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Executive Summary

The South African health care system is characterized as fragmented due to the huge
disparities in the funding and delivery of services. Consequently, access to health care
is unequal with the majority of the population relying on a public health care system
that has a disproportionately less amount of financial and human resources at its
disposal. To address these imbalances in access and utilisation of health services as
well as health outcomes amongst the different socio-economic groups, the health care
system requires a fundamental transformation into an integrated health care system
that guarantees the progressive realisation of the right to health care for all.

The introduction of a National Health Insurance System is founded on three key
arguements: First, that it is a Constitutional right that the public has access to quality
health services; second, that the empirical evidence suggests that the population is
wiiling and able to contribute towards mandatory health insurance; third, that it makes
economic sense to invest in human capital development, reorganise the funding model
for public purposes and ensure cost containment by reducing administrative and
transaction costs in the system, and most importantly achieve redistributive justice
through the principle of universal coverage.

Structure of the NHI Authority

At the core of the proposed health sector reforms is the reconfiguration of institutions
and organisations involved in the funding, purchasing and provision of health care
services. A National Health Insurance Authority will be established within the confines
of the appropriate laws whose major responsibility will be to receive funds from various
sources, pool these resources and purchase services on behalf of the entire
population. The Authority will be a public entity and structured as a single purchaser
with sub-national offices at the provincial and district level. The Authority will be run by
a CEOQ that directly reports to the Minister and is supported by an Exscutive
Management and specific technical committees including the technical advisory
committee, audit committee, pricing committee, remuneration committee, benefits
advisory committee and others.

Revenue generation and pooling functions

The main sources of revenue for the National Health Insurance Fund will be general
tax and a progressive mandatory contribution Both employers and employees will
contribute to the fund Mechanisms will be gradually developed to get contributions
from the self-employed External funding for health will be included in the Fund. All this
will result in the creation of a single risk pool that promotes cross-subsidisation
between the rich and the poor, the healthy and the sick, and young and old.

Health Sector Budgeting Process and Funding Flows

Plans for infrastructure maintenance and expansion (capital costs), and service
provision {recurrent costs) will be developed by the District Health Councils, Provincial
Health Authorities, and the National Department of Health in consultation with the NHI
Authority The annual plans wili be approved by the Minister. Funds wilt flow from the
NHIA to the Provinces, District Health Councils and directly to providers based on
agreed plans and using a combination of agreed payment mechanisms.
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Provider payment mechanisms for service providers

The ultimate objective is to have the following provider payment arrangements for all
accredited providers: risk-adjusted per capita payments for Primary Care Facilities (GP
group practices, Community Health Centres, Clinics and others), case-based payment
mechanisms for hospitals, salaried doctors and specialists. However, given current
capacity constraints in the public sector and the need to reduce the disruption of
services to the population during transition, budgets will continue to be used for both
primary care and hospital level providers in the public sector untit such time a facility is
accredited. The budgets will nonetheless be. calculated on the basis of a risk adjusted
capitation formula. Only under exceptional circumstances will out of pockets payments
se used.

Establishment of District Health Councils

Capacity to deliver quality primary health services under a National Health Insurance
system is premised on a revitalised and adequately capacitated district health system.
District Health Councils throughout the country will be strengthened by improving
political governance, oversight and accountability structures. The focus will largely be
on improving service integration, quality of services, efficiency, effectiveness, and
community participation, developmental and multi-sectoral approaches. Significant
improvements in managerial capacity will be key to achieving aft this.

Registration of population per district/catchment area

To ensure that all eligible citizens and permanent residents have access to
comprehensive NHI services, people will be registered for NHI and be assigned lo
specific health care facilities closest to them. The registration process with be on the
casis of the ID with the hope that a National Health Insurance Card will be ultimately
used when the NHI is operational in a specific district, It is important that people are
registered by catchment area and facility in order to facilitate the principal payment
mechanism—capitation. The registration process will be pilot tested before it is rolled
cut nationally using various approaches and existing platforms including work-places,
ine Department of Home Affairs (ID system}, Department of Social Development
registration for grants}), STATS SA, and independent Electoral Commission (election
registration processes), to name but a few

Services to be provided within the district and outside of the district

Al aceredited National Health Insurance providers (both public and private) will provide
2 comprehensive package of services at all levels of the referral hierarchy. that is
armary care services, secondary services, tertiary services and quaternary ssrvices
In addition, an exclusion list of services s defined to contain costs This exclusion list
~il be reviewed at agreed times by the Services Advisory Comnittee

Increase autonomy and efficiency of public health care providers, including
hospitals

Az part of strengthening the delivery and provision of public heain semacss. ine Slan
croposes concrete mechanisms for increasing the autonomy ana afficiency camculan,
of hospitals, and increasing efficiency of public health care providsis ow chdiza them

Tre managerial decision making space
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The accreditation process of providers (public & private)

The credibility of the NHI will rest on visible improvements in the provision of quality
services to all. All facilities, private and public, will be accredited for NHI using agreed
national norms and standards. A National Office of Standards Compliance will be
established according to the National Health Act of 2004 to ensure that all health care
facilities are appropriately licensed and accredited. The aim is to accredit at least 25%
of facilities annually until all facilities are included during a five year phased period. In
addition, the accreditation process will be supported by quality improvement and
quality assurance programmes to make sure that all facilities reach accreditation
status.

Development of Human Resources Plan for Health

Changing the financial arrangements of the health sector without dealing with the
Human Resources for Health challenges will not bring the desired results. The Plan
proposes comprehensive strategies for increasing the supply, quality, distribution and
retention of various categories of health workers in the country. Innovalive proposals
are planned for dealing with the human resources for health in the short term: for
example reviving the Cuban doctors programme, allowing legal foreign nationals to
practice, importing specific specialist skills and attracting back those South African
health and managerial professionals working in other countries.

General Infrastructure Inventory and Development

Expansion and rehabilitation of health care infrastructure strengthening is critical to
improving universal coverage and reducing inequalities of access. The Plan proposes
that a detailed audit of both public and private facilities in the country be done in order
to establish the stock and distribution of these facilities. The audit will serve a dual
purpose: First, assessment of current capacity and where it is located, and second,
identifying gaps for expansion and facilities that require refurbishments. A
refurbishment and expansion plan will be developed, in line with the existing health
care facilities revitalisation programme.

Costing of NHI

The Plan provides a number of costing scenarios for National Health Insurance to
demonstrate how much it will cost to establish and run a NHI system in a sustainable
way. This includes costing of the various components of the Plan including the
comprehensive package of services

Transitional Arrangements
To avoid disruptions, and ensure smooth transition towards a National Health
Insurance system, a well-planned and phased transitiona! strategy is described that

systematically takes into account what needs to occur and when, and under whose
responsibility.

Actions Reqqired of the ANC

The African National Congress has commissioned an NH| Task Team to
develop a National Health Insurance (NHI) plan for financing health care in
South Africa.
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The ANC Task Team undertook detailed technica! wom s (Jiky 2008 to
February 2009. The accepted NHI policy was used as e basis for developing
the detailed implementation plan which will guide policy decision making and
implementation. The outcome from the discussions is a vision of national
health insurance plan for all South Africans, to be introduced in a phased
manner in the next five years.

Financial projections are being developed for costing the National Health
Insurance system. These give policy-makers an indication of the financial
implications of a policy under consideration, They do not constitute a complete
and detailed actuarial analysis, which needs to be completed after the plan has
been accepted.

Based on the stakeholder consultations, the financial scenario whose results
are included here is one of a national health insurance with the following key
characteristics and assumptions:

» The key principle upon which NHI is based is that of universal coverage
for all. The plan is to ensure that all South Africans are enrolled as
beneficiaries of NHI in five years.

= The health budget from general tax revenue is increased in real terms
and is supplemented by a mandatory NHI's payroll levy. The current
tax-deductible for medical schemes contributions will also be removed to
provide additional funds info the NHI system

s Formal sector employees make mandatory monthly contributions at a
percentage still to be determined, that are shared equally between
employees and employers.

# The poor, low income workers, pensioners and the unemployed and
those in the informal sector, are exempted from paying contributions

s The out-of-pocket payments are removed or minimised for only the
services covered by NHI

s The benefit package comprises comprehensive outpatient and inpatient
care at public and private health facilities, inciuding group practices
{comprising primary health care teams) and authorized referrals to
secondary, tertiary and quandary ievels of care

s Substantial quality improvement wiil be implemanted with the nelp of
NHI financing

The projected revenue and expenditure of such an NHI with ihe 250w I
variables and assumptions are being worked out, The result will o= phas=g
intfroduction that ensures that registration of the 25% of ins popuizios nsr
annum is finked to targeted schedule for collection of funcs o ensrz! 12x
revenue and mandatory contribution
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A combination of general tax revenue and progressive mandatory contributions
as the main sources of revenue for the NHI will promote social solidarity
through income and risk cross-subsidization which are an inherent
characteristic of the national health insurance.

Under the NHI system, the contributions rates for formal sector workers, which
couid start with a nominal percentage in the initial years and increase to X%
{shared between employer and employee) and real increase from general tax
revenue at X% -

of the GDP; may be sufficient to balance NHI revenues and expenditure.
Furthermore, any shortfall may be financed from the removal of tax deductibles
for medical schemes.

The ANC is advised to take key decisions in the following areas:

¢ The mechanisms for resource mobilisation, i.e. the decision to increase
the heaith allocations in real terms via the general tax revenue,
supplemental national health insurance payroll level and rerouting of
public sector employees’ contribution to medical schemes to the national
health insurance fund. In addition there should be removal of tax
deductibles to the medical schemes.

s The way health services are to be improved to better serve all our
people

o The type of proposed governance and management structure of the NHI

Once these key decisions are made the ANC will have to decide on critical key
design issues and to negotiate with the respective stakeholders, foremost the
contribution rates and provider payment rates — mainly labour, employers and
health providers. Also, it will have to develop and agree upon an
implementation schedule to establish step by step the NHI system scheme and
the national health authority/agency with perscnnei. This could be realized in
the form of an "Implementation Project", with financial support for investments
in infrastructure, administration and training of staff in the various management
and administration skitls required for the NHI

The proposed NHI design is able to offer better comprehensive services to all
Scuth Africans, by addressing inequity in access and inequity in financing
When successfully implemented, it will lead to better health for all South
Africans

The main recommendations on key i1ssues far the NHI are summarized beiow
These are based on the ANC NHi Task Team views as well as the pra-liminary
financial feasibility assessment

Recommendations for estahlishing a "Phased NHI for all South Africans”

Resource collection:

+
-4l
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+ The health budget from general tax revenue ks mcreased in real terms in
the next five years). '

¢ Resources mobilized through NHI payroll levy do not reduce but
complement existing government funding.

e Public sector payment for public sector workers private medical
schemes would be rerouted towards NH]

o Tax deduction for medical schemes contributions is removed (Nofe:
National Treasury is making a different proposal which is as follows: Replacement of
the medical scheme coniribution déduction with a non-refundable fax credif which will
be set at about 30 per cent of the prevailing deduction. in other words medical scheme
confributions will cease tc qualify as tax-free fringe benefiis. All contributions paid by an
employer will be regarded as faxable and the employee will be permiited to claim a fa&
deduction (or a credit) for coniributions up ta the cap. A consultation paper will be
refeased during 2009. Implementation is proposed in fwn years' time so that SARS,
employers and payroll providers will have sufficient lime to make the necessary
administrative adjustments — source 2009 National Budget Review (Tay proposals)
pg.62, National Treasury)

Contributors
« Formal sector contribution is extended rapidly at 25% of the targsted
population per annum.
¢ Contribution is mandatory — with opt out

Contribution rates:
* The formal sector pays a progressive contribution based on their salary.

e The poor and unemployed are exempted from contributions and the
state will provide a subsidy to cover for that.

Benefit package:
¢ The benefit package is comprehensive, with the current public health
services as its benchmark, and covers in-patient and out-patient care at
all fevels, including primary health care.

Provider payment mechanism:

s The payment mechanism is an important factor that should be linked
with quality
Improvements and cost containment, Providers can be remunerated on
the basis of a combination of risk-adjusted capitation and giobal budgets.
There may be an element of better payments for increased performance.

Accreditation and guality management
» An accreditation scheme would be developed for all health care
providers — private and public - and will be executed by an independent
accreditation body.

Governance and management of the NHI Authority:

s The NHI authority will be a public authority which is responsible and
accountable to the Ministry of Health. It will be a publicly administered
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public entity in the sense of the NHI Act and there will be no role for
private intermediaries.

Legislation:
o It is recommended to develop a separated NHI Act.

Specific recommendations of the NHI TASK TEAM:

» Further progress of developing and implementing a better health
financing system is currently in the hands of the NHI TASK TEAM
working together with the Depariment of Health, National Treasury,
SARS and Department of Social Development, member of the ANC and
its allies as well as the health professionals operating in the public and
private health sector. The work of the Task-Team needs to be extended
further.

= The ANC-Task-Team will include a dedicated team of international
experts and specialists in NHI and systems development to assist in the
implementation process

= An awareness raising campaign needs to be developed, which is
tailored to the specific information needs and group interests of the
various stakeholders .
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CHAPTER 1: OVERVIEW OF THE HEALTH CARE SYSTEM
1.1 Introduction

South Africa post-19294 inherited a highly inequitable health system from the Apartheid
era. Although South Africa has relalively high levels of health care expenditure as a
percentage of GDP relative to comparable cther middle-income countries, lts health
status indicators are much poorer, due in part to various social and economic
delerminants such as poverty and unemployment, unhealthy life styles such as
smoking, alcohol abuse and risky sexual behaviours that fuel HIV/AIDS and other
sexuzlly transmitted diseases, and injury from interpersonal violence. Another critical
factor contributing to poor health outcomes is differential access to quality health care
resulting from the mal-distribution of human, financial and physical resources between
the public and private sectors. The majority of financial and human resources for
health care are localed in the private health sector serving a minority (the 14% of the
population who are medical scheme members). In contrast, the public health system
struggies to meet the health care needs of the vast majority of the population with
limited resources

1.2 Successes of the post-apartheid government

Since 1994, the government has achieved significant progress in pursuit of an
equitable and coherent health system, putting in place structural, policy and
programme oriented innovations. Transformation began with the integration of the
fourteen [14] departments of health of the apartheid era into a single health system
consisting of a central minisiry and nine [2] provincial departrments of health, In “The
White Paper for the Transformation of the Health System in South Africa” the
government undertook to create a national health system based on the primary health
care [PHC] approach predicated on a district health system; a unified national health
system integrating the public and private sectors with the objective of reducing
inequities and expanding access {o essential health care. Many of the policies and
strategies envisaged in the White Paper were incorporated in the National Health Act
of 2005, which lays the framework for the elimination of fragmentation of services
offered by provinces and municipaiities. The Act assigns PHC as a provingial
competency, and defines the District Health System (DHS) whereby the boundaries of
the DHS correspond with those of the first tier of local government, It establishes the
National Health Council, Provincial Heaith Councils and District Health Councils and
mandates community participation in the governance of the health system at all levels

Much has been achieved beyond the setting up of structures and development of
policies and strategies The focus on PHC resulted in the reprioritisation of budgets
and resources to bring about an equitable redistribution between PHC and
sophisticated curative and terliary care An essential PHC package was formulated
which sets norms for the provision ot a comprehensive PHC To increase access to
these services user fees for public PHC and all fees [{inctuding at hospitals] for
pregnanl women and children under the age of 6 ysars were removed To support the
expansion of these services , 1 800 clinics and cocmimunity health centers were built
since 1994 Today 95% of the population of South African can access health care
within five kilometer radius of their homes

Hospttal infrastructure was also improved significantly beginning with the orogramme
of revitalisation that focused on imprevement of infrastructure egquipment
management and quality To date, 27 hospitals have been accoraingiv refurtisnad

and 18 new hospitals have been built and another 190 facilites ucgracsac
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There was alsc a major effort to promote human dignity and human rights in health
care delivery culminating in the proctamation of the Patients’ Rights Charter in 1998,
and to improve the quality of care through the establishment of provincial quality
assurance units and quality assurance systems including mechanisms to receive and
redress complzaints at all health delivery sites. Health worker awards systems were
instituted to promote a culture of excellence in health service delivery.

Another major area of improvement sjnce 1994 is in the realm of human resources.
Initiatives were introduced to change the gender, racial and professional profile of the
health workforce to redress apartheid legacies and to ensure that the composition of
the service provider workforce represents the national population profile. In order to
remedy shortages in the number of health professionals in rural areas, the
government recruited Cuban doctors in the immediate post 1994 period, introduced
compulsory community service for recent graduates, intreduced scarce skills and rural
allowances for health professionals, and developed a strategy for retention of skilied
workers - Occupalion Specific Dispensation for Nurses (other occupational categories
to follow). To further broaden the number and skills spectrum of health workers the
government introduced Community Health Worker Programme throughout the country,
developed a cadre of mid-level workers and established training schools for an
increasingly diverse set of health professions e.g. Emergency Services.

To make medicines affordable, the state introduced a comprehensive national drug
policy in 1996, one of the main pillars of which was the Essential Drug List for the
public sector. [t provided for much more rational drug prescribing and the introduction
of generic prescribing throughout the health system. There is a need to review this
policy to evaluate its impact and to improve areas where necessary.

The government introduced many health care programmes, some of which are
summarised below:

1.21
| Disease / target population | Interventions - i _I
[ Women | Free heath care services for pregnant women

Choice on termination of pregnancy

Confidential enguiry into maternal deaths

Sexual assault services including post-exposure
| prophylaxis

izhildran Free health care for children under 6 vears

Expanding immunisation programme and mass

campaigns

Integrated management of childhood diseases
HIVIAIDS Public education campaign

Strengthening of the Soulh African National AIDS

Council (SANAC)

Condom distribution

Veluntary counselling and testing

Treatment and surveillance of sexually transmitlad

infections

camminity based care and suppon programmes

=revention of mother-to-child transnussion of HivV

Zemprehensive HIV & AIDS Care Management and

[f=siment Programme
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Disease / target population | Interventions

Extensive ARV roll-cui

Tuberculosis Implementation of the YWHO-advecated “DOTS”
(directly observed therapy. short course) policy
Improved national surveillance

Integration of HIV and TB

Tobacco Legislation / regulations to control tobacco product
advertising, promotion and sponsorship
Increasing the price of tobacco products

Malaria control Regional co-cperation as part of the Lubombo
Spatial Development Initiative including
Mozambique, Swaziland and South Africa involving
household spraying, new artemisinin-based drug

regimens and improved surveiliance

Mental Heaith Promulgation of the Mental Health Act - integration
of mental health into PHC services
Violence and suicide prevention programmes for
schools including a suicide toll free line

Nutrition Fortification of maize meal and wheat
Promotion of exclusive breastfeeding
Implementation of food-based dietary guidelines
Implementation of integrated nutrition programmes
{INP)
Promotion of community-based growth monitoring
Development of community gardens

Nolwithstanding these achievements, many challenges continue to confront the South
African health system today. Some of these are explored in more detail in the
following sections.

