfrican health systenkiy’ S |j dzx ¥ liRéitlieSrational nor
T | RoMiE 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 séund
expensive The impact this would have on paite sector health provision is potentially
disastrousand 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 #harticulation of the public and private sectors, where they touch, are

mutually supportive and are symbiotically intertwined.

15



e Referring to the NHI ther@enPaperstatesd ¢ KA & Y2 RSt 2F RSt AGSNAy 3 |
services to the population is well accepted, described and widely promoted by the World
I SFEGK hNBFYA&aLl GA 2 Yhislstatemeny is @idesding &nd idcdr@&. Ml 3 S o ¢

suggests that a NHI systensigmmonymous with the provision of universal coverage.

Ly FILO0G GKS 21 h OfSIFINIeée y2G8a GKIFIG aG§KSNB | N2
institutional and organisational arrangements used to ensure funds are raised, pooled and

used to purchaser 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 desdrifieé

Implying that what is proposed by tha&&n Papeis 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 tagtugy and risks turning the

debate into a political standoff.
2. Problem Statement

Two initial observations are necessary:

e This section ventures beyond policy into politi€his is polemical in nature antkates
difficulties for responses on a policy level.

e There is limited discussion of the socioeconomic determinants of poor health, and medical
issues are described in isolation from heahHuencing societal is&s (e.g. domestic

violence, alcohol caumption, povertyeducation etc.).

Paragraph 7
Gt NA2NJ 02 GKS mdoppn RSY2ONIGAO OoNBI]TIKNRIzZAKE { 2 dz
along racial lines. One system was highly resourced and benefitted the white minority. The other was
systematially underresourced and was for the black majority. The Constitution has outlawed any
form of racial discrimination and guarantees the principles of socioeconomic rights including the
NAIKG (G2 KSIFfOoGK®E
e The point that the South African health systemidy@x RS & A 3y SR | f dbgsAot NI OA | f
take into account the complex nature of the health systemthe historically rather
LISNBSNBS LREAGAOIT dazfdziAzyaé OGKIG 6SNBE SYo
e The Foundation rejects this racial reduction as the health system was also fractured along

spatial, regional, geographical and class lines.

! Carrin, G., Mathauer, I., Xu, K. and Evans, D. 2008. Universal Coverage: Tailoring its Implementation. Bulletin of the World
Health Organisation. Available online http://www.who.int/bulletin/volumes/86/11/07-049387/en/index.html
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Paragraph 8
G!' 0GSyLJia G2 RSIE ¢AGK GKSaS RAALINARGASE | yR (2
fourteen health departments (serving the four race groups, including the ten Bantustans) did not fully
addrgs:i the inequities. Prpblems Iipkgd to healltrl financing tvhavt are biaseg tgwards the privileged few
KIS y2u4 0SSY |FRSIldzraSfé | RRNSaaSR®E
e The latter satement implies that there is a lack of cremsbsidisation in the health care
system. Whether one finds suitable cremsbsidisation, however, depends on the
assumptions used in the calculations:
e J. Ataguba and D. Mclintryre (2009) support the statemettiénGreen Paper as they
02y Of dzZRS G KI G &l KSNBdzd@BA RA HISYSNY t A O] S 22 ONNI
¢ However, Dr Nicola Theron (Econex), Johann van Eeden (Econex) and Barry Childs
O[ AAKGK2dzaS ! Olidzk NAI f / éhgedziolanalyse the findRSY 2 y & (1 NI
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
aOLy(d&NB8 LI LISNIE
e Theronetald K2 ¢ thekcondlusian reached by [Ataguba and Mcintyre] that the
distribution of funding contributions across so@oonomic groups is very similar to the
RAAGNROdziA2Y 2F KSIf fKOFNB o6SySFAailasz Aa yz2ia
e Theronetald FAY R GKI G GKS Nibsidisasion i thatgtdl SoltOAfrcan ONR a & &
KSIHtGdK &eéai Sy > astieRctestNaindi& contrdutesI@2B Ndrcent to total
healthcare financing while receiving 36 percent of the health benefits, and the poorest
quintile contributes 1 percent tootal health care financing while receiving 12.5 percent of
the total health benefits.
e In addition, it is interesting to note the racial profile of those who are covered by Medical
Aid:

“Theron, NetalH nncp® WCAY |
Finding Significant Cross Subsid&afi A
Association of South Africa, p1.
3.
ibid.
*ibid, p11.
®ibid, p12.
®ibid, p2.

OAy3 FYyR .SySFAG LYOARSYOS 1 ylfaah
i K I St 4K { @Rriiaf HospitblRaviewy 2009kspiialz  t 2

<<
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Table 1: Medical aid coverage by race 2609

9% of the African poputen of 39136200 =3522258

21.4% of the Coloured population o#83100 =948 683
42.6% of the Indian population of279100 =544 897

74.3% of the White population of4i72100 =3 322 770

Paragraph 9

Gt 2ad modbdn FGGSYLIGa G2 GNIyaFz2NY (GKS KSIfGKOFNB

were thwarted. This has entrenched a ttiered health system, public and private, based on
socioeconomic status and it continues to perpetuate inequalititeei current health system.
Attempts to reform the he:sllth sy§temvhave not gone far enough to extend coverage to bring about
SljdzAte Ay KSFf UKOI NB®E
e Referring to attempts to transform the health systeméasl K ¢ | NXis$nBehuous and
fails to take intcaccount many of the failed initiatives and other shortcomings of the health
system that are the responsibility of the Department of Heaitld the executing Provinces
e Such shortcomings include:
0 the closing down of nursing colleges;
o0 the lack of a human resources strategy since 1994;
0 poor strategic planning and leadership;
o lack of skilled financial management;
0 poor monitoring and evaluation; and
0 cadre deployment of unqualified appointees to management posts.
e ¢KS GSNY¥Y GDKEENIBEREG AVKS 5SLI NIYSyd 27F |
forces completely out of its control. The term also fails to take into account the areas of
currenthealth policy that are sound buthere the problem rather lies in poor

implementation of that policy.

St Gk

e ¢KS RSYAFtAAY YR 1101 2F AYyGSNBSyaArAz2y | aazo,.

l L+xk! L5{ gl a LIRtAOE AYSNIAI GKKR NIiSRéy® (G KAY 3

e Justification needs to be made regarding the statement that the-tieed health system

GLISNLISGdz §Sha6 AySliddtAadrsda Ay GKS OdzNNBY

7According to theSouth African Survey 2009/2Q1fublished by the South African Institute for Race Relations. In 2010 the
percentage of each race group population covered by medical aid was as follows: Aftiz@86, Coloured 21.8%,
Indian- 46.8% and white 70.9% (Wwww.healthlink.org.za/healthstats/77/data/eth
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Paragraph 10

G ¢ K S-tiefed /stem 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
321 f ade

e This is a sweeping statement which the Departmafitiealth needs to justify with evidence.