1.3 Health outcomes challenges in South Africa

Unlike many other low- and middle-income countries which experience a double
burden of disease, South Africa has a quadruple burden of disease associated with the
epidemiclogical transition between diseases of poverty and lifestyle-related diseases
The country still bears a heavy burden of poverty-related illnesses such as infectious
diseases, malnutrition and diarrhoea. In 2005 the incidence of diarrhoea was
estimated to be 258 per 1,000 children under-five years of age (Sen, Ostlin and
George 2005) At the same time, South Africa displays a growing burden of non-
communicable diseases, including strokes and ischaemic heart disease (see Table 1}
This epidemioiogical transition became apparent in the 1980s The "third’ burden
relates to premature deaths due to violence and injuries  The ‘fourth’ burden has
developed very rapidly into hecoming by far the greatest burden. namely HIV/AIDS,
which by the turn of the century accounted for nearly 40% ot ali years of life lost due to
premature death.
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Table 1.3: Ten leading causes of premature mortality (2000)

Cause of death % of years of life lost
HIV/AIDS 39.0%

Homicide and violence 6.8%

Tuberculosis . 4.7%

Diarrhoeal diseases : 4.2% i

'Lower respiratory infection ' 3.9% -
Road traffic 3 7%

Stroke | 2.8%

Ischaemic heart disease 2.5%

Low birth weight 1.7%

Protein-energy mailnutrition 1.5% |

Bradshaw et al. {(2006)

South Africa is far from achieving the health-related Millennium Development Goals 4,
5 and 8, which entail reducing child mortality, improving maternal health and
combating HIV and AIDS, TB, malaria and other communicable diseases. Instead of
rates falling, there is a reversal of gains and the country frends are moving in the
opposite direction from what is desired. Infant mortality has increased fram an
average of 45.4 deaths per live births between 1993 and 1998 to 69 in 2005 (Bourne,
et al., (in press; United Nations World Population Prospects, 2006). Maternal mortality
is also increasing at unacceptable rates from 200 per 100 000 live births in 2000 to
400 per 100 000 by 2005 (UNICEF,undated).

The country ranks highest in the world in terms of the number of people living with HIV.
Estimates suggest that 5.5 miflion people or 37% of all people living with HIV and/or
AIDS in Sub-Saharan Africa are living in South Africa. There have been numerous
challenges in implementing programmes to treat those living with AIDS in the country.
These include delays in rollout of prevention of the mother to child transmission of HIV
programme and universal roll-out of antiretroviral therapy (ARVs). Its delay to
implement a known and feasible intervention to prevent HIV transmission from mother
to child Fashad 10 avert new infections amang 35 000 tabies (Chigweders, Seate
Gruskin, Les & Essex, 20081 The government's defay in implamenting an-evidencad:
based antiretroviral therapy programme, is reported by scientists to have caused the
premature mortality of 330 000 people between 2000 and 2005 (Chigwedere, Seage,
Gruskin, Lee & Essex, 2008). Failure to implement this intervention left the couniry
with a large proportion of the population that is sick from HIV and AIDS-related illness.
which further led to overcrowding of health facilities. With pressure from civil society
and acadetics, the government is now implementing the largest ARV programme in
the world, with more than 700,000 HIV pesitive persons expected lo be receiving this
treatment at the end of 2007/08 (Treasury, Intergovernmental Fiscal Review, 2007)

Anather major bonmmunicable disease hat ta highly prevalen| s (berclgsis (TR
South Afriue has the 7 highest incidance of T8 in e wirld ( Degartment of Haalh
strategy on TB, 2007} The number of people with tuberculosis in South Africa has
increased from 109,000 in 1996 to 341,165 in 2006 The incidence has increased
from 269 cases of TB per 100,000 population to 720 per 100,000 (cited in Department
of Health, 2007) The high prevalence and incidence of tuberculosis is exacerbated by
the emergence of multi-drug resistant TB (11,000 cases between Jahuary 2004 to
Aprii 2007} and the Extreme Drug Resistant (XDR) TB (over 800 diagnosed in 2006
and the first quarter of 2007). which is difficult to treat and has a very high case fatality

Confidential and not for distribution 18



rate {Department of Health, 2007). Many of those who are infected with TB are also
infected with HIV. This is clearly a major public health threat for the country, which the
health care system has failed to contain. The epidemics of HIV and AIDS and TB are
responsible fer high levels of use of public sector clinics and hospital services and
consume a large share of the budget.

1.4  Health system challenges in South Africa

This section will address challenges in the health sector, including inadequate funding,
inequities in access to health care, lack of sustainable human resources to provide
quality health care and inadequate access to medicines. The private health sector
alsc poses challenges, particularly in terms of unsustainable increases in expenditure.
Failure to integrate the public and private health sectors, despite the existence of ciear
policies, remains a challenge. Other challenges include low bed occupancy in the
private sector, while there is overcrowding in the public sector. Common to both
sectors are difficulties in adequately treating TB patients

1.4.1 Challenges facing the public health sector
1.4.1.1 Public health care expenditure

Probably the greatest challenge that has faced the public health sector since the 1994
democratic elections is the stagnation in funding for the public health sector. In real
per capita lerms (i.e. after taking account of inflation and population growth),
government expenditure on the health sector declined consistently from the mid 1890s
until 2002, and only returned to its 1996 levels in 2005 (Mclntyre et al. 2007). This
was largely due to the constrained government expenditure associated with the GEAR
policy. Since 2005, there have been some increases in real per capita public health
budgets

South Africa has a two-tiered heaith system, with a large private sector serving the
higher income minority, while the public sector serves the majority of the population.
The figure below provides an overview of the structure of the health system and the
flow of funds in the system. About 40% of fotal health care funds in South Africa flow
via public sector financing intermediaries {primarily the national, provincial and local
Departments of Health), while 80% flows via private intermediaries Medical schemes
are the largest financing intermediaries, accounting for nearly 46% of health care
expenditure, Provincial heaith departments follow as the next largest intermediary
with 38% of all health care funds fiowing via them Households' out-of-pocket
payments directly to health care providers also account for a sizeable contnibution, at
nearly 14% of all bealth care expenditure

About 14% of the populatioh are members of medical schemes: this group largely tses
private for-profit health services. The General Household Survey {Statistics South
Africa 2004} suggests that a further 21% of the population uses some services in the
private sector (mainly generar practiloners and retail pharmacies’ and pays for these
services on an out-of-pocket basis  However, this group is heawly dependent on the
public sector for specialist and inpatient care . The remaining 65% of the population Is
entirely dependent on the public sector
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1.4.1.2 Inequity in access to health care

The public health sector faces a range of challenges. A key challengs hzs 5==n Hat of
constraints in access {o health services for people dependent on cusiic secier sarvices In
particular, many South Africans did not have good geographic access ¢ care. Over the past
14 years, government has tried lo address this problem through the Presidential Clinic
Upgrading and Building Programme which prioritised underserved areas. By 2005, more
than 1,300 clinics and health centres had been built with the aim of increasing access to
health services for all, especially the poor, bringing the. number of clinics in the public sector

to more than 4 500. Despite these achievements; a number of challenges remain.

In a population survey undertaken in 2005, the majority of respondents used public health
services (hospitals=45.4% or clinics =25.2% total public sector =70.6%), with a total private
sector 26.2%), and the remainder utilised mining hospitals or iraditional healers (Shisana, et
al 2007). When asked whether they had difficulty affording health care, inciuding the cost of
prescription medicines, 16.6% or 5.2 million responded in the affirmative.

More than haif (51.9%) of South Africans using public hospitals and more than 54.9% using
the private hospitals say the health system needs a lot of improvement; people wait too long
before being served. Satisfaction levels: 16% in public hospitals and 13.3% in private
hospitals. The same results were found in public clinics (42.9%) and private clinics or GPs
(54.5%), suggesting large dissatisfaction (Shisana, et al, 2007)

The government also initiated a hospital rehabilitation programme with the aim of revitalising
existing public hospitals or building of new ones, So far, more than 249 out of the more than
400 hospitals have undergone rencvation and 18 new hospitals were built, of which 3 were
major teaching hospitals (Department of Health, 2006/7). However, of the R2.1 billion
allocated for hospital revitalisation in 07/08, R241 million was unspent, suggesting there is a
need to increase capacity to implement this programme.

These infrastructure development programmes have been accompanied by a relative
redistribution of financial resources between geographic areas. The gap in per capita public
sector spending between the most well resourced and least resourced province has reduced
from a five-fold difference in 1982/93 to a two-fold difference in 2005/06 I spending on
central hospitals, which are intended to serve ali South Africans even though located in only
a few provinces, is excluded, the gap has reduced to a 1 8 times difference (Mcintyre 2007)

Another access dimension that has posed problems for South Africans is that of affordability
of health services A key government strategy to address this problem was announced by
the then President Mandela in 1994 as part of his 100 days in office plan He announced that
all pregnant women and children under six years of age would have free access to health
care at all public sector facilities  This was followed in 2006 by the introduction of free care
for all (except those covered by medical schemes) at all public seclor primary health care
facilities These policies have been crilical in improving financial access to health care for
poor Sauth Africans

These policies have resulted in the number of dlinic visits incraasing fremandously from 67
Dillion in 1998 to moare than 98 million in 2004: with visits increasing front an averagse of 1 8

-

to 2 1 per person per year during this period



1.4.1.3 Challenges in securing and sustaining human resources

There is a serious maldistribution of health workers in the country, with 60% of the nurses
and 40% of the doctors serving 85% of the population using the public health sector. Most of
the health workers work in urban areas while there is a serious shortage in the rural areas.
The disproportionate distribution is also by province, with the Western Cape and Gauteng
having high numbers of doctor-to-population ratios when compared with the rest of the
provinces.

Nurses form the backbone of the health caie system, and yet they are in shoert supply. This
is largely due tc a number of factors including cuts in the provincial budgets and the closure
of nursing colleges, which has resulted in fewer nurses being trained. But even those who
were trained do not all go on to practice in this country. For example, it is estimated that
about 67% of nurses who trained in the period 1997 to 2005 do not appear on the South
African Nursing council register (Breier, et al, 2008). Some leave the country to seek greener
pastures in countries that pay them higher salaries such as Saudi Arabia, Oman, UK, US,
Canada and Australia

Anocther indicator of the shortage is the vacancy rate. PERSAL data suggest that the
vacancy rate was between 31.5% in 20086 to 36 % in 2007 {HST, 2007), which translates to
25 701 nurses that would be needed for different positions (Breier et al., 2008). However the
authors also quickly remind us that vacancies cannot necessarily be equated with demand,
because they may reflect frozen posts due to lack of funding. A good measure of shortage is
failure to fill vacant posts following advertisements. Researchers at the HSRC found that the
vacancy fill rate for registered nurses and midwives was 56%, suggesting that there is a
shortage of nurses in general. Some of the reasons given by employers for failure to fill the
vacant posts were that nursing is not a well-paying job, that it has low recognition, low
promotion potential and long unsociable hours of work, that nurses run the risk of contracting
HIV and that many migrate to other countries (cited in Breier et al., 2008). A major concern
is that 16% of health workers are living with HIV (Shisana, at al, 2004) and 18.9% are
classified as eligible for ARV therapy (Connelty, et al., 20G7).

Linked to the issue of nurses is the shorlage of medical practitioners. Access to quality
health care for the majority of the population of South Africans using the public health sector
is sertously hampered by inadequate supply of medical practitioners. Many migrate to the
north in Europe, the Americas (north), Australia and New Zealand In 2001, the QECD
estimaled that 8,921 doctors were in these regions. Seme of the reasons advanced for
migration of these doctors included crime, deteriorating public education, better pay abroad,
deteriorating conditions in the public sector and foreign recruitment. These are challenges
that the state will need to address if South Africa is to retain the doctors that it trains at heavy
cost of R780 000 per doctor (figure cited Breier and Wildschut, 20086)

The shortage of doctors and nurses has happened at a time when the size of the population
dependent on public sector services has been increasing, and the burden of ill-health among
the population, primarily due to the HIV/AIDS and associated TB epidemics has also
increasad. As indicated above, utilisation of public sector services has also increased
considerably during this period This has placed incredible strain on public sector health
services, and on the staff who work in public sector facilities

Professional assistants or mid-level workers are a relatively new cadre of semi-skilled health
care workers in the health sector in South Africa. This cadre of workers improves access to
health care lo all sectors of the population based on the Primary Health Care Approach,
irrespective of geographical locaticn. by making up for the scarcity or absence of
professionals such as doctors denbisis. chammacists, physiotherapists or nurses, etc
Professional assistanis work In 2 i=a=-vasec setling under the supervision of a qualified
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professional. Depending on the field they are functicning in, they have been given many
different titles, e.g. physician assistant, clinical associate, medical assistant, health assistant,
health officer, nurse practitioner, nursing assistant, dental auxiliary, physiotherapy assistant,
dental technician, speech therapy and audiology assistant and phamacy assistant.

Professional assistants play a particularly important role in staffing rural health centres,
primary health facilities and district hospitals, to bridge the gap between the urban and rural
divide, and well resourced and under-serviced areas. Medical, pharmacist and nursing
assistants also play a role in larger hospitals where they assist health professionals in their
tasks. The midlevel workers have to address the challenges presented by the big shortages
of medical, nursing, pharmacist and dental professionals available for the great demand for
health workers in the population.

In South Africa, the development of this cadre of health worker has been informed by the
Department of Health Strategy document on Health Human Resources (The Pick Report)
and subsequently the 2006 DoH National Human Resources for Health Plan, to address
shortages of various health professional groups, to facilitate the implementation of the
primary health care (PHC) package within the country. Professional assistants (PA) have to
receive training that will provide them with a higher skill level than basic assistants. The
program for training is meant to ensure that skills acquired are appropriate to the level of
work they are to execute and complements the functions performed by other team members

A challenge with professional assistance is that whilst it provides ‘relief' to shortages of
health professionals, it may reduce the perception of the urgency with which the whole
health system needs to be restructured, Failure to deal with the 'push’ factors in rural and the
public sector may result in professional assistants being the backbone of the human
resource component in the public health system and providing care without the supervision
of professionally qualified staff.

Another challenge pertains to role clarification, scope of practice overlap and formalisation of
roles in relation to the professions that are supervisory to the PA or who are supervised by
the PA. This will ensure that potential conflict of interests and confusion around roles and
responsibilities is avoided This challenge has manifested as attrition of professional
assistants to the private sector such as is the case with pharmacy assistants or career
diversion to the supervisory profession as a career-pathing seclution as has been the case
with dental assistants who have gone on to study for dentistry

1.4.1.4 Access to medicines

Another challenge facing the public health sector is the shortage of drugs at health facilities
especially AlDS drugs. Recently there were reports in the media about shortages of
antiretroviral drugs experienced in the Free State and also in the country To avert this
crisis, the budget for Pharmaceutical Services in the Provinces must be ring fenced and be
under the direct supervision of the Head of Pharmaceutical Services This will greatly
facilitate timeaus payment of manufacturers who have supplied the products, This will then
not disturb the manufacturing, delivery, payment cycle. Secondly, usage data on
pharmaceuticals at the Province should be accurately captured and analysed so that correct
estimates of quantities required can be put together These estimates are very crucial during
the award of tender, so that the manufacturers can appropriately plan their manufacturing
and delivery logistics. Careful consideration should be given to the ability of manufacturers
who win the tenders , to manufacture and supply At times this capacity does not exist and
leads to unavailability of medicines and shortages of quantities to be supplied. The
intelligence on this crucial issue has to be consolidated with the State Tender Board that
evaluates submissions and awards tenders There is also a need to impiement the



Polokwane resolution to establish a state company to produce drugs as a means of reducing
the cost of medicines.

1.4.2 Challenges facing the private health sector
1.4.2.1 Private health care expenditure

In contrast to the public sector, expenditure in the private sector has continued to increase,
at rates far exceeding the inflation rate, on an annual basis since the 1980s. Membership of
medical schemes has become increasingly unaffordable for South Africans; as expenditure
increases, so do the contribution rates or premiums that are charged by medical schemes.
In the late 1980s and early 1990s, contribution rates were increasing at between 25% to
30% per year in real terms (Mclntyre et al., 1995). The rate of annual contribution increases
has reduced dramatically in recent years, but the average annual real increase in
contributions of 7% between 2000 and 2005 is still of concern. Although medical scheme
membership increased from about 6.5 million in the early 1990s to 6.9 million by 1997, the
absolute total number of beneficiaries decreased in some years thereafter and had only
reached 6.9 million again by 2005. Medical schemie membership has declined considerably
as a percentage of the population, from 17% of the population being members of medical
schemes in 1992 (Mclntyre et al. 1995) to less than 15% in 2005 (Council for Medical
Schemes 2006).

The main cost drivers of medical schemes expenditure have been private hospitals,
specialists and medicines, medical administration and brokers. While in the 1980s and first
part of the 1990s, expenditure on medicines was increasing more rapidly than other
categories of medical schemes expenditure, expenditure on private hospitals has seen the
most rapid increases in the latter part of the 1990s and the 2000s (Mclntyre and Doherty
2004). Real per beneficiary expenditure on specialists increased by 53% between 1987 and
2005, while that on hospitals increased by 74% over this period. Very little of the hospitals
expenditure was directed to public sector hospitals; spending on private hospitals accounted
for 98.5% of all medical scheme expenditure on hospitals in 2005 (Council for Medical
schemes 2006). Medical scheme expenditure on hospitals per beneficiary increased three
times more rapidly than inflation between 1997 and 2005 (Mclntyre et al. 2007).

There are a range of reasons for the large increases in medical scheme expenditure,
including the fee-for-service reimbursement mechanism which encourages providers to
supply more services than may be strictly necessary from a clinicat perspeclive. There has
also been a growing imbalance in the relationship between purchasers (medical schemes)
and providers. This is particularly the case with private hospitals, where three large hospital
groups own about 84% of all private hospitals (van den Heever 2007).

1.4.2.2 Low bed occupancy rates

South Africa had 684 hospitals in 1990, and Baragwanath Hospital had nearly 3,000 beds. In
1989, South Africa had 143,519 hospital beds at a ratio of 4.8 per 1,000 peogle in the
population. In 2005 South Africa had 28 beds per 10 000 pogulation in both the public and
private seclors. The public sector had 63 regional and 14 terliary hospitals with some 100
00C in these regional and tertiary institutions serving 80% of the poputation. The current
public hospitals occupancy rate is above 80%

Ten years ago there were 161 private hospitals, with 142 of these in urban areas. In 2006
the private sector increased its for-profit hospital numbers by more than 34% from about 167
hospitals in 1998, to 216 hospitals in 2006. Whilst hospital beds in the public sector are
reducing, the number of private hospitals and clinics continue to grow The private sector
has added almost 7 000 beds between 1998 and 2006 The 2007-2008 Council for Medical
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Schemes (CMS) Annual Report indicates that there are presen®y Z2 000 senziz c23s i

Scuth Africa, with an additional 4,000 added between 2004 anc 2008 752 t=2 cocuosno
rate in the private sector is currently at 65%. and the bed over-suscy s soushde 10000, The
bed occupancy increased slightly from 62,09% to 64.52% between 2003 znc 2007 The

mining industry also provides its own hospitals, and has 60 hosciizls zna clinics around the
country in which surplus capacity resides,,

The admission rates to private hospitals increased to 180.6 per 1 000 beneficiaries from 171
per 1 000 beneficiaries in 2006, and this translates to the number of admissions increasing
by 7.3%. However, the number of medical aid.bengficiaries admitted to public hospitals
decreased slightly to 8.0 per 1 000 beneficiaries in 2008 from 8.2 per 1 000 beneficiaries in
2006. The 2007-2008 CMS Annual Report, also indicates that the utilisation of private
hospitals (including day clinics) per 1 000 beneficiaries reflects a downward trend in the
number of beneficiaries admitted.

The 2007-2008 CMS Annual Report reflects increases on the total amount spent on
healthcare in the private sector by schemes. Schemes paid R20.2 billion (36 0% as % of
total spent) to hospitals. This increase translates to a 12.5% unadjusted increase or a 5.3%
real increase in expenditure on private hospitals when adjusted for inflation. Existing
members of schemes pay indirectly for the full cost of all uncccupied beds (the surplus
10,000 beds} through iincreases in utilization and hospita! stays. This is confirmed by the
results of a study conducted in 2008 by Deloitte & Touché on private hospitals on behalf of
the Hospital Association of South Africa, The results confirm that to address the
inefficiencies, more patients occupy hospital beds on week days than over week-ends. This
variation in bed occupancy is predominantly as a result of increased utilisation (1.91%) and
to a lesser extent (0.52%) as a result of increased length of stay in the hospital driven largely
by an increase in chronically ill patients.

The CMS Annual Report also indicates that specialists, are the key drivers of increased
hospital utilisation and costs, as they are the professionals who predominantly admit patients
in private hospitals, Specialists generate around 70% to 80% of hospital costs incurred,
aside from their own professional fees and costs. Private hospital cost increases are also as
a result of the excessive issuing of licensing for acute beds and expensive technology by
provincial health administrations

1.4.2.3 Inability to adequately treat people with TB

According to the Department of Health and the WHO. South Africa is cne of the 22 High
Burden Countries thal contribute approximately 80% of the total global burden of all TB
cases It has the seventh highest TB incidence in the world as a result of the double burden
of disease as a result of co-infection with HIV, South Africa has seen a rise in the incidence
of tuberculosis in lhe adull populalion with a threefold inciease in the numbers of people with
T8 from 109 000 in 1896 to 341,165 in 2006 or 268 cases of TB cases per 100,000
populabion to 720 per 100,000 population. This has resulted 1 increased morbidity, mortality
and poar performance on our Millennium Revelopment Goals 2015 target

Drug resistant T8 anses as a result of failures of the health system Lo adequately deal with
catients who have TB According te the Drug Resistant Surveillancae, MRC (2001-20021 the
croportion of people with extra-pulmonary T8 trebled to around 15% and the proportion of
ceaple who were ce-infected with HIV m 2002 was around 55% TB pattents who zre HIV
oositive need to commence ARV s early [0 addition, 900 cases of Extensive Drug Resisiant
T8 were reported between 2004 and 2007, Althotigh the cure rales and treatment success
nave gradually increased from 2ver the last five years with 66% in 2000 to 73%: In 2004 the
Jefaulter rates remain high This nas crealed hurdies in achieving the targeis for ireziment
success and cure and has increzsed the probability for drug resistance



The most critical component in the management and eradication of TB pertains to
addressing the social determinants of TB. These include poverty eradication, nutrition,
housing and improvement of living and working conditions. However, effective public health,
as well as clinical inferventions, is also critical in ensuring adequate and effective
management and eradication of TB and its complications. To this effect, the Department of
Health developed the Draft Tuberculosis Strategic Plan for South Africa 2007-2011.

The Plan has identified systemic challenges in the management of TB and reflects that
‘major deficiencies” that have impacted very negatively on South Africa's ability to eradicate,
contain, manage and prevent TB and its complications. These relate to provision and
allocation of resources including skewed provincial allocations, quantity and quality of human
resources, TB-HIV collaboration, access to diagnostic services and the proper use of the
reporting and recording system. On access to diagnostic services, the Plan indicates that the
smear conversion rates for the year 2006 show that one in three patients {28%) do not have
sputum results available to confirm the diagnosis TB and /or its complications including
extra-pulmonary TB or the MDR and XDR.The challenge of quantity and qualify of human
resources requires a rigorous effort to strengthen the programme through training and
supervision.

1.4.3 Challenges in terms of the public/private health sector mix

A significant challenge facing the South African health system is to address the inefficient
and inequitable distribution of resources between the public and private health care sectors
relative to the population served by each. Table 2 summarises the disparities that exist
between these two sectors in relation to hospital beds and human resources. There is more
than twice as many hospital beds per beneficiary of private sector hospital services as there
are for those dependent on the public sector. The disparities are even greater in relation to
health professionals; each pharmacist in the public sector serves 12 to 30 times, and each
generalist doctor in the public sector serves 7 to 17 times, more people than those in the
private sector (depending on whether one focuses only on the medical scheme population or
assumes that up to 36% of the population use private pharmacists and private general
practitioners). There is a six-fold difference in the number of people served per nurse, and a
23 times difference in the number of people served per specialist dector, working in the
public and private sectors in South Africa.

Table 2: Distribution of health care resources between public and private sectors
{2005)

| | Private sector  Public sector |
| Population per general doctor | (243) 588" | 4,193 Il
| Population per specialist 470 | 10.811 ,
t Population per nurse . 102 | 616 :
| Population per pharmacist | L765) 1,802" | 22,879 i
| Population per hagpital bed 194 399 '

* Data in brackets represents only medical scheme members (14 8% of the population).
main estimate assumes that private GPs and pharmacists may be used by up to 35.8% of
South Africans.

Source: Data on personnel and bed numbers from Health Systems Trust's South African
Health Review, 2005/06

What is of considerable concem is that public-private mix disparities have deteriorated
remarkably over the past decade (see Figure 2) While real expenditure per medical
scheme member (health care benefits and administration and other management costs)
wuare about three times greater than government health care expenditure per person who is
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not a medical scheme beneficiary in 1996, the difference in expenditure was about six times
greater on medical scheme beneficiaries by 2006. This is due to the fact thai real per capita
expenditure in the public sector was relatively stagnant over this period, while medical
scheme contributions and expenditure have been growing at rates far exceeding overall
inflation lhroughout the period. This pattern of diverging public and private sector
expenditure patterns was seen throughout the 1990s as well.

Figure 2: Trends in real per capita health care expenditure in public sector and
medical schemes (2000 base year); 1996-2006
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Source: Mcintyre et al. (2007)
The incidence of health care financing and service benefits in South Africa

The disparities in health care financing and service benefits afluded to above can best be
illustrated through comprehensive financing incidence and benefit incidence analyses. A
financing incidence analysis determines which socio-economic groups bear what burden of
funding health services. A benefit incidence analysis determines what benefit (expressed in
monetary terms) different socio-economic groups derive from ulilising health services.
These analyses enable cne to assess how equitable a health system is; financing is
regarded as equitable if contributions to funding health care are according to ability to pay,
and health service use is regarded as equitable if benefits are distributed according to need
for health care

Figure 3 shows the distribution of the burden of health care financing across socio-economic
groups It shows that the poorest 20% of the population (quintile 1) contribute almost 6% of
their household income towards funding health care, This (s mainly through making out-of-
pocket payments {& g. fees at public hospitals or payments to a private GP or pharmacy)
and through tax contribulions (in the lowest income households. this mainly takes the form of
indirect taxes such as VAT, excise duties, fuel levies etc.). This is similar for the next two
guintiles  The richest 20% of the population contribute about 18% of their household income
towards health care, with most of this in the form of contributions to medical schemes; their
contributions to health care funding in the form of out-of-pocket payments and general tax
payments is less than 8% of therr Income. The second richest 20% of the pepulatien
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contributes just over 10% of their average household income to health care payments, with
nearly 6% being in the form of out-of-pocket payments and general tax payments.

Figure 3: Incidence of health care financing in South Africa, 2006
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Figure 3 clearly indicates that payments towards the cost of health care are progressive in
South Africa (i.e, payments to health care as a percentage of household income increases
as the level of income increases). However, it should be noted that almost all of the
‘progressivity’ of health care funding is attributable to medical scheme contributions as it is
only the richest groups which contribute to medical schemes. However, it is also only those
who contribute to medical scheme who benefit from funds in medical schemes. The
distribution of health care funding in the form of out-of-pocket payments and general tax
payments is relatively evenly distributed across socio-economic groups — although general
tax payments are progressive, they are only slightly so, with the pocrest 80% of the
population (quintiles 1 to 4) bearing a very similar burden of funding these payments.

The fact that a large share of health care funding is attributable to medical schemes
contributions and that only a small share {14%) of the South African population benefit from
the services funded by these schemes heavily influences the distribution of benefits from
health care utilisation across socio-economic groups. Figure 4 shows that benefits are
heavily concentrated on the richest 40% of the population, who receive about 60% of the
health care benefits. This is particularly due to the use of private providers by this group, but
also due to this group deriving the greatest share of benefits from the most highiy
specialised public hospitals
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Figure 4: Comparing total benefit incidence with levels of heatth care need
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“hat is even more striking is that health care benefits are not distributed in line with need’
‘or health care services. The benefit incidence of health care in South Africa is very ‘pro-
fich’, with the richest 20% of the population receiving 36% of total benefits (despite having a
heaith need share’ of lezs than 10%) while the poorest 20% receive only 12 5% of the
senefits (despite having a ‘health need share’ of more than 25%).

In summary: “there is a lack of cross-subsidies in the overall health system in South Africa.
Sitnough health care financing is ‘progressive’, this is largely dus ta the richast groups
2earing the burden of medical schame funding: however, the richest groups are the
exclusive beneficiaries of these funds. It is indisputable that benefit incidence in South
Africa is inequitable; benefits from health care are not distributed according to the need for
nealth care” (Ataguba and Mcintyre 2009).

1.4.4 Purpose of this Plan

The aim of this plan is to translate the National heaith insurance policy into a plan. This pian
does three things:

a layoul what the challenges of the health system are

b outiines plans to respond to the challenges, which will require an annual
operational plan

@ provides costing estimates of the National Health Insurance

d provides details of the key elements that must be con  In the transitional
arrangements of working towards a national heaith insurance system for South
Africa

in order to measure the distribution of need across socio-economic groups. househeld survey data
must be used In this case, seif-assessed heaalth status ts used as the measure of need  This 's the
Tosl widely used househoid survey based indicator of need for health care vsed in iniernaional
swdies



CHAPTER 2: STRUCTURE OF THE NATIONAL HEALTH INSURANCE
AUTHORITY

2.1. Rationale for the establishment of an NHI in South Africa

The status quo in the South African health system in Chapter 1, cannot remain. On the one
hand, the public health sector has been systematically under-resourced over the past
decade; this sector has had to cope with very limited financial, human and other resources at
a time when the burden of il health was increasing dramatically. On the other hand, the
amount of financial and human resources located in the private health sector has been
increasing equally dramatically for several decades, despite the fact that medical schemes
have been unable to exiend insurance coverage to a greater section of the population.

The rationale for introducing a National Health Insurance is that it would provide a
mechanism for improving cross-subsidies in the overall health system, whereby funding
contributions would be linked to an individual's ability-to-pay and benefits from health
services would be in line with an individual’'s need for care This wauld be achieved through
having an integrated funding pool.

2.1.1. Public and Political Support for the National Health Insurance

There is public and political support for the establishment of the national health insurance as
a means to increase access to good quality health care for all. The Human Sciences
Research Council conducted a national household survey of the South African population in
2005 and included questions on the desirability of the national health insurance. Interesting
results were found. When asked “Which of the following is more important: Providing health
care coverage for all South Africans even it is means raising taxes or holding down taxes
even if it means some South Africans do not have health care coverage?” a surprisingly
large percentage indicated that it is more important to provide health care coverage for all
(54.7%), while a small percentage (21.2%) said it is better to hotd down taxes

Participants were asked “Which would you prefer: The current medical aid system or a
universal national health insurance programme?” and a surprising 46.5% of all South
Africans indicated that they would prefer a universal national health insurance over the
current medical scheme, and a small proportion preferring the existing medical schemes
(26.9%), and 26 6% not expressing an opinion (Shisana, et al., 2006).

A mare recent national household survey, conducted in 2008, shows that there is even
greafer support for NHI amongst the general public than previously recorded. There is a
good understanding of the need for pre-payment to ensure financial protection from the
costs of heaith care with 76% of all respondents agreeing with the statement: “| would agree
o pay a small amount each month so that if | get sick, health care will be free, even if | am
not sick now" More than two-thirds of respondents (67%) agreed with the statement: °I
would join a publicly supported health insurance scheme if my monthly contribution was less
than for current medical aid schemes” Importantly, an even greater number of medical
scheme members (71%) agreed with this slatement, strongly suggesting that there is
widespread dissatisfaction with the high costs of medical scheme membership. Another
important finding of this survey is that despite reported widespread concern about the quality
of care in public sector facilities, 73% of South Africans agreed with the statement: | would
join a publicly supported health insurance scheme if | could use public health services for
free” (Mcintyre et ali 2008}
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=m=mies illustrate the economic implications. Further information on the mizeros

2.1.2. Economic reasons for introducing the National Health Insurance

There are a number of sound economic reasons for pursuing a national health insurance in
South Africa. In particular, public funding of health services is in effect an investment; as
noted by the World Health Organisation's Commission on Macroeconomics and Health:
“Investments in health are essential for economic growth and should be a key component
of national development strategies. ... The links between ill health and poverty are now well
known. Poor and malnourished people are more likely to become sick and are at higher risk
of dying from their iliness than are better off and healthier individuals. Il health also
contributes to poverty. People who become ill are more likely to fall into poverty and to
remain there than are healthier individuals because debilitating illness prevents adults from
earning a living. lliness also keeps children away from school, decreasing their chances of
a productive adulthood” (World Health Organisation 2005; our emphasis)

Not only will public spending on the health sector contribute to economic growlh through
mproving the health status, and hence productivity, of the population, but alse through
smployment creation for health care professionals. The health sector is very human
resource intensive and it is well documented that the South African health system),
carticularly the public sector, is significantly understaffed relative to what is required to
zddress the health care needs of the population. The NHI, through its integrated funding
sool and cost-containment benefits (see later), will provide the financial resources to fill
currently vacant posts within the public heallh sector and open new posts, In addition,
zcditional employment opportunities will be created for trainers of health professionals in
=riiary education institutions (including nursing colleges), given the urgent need to increase
nzalth professional training outputs.

=nother key macroeconomic benefit that the NHI will provide is cost-containment within the

nzzlth sector, At present, the health sector accounts for a sizeable share of the econamy (at

2round 8% of GDP), As indicated in Figure 1.2, the medical schemes sector is the
somponent that is experiencing increases in expenditure that far exceed inflation, despite
s2rving a small share of the population and the population share not increasing. The most
moortant factor contributing to these expenditure increases are increased fee levels charged
v nealth care providers, rather than increased health service outputs  This is in large part
us to a mismatch in the balance of power between a large number of fragmented
surchasers (medical schemes) and concentration among health care providers. The system
= 2 single NHI purchaser has been shown internationally to contribute greatly to cost
x=tainmenl in the health sector

r1

2re are two major benefits from such cost-containment  Firstly, the heallh sector will be a
e efficient (in the sense of increasing service outputs with available financial resources)
saaiibutac to the South African economy. Secondly, there are frequently concerns about
7= potential macroeconomic impact of an NHI in terms of increasing the ¢ost of labour
Swen that employers will pay part of the NHI contribution)  As will be demanstrated in the
szater on NHI costing, the NHi contribution will not impose a greater burden on emplovers
= fhe current medical scheme contributions. More impartantly, tha inbuiit cost-

Hainment mechanisms within the NHI will ensure that employers are nat faced with
=aniea contribution increases at far above the inflation rate as currently occurs wilh meadical
Eie contributions

iy

= (here are other economic benafits of the proposed NHI, the abavementionsy

20 of the NHI are presented in the chapter on the financial resource reculramanis far the



2.1.3 Constitutional rationale for introducing the National Health Insurance

At present funding for health services in South Africa is fragmented on a number of different
legislative and policy planes which leads to inefficient utilization of resources, wasteful
duplication of health cover and unnecessary overlapping of functions between various
agencies. People continue to fall ‘between the cracks’ in the system with the result that their
constitutional rights to human dignity, bodily and psychologicat integrity and access to health
services are being compromised. It is necessary to creale a single focus for the funding of
health care services that respects the rights of the wealthy, the poverty- stricken and all
those in between alike

The constitutional mandate of government to ensure the progressive realization of the right
of access to heaith services requires the most efficient and effective utilization of resources
in order to ensure such access for South Africans and permanent residents. There are
urgent health care needs, for example those of the elderly, the indigent and very young that
are not being adequately met due in part to the continued fragmentation of the current
system combined with historical inequities within that system.

The status quo in the South African health system, as outlined abave, cannot be
perpetuated. On the one hand, the public health sector has been systematically under-
resourced over the past decade; this sector has had to cope with very limited financial,
human and other rescurces at a time when the burden of ill health was increasing
dramatically. On the other hand, the amount of financia! and human resources located in the
private health sector has been increasing equally dramatically for several decades, despite
the fact that medical schemes have been unable to exiend insurance coverage to a greater
section of the population.

The rationale for intfroducing a NHI is that it would provide a mechanism for improving cross-
subsidies in the overall health system, whereby funding contributions would be linked to an
individual's ability-to-pay. Benefits would be in line with an individual's need for care and not
on the person's ability to pay. Health services would be accessible to all on an equitable
basis, on the principle of non-discrimination.