Paragraph 11
G¢KS Hnny 22NIR I SFHftGK wSLRNI 2F GKS 22NIXIR | SIf(
undermine the improvement of health outcomes globally, namely:

A Hospital centrism, which has a strong ative focus

A Fragmentation in approach which may be related to programmes or service delivery, and

A Uncontrolled commercialisth KA OK dzy RSNXAySa LINAYOALX Sa 2F K¢

e This paragraph highlights some of the problems that undermine healttomes but fails to

AyOf dzRS (GKS 1Se aeaidSYAO LINRBo6fSya NBtFGAy3I 0

systems.

Paragraph 12
Gty Fylrftz23e 2F GKS LINBSOSRAYy3a RSaAaONARLIiAz2zYy OFy o685
African twotier healthcare system, which aumsustainable, destructive, very costly and highly
curative or hospOSy i NA O d ¢
e 5253 OBFIANAOE BSIhy GKEAALAYIIFE OSYIiINRaYEéK
¢ No evidence is presented in the Green Paper to justify the statement that thdiénex
KSIFf 0K O NBustaigable] &¥fruckivi, vary costly and highly curative or-hospi
OSyYy i NRO¢

Paragraph 13
G¢KS yI (A2 ¢mHas aknfyriad af ¢hallénges, éiimong théeging 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
AYFNI &iNUHzOG dzNB v ¢

e This is araccurate 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 8oAfricans, the Green Paper neither

interrogates them critically enough nor in significant detail.

Paragraph 14
GLY Ylye& |NBFra | 00Saa KrFra AyONBlIaSR Ay (GKS LJdzof A
deteriorated or remained poor. Tipeiblic 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
FO00Saa o.SyySii s DAftaA2yI HnnooL ®é
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e The acknowledgement that the quality of services aadvice delivery in the public sector

needs to be addressed is welcomaad crucial

Paragraph 15
G{AYAEfFNI&@ (2 GKS LlzfAO0 KSIfOiK a2adsSyz GKS LINA
a different nature and mainly relate to the cosfsservices. This relates to the pricing and utilisation
of services. The high costs are linked to high service tariffs, praniilered utilization of services
and the continued oveservicing of patients on a fder-service basis. Evidently, the prigditealth
aSOG2N) gAft y20G 0SS adzZadlrAylroftS 2SN 6KS YSRAdzY
e 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 prazapetition and
inadequate regulation as key problems in the private sector. €lumllenges are expanded

in Chapter 3: Situation Analysis

Paragraph 16
G¢2 OKFIy3dS (GKS&S (e udbsiorntiion ai eihéahcaie figakcing moNds Ij dzA NB
better regulation of hellhcare pricing, improvement in quality of healthcare as well as the
strengthening of the planning, information management, service provision and the overhauling of
YEylF3SYSyid aeadSvyaoé
o ltis difficult to determine how the Green Paper progresses fromptiodlems highlighted to
the reforms proposed in this paragraph. It is imperative that the suggested reforms are
evidencebased and designed to address the actual systemic challenges facing the national

health system.
2.1 The Burden of Disease in Soutridh

e This section contains a welcome acknowledgment of the key challenges regarding South
I TNR OF Q& 0 dzAlRdBigh the choick af Eofids dpPears a little arbitrary, and the

reasons for their selection is unexplained
2.2 Quality of Healthcare

Paragraph 23

GDAGSY GKIG GKSNBE NS O2yOSNya | o2dzi ljdzr €t AGe
public for services in the private sector which may largely be funded out of pocket. Various members

of the public cannot afford to make theepayments. This type of arrangemésnot suitable for the

O 2 dzys leweBofevelopment. Therefore, improvement of quality in the public health system is at
0KS OSYyuNB 2 TreoinS yIRSI {02 KHzNSESPE ( 2 ND
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e The Foundation agregbat & A YLINE @SYSy G 27F ljdzr tAde Ay (GKS L
centreofthehe f 1 K & SO0 2 NDa WeBidagréeMonRyeR & ithd Reiméifd

realising this improvement in quality.
2.3 Healthcare Expenditure in South Africa

Paragraph 24

d ¢ KS HealtibDriganisation 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 conapared t
similar middleincome countries. This poor performance has been attributed mainly to the inequities
0S06SSYy (KS LWzt AO0 IyR LINAGIFGS aSO02NWwe
e ¢KS C2dzyRIGA2Yy 6Sft02YSa (GKS O0ly2¢6ftSRISYSYylH
remained poor despite highxgenditure on health. However, this poor performance cannot
be blamed entirely on the private sector, as is implied by the Green Paper.
e | O0O2NRAY3 (G2 GKS Hnny 5.{! w2F)R al Ll wSLER2NI &
system is systemically harmful tiee public sector. [The] problems within the public system
arise primarily from decisions of the public system itself. Private systems can however

dzy RSNXYAYS Lzt A0 2025S00A0Sa ¢oKSNBE (KS® SYSNEH!

Paragraph 26

a D MBPamestic Product (GDPJhis 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 théiqsector. The 4.1% spend covers 16.2 % of
the population, (8.2 million people) who are largely on medical schemes. The remainingsh@éb is
on 84% of the populatio@?2 million people) who mainly utilize the public healthcare sector (National
TreasulB Y LYGSNB2GSNYYSyiGlrt CAaOFt wS@OASES HAmMmO ®E
e This claim is disingenuous
e | NBOSY(d NI Liazuhdtanta@limindrify askdihKhe 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
SELISYRAGANBE A& 26 SNWE
e Given thefigures 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

85805t 2LIYSyd . Fyl {2dziK ! TNAOFI® Hany W' w2l RYIL F2NJ 6KS wST¥
Available online at:
http://www.npconline.co.za/MedialLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20t
he%20reform%200f%20the%20South%20African%20health%20systepRadf

S SNYyaliSAYS ' ® 6SRO HAMM® WwSTF2NXYAY3I | SHEGKOFNB Ay {2dzikK | 7
for Development and Enterprise, p10.
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by the population covered by medical aid and thus disregatof-pocket paynents which

are not covered by medical aid.

Paragraph 27
Gh@dSN) GKS LI ad RSOIRSIT LINAGIGS K2aLmhadart Ozada KI
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 sexaar period. fiis 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
SEKIFIdzaGA2Y 2F o0SYySTA(GAaPE

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

e Havecostsor chargesncreased, 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 antiuman Resources