In view of the challenges facing the public health system and the inequities in the naticnal
health system due to the prevailing two-tiered system (described in Chapter 1}, the
introduction of a National Health Insurance system aims at strengthening the under-
performing public sector and pooling resources in both sectors in order to progressively
realise the right of all to access quality health care services The introduction of a National
Health Insurance system will go a long way towards establishing a health care system in
compliance with our constitutional rights

2.1.3.1 The right to health as a human right

The South African constilution is a transformative one, that seeks to transform economic
and social conditions inherited from apartheid to a more equitable one- where human dignity,
equality and advancement of human rights and freedoms, nen-racialism and non sexism
form the founding values of the constitution It is also, one of the few constitutions in the
world that includes socio-economic rights in the Bill of Rights These include the right to
access health care services as well as the underlying determinants of health such as the
right to clean drinking water. the right o adequate housing, the right to clean and a safe
environment, the right lo sufficient food & nutrition and social security, For a person to enjoy
good health it is therefore essential that the underlying determinants of health are also
enjoyed. In other words these rights are indivisible and interdependent and governments are
obliged to take steps to ensure tnat everyone has access to quality health care,



2.1.3.2 What is the right to health?

Itis & right to the enjoyment of a variety of facilities and conditions tha: zrs necessary for
good health. These can be divided into two basic components: thoss reiaied to health care
and those related to general living conditions affecting health, such as safe water, food,
sanitation and shelter. More specifically, the right to health can be understood as a right to
an effective and integrated health system, encompassing health care and other determinants
of health.

Several clauses enshrined in the constitution ialre related to the right to health. The principal
clause guaranteeing universal access is:

= S 27 (1) that states “Everyone has the right to have access
a) to health care services, including reproductive health care, "
(b) sufficient food and water
(c ) social security & social assistance

* 5 27 (2) The state must take reasonable legislative measures within its available
resources, to achieve the progressive realization of each of these rights

* Access right to health care services and not the highest attainable physical and
mental health

= 527 (3) No one may be denied emergency medical treatment

= S 35(2)(e) provides for “adequate medical treatment" for defainees and prisoners at
the State's expense

* § 24" every one has a right to an environment that is nat harmfu! to their health or
well-being.

Other rights, such as the right to life, the right to safety and security of person, the right

to bodily and psycholegical integrity are also relevant to the right to health.

The constitution also provides for equity and non-discrimination in section 9 of the
constitution and this clause is fundamental to equal access for all South Africans to
access health care on the basis of non-discrimination.

2.1.3.3 The States Obligations
» 87 (2) - The state must respect, protect, promote and fulfil the right in the Bill of
Rights

Section 27 (1) has an internal limitation clause:
*  § 27{2) - state must take reasonable measures within its available resources to
achieve progressive realization of the right

2.1.4 International Obligations with respect to the right to health

According to the UN Committee on Economire, Social and Cullural Rights (CESCR) the state
I3 obliged to put into place national plan and legislation on how achieve targets over
specified time periods in order to provide quality health care for all According to the Lunburg
Principles, states must take immediate steps to provide minimum core entittements and has
move expeditiously toward the progressive realization of the right This means that states
have to report to the UN Committee on Ecanomie, Secial and Cultural Rights an what
measures they have taken to realize the right to health, States cannot abrogate their
sasponsibilities by invoking the lack of avallable resources clause but have to show that
available resources have been efficiently utilized

The state is obliged to
= provide equitable distribution of health facilities, goods and services



* Adopt & implement a nation public health strategy and plan of action based on
epidemiological evidence

Devise and review strategy

Address health concerns of whole population

Give particular attention to vulnerable groups

Prevent, treat & control epidemic & endemic diseases

South Africa also has international and regional obiigations due te the fact that is either
signatory or ratified several human rights insfruménis that contain the right to health.
Amongst these are the Universal Declaration of Human Rights, the International Covenant of
Economic, Social and Cultural Rights, The African Charter of Human and People’s Rights,
the Covenant of the Rights of the Child, The Covenant for the Elimination of all Forms of
Discrimination Against Women, The SADC Declaration against AIDS amongst others.

The state is therefore obliged to provide a national health service that provides quality care
and is accessible to everyone without any form of discrimination.

2.1.4.1 What is the meaning and content of the right to health?

# Minimum Core Entitlements

In General Comment N¢.3 the CESCR enjoins States parties to ensure the
satisfaction of minimum essential levels of all the rights enunciated in the ICESCR.[1]
Failure {o do constitutes a violation of the right. In CESCR’s view, this core includes
at ieast {amongst others}

to provide essential primary healih care

to ensure equitable distribution of heaith facilities, goods and services;

to provide of essential drugs as defined by WHO's Programme on Essential Drugs;
to adopt and implement a national public health strategy and plan of action on the
basis of epidemiological evidence, addressing the health concerns of the whole
population; the strategy and plan of action shall be devised and periodically
reviewed

The Committee also confirms that obligations of comparabie priority include taking measures
to prevent, treat and control epidemic and endemic diseases

~ The Normative Content of the Right to Health is based on four principles:
(General Comment No. 14 of CESCR)

»  Availability

+  Accessibility

Acceptability

Cuality

1 Avarilabilty. Must be a functioning public heaith system & health care facilities Goods,
services & programmes must be available in sufficient quantity for ali. They will
include the underlying determinants of health. such as safe and potabie drinking
water and sanitation facilities, hospitals, clinics and other health-related buildings,
trained medical and professional personnel receiving domestically competitive
salaries, and essential drugs, as defined by WHCO'’s Action Programme on Essential
Drugs.

2 Accessibility has four overlapping dimensions

s Non-discrimination- Health facilities. goods and services must be accessible to all,
especially the most vuineranie or marginalized . Iniaw and in fact without
discrimination or anv of Ge sronibiied grounds-sex, race, age, disability



s Physical accessibility- Health facilities, goods and services miusi o wiTen s&is
physical reach for all sections of the population, especiaily vilnerstie or marzinalized
groups.[1] — rural populations, poor, indigenous peoples, cléer cersens. Accessibility
further includes adequate access to buildings for persons with disakilities

» Economic accessibility (affordability) - Health facililies, goods and services must be
affordable for all. Payment for health care services must be based on the principle of
equity. Equity demands that poorer households should not be disproportionately
burdened with health expenses as compared to richer households

» Information accessibility- includes the right to seek, receive and impart information
and ideas concerning health issues. However, accessibility of information should not
impair the right to have personal health daia treated with confidentiality,

3. Acceptability- All health facilities, goods and services must be respectful of medical
ethics and culturalty appropriate, sensitive to gender and life-cycle requirements, as
well as being designed to respect confidentiality and improve the health status of
those concerned.

4. Quality. Health facilities, goods and services must be scientifically and medically
appropriate and of good quality. This requires skilled medical personnel, scientifically
approved and unexpired drugs and hospital equipment, safe and potable water, and
adequate sanitation

The National Health insurance System should be planned and implemented using a human
rights approach as outlined above. All levels of health care workers must be trained to
respect a human rights approach to providing services and (o respect the rights of patients.

2.2. Structure Of The National Health Insurance Authority

221 The National Health Insurance Authority (NHIA) must seek to give effect to
the aim of pooling the public and private sector contributions in a single
universal health system. Such a system must aim to;

2 2.2 Ensure equity in the raising and allocation of financial heallh resources

2,23 Promote the optimal mobilisation of financial resources through combining
both earmarked and general taxes

224 Ensure thal a consistent link 15 realised between what the country can offer
and what it can afford

225 This document sets out to provide a conceptual framework for a Nalionai
Health Insurance Authority 1t must be borne in mind that the
conceptualisation 1s constrained by lhe absence of an overall agreed upon
institutional framework for social security and of healthcare in South Africa

2286 Inthe pursuit of a National Health Insurance Authorty. the following quiding
principles must be adopted

al Allocation of Natronal Resouwrces for Health - The NHIA shall advocais for Lhe
importance for government to give apprepriate priority to healtn as 5 s
for bringing atcut improved human and faster economic deveicem

=



b)

Universality - The NHIA shall provide all South Africans and permanent
residents with the mechanism fo gain access to health care services. The
National Health Insurance Authority shali give the highest priority to achieving
coverage of the entire population with a comprehensive health care package;

Equity - The NHIA shall provide for uniform health care benefits for all, funded
from contributions structured according to a person's ability to pay, and for
access to care as a function of a person's health needs.

Responsiveness - The NHIA shall adequately meet the needs for essential
health services at all stages of a person’s life;

Social Solidarity - The NHIA shall be guided by the spirit of community and
social solidarity. It must enhance risk-sharing among diverse income groups,
age groups, and persons of differing health status, and people residing in
different geographic areas;

Effectiveness - The NHIA shall seek to balance the economic use of
resources against desired outcomes;

Fiduciary Responasibifity - The NHIA shall exercise effective and responsible
stewardship in the management of funds and maintenance of reservas.

Informed Choice - The NHIA shall enable members to choose from among
accredited health care providers both public and private. The NHIA shall
provide its members with objective information on the full range of providers
involved in the program and of the services and privileges to which they are
entitled as members. This information, which the member may use as a guide
in selecting the appropriate and most suitable provider, shall be given in clear
and simple terms in the official languages that are prevalent in the district;

Compulsory Coverage - All South African citizens and permanent residents
shall be required to enrol in the National Health Insurance system in order to
obviale adverse selection and social inequity

Free Services: services shall be free at point of use;

Professional Responsibility of Health Care Providers - The NHIA shall ensure
that all participating heaith care providers are responsible and accountable in
all their dealings with the Authority and with the people served:;

Quality of Services - The NHIA shall promote quality of health services
through the institutionalization of quality assurance programmes at all leveis
of the health service delivery system The satisfaction of beneficiaries shall be
a determinant of the quality of service delivery;

Cost Containment - The NHIA shall incorporate measures and controls in its
design and operations to ensure cost centainment

B




2.3.

GOVERNANCE OF THE NATIONAL HEALTH INSURANCE FUND
2.3.1 Principles of governance arrangements

2.3.1.1 The NHIA will adhere to corporate governance principies and piilars,
enshrined in the King | and Il Reports,

2.3.1.2 The NHIA will be a public entity accountable to the Minister of Health (the
Minister). . B

2.3.1.3 The Minister will be ultimately accountable to Parliament for the performance
of the NHIA.

2.3.1.4 The Governance framework will include the Minister, Parliament and the
Executive Team assisted by members of Advisory Committees of
Stakeholders and Experts, Governance Committee, Audit Committee,
Remuneration Committee and Grievance and Appeal Review Committee.

2.3.1.5 The role of each party must be clearly defined and understood by all parties.

2.3.1.6 The NHIA will operate within the ambit of the Department of Health policies
and confine its purchasing and funding activity to the health plans determined
by the Department of Health on an annual basis.

2.3.1.7 The delivery of health services will be the responsibility of the Department of
Health administered through Provincial and District services in accordance
with the Constitution and relevant legislation.

2.3.1 8 The NHIA will pool the funding, interrogate the health plans, purchase and
fund the relevant health services which will be delivered by public and private
facilities at primary, secondary, tertiary and quaternary supervised by the
National, Provincial and District Health.

2 3 8 9 The NHIA shall have an autonomous administration and management, with
separate accounts, under the Ministry of Health. This model is in line with
those of many developing countries.



The recommended governance structure is set out in the diagram below
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2.3.2 Reporting and Accountability Framework

2.3.2,1 The Minister of Health must appoint a Chief Execuiive Officer (CEQ) that will
report and account to him or her directly. The CEQO will be the Accounting
Officer in line with the provisions of the Public Finance Management Act,
2000 (PFMA) This appeintment will be provided for in the NHIA Act and other
related legislation.

2 3 2.2 The CEO will be responsible for the overall managemenl of the NHIA and the
conduct of its operations, and for such other related duties as may be
assigned to him/her by the Minister

2 3 2 3 The CEQ must have a comprehensive understanding of healthcare
operations, financing and service provision He or she musl possess,
demonstrated managerial and leadership skills backed by appropriate training
and qualifications He/she must have a record of achievement in the
healthcare sector and an in-depth understanding of the healthcare industry
He /she must demonstrate commitment to the ideal and principles of the NHI
as a healthcare financing mechanism in the context of the National Health
System (NHS} in South Africa




2.3.2,4 The CEO shall receive market-related remuneration approved by the Minister
of Health in consultation with the Minister of Finance and Public Service
Administration.

2.3.2.5 The CEO may not be involved in any activity or business that may constitute
a conflict of interest, such as ownership or membership of the TAC of an
entity connected to health delivery, provision of medical supplies or
pharmaceuticals.

2.3.2.6 An Executive Team (ET) will be appointed consisting of full-time employees of
the NHIA with the appropriate qualifications and skills mix to properly carry
out the activities of the NHIA. The ET reports directly to the CEQ

2.3.2.7 The management siructure supporting the CEO will include the following skills
units, inter alia, each headed by an appropriately qualified ET member: heaith
finance, health economics, actuarial sciences, human resources management
and development, operations and logistics, health services management, and
communications and public affairs.

2.3.2.8 The heads of the NHIA services at the Provinces must be members of the ET.

2.3.2.9 This ET must regularly interact with the Advisory Committee of Experts and
the Advisory Committee of Stakeholders for advice and feedback on the
strategic direction of the NHIA, and on the latest technical developments
reievant to the NHIA operations.

2.3.2.10 The Advisory Committees will be non-executive,

2.3.2.11 The CEOQ will appoint the members of the Advisory Committees.

2.3 2,12 The Advisory Committee of Stakeholders must be composed of the
following stakeholders:

QOne representative each from the Health Professions’ Council of South
Africa, South African Pharmacy Council, South African Nursing Council, Allied
Health Professions’ Council and the Traditional Healers Council

One representative from the Labour organisations and Trade Unions,; one
representative from the SA Chambers of Commerce

Two representatives from Tertiary Institubions, which train Health
Professionals

Two Community representatives from each Province
23 2 13 The functions of the Advisory Committee of Stakeholders will include:
» Advise on the functioning of NHIA 1In a way that will enhance its performance

e Facilitate communily participation in the planning, pravision and evaluation of
the health services



Provide a conduit for interaction between the community and the NHIA on
the performance of health services relative to the Patient Rights Charter and
Batho Pele principles.

Provide inputs with respect to the NHIA health plans, policies, basket of
services, alignment of resources with health policy priorities and the annual
reports of the NHIA.

2.3.2.14 The Minister may terminate the appointment of any member of the Advisory

Committees for reasonable cause such as misconduct, physical or mental
incapacity.

2.3.2.15 The Advisory Commitiees shall hold regular meetings at least once a

month. Special meetings may be convened at the call of the Chief
Executive Officer.

2.3.2.16 The members of the Advisory Committees shall receive a per diem for

every meeting actually attended subject to the rules and regulations on
compensation and allowances fixed by the provisions of the Public Finace
Management Act 2000.

2 3.2.17 The Advisory Committee of Experts must be made up of people with

specific skills and expertise that will provide the necessary direction and
guidance to the Executive team of the NHIA. These skills should include:

Health Financing and Economics

Health Insurance

Actuarial Sciences

Public Health and Epidemiology

Human Resources management and development
Health care provider needs and conduct

Patient needs and conduct

Health Technology Assessment
Pharmaco-economics

Medical specialities

Pharmaceutical, nursing, laboralory, physiotherapy, speech therapy, and
radiology expertise.

Logistics and operalions, information technology
Medical devices and equipment

2.3.3 Governance Arrangements

Governance as a concept should not be seen in a vacuum  There is a significant body of
legistation. regulation and protocols pertaining to the governance of juristic entities, both
public and private The objective should not be to recreate whal already exists, but rather to
utilise and base decisions on existing knowledge and provisions

The diagram below depicts the hierarchy of govemance instruments which the NHIA can
usefully employ in its governance processes This includes the recognised and standard
governance directives such as the PFMA. Guidelines on Corporate Governance in the Public
Sector, the King Reports, IFRS as well as other instruments of governance which the NHIA
can utilise in respect of the strategic and business plans, and the National Framework
Agreement (NFA)
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The governance framework for the maijority of Public Entities consists of four key parties:
= Parliament
* The Executive Authority
* The Governing Body, most often a Technical Advisory Committee
= The Executive Management of the entity.

L




Passes legislation establishing l Parliament
Public Entities and prescribing
their funciions and powers.
Requires assurance on Public
Entity performance. Annually
examines the performance and
current operations of many
Public Entities. May undertake | Responsible Minister
special enquiries through its

Select Committees

Appuoints members of the board

Consults with the board on

strategic direction and corporate

objectives. Monitors board ‘

performance [Technical Advisory Com

Sets goals and objectives.
Determine organisational
policies. Reviews management
performance

[ Management

Responds to gquestions,
debates, reviews. Tables
Statements of Intent and
Annual Reports

Reports and gives periodic
assurance. Determines
strategic direction within
parameters agreed with
the Minister.

Reports, consults and
seeks direction.
Develops proposals for
board consideration.

The pre-requisites for effective governance of a Public Entity include:
= The role of each of the parties is clearly defined and understood by all

parties.
* Constructive relationships based on those roles.
* An effective governing body.

» A regime for monitoring entity performance that reflects a balance
between the interests of Parliament, Government oversight, and the

autonomy of the governing body.

2.3.4 Roles and Responsibilities within the Governance Framework

+ The Role of Parliament

Parliament is the uitimate owner of the Public Entity, and through enacting legislation,
establishes the Public Entity. prescribes their functions and powers and thewr statutory

mandates. Parllament annually examines the performance of the

Public Entity and calls

the relevant Minister to account Parliament entrusts the executive responsibility for
these Entities to the Executive  The Executive Minister 1s accountable to Parliament,

and Parliament is accountabie to the electorate

* The Role of the Minister

The executive authority for a public entity can be constituted as the Minister directly, or
the relevant government Department  In either event, the responsible Minister is the
person ultimately accountabie to Padiament for the Public Entity The executive authority
can oversee the management of the Public Entity either directly, or as in most instances,

establish a TAC of Directors 1o underake this function
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The Minister will be responsible for:

= Appointing TAC from the population served. o in scme instances
recommending the appointment or dismissal of TAC. as prescribed
by the legislation.

* EXxercising executive oversight over the entity. in line with the
provisions of legislation.

* Holding the TAC to account for its stewardship responsibilities and for
meeting the objectives set-out in accountability documents.

* lIssuing a directive to the TAC or to make other executive decisions
affecting the Entity, if authorised by legislation.

* Being answerable to Parliament for the performance of the Entity.
* Exercising other rights as contained in the legislation.