Paragraph 31
G¢KS Y2dzyd aLISyid Ay GKS LINAGFGS KSFEtGdK asSod2N N
justifiable and defeats the principles of social justice and equity. Per capita annual expenditure for
the medical aid groupas been estimated at R11,150.00 in contrast to public sector dependant
population where the per capita annual headtkpenditure is estimated at R2,766.00. This is not an
STTAOASYG ¢4l @& 2F FAYIFYyOAy3a KSIEOGKOI NBdé
e The private sector may be spending a lainmper 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 inefficienHowthe money is spent in the public sedwthe real issue.
2.5 MedicalSchemesndustry

e This section correctly identifies several problems in the medical schemes industry. However,
it fails to accurately determine the causes of these problems such agpoieérg and cost
escalation, rather blamingthemani KS dzy O2 y (i NEX 4 b R2 D2@FISINDA O NB
Findings explored elsewhere in our submission show that the key challenges are actually
systemic and relate to lack of regulation, Rprice competition, market imperfections and

inefficiency.
2.6 Out of Pocket Payments and payments

e 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 heatine 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

e 13 GKS DNBSyYy t I LIS M dsoiydiBOinh@the &ihear fifadcibg =
systemy { 2dziK ! FNAROI | OGdz t f paddrapS3g o6 O] Y2 NB

e 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 angbolicy summaries given in the Green Pgp@wever, creates a somewhat
misleading picture, implying that the NHI has been consisteatgmmendedvhen in fact it
often forms onlypart of, oran option within the report or policy proposaFor example, in
the account of the National Health Services Commission (NHSC}1944pof all the policy
recommendations put forward by the NHSC, only its recommendation fdrk S
AYLX SYSy il (A 2 yisngtdd inlthe ®8nlPdper. K ¢ | E ¢
Taking thé extract out of context serves to misinterpret the overall recommendations put
forward by the NHSC which, in fact was against the adéaplementing a NHI and@nstead
it focused on NHS approaches with the government of the day rejecting the estabtisbine
a single national authority to finance and render all health §2&18 £

e The Foundation believes that the€enP- LJSHiEIdrcal accounis disingenuousyhereby
it has simply highlighted historical policy references as a means to justify its antjinm
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 (1604))
adamantly favoured it (Advisory Committee on National Health Insurarfd®}®, they
become redundanin light of the historicallypoor quality of the followup on policy
proposals. Indeed, there is little benefit in making reference to policy propdisat were
left to stagnate and not implemented due to disjointed policy development processes that
informed their formulation.

e Without a fundamental change in the way policy for health care reform is drafted, intended
and followedup, simply drawing osections of past policy documents where an NHI system
is promoted does very little tostill a greatersense ofegitimacy to what is currently being

proposed.

%van den Heever, A. 2009tends in government policies and programmes, with specific emphasis on
national health insurance, p.6. Unpublished.
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e Lessons that can be learnt from an historical account of healta reform in South Africa
should not berelated to finding a common policy theme. Instead, such an analysis should be
seen as a way to gain insight ashtaw policy might be better developed and the process
better facilitated in order that the most appropriate policy for the tinie outlined and

implemented.

4. National Health Insurance

e This section is valdaden and vague:
0 The Foundation queries why the Green Paper states thatithel G A 2y £ S T2 NJ
AYGNRBRdAzOAY3I bl A2yt 1 SFHEGK Lyadz2NdK OS Aa
Surely it isnore logical for the rationale to be the provision of improved health care
to South Africarn®
o Furthermore, as discussed above, there is already significant-sobsédisatiorin
the health system and the onus is on the Department of Health to prove that NHI

will improve crosssubsidisation further.

5. Principles of National Health Insurance in South Africa

The list of principles said to be guiding the NHI are in themselvelsifnental. 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 vare speaking about a policy and not an ideology. Importantly,
principles such as accountabilityansparency and openness should underlie a system such as that

proposed in the Green Paper.

Paragraph 52

a | The Right to AccessSection 27 of the Bill ofghts 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 prgressi
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 t&th NJ KSF f § K LINRFA L Sdé
¢ The idea that healthcare reform is necessary to realise the rights contained in section 27 of
the constitution is valid. Howevgiwo important questions must be raised:
o0 Isthe NHI an appropriate means of realising these rights?

o0 Isfreehealth care a requirement implicit in the right to health care?
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o 2KFG Aa YStHyld o0& al@rAtlofS NBaz2dz2NOSaé

on the state fiscus?

fb) Social Solidarityg this refers to the creation of financial risk protection fag #ntire population
that ensures sufficient crossibsidisation between the rich and the poor, and the healthy and sick.
Such a system allows for the spreading of health costs over a geligecycle: paying contributions
when one is young and healtapd drawing on them in the event of iliness later in life.

e Theideal foranyinsurangel 8 SR KSI f (i K thespréading ofhéalthcafeR S S R

Ay

a

O2a0a 20SN) £ QSNEZ@FDANE A\FEOeO2BGISEG 2F {2dziK

allow for thisto be realised very easily. The high youth unemployment rate coupled with
the high burden of norage related disease in South Africa creates the scenario where
many people would necessarily draw significantly on resousates young agewhilst 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

e Thissectionmakes S@SNI f Of FAYa GKIFIG blFdA2y Lt 1 SHEGK L

health outcomes. The Green Paper, however, does not provide eviddyasst research to
defend these claims.

e This section also assumes that market mechanisms do not provide effice 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 oppasiteenerally the case.

Paragraph 55 (b)
aov ¢2 LI22f NRalaand spdral sdlidayitjRwiill bé ahieireld thibuglSthiedzikatién
2F | aAay3tsS FTdzy Roe
¢ The Department of Health needs to provideplicable definitions as well asidence to
defendtheclaimi KI & aSljdzide FyR a20AFf &a2f oRdfaRA (@&
single fun@ §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 mgkef particular health provision

teams.
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7. Socioeconomic Benefits of National Health Insurance

e Socioeconomic benefits stemming from enhancing the health @pibpulation are the
productand responsibility of a weflnctioning 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.

e The proposed health care reform should be described aneans to better facilitate the

achievement of socioeconomic wdiing.

Paragraph 58
GLY 20 KiSddheduRties véhere National Health Insurance has been implemented it has
resulted in the following benefits:

a) A healthier population contribes to better wealth creatiarEach extra year of life expectancy
rad Sa I s@GPEpelpbiBoby 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 (Z6@3Fffect of Health on Economic Growth: A
Production Function ApproacWorld Development 32(1):113).

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; familiB®ften 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 speondiad flia 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 sems including investing in other household assets, and other
FOGAGAGASE GKIFG ONBIFGS 22038 Ay (KS SO2y2Ye dé
e This section seems to posit the health sector as the only arbiter of economibeiregl and
disregards other important drivers such as educatioRana & i 3S 2 F RS@St 2 LIYS
e 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 inedtyednd geographical and spatidivisions, in
particular the strong ruralirban separation.Outcomes in a mongaultural homogeneous
society may well be influenced by such lack of diversity.
e Paragraph 58a) is used out of context as there are less than 5Zrigsuthere a NHI
system is in place. Using this stateménthis manner also creates further confusion

between the oncept of universal coverage/liich a large number afountries haven
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some form, but not necessarily that of NHI) and Nwhich againg simply a means to

achieving positive health outcomes.