» The Role of the Executive Management:

The role of the Executive Management is to govern the Public Entity by directing and
supervising the conduct of the entity's business. This it must be achieved by sefting
the strategic direction of the organisation in accordance with the strategic vision and
priorities as provided by the TAC, and for overseeing management of the resources
entrusted to it. The TAC must account to the responsible Minister for the discharge
of these stewardship responsibilities

The TAC’s purpose is not to manage day-to-day operations, which is clearly the
function of senior management, but il is responsible for overseeing the management
of operations and for moniloring results to ensure that plans are being carried out
successfully,

Once plans are put in motion, the TAC needs to ensure that it has reliable means to
assess the organisation’s ongoing performance, while monitoring external conditions
that could enhance or jeopardise success. If objectives are not being met, it is the
TAC's responsibility, through management, to initiate and oversee implementation of
corrective action. The Directors act as professional trustees independent of entity
management, but they need to establish a dynamic and challenging relationship with
the Chief Executive Officer to promole effective operations
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The minimum requirements regarding the substance of the National Framework
Agreement are specified in the PFMA regulations. The NFA represents a public
expression of the TAC's commitment to a set of operating parameters for the
forthcoming three years. In addition to the NFA, the enabling legislation may require the
Entity to prepare another accountability document; namely a “Performance Agreement”.
Unlike the NFA, which must be made public, the performance agreement need not be a
public document.

» Composition of the Advisory Committee (TAC):

The TAC must comprise the appropriate range of skills and expertise needed to provide
and develop the stralegic input and direction required by the Public Entity. The
population servedhip of the TAC should comprise a majority of non-executive Directors
in order to enable it to fulfil its role of providing independent direction to, and oversight of,
the executive management of the public entity.

Public servants sitting on the TACs of Public Entities can provide useful advice on public
policy issues, contribute personal knowledge and experience, and build networks within
the sector. This arrangement can, therefore, make a positive contribution to the quality
of TAC discussions and decision-making. On the other hand, the presence of officials
may inhibit the free operation of the TAC and undermine formal fines of communication
between the TAC and the Minister Officials sitting on TACs may also face conflicting
interests where they are called on to advice the Minister on TAC performance  The role
of these officials needs to be clearly understood by the individuals, the TACs, and the
Minister.

> Appointment of TAC’s of Directors

To discharge its role and functions competently, a Public Entity needs to have the right
mix of skills and experience In some instances, the nature of the business may demand
technical skills and specific expertise. As far as possible, the appointment process
shouid provide assurance that TAC members have been chosen frem the available
candidates best able to meet the requirements of the position.




Responsible Ministers appoint Public Entity TACs. In camyirg cus &5 izsk. Ministers
must comply with the provisions of the enabling legislation, and wit= the acministrative
procedures. The legislation should provide for an appointment process thet. as a
minimum, includes the following steps:

* lIdentify the skills, experience and other atiributes required for the
position.

* lIdentify candidates (by seeking nominations or other expressions of
interest and provide the opportunity for all suitable candidates to
make their availability known).

* Evaluate the candidates against objective criteria.

* Select from the short list of candidates the person most likely to fulfil
the requirements of the position.

~ Establishment of the Benefits Advisory Committee

The Benefits Advisory Committee (“Committee”) will be established as part of the
National Health Insurance Authority (NHIA), The BAC will be an independent statutory
oody established under the National Health Act 2004 to make recommendations and
give advice to the Minister of Health about which medical interventions, drugs and
medicinal preparations should be made available as part of the comprehensive package
of benefits to be covered by the NHIA .

No new medical intervention, drug and/or medicinal preparation may be made available
as a healthcare benefit unless the Committee has so recommended.

The Committee will be required by law to consider the effectiveness and cost of a
oroposed medical intervention, medical technology, drug and/or medicinal preparation
cenefit compared to alternatives available locally and internationally. In making its
recommendations the Committee, on the basis of the popuiation's epidemioiogical
orofiles and usage, will recommend maximum quantities and repeats of the intervention,
2rug and/or medicinal preparation and may also recommend restrictions as to the
indications where this is deemed ethically acceptable When recommending listings, the
Committee provides advice to the NHIA regarding comparison with existing aiternatives
or their cost effectiveness,

The Committee will be slaffed by persons who when severally considered, have
cualifications or experience in appropriately identified clinical disciplines (ie generai
madicine, surgery, dentistry, pharmacology, cardiology, pediatrics, urology trauma),
n2alth economics: law; pharmacoecenomics: and health administration

» The key functions of the Committee will include

To make recommendations and give advice to the Minister of Health and the NHIA
about which medical interventions, medical technology drugs and medicinal
preparations should be made available lo the population as part of the
comprehensive package of benefits to be covered by the NHIA

< To advise the Minister of Health and the NHIA on evidence relating 1o the safery

effectiveness and cost-effectiveness of new medical ntervenion  medica
lechnology, drug andsor medicinal preparation



3. To recommend new and existing medical interventions, medical technologies, drugs
and/or medicinal preparations that will improve health outcomes for patients by
ensuring that they are supported by evidence of their safety, clinical effectiveness
and cost-effectiveness.

4. To systematically collate and review available evidence on existing and new medical
intervention, medical technology, drug and/or medicinal preparation.

5 (In clearly indicated circumstances) to reccmmend interim funding to enable data
collection, within an agreed research framework, in order to establish the evidence
base and effectiveness of any medical intervention, medical technology, drug and/or
medicinal preparation

6. To regularly publish information, in collaberation with the NHIA, on all evaluations of
evidence associated with any medical intervention, medical technology, drug and/or
medicinal preparation.

> The Terms of reference for the Committee are

1. Advise the Minister of Health and the NHIA on the strength of evidence pertaining to
any new and emerging medical intervention, medical technology, drug and/or
medicinal preparation in relation to their safety, effectiveness and cost-effectiveness
and under what circumstances public funding shoutd be supported

2. Advise the Minister of Health and the NHIA on which new and emerging medical
intervention, medical technology, drug and/or medicinal preparation should be funded
on an interim basis to allow data to be assembled to determine their safety,
effectiveness and cost-effectiveness.

3. Advise the Minister of Health and the NHIA on references related either to new and
emerging medical intervention, medical technology, drug and/or medicinal
preparation.

4 Undertake comprehensive assessment of any medical intervention, medical
technology, drug and/or medicinal preparation and report its findings to the Minister
of Health and the NHIA,

Establishment of an Audit Committee

The CEO shall establish an Audit Committee within the NHIA to carry out the auditing
functions . The members of the Committee must be financially literate

»  The Commitlee must conduct an internal, external and performance audit.

= Perform other oversight functions as requested by the Minister of Health after
consultation with the CEQ Ensure that the CEQ and the Minister of Health is aware
of the matters which may significantly impact the financial condition or affairs of the
NHIA

= The Committee will review the annual financial statements and determine whether
they are complete and consistent with the information known to committee members:
assess whether the financiai statements reflect appropriate accounting principles

44



The Audit Committee, under direction of the Chairperson, as sumorsec ras the
power to conduct interviews with Advisory Committee members. the Executive team,
execulive officers, advisers or staff members of the NHIA.

The Commitles can also lisite directly with the sxtemsal andler Intema! suditors,
Investigate matters that Il considers necessary and to obtain advice from external
experts and co-opt suitable persons to serve on the Audit Committee where specific
expertise is required; and to seek any information from external parties.

The Audit Committee may lay claim to the required resources that it may find
necessary to perform its duties properly and that are reasonably affordable: and have
access to records and information of the NHIA

The Committee can make recommendations to the CEQ on the appointment and/or
re-appointment of the external auditors and consideration of the budgeted audit fees
and remuneration paid to the external auditors.

The CEO, reserves the right to remove any members from the Committee and to fill
any vacancies created by such removal

Meetings of the Audit Committee may, as arranged by the Chairperson, be attended
by representatives of the external auditors, the Executive team and its officers and
the Internal Auditor.

If the Chairperson of the Audit Committee is absent from a meeting, the members
present will appoint a Chairperson from among themselves.

The Audit Committee must meet on a regular basis with a minimum of two meetings
a year, The Committee determines the dates of meetings taking into consideration
the dates on which interim and final reports of the external auditors become
available.

WMembers present at a meeting form a:giiorum with & minimum of thfes members &f
the Comniities, provided that the majority of the members present most ba persans
who do il ogeupy an execulive pasiticn at the NHIA

Matters are declded by a majonty of voles and. should 3 the of vetesecar, tha
Chairparson does nol have a casting vols

a3 vacancy occurs on the Audit Committee, the Chairperson of the Audit Commiittee
mustinform the CEO without delay. The Minister of Health, after consultation with the
<EQ, must fill the vacancy on receipt of such notification or within a reasonable
2eriod of time thereafter

Establishment of Governance Committee

The CEO will appoint a Governance Committee This Committee shall at leastonca
AnnueElly consider the axtent to which the general corporate dovemanase machanisms
of the NHIA are appropriata and affective in view of devstopmants within the NHIA
' DUsiness snvironment, few tarporale governance raquirements snd tanchmarks
Lanall then make racommendations to the CEQ in fis respac



The Committee will also be responsible for: (i} monitoring the ethical conduct of the
NHIA, its executives and senior officials in terms of the provisions of the NHIA Code
of Ethics (ii} reviewing any statements on ethical standards or requirements; (iii)
monitoring compliance with the requirements of the Government policies (iv)
moniioring compliance with legal requirements; (v) review of declarations of interests
of the members of the various committees.

The Committee will also consider and make recommendations on any existing or
potentiai conflict of interest or questionable situations of a material nature.

Tha Committes will rapart to fhe Audit Committes on legal and regulatory mallers
which may have an impact on financial siatamanis,

Establishment of a Grievance Appeal Review Committee

The CEO, shall create a Grievance Appeal Review Committee, composed of three
(3) to five (5) members, which shall receive and recommend appropriate action on
complaints from members and haaith care providers, any viclation of the rights of the
patients.

A grievance will include wilful neglect of duties of NHIA that resuits in the loss or
non-enjoyment of benefits of members or their dependents, unjustifiable delay in
actions on claims, delay in processing of claims that extends beyond the pericd
agreed upon, and any other act or neglect that tends to undermine or defeat the
purposes of the NHIA.

The Grievance Appeal Committee must establish appropriate procedures that they
will follow in line with all the legal provisions of South Africa

= The NHIA shall establish a Provincial NHIA office in every Province or wherever it is

deemed practicable, to bring its services closer to members of the NHIA.

¥ Establishment of a Remuneration Committee

The CEQ shall establish a Remuneration Committee far all the staff members at the
NHIA, except the CEQ

The Remuneration Committee for the CEO will be estabiished and chaired by the
Minister of Health Both Commitiees will perform duties that determine remuneration
related 1ssues for the NHIA staff in accordance with their conditions of employment
and other relevanl policies and legisiation

2.4 FUNCTIONS OF THE NATIONAL HEALTH INSURANCE AUTHORITY

The functions of the NHIA are mited to

Oblaining [he funding for health care services from the mandatory contribution and
general tax revenue and ather scurces

Ulikse the funds appropnately, as prescribed, to purchase the health services as
outlined in the annuai heaith plans that have been compiled by relevant providers
and as approved distnigt, orovinciai and natienal authornities

Make funds available ¢ t7c Provinces and Districts that oversee rendering of the
health services
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¢ Liaise with the National, Provincial and District Health govemmernt Deparimenis
when the annual NFA is developed, funded and implemented.

o  Work with the Office of Standards Compliance (OSC) that is established in terms of
Section 78 of the National Health Act 61 of 2003, in the process of accreditation and
setting of quality standard

2.4.1 Financial Activities

The following diagram attempts to illustrate the financial and service flows in the planned
NHI '
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=1 Earmarked Health Tax

=T General Tax

s Contribution subsidy for the indigent
= Services

=M\ Payment Mechanisms

T2 implement these financial and service flows the foltowing financial activities will occur

* To determine the overall budget for heaith care in the country, This must include the
setting of the level of the mandatory conltributions or levy in line with accepted tax and
national health policies.

* In consultation with the Department of Health determine a reasonable. equitable and
progressive contribution schedule for everyone who must contribute to the NHIA. This
must be based on applicable actuarial studies and the prevailing income tax threshold
(e g R54,200 in 2008/10)
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To discuss the budget proposal and business plan of the NHIA and passing it on to the
Minister of Health for approval along with comments and recommendations.

To keep records of the operation of the NHIA and its investments,

To receive general tax funding from the National Treasury. The earmarked taxes will
be collected via the South African Revenue Services (SARS) and then transferred to
the NHIA after reconciliation.

To receive and manage grants, donations, and other forms of assistance.

To develop an Equitable Share Formula {(ESF) so that resources are allocated by
NHIA equitably to all the Provinces. The ESF should, inter affa, take into account
demographic prefiles and case mixes in the various Provinces.

To set aside a portion of accumulated revenues without exceeding a ceiling equivalent
te the amount actuarially estimated for two years' projected NHIA expenditures. In the
event reserves exceed the required ceiling at the end of the NHIA's fiscal year, the
NHIA benefits shal! be increased or earmarked taxes shall be decreased
prospectively, in order to adjust expenditures or revenues to meet the required ceiling
for reserve funds

The investments must be short-term to earn an average annual income at prevailing
rates of interest, The investments can be made in interest bearing deposits and loans
in any domestic bank doing business in South A&frica. Investment in interest bearing
bonds, bonds, promissory notes and other evidences of indebtedness to which full
faith and credit and unconditional guarantee of South Africa is pledged

To keep records of the operation of the NHIA and its investments.
Contract Management

To perform the Strategic Purchasing function of health services directly from the
providers This musl be done in a way that fulty utilises the benefits of a Single
Purchaser Contractual arrangements on purchasing will be according to the National
Framework Agreement (NFA)

The NHIA Provincial offices will aiso purchase certain health services from providers in
accordance with NHIA guidelines In purchasing health services it must be ensured
that the priorities of the Province are met. the services are responsive to the needs of
individuals and communities and supports the integration of services and facilites in
the district and Province

To negotiate and enter into contracts with heallh care insbiutions, professionals, and
other persons, juristic or natural, regarding pricing, payment mechanisms, design and
implementation of administrative and operating systems and procedures, financing,
and delivery of health services
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2.4.3

To formulate a NFA that will serve as a guide for contractual enc service level
agreements. The NFA will be contract or agreement betweenr NHIA. govemment and
providers of health care and health products. This contract wiil be limited to purchasing
and payment of services rendered under the supervision of the Department of Health,
No contract may be concluded on less favorable terms than the terms adopted by the
NFA. Any contract shall be executed in writing for the term of validity of the NFA, and
shall endure until conclusion of a new NFA or modification of the effective NFA. The
Provincial NHIA offices may not refuse to conclude a contract with any provider
satisfying the requirements of the law and of the. NFA, including the private health
providers. ;

To authorize Provincial NHIA offices to negotiate and enter inte contracts in the name
and on behalf of the NHIA with any accredited government or private sector, for the
purchasing of benefit package of national health services. This must be done in a way
that does not jeopardize the advantages of NHIA being a Single Purchaser.

Administrative Functions

To formulate and promulgate policies for the sound administration of the NHIA. These
policies must be aligned to those of the Ministry of Health.

To organize its office, fix the compensation of and appoint persennel as may be
deemed necessary and upon the recommendation of the CEO of the NHIA,;

Tao submit to the Minister of Health and Parliament the NHIA Annual Report which
shall contain the status of the NHIA, its total disbursements, reserves, average
castings’ to beneficiaries, any request for additional appropriation, and other data
pertinent to the implementation of the NHIA and publish a synopsis of such report in
newspapers of general circulation;

To ensure the optimum functiening of the Actuarial Sciences unit in the NHIA This unit
must conduct the necessary actuarial studies and present recommendations on
contributions,, investments and other related matters.

To enslre the appropriate functioning of the Health Finance and Economics unit in
developing a broad conceptual framework for the implementation of the NHIA through
a health finance master plan to ensure sustained investments in health care, providing
guidance for additional appropriations from the National Government, conduct
research and studies toward the development of policies necessary to ensure the
viability, adequacy and responsiveness of the NHIA

The Health Finance and Economics unit must also review, evaluate and assess the
NHIA impact on access, cost of healthcare in the country There must be a periodic
review of fees charged, compensation rates, capitation rates, medical standards
health outcomes and satisfaction of members The delivery, qualty, use and cost of
health care services of the different Provinces must be compared Recommendations
on policy and other operalional issues must be made ta the NHIA so tha!l its objectives
can be met

To establish various payment mechanisms to providers of healthcare senvices and
products. Each Provincial NHIA office shall recommend the appropriate cayment
mechanism within its jurisdiction for approval by the NHIA in accordance wiih the NFA
Special consideration shouid be given to payment for services renderec cv cublic and
private health care providers serving remote or medically underservss zrsgs Thers



must also be acceptance, after negotiations. by providers of payment mechanisms,
referral protocols, information system requirements, regular transfer of information and
sharing arrangements set by the NHIA.

To set up monitoring systems and mechanisms that safeguard against over-utilisation
of services, unnecessary diagnostic and therapeutic interventions, under-utilisation of
services, irrational medication and prescription, and inappropriate referral practices

To supervise the provision of health benefits with the aim of limiting and preventing
fraud.

To formulate guidelines on how certain funds paid to public facilities may be retained
and ulilised.

To formulate and implement guidelines on contributions and benefits; portability of
benefits, cost containment and health care provider arrangements, payment methods,
and referral systems

2.4.4 Quasi-Judicial Powers

2.5

To conduct investigations for the determination of a question, controversy, complaint,
or unresolved grievance brought to its attention, and render decisions, orders, or
resolutions thereon.

To proceed o hear and determine the case even in the absence of any party who has
been properly served with notice to appear

To conduct its proceedings or any part thereof in public or in executive session;
adjourn its hearings to any time and place; refer technical matters or accounts fo an
expert and accept the reports as evidence; direct parties to be joined in or excluded
from the proceedings; and give alil such direclions as it may deem necessary or
expedient in the determination of the dispute before it;

To summon the parties to a controversy, issue subpoenas requiring the attendance

and testimony of witnesses or the production of documents and other materials
necessary to a just determination of the case under investigation;

To abide with the decision of the Office of Standards Compliance to suspend
temporarily, revoke permanently, or restore the acereditation of a health care provider
or the right to benefits of a member
To sue and be sued in couirt.

PROVINCIAL HEALTH INSURANCE AUTHORITY FUNCTIONS

Each Provincial NHIA office shali have the following powers and functions

to consult and coordinais. as neaded, with the local government units within its
jurisdiction in the imalefcitaticn of the NHIA:

L
e
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2.6

to ensure the registration of members of the NHIA from all &€ zrezs wmin its
jurisdiction;

to ensure that there is updating of the membership list at commurity leveis:

to ensure that NHI |D cards are issued to all eligible persons

to process, review and pay the claims of providers, within a period not exceeding
sixty (60) days, whenever applicable in accordance with the rules and guidelines of
the NHIA;

to pay fees, as necessary, for claims review and processing when such are
conducted by the central office of the NHIA or by any of iis contractors.

to support the management information system requirements of the NHIA

to establish referral systems and network arrangements with other Offices, as may
be necessary, and following the guidelines set by the NHIA

to establish mechanisms by which private and public sector health facilities and
human resources may be shared in the interest of optimizing the use of health
resources;

to serve as the first level for appeals and grievance cases;

to participate in information and education activities that are consistent with the
government's priority programs on disease prevention and health promotion; and
to prepare an annual report according to the guidelines set by the NHIA and to
submit the same to the central office of the NHIA

DISTRICT HEALTH INSURANCE AUTHORITY FUNCTIONS

= to consult and coordinate, as needed, with the tocal government units within
its jurisdiction in the implementation of the NHIA:

= to ensure the registration of population from all the areas within its jurisdiction;

* to ensure population register with accredited PHC facilities and providers
within district

* to ensure that there is updating of the population list at district levels;

s to ensure that NHI ID cards are issued to all eligibie persons.

= to establish referral systems and network arrangements, as may be
necessary, and fellowing the guidelines set by the NHIA

» to participate in information and education activities that are consistent with
the government’s priority programmes on disease prevention and health
promoljon;

* toraise awareness on national health insurance; and

* o prepare an annual report according to the guidelines set by the NHIA and
to submit the same to the centrai office of the NHIA



CHAPTER 3: REVENUE COLLECTKON AND POOLING FUNCTIONS

3.1. Intreduction

The NHI policy aims to introduce a publicly-funded and publicly administered NHI which wifi
provide all South Africans with access to quality health care that will be free at the point of
delivery.

Through the NHI system, government aims to mobilise sufficient funds for improving the
quality of health services and ensuring that the cost of care does not prevent people from
receiving health services in time of need. This is consistent with underlying principles of an
NHI policy — universal coverage and equity, amongst others.

To ensure universal coverage, three distinct but interrelated health financing functions for the
delivery of health care services are key: (1) revenue collection; (2) pocling of funds; and (3)
purchasing of services. Revenue collection refers to the process by which the health system
collects money from the households, enterprises and possibly donors. Pooling refers to the
accumulation and management of the revenue with the purpose of ensuring that the risk of
having to pay for health is collectively shared by all in the pool and not by an individual. The
purchasing function refers to the process by which pooled funds are paid to providers to
deliver specified set of health services.

The revenue collection and pocling functions of the NHI are discussed in this Chapter and
while purchasing functions are discussed in Chapter 15.

3.2. Revenue Collection
3.2.1 Sources of funding

The financial contributions to our country’s health system are currentty raised from the
household and enterprises, principally in a form of general taxation and voiuntary medical
schemes. Out-of-pocket payments represent third largest form of health care funding and
includes fees from co-payments by members of medical schemes, official user-fees for
certain income groups in the public sector hospitals and fees paid by the low income workers
for general.practioners and pharmacies

There are other revenue sources include social insurances schemes like RAF and COIDA
and user-fees for non-residents — but they are not discussed here

General tax revenue and mandatory contribution {in a form of payroli levy) are heing
identified in the NHI Policy as lhe main funding sources for the national health system

3.2.2. Mandatory contribution

Mandatory contribution refers the specific contnbutions which will be collecled from workers
and employers — in a form of payroll levy ~ which will be pooled into the single nationai
health insurance fund The main rationale for introducing such mandatory contribution is lo
establish a link between contributions that individuals make to pubiic funds and the heaith
service benefits to which they will be entitled under the NH!. importantly, it provides a
mechanism for cementing social sclidarity in the health system through income-related
contributions to a single pocl of funds that will benefit all, In essence both general tax and
payroll revenues will be combined, with gevernment contributing on behalf of those who
cannot afford to pay themsehes
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Siven the massive income inequalities in South Africa in which mere tran 58% of the
warkers in the formal sector earn less than R2500 per month, the manéatery contribution
weuld need o be progressivaly siructired (ie. the percentage contribution will ba higher for
Saher income groups). Everyons above the income tax threshold would be required to make
- =is contribution (i.e. no one may ‘opt-out’ of the NHI), which will be shared between
=mployers and employees.

Trere are options for-sharing the contribution: sontrbulien rates could be set on a 53:50 split
=c employers’ contribution could be set at a much hegher level (e:g-at 80 percent). Itis:
~==essary 1o take accounl of the growing practics among privale seclor amployars to pay
=mployees on a total cost of employment basia. Underthasa conditions, e Rill NHI
=cnitribution will be passed on the employees.

Wiile the precise contribution rate will be determined by the costing exercise of the health
service benefit package, it is envisaged that the mandatory NHI contribution {(or dedicated
“2x) should initfally be set at a relatively low level. This will signal the initiation of the NHI
a=ile allowing adequate time o lay the foundation for purchasing a full range of high quality
~ealth services. As the purchasing and provision elements of the NHI are rolled out and it
Secomes evident that the NHI is able 6 snslre access o quality health care; the mandatory
S contribution {or dedicated tax) can be gradually Increasad to more closely agprodimate
e izval of confributions currently paid by medical scheme members,

= is assumed that revenue collection mechanism will be limited to the formal sector and that
= informal sector will be exempted. Consideration will need to be given to the inclusion of
==er categories, such as pensioners. The 2005 Old Mutual Survey noted that in 1995, that
== of nompanles surveyad were providing funding for health cara bensfits for pensioners:
=y 2005, only 29% offerad such benefits. The percentage of companies offering post-
s==rement benefits to new employees was estimated to be 85% to 95% in 2005.

323 Tax Revenue and Mandatory contribution

=zsinment will contribute all those who cannot afford to pay NHI contributions - the
~m=mployed, underemployed and low-income workers who are below the income tax
‘r=sholid - through allocations from general tax revenue

oie the recent health budget allocations, calculated in real terms have tried to keep up
s mfaton, real public health expandilure 8s a percantage of the GOP has been daghining
5= 13ble helow) Il = alsn impdirtant to recognise (hal (he infrodudtion of & progressive
SsSCsied =y imandatory contrtibution dees not necessarily maan (hat luridding froin general
“E: revenue should stay stagnant or decline  Instead, consistent real increases in allocations
1= 72 health sector from general tax revenue in the next cycles of Medium-Term Budget
=2icy Statements (MTBPS) need to be sustained



Table 3: Annual increases in public bealth expenditure (from 2005-2008) and medium-
term estimates (2009-2011).

| I =l | Annual
Averag
e
2005/ | 2006/ 2007/ 2008/0 2009/ 2005-
| — 06 07 08 | 9 10 2010 | 2011 2011
Medium-Team
"Actual Estimate
Public health expenditure | 48,77 | 56,43 | 68,16 ‘ 86,84 | 97,631 1053
| Rm (nominal} 0 3 & | 80,809 5| — 2| 51825565
Year-on Year growth rate |
(nominal) 100.0| 7157| 208| 18.5)| 7641123 7.9 13.8
Public health expenditure | 48,77 | 53,95 | 60,81 | 65,71 70,23 | 72,65
Rm{real} I ¢ 1 1| 64.647 8 9 6 | 64.670.4
Year-on Year growth rate
{real) 100 10.6| 127 6.3 1.7 6.9 3.4 6.9
Government expenditure 460,6 | 529,0 | 6325 | 721,05 | 834,3 | 899,7 9530 761,635,
Rm 49 77 32 2 36| 44 69 0
Public Heath expenditure
as % of government
expenditure 10.6 10.7 10.8 11.2 10.4 10.9 11.1 10.8
CPIX (Average for vear) 4.3 4.6 2 =118 5.8 B 47 65
Real public health
| expenditure as % of GDP 3.2 o] 811 2.9 2.7 2.9 2.5 2.8

Sources: National Treasury (2009), MTBPS (2008), StatsSA on CPIX (2009)

The current tax deductibifity of medical scheme contributions will be removed. This will
contribute to increasing tax revenue, which will facilitate the allocation of additional tax funds
to the health sector through the NHI Fund. In addition, the current government contributions
to public servants’ medical schemes will be re-routed towards the NHI fund as part of the
mandatery contributiocn

3.2.4, Qut-of-pocket contributions

Under the NHI system, out-of-pocket payments are not expected to be the dominant sources
of funding in the NHI They will be minimized or removed to ensure access to health care is
free at the point of delivery Numerous studies have shown that out-of-pocket payment is an
inequitable and inefficient way of mobilising resources for health services and could also be
a barrier for people access health care

QOverall the combination of the above government and mandatory contributions will enhance
public health funding and the increase In government funding would be offset by reductions
In private medical scheme contributions and out-of-pocket expenses

3.2.5 Collection Mechanisms

Since mandatory contribution will be based on payroll tax and the NHI being a single-risk
poal and single-purchaser mechamsm. the collection of revenue will be centrally collected
The infrastructure of South African Revenue Service {SARS) and its efficient administration
systems will be utihsed fer revenus coliection




3.3. Pooling functions
3.3.1. A single-risk pool

The contributlons from genersl and payrall levy will-be: pooled into & singies NMI fund, which
sl be publicly admln’is'@re;l, with nat role for intermediarnes - (o achisve the abiectives of
NHI. The creation of a central pooling of health funds to ensure income and risk cross-
subsidies in the overall health system

Sy pooling both thess contributlsns MHI 15 sxpscied Ia have strong bermaning power io
*=collsle cerialn standards of care and level of prices with public snd private health cara
scoviders. Therefare, the publicly-financed NHI will be in a strong position to encourage a
=cst-effective health care financing and integrated delivery system. The additional
=Cvantages of central pooling include the following:

* Pooling of resources for the entire population into one pool creates maximum
redisiribution of income/financial burden for health services allowing effeclive cross
subsidies from the rich to the poor and from richer health districts to poorer districts

* A big pool will improve economies of scale that will maximize benefits to the
population. Similar schemes in Taiwan and Medicare in Canada have administrative
costs as low as 3% of the total contribution revenues.

* The big pool or single payer will create purchasing power relative to health care
groviders that in the and will push health care costs down, The pooling of all funds
sliows redisiribution of health care providers acrose geographic areas In 2 more
equitable way. '

3.3.2. Aliocation of NHI resources

The resources pooled in the NHI fund (from general tax revenue allocations and dedicated
=x | mandatory gontributions) would be transferred to lower lavel organisatlons (e.g.
swincisl and district health authorities) that ar= responsibie for purchasing healit services
= the NHE This would be done on an equitable bagls so that aach purcheEsing organsation
"=3 adequats funds-fo meet the health care neads of the poplfation thal it serves

=1 necessary to reconsider the allocation of health care funds from national to provincial
'ewsl via the current ‘equitable shares’ and conditional grants mechanisms A proposal for
=< ailocation of resources from the NH! fund to individuai purchasing organisalions
acsreding 1 their relative health care neaids {e.q size of papuldtion, age and sax
semposition of the:population and levels. of li-haalth) is curranlly being developed

S s=garate mechanism o allecating caplia) lunds under the NHI must also be developed
Tre objaclive will be o redrass historical ineguiliss in the availability of healll infrastruciurs
== mnsura tnat all ars able lo physically aceess the senvices fo wiich they st antitled Ui
== NHI



CHAPTER 4: HEALTH SECTOR BUDGETING AND FUNDING FLOWS
4.1. Introduction

Funding for the South African public health system relies almost entirely on tax generated
revenues, with some direct contributions from employers, households and donors. The total
public health sector budget for 2007/2008 was an estimated R58 billion, translating into a per
capita gstimate of around R, 400. Over the past 1en years, (he real per.capita spending in
the public health sector has risen steadily but still falls significantly below tha private sector
levels.

The private health sector is funded primarily from voluntary contributions. According to the
Council for Medical Schemes, there were 122 medical schemes in 2007 with a total
membership of 7 478 040 (principal members and beneficiaries). The total healthcare
expenditure within the private sector during the 2007/2008 financial year was R64.7 billion
{compared to R57.6 billion in the previous financial year). This translates into a per
beneficiary per capita expenditure rate of around R8, 700.

Therefore, a fotal of about R122 billion was spent on the South African national health
system in the 2007/2008 financial year, with an estimated 53 percent being spent in the
private sector on approximately 7.5 million lives compared to 47 percent in the public system
on 42 million lives

The ability of the public system to effectively deliver care is always hampered by the limited
availability of financial, infrastructural and human resources. In many countries around the
world with a national health insurance system, particularly Scandinavian countries (e.g.
Sweden, The Netherlands, and Belgium) and some Asian and Latin American countries (e g
Taiwan, Thailand and Cuba) health systems are primarily funded through general tax
revenues and some form of mandatory contribution. General tax revenues form a reliable
source of funding which helps to ensure that services can be sustainably delivered to the
national population over a given time period. Therefore, within the South African context, any
move towards a national health insurance system would have to be financed through
significant tax revenues with complementary mandatory contributions imposed primarily for
those who are employed and earn above a given tax threshold.

4.2. Fiscal Federalism

By definition, fiscal federalism is concerned with "understanding which functions and
instruments are best centralised and which are best placed in the sphere of decentralized
levels of government" (Oates, 1999)°. it relates to the study of trying to understand how
competencies {expendilure side) and fiscal instruments (revenue side) are allocated across
different (vertical) layers of the administration An important component of fiscal federalism is
the system of fransfer payments or grants by which a central government shares its
revenues with lowar levels of government

In the South African health system fiscal federalism is enshrined in the Constitution The
National Department of Health makes two primary types of transfers to lower spheres of
government namely, conditional (e.g Nationa! Tertiary Services Grant) and unconditional
(i.e equitable share allocations). The principle behind the fisca! federalist system in South
Africa is that the National level is primarily responsible for policy making and overall
stewardship of the system while the Provincial and Local governments are more responsible
for operationalising national policy

* Qates, W.E 1999 'An Essay o Fsca federatism’ Journal of economic Literature, 37(3):1120-49
JSTOR
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—swever, despite this division of responsibilities there are some parzamount chalenges to the
=xstem. While the National Department of Health is held accouniazie for the achievements
=nc failures within the health system, implementation of many policies is not the preserve of
=< National level and in some cases provinces argue that the National level has no
_wrisdiction over how they allocate resources within the equitable share. Additionally, some
=rovinces engage in some form of ‘budget gaming’ — they intentionally aliocate conditional
7=nds for non-conditional purposes with the knowledge that national government will
=omatically intervene by providing additional funds to ensure that the national priorities are
zzequately catered for. A further matter that complicates the fiscal federalism system in
Szuth Africa is that it significantly relies on the principle of cooperative governance. Because
= Dis principle, some provinces can simply revert to their Constitutional autonomy and
=nsose fo act against a national mandate with no recourse for the National level.

#iin the NHI system, the matter of fiscal federalism would have to be carefully addressed
= ensure that there is a balance between the ability of the National and lower spheres of
=Z«ernment to ensure that strategic priorities and programmes are implemented without

]
T

==Cing the capacity of the PHAs and DHAs to develop and implement policies and
=rogrammes most suiled o their contexts and population needs.

“~& National Department of Health and assisted by the NHI Fund must always take
== lead in the process of developing new strategies for addressing key health sector
zacnties. Resource mobiiisation and funding mechanisms should then be structured

» manner that ensures that these priorities are sufficiently resourced for the
suicomes to be achieved in the agreed upon timeframes. Both the PHAs and DHAs
&' be expected to provide the NHI Fund with sufficiently justified budget requests.
T7¢ Fund together with the National Department of Health will then have
==mprehensively assess all budget requests and make adjustments where

“=cessary to ensure that these requests are within the fiscal framework and are
2icned to government priorities.



4.3. Funding Flows in the South African Health System®
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Fiscal federalism is the basis upon which resources are allocated from the National
government to the sub-national spheres in the South African health system. The figure
above shows that funding for the public health system is primarily divided into the three
spheres of government: National, Provincial and Local In the current national health system
there are nine (9) Provincial Departments of Health, with 52 demarcated District Health
Authorities and 263 sub-districts.

o
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4.5. Health Sector Budgeting Process

The South African constitution assigns roles and responsibilities ¢ —e d=erant spheres of
sovernment and these are translated into practice through the Mecivm Term Expenditure
rramework (MTEF) process and the rigarous accountability provisionrs of the Public Finance
Maragemant Act (PFMA). Despite this, sorting out national #nd prowincal roles snd
m=sponsibilities and identifying who is accountable for what should be an ongoing process
=at evolves around ensuring effective mechanisms are developed for the best resource
zlocation mechanism : .

The allocation of roles and responsibilities across the spheres of government is complicated
Sy a number of factors: firstly, the constitution requires the eguitable division of nationally
cilected revenues between national, provincial and local government; and secondly, it
zssigns joint or concurrent respensibilities for a number of important functions to the national
=nd provincial spheres. While there has been progress in clarifying these roles, more still
7esds to be done.

#hin an NHI system in South Africa two key overriding factors must be kept in mind when
Zeciding on the budgeting process namely:

The Constitution says:

778 Constitution of the Republic of South Africa, 1996, requires an Act of Parliament to

=rovide for—

f=1 The equitable division of revenue raised nationally among the national, provincial and
local spheres of government;

= The determination of each province’s equitable share of the provincial share of
That revenue; and

& Any other allocations to provinces, local government or municipalities from the
national government’s share of that revenue, and any conditions on which those
allocations may be made.

=22itionally, the national, provincial and municipal budgets and budgetary processes must
==mole ftransparency, accountability and the effective financial management of the
=200my, debt and the public sector. (Section 215)

=% constitutional imperatives for the state to give everyone a right to health care and an
=asonment that is not harmful as discussed in Chapter 2 (sections 24, 27 and 28 of the
—sasttution of the Republic of South Africa have to be addressed

== implication of these factors s thal appropriate and effective resource allocation
==:hanisms must be adopted to ensure that resources are properly aligned to meeting the
===2s of the people across the 9 geographical regions of the country The NHI Fund will be
== r2ceving end of the revenues thal are collected by the National Treasury (via the South
~=2ar Revenue Servicel in the form of general taxation and mandated NH! contributions
=asklonal sources of funds will also be pooled from other sources such as donors and
NZQs It is important to note here that appropriate and national policy aligned mechanisms
=1} S3ve to be in place to ensure that funding that comes from external sources (i.e bilateral
=5< multilateral organisations) will have to form part of the funding that is intended to finance
Fesanal, provincial and district prionties and programmes  The option that could be
==asdered here could be that of "basket funding” ~ a concept that refers to the process
s==re external stakeholders are allowed the opportunity to participate in determining
Te2Ehcare priorities for funding if they agree to make their funding revenue part of the basket
= ~unds intended to finance health service delivery. This is depicted in lhe figure telow



PROPOSED FUNDING FLOWS FOR THE NATIONAL, PROVINCIAL AND DISTRICT
HEALTH AUTHORITIES
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The critical aspect of this whole process is that there must be adequate capacity at the
National, Provincial and District level to collect relevant population and related information
which will be used in the budgeting and resource atlocation process. DHAs will regularly
collect information from their targel populations and this information will have to be
systematically collated to create a database that clearly indicates the risk profile of the each
respective DHA's population This population database will then be used in a needs-based
resource allocation process (i e. resource allocation based on the population risk profiles of
the 52 DHAs) developed at the National level to ensure an equitable allocation of the pooled
funds

According to the provisions of the Division of Revenue Act No. 1 of 2007 (DORA), equitable
share allocations of financial resources must be underiaken by the National Treasury for all
spheres of government The DORA also provides for the action that National Treasury
should take in instances of shortfalls and excess revenue. The responsibility for deciding
how much of the aliocated equitable share will be spent on health in each province is purely
that of the Provincial administration. This Is a malter that has to be changed within an NHI
system that is primarily based on developing a single-funder environment that is capabie of
reaping the economies of scale of a centralised purse This implies that allocations for health
will no longer have to go nto the National Revenue Fund that is managed by Nationai
Treasury. Instead, allocaticns for beafth will have to go straight into the NHI Fund via the
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Mational Treasury. All revenues collected by SARS as a mandatory comtribution will be
eamarked and allocated straight to the NHI Fund. Additional provisions to these allocations
will have fo be made to ensure that sufficient resources are avaitable for infrastructural
development and maintenance.