Paragraph 60

G¢KS O2dzyiNEB gAff KIFIGS | KSFEGKASNI g2N] F2NOS |
employment and attracts foreign diregf @S a i YSy i @ C2 Ndprowhéed intybddesl> / | y I R
national health insurance on a staggered basis from X98375. 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, prowanegh high initial levels of private insurance

O2@SNI 3S KIR §286SNINIGSa 2F SYLX 28YSyid FyR aft2g¢

4

e I O2YLI NR&Z2Y 6AGK /FYylFTRFEQa KSFfGK OFNB adaeaas
had on its employment statistic is misleading agribires other social and economic
conditions which may have contributed to this rise in employment. For example, the
enactment of legislation during the 1950s and 1980Qkh as the removal of restrictions on
the employment of married women in the federallftic Servicgis noted to have influenced
employment levels in Canada, with the percentage of women employed rising from 23.9 in
1960 to 40.8 in 1975,

7.1 Economic Impact Modelling
Paragraph 61

& a | @odbRomic modelling undertaken suggests thatithelementation 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 longun. Theeconomic impact assessment indicates that the National Health
Insurance can have positive impacts in the tang provided that it succeeds in improving the health
indicators of the country, including significant improvement in life expectancy and chittalitpo

The better health outcomes need to translate into significant labour productivity. In thedanthe

higher productivity can lead to growth improving by 0.5 percentage points. However for National
Health Insurance to have this positive maemnomic implication it needs to address the current
AYaAGAGdzA2YyFE FYR aGFFF O2yaliNIAYGAaZ AYLINRODS &A-:
LINP RdzOGA@AGE 3JFLAya FYR NBYIFIAY FFFF2NRIOf Sde

e GCKS SO2y2YAO AYLI OG0 I a&a @adakhSnsurande yaRha@el G0 Sa (K|
positive impacts in the loagun provided that it succeeds in improving the health indicators
2F GKS O2dzyiNBRI AyOfdzRAY3I &aAAYATFAOLIY(H AYLINR D
Are improvements in health indicat®iand life expectancy not the very basis for any health
care reform?

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

internal investment and current income distribution are excluded.

"' Roberts, L. 2005. Recent Social Trends in Canada;20860 p.158183, McGilv dzSSy Q& ! yAGSNEAGE t NBaaod
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8. The Three Dimensions of Universal Coverage

e 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 ts make up: ppulation coverage, service coverage dimancial risk
protection.

e 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 failisin the quality of services offered. Consequently, reform for the health sector
needsto 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 dfiNs missing from the Green Paper and
should perhaps be described here, differentiating it from the concept of universal health

coverage.

Paragraph 63
0b) Breadth of the cube
This refers to services covered. The present system wrongly confuses healititareatment of
diseases. A comprehensive healthcare package includes:
A Prevention of diseases, Promotion of,hea!th, Treatment of diseases where prevention has
FIEAEt SREZ wWSKIOAfAUlI UAQDS aSNWAOSa P
e The Green Papestatesii K [ Thie piesent system wrongtgnfuses healthcare with
treatment of diseases. LG ¢2dzf R 6S Y2NB | OOdzNI G4S G2 adl
disease in South Africa coupled with a weak and failing health care system has forced
health care, in the public semtin particular, to be dieasefocused as opposed to
preventionfocused. This faaould placeenormous 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 treatmemiuhd still necessarily have to be at the
forefront of strategy.
e 4! O2YLINBKSYyaA@dS KSIfGiKOFINB LI O1F3S AyOf dzRSa
health, treatment of diseases where prevention has failed, rehabilitative sebsices¢ K A a
aK2dzf R MBNBRK Siyra A@RS K S Inbt dpkckaQé wWHiEh isdedniimio§yY é

associated with insurance amibt the concept of universal coverage.
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9. Population Coverage under National Health Insurance

Paragraph 64
GblGA2y Lt | SFfGK Ly Afdedids ghdlEgalpérmhahent@aid@eNSibrin t  { 2 dzi K
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
coveredm line with provisions of the Refugees Act, 1998 and International Human Rights
LyadNdzySyida GKFG KIS 0SSy NIGAFASR o0& GKS {dld
¢ Due to the high number of undocumentashmigrants in South Africa, some soft o

provision needs to be mader involving them in the health system. Not doing iso

some form or anotherundermines the ethical nature of providing universal coverage. As

Hassim (200X y203Sa a¢KS b52I1 I woulll hadeltSconsitkeR 2 F G KS

whether [only providing coveage to legal citizens$ a reasonable and justifiable

‘N

fAYAGEFEOGAZ2Y 2F GKS NARIKG G2 Sldadcardaie 2N 2F &

services™. Constitutional considerations will also need to be taken into account.

e This is also a particularly imparit issue to deal with in terms of the provision of
emergency health services.

e The dfect the high number of undocumentdthmigrants has on current modelling and
costing of the health care system aisfluences costing estimates. Tlgssomething that
is not made mention of in ther@en Paper.

¢ The undocumentedimmigrant question is as much a political questas an economic

one that mustbe dealt with.
10. The Reengineered Primary Health Care System

¢ One must question whether in fact this is actua#yengineered 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.

o Whether this detdibelongs in a @en Paper dealing with institutional changes to the

national health systens also debatable.

2 Hassim, A. 201@hapter 20National Health Insurance: legal and civil society considerations. South African Health
Review 2010, p.206ealth Systems Trust.
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10.1 District Clinical Specialist Support Teams

Paragraph 71

GLY 2NRSNJ (2 FRRNB&da KAIK fS@Sta 2F YIFIGSNYyLt I yF
integrated team of specialists will be based in the districts. The specialities will irecludtecipal

obstetrician and gynaecologist; a principal paedigian; a principal family physician; a principal

anaesthetist; a principal midwife and a principal primary health care professional nu@thers

will be added over time as the need arises. The role of these teams will be to provide clinical support

and2 JSNBAIKG LI NIAOdzZ I NI & Ay (K2aS RAAGNAROGA 6AGK

e The Foundation would like clarity on whetrier y Ay G S3INIF G SR wili el ¥ 2F & LIS
more effective tharimproving management and accountability systesmaddressingt K A 3 K
levels& YIF GSNYIFf YR OKAfR Y2NIlFftAde FyR X A YLIN

o 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

Paragraph79

G¢KS LINPGAAAZY 2F | O2YLINBKSYyaAgdS oSySTAG LI O =
fairl Y R NI G A 2 yberdefLJI¢ & 1S descBaghownddifferent types of services are organized

into different levels of care in the public sector (J Doherty, 2010). It also defines the types of services
GKIFG INB O2yaARSNBR |a | OKAS@lIoftS F2NJ GKS O2dzy N

e Thetel bénefitpackagé &dK2dzZ R Ay FIFOG NBFIR 4daSNBAOS LI (
individuals will not be receiving benefits, but a limited number and predefined types of
services determined by the NHI.

e Thetermd 6 Sy¢S TME 402y Tt | (0 SR edvikds andate§by tiddpadirieatA 2y 2 F
of Health.

Paragraph 80

G¢KS blFidA2ylf 5SLINIYSYKS2Fdz¥EE NI KT bebeith NB RESS L 2

packages§ior primary health care, district hospital services, regional hosp@alices and tertiary

seh OSad 5SaLIAGS GKAAZ OFNNASNR (2 O0OSaaiy3da GKSa
¢ What are the barriers to accessing the benefit packages said to have previously been

developed by the Bpartmentof Health, and what difference will a NHI make
¢ \What are these benefitackages?
Paragraph 81
GLY GKS RSaA3dy 2F GKS&S LI O1F3Sazx OSNIFAY O2yaAF

barriers to access. A review of the international evidence onléigh strategies to promote health
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and health equity found that comghensive 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
LISNF2NX¥AY3AZ YR SyadaNBE (GAYSte& NBEFSNNIEf 2F LI GASy
e In order to design comprehensive benefit/service packages for the guipelation under
one system a considerable amount of data is needed. This data is not currently available and
thus an enhanced Health Information SystenmS)H$ required before such policiesn be

implemented.