The NHI Fund will be responsible for making disbursement of funds to the PHAs and DHAs
using the Risk-Adjusted Capitated Global Budget approach. The risk adjustment factors o
be used in the allocation formula could include components like regional age distribution,
gender profile, specified disease categories (i.e. HIV & AIDS, TB prevalence). Appropriate
mechanisms will have to be developed and implemented to address some of the potential
challenges that could emanate from adopting this mechanism e.g. district health authorities
could start to refer patients to other regions to ensure that there resources remain intact. A
key approach here would be to ensure that districts with high levels of cross-border patient
movements are sufficiently compensated for the budget spent on such patients.

This matter is also important to consider in respect of portability of services for the covered
members. Clearly it must be envisaged that members will not always access services only in
the districts in which they are registered. To ensure effective portability of member
entilements, mechanisms for reimbursements across districts must be carefully developed.
That is, DHAs must be able to recover funds from other each other for services rendered to
members. There must be clearly stipulated rules indicating the rates at which these
reimbursements should occur and the timeframe within which they should be effected

An equally important matter that has to be considered carefully is the transition of the
funding arrangements from the current ‘multiple funder system’ that includes the three
spheres of government and the current medical schemes as financing intermediaries to the
approved policy proposal of ‘a single funder NHI system’. In practical terms, it is vital to plan
for an intermediate phase in which there will be multiple funds disbursing resources to the
PHAs and the DHAs. Within this environment the State (through the NHI Fund) will be the
main source of funds for the system.

4.6. Allocation of funds between accredited and non-accredited providers

The NHI Fund will be responsible for making all annual funding disbursements to the PHAs
and DHAs In addition, the PHAs and DHAs will then reallocate these resources to the public
and private accredited providers within their catchment population on needs-based resource
allocation formulae. This will help ensure that equitable shares are allocated to the various
xovinces and districts

As for the non-accredited public providers, the altocation of resources to these facilities will
nave fo be retained at the National leve! This is primarily to ensure that sufficient effort is
Srected at mobilizing the necessary addilional resources needed for the facilities to attain
accreditation in the shorlest possible time Alternatively, the PHAs and DHAs can retain
sontrol of allecating budgets to the non-accredited public providers while at the same time
=nsuring that these facilities are given sufficient support and resources so that they improved
2~J achieve accreditation in the shortesl possibie time, Whatever mechanism is chosen as
2 most appropnate approach, strong linkages to the NHi Fund wili bave to be retained to
=sure that once a facility achieves accreditation there is a smooth transition in the funding
zmangements from National to NH| Fund

++:th respect to the non-accredited private sector providers, the NHI Fund will nat be obliged
= provide any financial and/or related resources to ensure that they achieve accreditation in
= shortest possible. This will be the sole responsibility of the private providers and the NH!
~and cannot enter into any contractual arrangements with these providers until full
zccreditation is achieved These providers will, however, be in the position to charge for their



services on a fee-for-service basis (Le. out-obpocket and reimbursement from medical
schames).
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CHAPTER 5: PROVIDER PAYMENT MECHANISMS FOR SERVICE PROVIDERS
5.1 BROAD OVERVIEW OF MECHANISMS

Provider payment mechanisms refer to the way in which funds are transferred from a
ourchaser to a health care provider. Through arrangements between providers and
ourchasers, such as incentives and risk sharing, payment mechanisms ean bring a
provider's behaviour more into line with the objectives of the purchaser. Payments are made
either to an individual provider or to a health carg facility, and in either case can be
orospective, i.e. determined and/or made in advance, or retrospective, i.e. made after the
service has been provided. The main forms of provider payment mechanism are as follows:

+ To individual providers
= salary: determined prospectively, paid retrospectively
= fee for service: determined prospectively, paid retrospectively

= capitation (i.e. a flat payment per person covered, who is then entitled to
use all services covered in the benefit package offered by that provider):
determined prospectively, paid prospectively

¢ To facilities
= budget allocations: determined prospectively, paid prospectively
» fee for service: determined prospectively, paid retrospectively

= per diem (a flat payment per day of hospitalization): determined
prospectively, paid retrospectively

s case-based fee (a flat payment per treatment package, such as for normal
childbirth services), sometimes adjusted for risk factors, such as age and
co-morbidities (such as in Diagnosis Related Groups — DRGs):
determined prospectively, paid retrospectively

Tz0le 5.1 below summarizes the advantages and disadvantages of each of these payment
T=chanisms and suggests strategies to minimize the disadvantages. The most effective way
=7 maximizing positive incentives and minimizing perverse incentives (incentives that have
dnforeseen, unintended, and/or adverse effects) is to use a mix of payment mechanisms

7== more fragmented a health care financing system and the greater the number of
T2ependent purchasers, the more difficult it is to exerl pressure on providers to contain
==wer 1o negotiate lower fees with providers and to impose global caps on reimbursement
“iz2im1s (Normand & Weber, 1994) With a farge number of small purchasers, providers can
=mely refuse to provide services to beneficiaries of purchasers who attempt to limit their

st margins and income levels Alternatively, fee levels can be fixed by government

=2ufation, but this may not necessarily limit practices such as over-servicing



Table 5.1: Advantages and disadvantages of different provider payment mechanisms

| Payment Advantages Disadvantages Ways of minimizing
| mechanism disadvantages
| Salary Predictable Possible under-provision Peer review of provider
expenditure and/or poor quality of care practices
| Low Little incentive for efficient Link part of payment to
| administrative behaviour and productivity performance
: costs unless linked to performance
Capitation Incentive for Incentive for under-service Adjust payments to risk

technical
efficiency and
preventive care
Administration
costs reasonably
low

Possible cream-skimming
(attracting low-risk patients)}
Possible cost shifting
{referral to another provider)

Monitoring and peer
review of provider
practices (including
referral patterns)
Patient choice of
provider

Fee for service

Incentive for
technical
efficiency (where
fee schedules are
fixed}

Incentive for overprovision
and cost escalation
High administrative costs

| Link part of payment to

Global caps and/or
adjusting fee to keep
within resource limits

performance
Monitoring and peer
review

Glebal caps/budget
limits

Lower fees for longer
stays

Budget | Predictable Limited direct incentives for
allocation expenditure and efficiency unless linked fo
tight control periormance
Low Can lead to under servicing
administrative and cosi shifting
costs |
Per diem Some incentive Incentive to extend length of
for technical stay and/or increase number
efficiency of admissions
Case-based | Strong incentive Unpredictable expenditure
(includes for efficient Relatively high
diagnosis operation adminisfrative costs
related group Incentive for cream-
payments) skimming

Reproduced from: (Mclntyre, ﬁ?); Sources of informatior_lﬁCarrin & Hanvoravongchai,

2002; Kutzin, 2001)

5.2 OPTIONS FOR SOUTH AFRICA’S National Health Insurance

Adjust for case mix, i.e
by grouping people
according to their use
of resources

A distinction needs to be made between the proposed provider payment mechanisms for
recurrent costs and infrastructural maintenance and development The following sections
describe payment arrangements for recurrent cest, Funding for infrastructure will remain a
national and provincial responsibility through agreed annual budgets

5.2.1 Objectives for provider payment mechanisms for SA NHi

The specific provider paymeni mechanizm: s) adopted for the SA NHI should facilitate
achieving the following cbjecives

+ To promole positive Ddehawicur oy haaith care providers (e g providing quality health
care; adhering to treatment oroiacois. oroviding preventive and promotive services in

addition to curaiive cars ooosass

=2 senvices efficiently);
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* Todiscourage undesirable behaviour by health care providers (e.g cream-skimming
low-rigk patients and refusing to treat fiigh-risk patients; over-servicing or under-
servicing of patients; and cost-shifting):

¢ To contain costs (administrative and health care) in the heatth syskem; and

* To promote predictability of revenue of existing health care providers (during the
transition period) and predictability of total NHI expenditure.

Eafore considering sltsrmative provider paymeni mechanisms for differant lypss of senvice
providers, It s important to note thet fea-for-service as the primary provider payment
mechanism would be the least desirable optlen to achieve these objeclives (see Table SRy
Within a commercial environment, it is standard practice to ‘unbundie’ services and pay for
each service separately. It involves health care providers receiving a fee for each service
such as an office visit, test, procedure, or other health care service Fee for service offers
rewards for seeing more patients, generating more services and upcoding procedures and
diagnosss. Fee for service financing encourages providers to increase their income by
providing unnecessary or redundant services.

The main disadvantage of fee-for service is that there are no deterrents to how many
services are rendered. However, fee-for-service payments could be used in a limited way fo
complement other provider payment mechanisms which should predominate. For instance,
for services not covered under the NHI package of services.

52.2 Provider payments to PHC providers

The proposed main reimbursement mechanism for accredited PHC providers in the NH! is
2! of capitgtion. Capitation |s & fixed payment {usually per manth) magde to a PHC provider
%or each person registered 1o receive servicss from that provider. Cost containmant is the
enncipal motivation for implementing capitation in this Instance. The capitation paymean| will
o= risk-adjusted, lo take account of age and gandar (& higher capitation for very young
=Hildran and the eldedy and pessibly women of childbeating age), A ‘cap’ will be placad an
=apiiation payments o egch provider, mainly to efsure that aach provider does not fake on
o0 many patients and then under-sarve them. The cap can be sxprassed in terms of the
#otal number of patients that a provider can have on their ‘books’ {e.g. 2,000 patients per
general practitioner), and/or in terms of the total capitation payment they can receive

The key challenges with adopting a capitation approach in South Africa are:

~ Enormous administrative effort will be required - the entire population will have to register
with a health facility and must be phased in over the implementation period of NHI (which
will take considerable time and will require extensive public education);

‘J

Strong mechanisms for the review of PHC provider practices need to be established
{particularly to ensure that there is not excessive referrals and to avoid under-servicing);
and

= Given that public sector PHC facilities are currently funded via budgets. a rapid move to
capitation funding could seriously destabiiise these facilities

A least for the foreseeable fulure, public sector PHC providers should continue to be funded
»a budgets until they are capacitated and NHI accredited. it should be recognised that
Sotaets can be equsted with a eude sapltation payment approach, g i there & anly one
=HE providar in'a particutar drea; the budget can be-sel on the basis af the si=a of the
2opulation they serve and through applying the agreed capitation rate. If there are two
accredited PHC providers in an area, one public and one private; the private provider will be
paid on a ‘pure’ capitation basis (based on the number of patients registered with them)
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while the public provider could initially be given a budget linked to capitation rates (total
population in area less those registered with the private provider and apply the capitation
rate). This could gradually be phased into a universal capitation approach for PHC services.

Careful attention needs to be paid to service provision arrangements for PHC services. In
particular, the respective roles of public and private PHC providers must ba consldersd and
there must be a cleer plan for how o reduce service differantials between the Iwo seclors ss
rapidly as possible. Standards must be maintained in both public and private sector facilities
and considerable effort should be devoted to improving public PHC facilities, particularly in
relation to staffing levels, including through approaches such as sessional appointments with
private GPs if inadequate numbers of salaried doctors can be attracted to work in public
PHC facilities. If this does not occur, there is the risk that higher income groups will all
immediately register with accredited private PHC providers and poorer groups will have lo
rely on currently under-staffed public sector PHC services. The strategic preference is to try
and accredit public providers first and then look for private alternatives where public facilities
worthy of accreditation may not immediately exist.

Payment arrangements will also have to be made to compensate PHC providers when a
patlent uses & provider with whom thay are nol registered (e.g. if theay fall il while ravalliing).
This is necessary to ensure portability of benefits. While it may be necessary fo pay for lhis
on a fee-for-service basis, again caps should be placed the total value of fee-for-service
payments per provider. In addition, careful public education of the need to use the provider
with whom they are registered except under very specific conditions {patients should be able
to move their registration to another provider if they are dissatisfied with their current
provider, but this should generally only be allowed once a year).

5.2.3 Provider payments for hospital care

Universal health systems most frequently either use budgets or case-based {e.g. DRGs}
reimbursement mechanisms. Diagnosis Related Groups (DRGs) are a classification system
that groups patients according to their clinical characteristics and the consumption of
resources required for their treatment. It classifies hospital cases who have a similar hospital
resource use, and who are expected to use the same level of hospital resources {sometimes
called iso-resource use groups). This simplifies the complexity of patient specific diagnoses
by grouping similar diagnostic categories into clinically meaningful diagnostic clusters where
resource use is also similar. This approach reduces the transaction costs of third party
payment, and gives providers the incentives to provide care more efficiently because
reimbursement is determined by the level of patient need, not the service intensity provided.
The DRG system is developed as a part of the prospective payment system and is assigned
by a grouper programme on |CD diagnoses, procedures, age, sex, and the presence of
complications Once again, considerable administrative capacity will be needed to effectively
introduce case-based payments, the extent of which should not be underestimated. Part of
the accreditation process will involve assessing hospital capacity to operate on the basis of
DRGs and therefore what is required to improve the required capacity

A global budget is a reimbursement mechanism used to reimburse providers for a range of
health care services It involves providing budget amounts determined prospectively and
paid prospectively Global budgets are best used with a large number of covered lives in
order to spread risk It is advisable that budgets continue to be the primvary provider payment
mechanism for public seclor hospitals for the foreseeable future, particularly given the
importance of restoring public hospitals to being the provider of choice for the majority of
South Africans A similar approach could be adopted for hospital care as for PHC, in that
accredited private hospitals could be reimbursed on a case-based payment basis and public
hospitals provided with budgets unté such time as all payments can be made through means
of case-based payments It & imporant that the mechanism for reimbursing shareholder
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hospital groups be supported by specific conditions such as annual reimbxrsement caps and
zero tolerance to differential treatment between NHI and fee paying private patents,

An alternative approach is to explore the option of paying an all inclusive capitation fee to
‘gatekeeper’ PHC providers. These PHC providers then cover the cosis of all specialists to
which they refer a patient and for inpatient care. This could either take the form of the ‘GP
fund-holding’ model adopted in the UK NHS, or the approach adopted in Thailand, where
capitation payments are made to hospitals, with the hospital OPD providing PHC and
specialist care as well as inpatient care.

The issue of how to pay specialists and allied professionals will require careful consideration.
In the case of public hospitals, those in full-time employment would be paid on a salaried
basis while those in part-time employment would be paid on a sessional basis. Capitation to
primary care providers may also include cover for specialist clinical investigations such as
pathology and radiology, which are some of the key cost drivers and cost containment will be
the principal motivation for implementing capitation in these instances. Institutions such as
the NHLS and accredited private sector laboratory services will be reimbursed at an agreed
fee. The key issue that needs further consideration is how to draw on the specialist
resources that are located in the private sector.

5.3 Pricing and Negotiation Mechanisms

The NHIA will set capitation levels and prices for reimbursement of both public and private
providers. The prices and capitation levels will be negotiated nationally in accordance with
the NHA and once agreed these will be used by all NHI accredited facilities in the country.
What is critical is that prices and capitation levels set do not support profiteering and hence
allow for cost containment and quality improvements.

In summary, the proposal is that accredited PHC facilities be reimbursed on a per capita
basis (otherwise continue receiving budgets), hospitals continue to receive budgets unless
accredited in which case they will be reimbursed on a case-based (or DRG) system, public
doctors and specialists be salaried where possible otherwise private specialists and other
alhed professionals be paid on per case basis with caps. Fee-for service payments with caps
r: exceptional circumstances related to portability of services and voluntary private sector
utlksations



CHAPTER 6:
ESTABLISHMENT DISTRICT HEALTH COUNCILS

6.1 Establishment of District Health Council structures in line with the new National
Health Act (2004)

One of the major requirements of the National Health Insurance is the creation of functioning
structures at a District level and local government-levei for health service delivery. The
National Health Act (2004) has mandated the establishment of District Health Councils. This
chapter addresses its establishment as well as challenges currently experienced with the
district health system. It ends with plans for addressing these challenges.

6.1.1 Background and Context

The Alma Ata declaration on Primary Health Care (PHC) in 1978* and the World
Health Organisation’s” definition of a district health system provided the international
context for health sector transformation in South Africa. In South Africa a White
Paper for the Transformation of the Health System was published in 1897°. This
White Paper set the framework for establishing & Dislrict Hesith Systarm (DHES) and
formed the basis for the National Health At of 20047 (the Act).

The Act provides for the establishment of district health councils (DHC) whose
boundaries coincide with the administrative structures of local government viz the six
metropaolitan and 46 district municipalities. The principles of the DHS are:

overcoming fragmentation
equity

comprehensive services
effectiveness

efficiency

quality

access to services

local accountability
cemmunity participation
developmental and intersectoral approach
sustainability

In terms of the Act the Member of the Executive Council (MEC) for Health in each
province must establish a DHC in each district under the chair of a person nominated
by the relevant metropolitan or district municipality These DHCs must promote
cooperative governance, ensure that there is coordination of planning, budgeting,
provisioning and maenitoring of all health services in the health district and advise the
MEC for heaith and the municipality an any heaith matter

! Declaration of Alma Ata Intematiora: conference on Primar y Health Care, Alma Ata, USSR, 6-12
-.-1-IL|I|I ar 14974

Tarimo B Towards 2 gl ety DfeaEnsng oarkd manading distFct healih:avetsnms  Bhsed o
prlmary heallh care World Heaitn Organisaiors. Geneva, 1991

“ Department of Health White cacer for the ransformation of lhe health system in Soulk Africa, 1997
Notice 667 of 1997 in the Governman: Garase ne 17910
" Mational Health Act of 200= A28 35 o 2033 Government Gazetle Vol 469, No 26595 Cape Town
23 Jduly 2004
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district.
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The MEC for Health is required to ensure that districts are adecLately maraged while
the municipality is required to ensure that municipal health services (2 f2nge of
environmental health services) are effectively provided throughout the health district.