11.1 The Service Package within the ContekDistrict Health Service

Paragraph 83
G{ SNIBAOSa LINPOARSR 6AGKAY GKS O2yGSEG 2F (GKS RA3
because they have been viewed as a once off process of granting authority to lower levels of
administration in a deentralised manner. Evidence shows that this must be a carefully planned
process that requires good administrative systems with innovative service delivery approaches that
g2dZ R ONAY3I o62dzi STFFAOASYOeI AYLINRBYSR YIylaSyYSy
e This is an undermining afecentralisation. It is not & 2 yoff frocess of granting authority
to lower leved2 ¥ | RY A ybut¥athsrlshouldAingdlve constant processes of

monitoring,feedback anangoinginteraction on all levels.
11.2 Delivery oPrimary Health Care Services through Private Providers

Paragraph 85

GLY FRRAGAZ2Y (2 GKS GKNBS aiNBFrYasz tl/ aSNBAOSa

private providers practicing within a District. A sizeable proportion of the populatitve country

uses private providers for their health care needs and more often than not it involves substantial out

2F LRO1SG LI eySyildosé

e 4! AATSIO0EtS LINRPBLRZNIA2Y 27T (TKéoundticlzudgests 2y dza S

that the proportionisrelatively small compared to the remainder of the population using
public sector serviceg his statement also contradidtse previous statement in the Green
t I LISNJ ¢ KA O laggél garti dbthe fidaKciallandduman resources for health is

located inthe private health sectagerving a minority of the populatiérfdur underlining)

11.3 HospitalBased Benefits
Paragraph 87

G{ SNWAOSa (2 0S NBYRSNBR G4 GKS Kz2aLmhidart fS@St ¢
is appropriate to the levef care and referral system$he National Health Insurance will provide an
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evidenceebased comprehensive package of health services which includes all levels of care namely:
LINAYFNEZ aSO2yRINEBZI GSNIAFNE IyR ljdzZ G§SNYyIFNE KSI f
¢ In order to provde an evidencdased 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
Paragrapls 88 ¢ 96

e There is no indication of possible pultidvate-partnershipgPPPsin terms of designation

of hospitals. This will be necessary in terms of enhancing human resource capacities.
Paragrapls 94 and 95

e Given that there are currently three recognised categories of hospitals in South Africa (i.e.
District; Regional; Teery)*?, it is important that the proposed rdesignation of hospitals is
more clearly defined. In particulate distinction between tertiary and central hospital

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

12. Accreditationof Providers of Health Care Services

12.1 The Office of Health Standards Compliance (OHSC)

e There is a key governance issue relating to the reporting lines on the OHSC whistoneed
be clarified.
e Clarity is required regarding the independence of the OHSC. If it is not independent from the

NHI Fund, governance issues will arise.

Paragraph 99

G!tf KSIHfGK SadrofAakKyYSyida oLzt AO YR LINAGIGSO
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. Thesedstads 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 systemspNF 2 N | yOS adlt yRFNRA FyR O2@SNI 3Sdé

e Specification is required regardingthted A E O2 NB a il yRI NR& GKIF G F2 Ny
jdz f AG& LI Ol 3Séd

13 cullinan, K. 2006. Health Services in South Africa: a basic introduction.-elé&this Service. Available online at:
http://www.health-e.org.za/uploaded/cb1f388f3b351708d915c12cfb4fc3cf.pdf
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12.2 Accreditation Standards

Paragraph 100
G¢KS | OONBRAUGIGAZY aildl yRI N3dicesth befprovddednCiffdant (4 KS YA
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 sthwith 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 healtkdgitict, district and province to
dadzNE O2ylGAydzade 2F OFNB yR STFSOUAGS O2ad 02y
e With regards to accreditation standards, clarity is required on whether private providers will
have scope for independent action and whether the NHI will specifyahge 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. Suchigtesmeed to be
described.

e 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.

e The poor track record of managing finandrahsactions in the current health system makes
the task of ensuringhat the payment system for the NHI is effectiaeextremely difficult

one.

Paragraph 102

G!d GKS LINAYFNEB OFNB fS@St sz | OONRjRsted GpttionINE OA RS NE

system linked to a performandmsed mechanism. The annual capitation amount will be linked to

GKS aAl S 2F GKS NBIAAGSNBR LRLIA I GA2yS SLIARSYAZ2C
e Determiningcapitation amounts using a risidjusted capitatio system requires a detailed

health information systemwhich is currently not in place.
13.2 Unit of Contracting Providers of Health Care Services

Paragraph 111

G!  FdzNI KSNJ NP f SAuthdrity wilkbs to BnsuiieltHafsévices|thStlare plaaned 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 capac#iyaints.

b2aySUKSt Saasxs 20SNI I LISNA2R 2F GAYSY 5AaGNROG aly
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e GLYAGAFftE® Fff RAAGNAROGA YI& y24 6S loftS G2 |
constraints. Nonetheless, over a period of time, District Man@ent teams will be
& i NB y 3 (D&eS tii§S Redrethat over time that the proposed siRglgchasing system
will be devolved to the district level?

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

implementation andi 2er a period of timg K

Paragraph 112
G! OONBRAGSR LINPOARSNB gAff 0S O2yiNI OGSR I yR NBA
determined by the National Health Insurance. Accreditation will also take into account the need for
particular providers witim 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 reimbursemenhanism that is
FAYSR 0 AYLINR@GAY3I KSIFHEtGK 2dziO02YSa Ay GKS RA&GNN
e The Green Paper mentiotisatd ¢ KS 5AaGNAOG | SFEGK ! dzil K2 NR G @
2F O2y UGN OGSR LINPOARSNE GAGKAY | RAagdgNA OG |y
to do this they will need to have the authority to intervene, be accountable and
independent. Currently, lower level management in the health secteisdot have such

authority mandatesor the appropriate skills
14. Principal Fundig Mechanisms for Btional 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 1%

G!'y AYLERNIFIYyG O2yaARSNIGA2Yy A& GKFG GKS NBGSydzS
achieve the lowest contribution rates and still generate sufficient funds to supplement the general

tax allocation to the National Health Insurance. As thédwal Health Insurance matures,

consideration will be given to the alignment and consolidation of health benefits offered by other
NEtSOlIyd adaliadzi2aNeE SyUiAidArSaoé

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

GNBYdzS o0 &S aK2dZ R @igenthal OoNRIR | & Ll2aaAirof S¢

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

sector and the remaindein the informal sector, agriculturer private household$ and

“KaneBerman, J. (ed). 2018outh Africa Survey 2009/201Imhannesburg: South African Instiéutf Race Relations,
p181.
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 there are only approximatgl5.9 million registeretaxpayers:

15.How Much Will National Health Insurance Cost?

Paragraph 117
G¢KS OzaldAay3a SadAyYlrisSa LINBaAaSYiGSR Ay (GKAa aSoOiArzy
resource requirements for achieving universal coverageed on cost effective delivery of health
aSNIBAOSa dé
e Inthe past, there habeena consistent tendency to undestimate the cots of delivering
public service programmes by various government departments. This has significant
implications for the sustaability of a vital public service.
e Making assumptions in terms of costjragespite modelled cost estimatds,premature at

this stageof the policy process

Paragraph 119

G¢KS OzaidiAy3a Y2RSt dzaSR Ay (GKA& LINBfbitheA yI NB O2 &
International Labour Office (ILO), which is:

Total expenditure = user populatidrservice utilisation rateX 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 needa)sdttakes 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 costénow and in futurejo 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
daSO002N) KSIf 6K aSNWBAOSa dé

e The costing model said to be used for prétiary 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 heditservices.

e To calculate an accurate costing for health serviceswh@&A y I Y OA I £ o6 NNA SNAR
NBY2@PSR dzy RSNJ ( KS b ksinad2 gventmore @dblenialic gieyi thelzZNI y O S €
fact that essentiallyunder such conditions, demand will increasfinitely in relation to
supply.

Paragraph 120

G¢KS Y2RSt LINB aSolicarequirknSentSusitigiadit sédoRframework. This
implies that a defined comprehensive package of services is provided for all South Africans, but this

ibid, p150.
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packages 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 accessdoyprare facilities and

to specialist and hospital care on referral. For each of these broad categories of services, there are
normsin relation to the type of staff that should be employed, equipment that should be available

and the range of services thslhould be provided. In addition, it is based on public sector unit costs,

odzi G &AddzmadlydAiAlrfte AYLNROSR NBaz2dNOAy3I t S@St a

o Where are the additional health care professionals going to come from in order to meet the
GWyYy 2N &Q khytypdBF staffiihat Bhbuldibe employed
e 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

G ¢ KS A Y LINEsBUcKis nhasddyh 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 Insurarmee(df0% in outpatient

OFNB YR Fo62dzi ym: AYy AYyLI GASyh, réetiviedd th@irziNeni K2 &S ¢
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 fahe 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
LISNR 2 Rdé

e Why is the example of Thailamdedand how relevant is it to South Afaels it not more
appropriate to use data from the 1996 introduction of free health care to children under 5
years and pregnant women?

e ¢KS TI OU Tak&dorsidexable ting forfthe supply capacity... to grow to

accommodate such utilizationincreaée A& SEGNBYSt & AYLRZNIFydG G2

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

Paragraph 125

GLG aKz2dzZ R 0S y20SR GKIG AYyONBFraSR aLISyRAy3a 2y
by the likely dcline 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. Natitewdth 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 a universal health system relative to GDP (of 6.2%) is less

GKIY OdNNBY(G ALISYRAYI o0& J2OSNYYSYyld FyR GAl YSRA

e The claim thathere will adecline in spending on private medical schemes in the shmrt

mediumterm following theimplementation of NHI lacks any supporting evidence.
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¢ Only whenthe health care provided by the public sector is significantly impdasan this be
expected The fact that sucha task necessarily will take many yearsans it is likely that
those who can affal it will continue to spend on private medical schemes for the
foreseeable future

e ltis stated previously in ther€enPaperthat South Africa already spends an above average
LISNOSyGF3S 2F Ala D5t 2y K&ibnal Héalh Odubidetwillc 2 2 dza |
require an increase in spending on health care from public resdurcésS I ya St AYA Yl GA
current poor management of funds in the health care sector. This will need to be a
prerequisite in order fothe NHI to justify access amditiond financial resources.

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

already been slashed.

Paragraph 127
G¢KS LINBEAYAYINE O2adGdAy3 SadAYlFdiSa LINRPOARSR | 02¢
affordablefor South Africa. However, the present system of fragmentation, associated with the high
cost, curative and hosjgientric approach and excessive and unjustifiable charges, especially within
the private health sector is unsustainable. No amount of fundiiidoe sufficient to ensure the
sustainability of National Health Insurance unless the systemic challenges within the health system
INB Ffaz2 | RRNBaaSR®¢
e oNo amount of funding will be sufficient to ensure the sustainability of Natleeelth
Lyadz2Ny yOS dzyf Saa (GKS aeadSYylrLiao OKIFffSy3aSa ¢
The recognition of this facteeds to be expanded upon and used to guide reform in the
health sector. Indeed, South Africa is already spendimgbove averagpercentageof 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.
e Itis an analysis and direct response to the deeper siirat and systemic issues currently
plaguing the health care system that need to be addresseadth of which are missing from

the Green Paper.

Paragraph 129

G¢KS KAIK 02 a (-zenti@@dyisteniichrid@ belsystRinalle rbtlaily 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 galith system and
transformation of the health services delivery platform is critical for the success of National Health
Ly adzN} yOS d¢
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e din order to effectively implement such a large health systems reform programme,
strengthening of the public health systemnd transformation of the health services delivery
LI FGF2N)Y Ada ONRGAOIT F2N (Kéinthiddadrieédsto 2 F bl GA
inform any proposed reform policy for South Africa. This needs to be expanded upon and

play a more prominent rie in future policy documents.
16. The Establishment of the National Health Insurance Fund

Paragraph 132
G¢KS blFdA2ylf 1 SFfGK Ly adzNt yOSowdabgmity thakis f o6S Sadl
publicly administered. It will be a single payer entity with-sabonal offices to manage nationally
negotiated contracts with all appropriately accredited andtracted 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 podunds and use these funds to purchase health services on behalf of the entire
population from contracted public and private health care providers. Nonetheless, gaydti
system in a National Healthsurance will also be explored as an alternativeheopreferred single
funder, singldLJdzNO K| 8 SNJ LJdzo f AOf & | RYAYAaUiSNBR CdzyRdé
e 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 itemternationally to be efficient from a management
perspective, the Foundation would like to querytheuséof I G A2y f f & ySI2GA ¢
O2y (NI Ol ac
e Mentioningthata | WLdRE&ISINI a@aGSY Ay + bl A2yttt 1 SIHfGK
raises the quesbn of whether the Department of Health, by contemplating two different
approaches, has another arrangemémimind. This appears unlikely however, given the
emphasis on a singleayer system in the Green Paper. Is it perhaps mentionedsag o

criticsof the latter system?

Paragraph 133
G¢KS blridAzylf 1 SIHfGK LyadzaNIyOS CdzyR oAttt oS Ly |
Health and Parliament. It will be governed by the relevant statutes. The Fund will be established
through the passing of enabling legislation and suppgrtigulations. The Minister of Health will
KIS 20SNEAIKG 2F GKS bradA2ylf 1 SFEOGK LyadzN»yoS
e AstheNHIFund ¢ Aft o0S Iy ldzi2zy2Y2dza Lzt AO Sydiade N
t I NI A Jit¥sSgsiined it wibe subjected to scrutiny bihe Standard Committee on

Public Accounts (SCOPA)?
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Paragraph 134

G¢KS 5SLINIYSYydG 2F ISHEGK gAft O2yGAydzS G2 LI
such as development of overall health policy, planning to meet changes in the €béraft 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 througts national, provincial andiskrict level structures and facilities.
Furthermore, the Department of Health will continue to provide-personal services including
overall responsibility for infrastructure development and direction of health worker training and
planning. The responslity 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 byitinalNaid
t NEGAYOALET S5SLINIYSyGa 2F |1 SIHE GK®DE

e 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
a!' G GKS yI (AtbnalHealth IS@shée Fund wilSe madnaged 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
O2YYAGGSS YR 20KSNA®E
e The Foundation is concerned that the political accountability structure implied by this
paragraph is not a suitable structure wherchudarge amounts of money are involved.
Several governance issues also arise:
0 The reporting lines and oversight lines need to be clarified.
0 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

e The lack of reference to publfrivate-partnerships is concerning. This section should deal
extensively with this; however it fails to do so.
e How does the proposed NHI system intended to make use of the relatively strong

administrative and managerial skills and resource in private mestitemesector?

Paragraph 137

GaSYOSNEREKALI G2 GKS blGaA2yLFft | S| Affcandy adzNI yOS
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 betaw subsidies for those who choose to continue with
YSRAOIE &aO0OKSYS 02 JdSNWE
¢ If medical schemes are to continue to exist alongside the NHI, why has the use of their
expertise and administrative resources within a mphliyer environment not been

explored?

Paagraph 139
G¢KSNBE A& SEAaAGAY3I SELISNIA&AS NBaARAYy3dI Ay GKS KSI
management of insurance funds. Where necessary and relevant, this expertise may be drawn upon
within the single payer publicly administered Nationaaltelnsurance, to ensure that adequate in
K2dzaS OF LI OAGe Aa RSOSt 2LISR®E
e LU Aa NB OReiyseasthiexpekise fiesiding in the healthseetor 52 Sa (KA & N
specifically to that of the private health sectorthe public health sector or bo?
e Ineithercaseg K& gAff GKAA oRBRSREI ¢g$ 08288 yasBppdsaiR G NS S ¢
to being used in an integrative fashion, such as the formation of ppllate-partnerships?
e Given the fact that the public health sector is hugely uAgesourced 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:
0 Who is going to register thegopulation?
0 Will undocumentedmmigrantsbe denied health care?

0 Who is going to issue the card?

19.Information System for National Health Insurance

Paragraph 142

G¢KS blFrdA2ylf 1 SFEGK LyadaNIyOS gAff O2yiNROdziS
Information System. National Health Insurance information system will contribute towards the

determination of the populatio® 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 Hhsaithrice

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. Developmentakk will be conducted on a National Health

Lyadz2Ny yOS LI GASyd OFNR YR adzLILRNIAY3I AYF2NNI GA?2
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constitutes the current National Health Information Systend 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 datavawing 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 comptent needs to be expanded on significantly.

e 2KIG Aad GKS NBtS@OIryOS 2F KF@AyYy3a +y adzRIFGSR

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

dzLJANI RSR AYy 2NRSNJ) (2 STTSOUSDSIOE NRIYIND dzf § (1 FR

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:

e CKAA Aada | LR2NIe& O2yaidNHz2OGSR WOFGOK IffQ
detail missing in the previous sect®of the Green Paper has been added here as an
afterthought.

e There is insufficiat prioritising ofkey interventions.

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

justified.

Management of the public sectoarguably one of the key areas requiring improvement, is

not discussed inray meaningful manner.

Paragraph 143

aSoi

GCKS GNI}yairtAzylt LINRPOSaa FTNRY (GKS OdNNByd G2 F

within the South African health system will uvég a welarticulated implementation plan. The
implementation of National Health Insurance will be done in a phased and systematic manner at
both the national and subational levels. The migration period will occur in three phases over the
fourteenyeah 2 F AYLIX SYSYy Gl GA2Yy ®é
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o 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 mainisterialcontinuity or continuityof senior

personnel and management staff.

Paragraph 150

GLYLX SYSYyGFrGA2y 2F KzalLhAidlfta YFyF3aSySyid NBF2N¥YA
in financial management, decentralization of authority associated with hospaabgement
Fdzi2y2Ye FyR I O02dzyiloAfAleTE

e Thereferencgi 2 GRSOSYGNIfATIFIGAZ2Y 2F | dziK2NRGE | aa2(
I dzi 2y 2 Y& | yiRvelcodmdKlddek, idvéver, contradict many of the sections

which advocate centralisatioand management on a national level.

Paragraph 154

GwSFAYSYSyl 2F (GKS NBOSydzS Y20Af A&l GA2Yy aGN) GS3E
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 singkpurchaser National Health Insurance. This will also include alignment of health

benefits and tariff system under the Road Accident Fund, @asagion for Occupational Diseases

and Injuries, Compensation Commission for Occupational Diseases and the Occupational Diseases in
alAySa FyR 22NJa ! Olo¢

e 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

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

South African health system is underfpeming giverthe 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 ptamagement. On the other hanthe

private health system is plagued by market imperfections, lack of price competition and ineffective
regulation.In particularthe performance of the health systamexamined in this sectiavith

NE3IFNRa G2 1S& KSIftdK AyRAOe itk avdew lo gxRlainingtbe O 2 dzy (i NE
systemic causes of poor performanktelsoassesses the challenges facing the public and the private

health sectors.

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

1.1 The health system iBouth 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 Figuresland2'a K2 ¢ GKI G {2dzikK ! TNAOIFIQa 3ISySNIf 32038
LISNOSyGF3IS 2F INRA& R2YS&aiAO0 LINRPRdAzOG oD5t 0 A
countries and countries that South Africa is ofmmparedto, namelyChile, Columbia,
Mexico, Thailand, Cuba and Brazila { 2 dzi K ! FNR OF Q& LISSNJ O2 dzy i N
capita GDP.

1.3 When comparing health indicators such as life expectancy and maternal morfadjtyrés
3and4) it becomes apparentthi { 2dzi K ! TNAOIF Qa 1S& KSIfiK 2d
worse than its peer countries and comparable countries with similar public health
expenditure as a percentage of GDP. In this regardDéneelopment Bank of Southern
Africa DBSARoadmap Report algarovides further compelling evidence indicating that
Ay LI NI LI22N LISNEF2NXYIyOS Aa | FdzyOilir2y 27F A

! 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.

% CIA World Fact Bookttps://www.cia.gov/library/publications/theworld-factbook/index.html

35808t 2LIVSYyd . Fyl {2dziK ! TNAOF® Hany W'  w2YORYY 58I FF2UNI QRS fw S 3
Report. Available online at:
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Figure 1: Guntry comparison of total expenditure on health as a percentage of gross domestic
product (GDP)Z008)

Total expenditure on health as percentage
of gross domestic product (2008)
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Souce: WHO Health Statistics 2011

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

Gross Domestic Product (2008)
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http://www.npconline.co.za/MedialLib/Downloads/Home/Tabs/Diagnostic/HumanConditions2/A%20roadmap%20for%20t
he%20reform%200f%20the%20South%20African%20health%20systepApdf
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2. Health indicators

2.1 Life Expectancy at Birth

211 Chile, Mexico and Thailand spend 3.3, 2.7 and 3.05 percent of GDP on public health
respectively (se&igure 3. South Africa spersdaround 3.3 percent of GDyt South
Africans can expect to live around 20 years less on average than citizens of these
courtries. (See Figure 4 below: WHO Health Statistics: Life Expectancy at birth (years):
Chile: 79, Mexico: 76, Thailand: 70, South Africa: 54)

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

regards to life expectancy.

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

Life expectancy at birth (2009

Years

Source: WHO Health Statistics 2011

*SNYAGSAYE 1 ® 6SRO HAMMO® WwSTF2NY By BINA G i BK AISKE 2 NK Q2 W2 K | iy
for Development and Enterprise, p26.
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2.2 Maternal, Neonatal, Infant and Undefive Mortality
221 Performance of the health system regarding maternal mortality
2211 A brief review of maternalelated health policy shows positive and progressive results:
There are no user fees for maternal and child primary heatith South Africa habe
Choice on Termination of PregnancyAct
2212 However maternal and child health outcomes do not reflect this progress. Fgpae
40 {2dziK ! FNRAOIFIQa YIFGSNYyIFf Y2NIFfAGe NIFIGS K
in 2000, and 410 in 2010 according to the latest World Health Organisation Statistics.
{2dziK ! FNRAOI Aa | faz2 -Sahgtdh AfEicRtha piddénod A E O2 dzy (
LINEINBaad Ay NBRdAzZOAYyH YIGSNYyFf RSIFGK&A o0& HnANJ
2.2.1.3 LG 61 & &adz33SaidSR GKFG doydn LISNOSyd 2F GKS
KSI f KO NBd two dfdhé @ajoauses of maternal death, namely,
KELISNISyaArz2y FyR KFESY2NNKFISE aF NBE LINBGSyil
RSt A VIS tN&eta of effective ARVS, one could make a case that HIV/AIDS related
deaths might also be avoidabl@.
2214 For South Africa tachieve theMillennium Development GoaMDQ on maternal
mortality the Maternal Mortality Rate IMR) would have to be reduced to 38 per 100
000 by 2015?
222 Systemic causes of high maternal mortality
Reports and investigations have shown that the causdisesfe 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?

®Chopra, Metal.2009.W! OKAS@GAY 3 G(GKS KSIfGK aAftSyyadzy 5508t 2LIySyid D21
The Lance874, 10231031, p10231025.

*World Health OB | y A al GA2Y® HaMM® W22NIR I SHEGK {GFGAadAda nnmmMQo |
http://www.who.int/gho/publications/world_health_statistics/EN_WHS2011 Full,qulf70.

THUW Y wA3Kia 2FGO0K® Hammed wa{d2L) at1Ay3 9EOdzaSa¢d | 002dzy il ¢
online at:http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pgdpl3

8 b/ / 9a5® W{ Il GAyiF naNi ICENIANIKN WS L2 NI 2y /2y FARSYGALE 9yl dzhi NR &2
Available online athttp://www.doh.gov.za/docs/reports/2007/savingmothers.pdf

58St 2LIYSYyd . Fyl {2dziK ! TNAOF® Hany W' w2l RYIL F2NJ 6KS wsT¥
p5.

Chopra, MetalH nn® W{ I GAy3d (KS tA@Sa 27T {wWzid y TNRDI KOS fYRK KENRAES
The Lance874, 835846, p 836.

“Chopra, Metal.W! OKAS@AY3I (KS KSIHtGK airtfSyyAadzy 5805t 2L0MSyd D21t &
Lancet374, 10231031, p1024.

Yh/ /1 9a50 W{Il OAY@7A@2dENIENEWSIWaINDG 2y /2y FARSYGAFE 9YyIldZANRSA Ay
Available online athttp://www.doh.gov.za/docs/reports/2007/savingmothers.pdhdl dzYl y wA IKGa 21 §OK® HAam
al 1TAy3 9EOdzaSaé¢d | O02dzyGiloAftAGe F2NJ al GSNyFE 1 SFEGK /FNB A
http://www.hrw.org/sites/default/files/reports/sawrd0811webwcover.pdind Chopra, Metal.Lh n n ol @ W{ | gAy 3 (G KS
{2dziK ! TNRAOIFI Q& Y20KSNES 06l 0ASas ThelBncedd® 88548 EYyY OFy GKS KSI
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Figure 4: Guntry comparison ofMaternal Mortality Ratio (MMR) (per 100 000 live births) (2008)
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000 live births) (2008)
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Source: WHO Health Statistics 2011
2.2.3 Performance of the health system regarding neonatal, infant and undige mortality
2.2.3.1  The neonatal, infant and unddive mortality rates all show South AfOl Q& I+ 01 2 7F
progress in reducing these rates from 1990 to 2009. Bgeres5, 6 and 7elow).
2232 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 d&ekloping
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.
224 Systemic causes of poor neonatal, infant and undie health outcomes

The poor health outcome®lated to neonatal, infants and undéives are largely
attributable to poor management, lack of qualified health personnel and poor quality of

nursing*

BChopra, MetalH nncp® W{ I GAy3d (GKS fADSaa52 T y{R dAKKA ! RINSRYON QOB Y 200KKSS NS
The LanceB74, 835846, p836.

“ibid.
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Figure 5: Country comparison of progress made in neonatal mortality rate (per 1000 live births) a
at 1990 and 20009.
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Source: WHO Health Statistics 2011
Figure 6: Country comparison gfogress made ifnfant mortality rate (probability of dying by
age 1 per 1000 live births) at 1990 and 2009

Infant mortality rate (probability of dying by
age 1 per 1000 live births) (MDG4)

o

o

ga o N o
o

o

N
o
|

m 1990
m 2009

w
o
1

N
o
I

=
o
!

o
|

2 @ Q>
O Q AS) N
VS’\ © \0@

L L&
ISP &
N\ 4\?’} S N

X
RN ® &

Probability of dying by age 1 per 1000 live birtf

Source: WHO Health Statistics

48



Figure 7: Country comparis of progress made in unddive mortality rate (probability of
dying by age 5 per 1000 live births) at 1990 and 2009

Underfive mortality rate (probability of
dying by age 5 per 1000 live births) (MDG4
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2.3 HIV/AIDS
231 Performance of the health system regarding HIV/AIDS
17.8 percent of South African adults agesi49 are HIV positive. This is especially
significant compared to the average for s8hharan Africa of 5.0 percetit.
2.3.2 Causes of the high percentage of HIV positive South Africans
23.2.1 The poor historical response to the epidemic, namely denial and inepfitisiargely
NEBaLRYyaAofS F2NJ {2dziK ! TNA Gigue®d KA IK LINB DI £ ¢
2322 G¢KS OKIFy3aS Ay | RYSy maiMISiHHByW (A SHaOriy 21y ER Al
ONBIiSR yS¢g K2LIS GKIFG G§KS O2dzguchNdogresdis t NR & ¢

A 2 4 A x

NEFft SOGSR Ay (GKS 5SLINIYSYydG 2F 1 SHEGKQa | LA

Brp 1 L5{® wDt206Ft WSLRNI®Q ! @FAflofS 2ytAyS Fiay
http://www.unaids.org/documents/2@01123 GlobalReport Annexesl em.pdf

'® Abdool Karim, S.8talH nnch® Wi L+ AyFTSOGA2Y FyR (dzoSNDdzA 2aAa Ay {2dziK |
KSI f 0 K NEedadeey7d, 920983,p921

Yibid, p922.
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