On an annual basis the health manager of the district must draw up a district health
plan {in line with national and provincial_health pricrities and the integrated
development plan of the municipality) which also contains a human resource plan for
the district. The Minister and the MECs, together with the relevant District Health
Manager discuss the plan. Once agreed upon the Minister will discuss the plan with
the National Health insurance Authority with a view to get it funded.

6.1.2 Key problems related to the DHS
6.1.2.1 Political governance, oversight and accountability

By the end of September 2008, no provinces had finalised legislation required by the
Act although KwaZulu-Natal had published a draft health care bill for comment?® As a
result the envisaged political accountability measures are not in place and the
associated governance and oversight functions are conseq uently neglected. in many
districts the district plans and budgets are not aligned with the provincial plans and
targets are not monitored adequately.

The management structures of districts vary widely. Recent research highlights the
fact that there is widespread lack of standardisation of the district management
teams (DMTs) with regards to district organogrammes, job descriptions, roles and
responsibilities, accountability and communication with provinces and relationships
between DMTs and district hospitals °

The districts vary in size from servicing a population of 50,000 in the large sparsely
populated Northern Cape to servicing nearly four million people in the metropolitan
municipalities. The management structures, roles and responsibilities in sub-districts
are not uniferm and vary considerably from district to district.

6.1.2.2 Integration

QOne of the principles of the Act is thal fragmentation should be overcome In August
2005 the National Health Council resolved that the fragmentation between local
givarnment and provincial heaith geparimenis shauld ba raduced Ihiowat the
consohdation of all heslth secces (personal PHCY"Y Inta provingizal struclures that
absorb municipal services and staff Although this has happened in many provinces,
at the tme of wniting there (s still duplication of structures in the six metropofitan
municipalities and many disinct municipalities in the Eastern Cape, Mpumalanga and

s A Heywood M, Honermann B AIDS Law Profect The National Health Ac: 81 of 2003 - 4
Slefe Siber Ink 2008

~ ==3!th Systems Trust Review of structures compelencies and traming interventions to srangmen
=3¢ management in the national heaith system of South Africa January 2009 in Srasa

752 term personal PHC is meant to denote individual health care services These Includs
ZiT.enlive, promotive, curative and rehabllitative services In contras! non-personzg! BP0 servcess
=5ioce such things as environmental health services (e g water and air pollution!



KwaZulu-Natal still detiver personal PHC. The Westem Cape offers an example of
successful phased implementation of the DHS in district municipalities "

6.1.2.3 Equity

Although there has been much improvement in equity of resource allocation there is
still a great deal of disparity. The figure below illustrates the per capita expenditure in
2007/08 by district. This ranges from the lowest per capita expenditure (PCE) of
R191 per capita in Lejweleputswa in theFree State to the highest, R633, in
Namakwa in the Northern Cape. The 3.3 fold difference between the district with the
highest PCE and the district with the lowest PCE in South Africa is unchanged from
2006/07, although there has been a decrease from the 3.5 fold difference in 2005/06
and a large decrease from the nine-fold difference in 20012,

" Barron P The Phased Implementaton of the District Health System in the Western Cape Province -
A case Buily. Department of Heaith. Western Cape. 2008

"2 Montigalll F, Day C. Barron P. Sesc E Tre diswict health barometer 2007/08 Health Sysiems Trust
in Press
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Figure 1; Non-hospital PHC expenditure cer capita 200786

Non-hospital PHG expenditure per capita, 2097/88

Nemekam
Zentral Kerpe
wesl Coea
City of Cepe Trwr
Eden
Sisanke [0 — .
Raeks Llzdil holema
Xk=mee
Plzley k= Sams i |
Sity of Jot g | =
- Fudh Seqzmotsl Kempat
eThekwini
¥geizaedi
Csce Winzlands
D7 Kznnath Keunds
Um=hsnyatude
Caemdu
Cify of Tehwwans
Cwerer
Franpes Baetd
iLemie
Amsole
L 2 Frovinces
Chyls Hani ==l
viemee e 18"
iF
Exysnala Flaiinur | =
AL e e ———— | ¥

I
i e
Zululand b
Uthunguly WE
Ulhpkets

Uklgungunalsvy
ldcthao

Barhulanl | =
Ugu
W=k Lisng=(s Bay klcko
Umztnyathl
Cagrice:n
Ehjanzent
Ushehlemes
Vesl Rand 1
Sedibang =
Fezile Debi
Negngsle
S R Tambs
Exsmr Sekhukhune
Ampjuta
Ga Bibande
Thako hofulsanyane
Siyends
Alfred Nzo
Lejwetepubnwe

i o il {1 (2 i




6.1.2.4 Efficiency and effectiveness

The DHS variag r.i:-nsldembly in its etfecihaness from distnct io distict For example
the TB cure rate'” rangas from districis in the Westem Cape wrth Lure rales above
80% to those in KwaZulu-Natal with cure rates of less than 40%.° * Similarly the
success of the prevention of mother to child transmission (PMTCT) of HIV varies
considerably from district to district.

There are also wide differences in efficiency. An analysis of district hospitals shows
that the average cost per patient day equivalent (PDE) in South Africa in 2007/8 was
R1128. This conceals a wide range from a low of R744 in Chris Hani district (EC) to a
high of R2 363 in Frances Baard district (NC). Even allowing for some deficiencies in
the quality of the data there were wide intra-provincial differences among districts. Az
district hospitals consume over 40% of total district resources the wide ranges in this
indicator are of great concern. At the high end it may indicate lack of efficiency or
leakage oul of the system while at the low end it may indicate poor quality of care

6.1.2.5 Comprehensive services

Alleugh r|=s1n::ts are supposed fo offer a comprahensive packages of primary haalth
csre services - n realily. many (i rol mest) districts do nol ofier the ) rEnge of
services. Rationing occurs either explicitly, where services are not offered at all {e.g
many community health centres do not do either medical or surgical termination of
pregnancy), or implicitly, where the service is offered but not done comprehensively
(e.g. mental health services, screening for cervical cancer).

In addition since the publication of this package in 2001, additional services have
been added to the package (e.g. ART for people with AIDS; PMTCT services) which
are not offered in a comprehensive way throughout the district facilities. The new
package for primary health care package is comprehensive (see Chapter 8).

6.1.2.6 Access and utilisation

As is shown in the table below, the public sector DHS contains over 3 000 clinics and
nearly 300 community health centres and district hospitals scattered throughout the
nine provinces. The number of doctors and other professionals working at primary
care level in the private sector is not accurately known and is discussed in section 12
of this report which deals with human resources. Generally there is reasonable
access lo clinics with the great majority of the population living within five kms of a
facility and much closer than this in urban areas.

"® The TB cure rate is used as marker of the effectiveness of the TB control progamme and measures
the proportion of peopte who have infectious TB who are cured of lhis disease and is based on six
mnn-’rha anibiatle frestrent suprased by oblecive laborstory disgnosis,

! Montiosill F, Day €. Baron P, Selis £ The disirlct hesfth barometer 200708, Hesalth Syslems Truat
in Press.
'° Department of Health. A comprehensive primary health care service package for South Africa.
September 2001,
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Table I: Numbers of primary level facilities by province

| Clinics CHCs . Mobille District
: Services Hospitziz
Eastern Cape 683 32 140 61
Free State 231 35 1 112 25
Gauteng 307 33 50 o =
KwaZulu-Natal 547 5 153 40
Limpopo 411 (127 128 33 =
Mpumalanga 231 3 |76 23
Northern Cape | 118 20 32 24 :
North West 286 51 94 19 1]
Western Cape 263 64 08 35
“South Africa 3077 313 883 269

There has been liitle change In the uliliestion rate of first levetservices over lhe psl
four years snd |f has lluctualed between 2.1 and 2.3 visiie per person par year, This
refars to people who are dependant on the public sector and generally refers to the
B83% of the pepulstion who do mal belong fo medical sehemes. This ulllisation e
thebghtto b well befow, the optimum rmeniber of Visis (o primary care which ls
estimated to be at least 3.5 visits per person per year. This is indicative of
considerable unmst need for health services and has substantial implications for the
planning of service delivery in a DHS under the NHI.

6.1.2.7 Quality of care

There are numerous reports relating to poor quality of care in the public sector
primary care facilities. This quote from the 2006 South African Health review
lllustrates the problem:

"t addition to thedype of service recelved and the quality of that partigular
gerce, thore are diso Issues of comminicaiicn angd intereotion befwessn
patient and provider_.. Although many studies report that patienis are
generally satisfied with the quality of ANC [antenatal care] services, the same
studies show that qualily was a problem. This may be because expectations
of service are gensrally low. At a national level, qualily of care in
contraceptive services hies shawn thal 20% of wormen reported that the
provider shouted or scolded the patient in the family planning sefting.”®

Countrywige less than Haif of sll cinics and CHEs recaivad a satisfactory supsnaszary
vielt on & monthly bass in 2007/08. Supportive sugervision |5 ane of tha erlliesl
Jaclors cantribuling lo continuous impravement in the quality of care.,

—

* Beksinka M, Mullick S, Kunene B. Maternal Care: Antenatal, peri and postnalal. in [jumba P and
Padarath A editors. South African Health Review 2006 Durban: Health Systems Trust 2006




The private sector is not immune to quality of care issues. If brought into the OHES,
private sector practitioners would have to undergo massive training in order lor them
to cope with standardised protocols for the management of illnesses, inciuding tha
infectious diseases of TB and sexually transmitted infections including HIV.

6.1.2.8 Local accountability and community participation

The Act taection 42) renquires. provingial legisiation 10 esiabilish commitiees for clinics
and GHCs, Howevst, thls section f the Act hed by Saptemar 2008 not been
prociaimed by the President nar had provinglel legislation been passed. Thereloms
thess committess, which are muunt fo include communily represeniallves, have nol
been established in the manner intended.!” It is important that the Act be proclaimed
as soon as possible to make it possible for the National Health Insurance is
established.

Undat Sestion 44 of the Adt the MEC must appeint & represaniative board for each
dietriot hoepiat and mus! prescribe the functiens of such bosrds and the the
preicedure for meelings. Included in the bosrd must be community reprasantatives
Aithaudh no deliniiive ressarch ls-available if |s thought thal In most Instances fhese
haospital boards-are nal working &5 anvisaged |n tha A,

6.1.2.9 Developmental and intersectoral approach

In most health districts, district health plans are drawn up largely by the district health
managers employed In the provinclal healih deparments, They &rs thug not
integrated with (he Inlegrated development piars HDP=) of local govesnment
municipalities.

Thire are few cancrele sxamplas whers line depariments work well together and
wilh gach other synergistioally so that there |5 an intersscioral approsch Infackling
devalopmental lssues. As many of the miglor lssuss fating the heshth sector in South
Africa {e.g. HIV, TB, homicide; violenide: miotor vehicle:sccidents ) have thelr roois
autsids the health-sector i is imperative thet gn Infersecioral approach be adopled to
tackle the social and economic determinants of health.

6.1.2.10 Limited managerial capacity

In addition 6 the issues related to the principles of the DHS thers are & range of
ather iseues: Thesa includs challenges related 1o management and leak of
management capscily (o deal with (he compiexities of the DHS; issues ralstad to HiX
including demaotivation of staff; high turnever and atiriion rates; ovarall shoriage of
certain categories of staff; lack of use of data for monitoring and evaluation and
therefore for decision making. Ad hoe, unco-ordinated management and decision
making by national and provincial health departments add to the difficulties of running
the DHS optimally.

6.2 Priorities for investment in administrative and management capacity of DHCs.

The issues raised in the preceding section all need to be systematically and
methodically dealt with. Strategies for doing this would include:

"7 Hassim A, Heywood M, Honermann B. AIDS Law Project. The National Health Act 61 of 2003 - A
Guide. Siber Ink 2008. Page 63.
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Section 5 of the Act (dealing with the DHS) needs o be legestaied for =t
provincial level and implemented. Alternatively the Act needs o be amended
to fit in with the priorities and policies of the NH}.

There needs to be a political decision about the integration of personal PHC,
aspecially In the meiropoliizn munizipalities, and local and provincial health
depariments need 1o be mamed,

District management team structures need t6 be reviewed. There needs io be
clarity of rele, function, rbspnrmil:lilhy, sceauniablily =nd commmmunication
Thiere nasds to be standardi=ation throughout the 52 disincs with e
relationship between the CEOs of hospitals and the DMTs clarified as well as
that between the DM and the province. The need for sub-districts and
mahagement structures in these also needs to be defined, clarified and
standardised.

It= Important thet every cilizen is freated equitably and faitly. Currently thers
|5z fargs mismaich belwesn resource allocation and nesd. Generally the
health districts with the best Infrastructure and socic-ecoromin girEumsiances:
{"least deprived”) recelve more resources per capita for health care than do
those that are "most deprived”. Under the National Health Insurance resource
2lincation per district needs to:be firsl squalised and then progresslvely
allocated according to need based on clear sllooation formuiee

Resources need to be used both eftactively and efficiently. Clear norms and
sfandards need lo be developed al national lavel benchmarked on best
pardormance in the courry. Thers nesds lo be Fsystem of conlinuaus:
performance improvement based on individual facilities. Managerial
performance at every level needs o be assessed based on chjective
evidence linked to targets and adherence to norms and standards.

The depth and breadih of the package of services o be provided n the DHS
neadsio be sleary and unembiguousty defined 5o (hat gviny health provider
ahd every citizen i aware of Whal services should be provided &l whal ievet
of eare. This applies 1o the commurity health warker working at community
leval (hrough to district hospitals. This packeae needs o be as broad as
pogsible {Le. comprehenslve) so that aut of pocket expenditure is avoided.
This matier is partially deslt with |n Chapter 8.

I=suBs around access fo health services hesd fo be logked &1 on a-district by
district basis and plans mada for impravement lo thig. [t will requlire different
sollilions dependent on populstion density, infrastructure and avaliable
iransport systems. The ufilisation of health services should be used as a
benchmark to measure access,

Utlligation is dependenton quality as well az ascess, Quality of care should
be subject to continucus Impravemant ffrough & renge of initiatives. Included
in these are that there should be ciear clinieal protogols for all conditions;
there should be a system of clinfcal governance with periodic peer review;
thare should be regular supportive supenision of dilrics and CHCs; mortsiiy
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and morbidity reviews need 1o be mslifutionalised. Patient satisfaction reviews
should be independently conducied.

* As much of the improvement in health care is dependent on what happens at
the individual and community level, (e.g. risky health behaviour, health
seeking behaviour) it is important that the voice of the community is stronger.
The role of health committees needs to be institutionalised (in the same way
that school governing bodies have been institutionalised). The legislation
provided for in the Act needs to be brought into effect.

* Municipalities as developmentally oriented institutions need to be revitalised.
For example, a problem such as cholera should not be seen only as a clinical
issue for the health services. Environmental services (e.g. water testing) and
engineering services (e.g. water provision) should work intersectorally with
health services for the well-being of the population

* As provision of health care is a service industry resting on the people working
in the DHS, every aspect of human resources planning and management
needs to be re-scrutinised and improved, including recruitment, induction,
retention, training, supervision, support and career structuring.

» Information management and monitoring and evaluation needs to be given
the prominence that it deserves so that there can be speedy review of
implementation and remedial steps based on key indicators of performance at
every level in the system can be taken swiftly.

6.3 Develop priorities for health services at the local level within the DHS

= There should be an incremental improvement in the delivery of health
services over a five year period with a long term strategy to provide the full
package of defined services. Clearly each district will be starting from a
different baseline with a unique set of problems.

= The priorities initially would be based on the most commeonly occurring health
problems and for most districts these would include at least the range of HIV
services, TB services, maternal and child health services and emergency
services. Once these have been satisfactorily sorted, it is likely that many of
the systemic problems will also have been sorted out and that incremental
improvements in other components of the comprehensive package will come
about. Facilities that meset the criteria for accreditation will be included in the
National Health Insurance. Those unable to meet the accreditation criteria
will be assisted o do so within five years of implementation of the National
Health Insurance Plan.

» Incorporation of the private sector to work cooperatively with public sector
facilities to deliver comprehensive PHC will need careful consideration and
planning. Different models should be piloted and svsluated in different
contexis 0 {hal (Ree = clesr undsrsianding of what Works 'and what gossn't
in the South African context before any one model is taken to scale.

6.4. Develop district health plans to be used for financing health services
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* Curanily district health plans (DHPs) are based on an hiskrica view of
- service delivery and historical budgets. Under the NHI, it will not be business

as usual. DMTs will need a range of support to conceplualiise and
operationalise their plans so that these reflect the resources receared to
deliver the full package of services. It is likely that each destrici will need a
roadmap five year plan (similar to a long term transformation pian) which will
guide the annual cperational/business plan on the way forward for the phased
implementation of the NHI.

* This support will include at least finance, human resource and
epidemiclogical input. .




CHAPTER 7: REGISTRATION OF THE POPULATION PER DISTRICT AND CATCHMENT
AREA

7.1 Introduction

The policy proposal for the National Health Insurance unequivocally states that NHI
membership will be compulsory and in order to access NHI services people must be
registered and hold an NHI| card. Furthermore, it.clearly states that accredited providers of
the comprehensive package of services will-largely be funded on a per capita basis and will
thus be responsible for a defined population. Registration of the populations within defined
geographical areas, and documentation of all existing private and public health facilities
including professional groups such as general practitioners and specizlists will be critical to
the successful implementation of NHI. This section describes what needs to be done to
ensure that potential beneficiaries are registered and linked to accessibie health care
facilities in their area. This involves three distinct phases: (i) providing a population and
facility profite through geo-mapping (i} defining the catchment population and (i) assessing
the functionality of each facility.

7.2 Defining District Population

The role of the District Health System (DHS) is critical to the delivery of NHI services and
therefore the starting point in identifying beneficiary populations is to clearly identify the basic
planning/ and administrative demarcations, that is, districts, The NHI refers to the District
Heaith Authorities which are defined in chapter five in the National Health Act under the
establishment of the DHS. It stipulates that each health district is required to be coterminous
with Local Government (LG) district and metropolitan boundaries. Since interim health
districts were established before LG finalized district boundaries in 2001, health districts
were not necessarily contiguous with the administrative district boundaries as defined by the
Municipal Demarcation Board for LG. Currently, most health districts have been aligned with
LG jurisdictions as shown in Table 7.0, What is crucial is that the population profile is known
and that the population covered is appropriately calculated.

First, most recent National Census data from STATS SA will be used to depict the national
population broken down by province and district. This will provide an overview of potential
beneficiaries in the districts, provinces and nationally. Second, in areas where the districts as
defined by the census do not coincide with the DoH defined district health authorities, the
population covered will be recalculated using enumeration area population figures. The idea
is to make sure that correct coverage populations are established for pianning purposes
(namely, resource and infrastructure planning for NHI) (See Table 7.0)
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Table 7.0: Population profile by Province and District
— ] ;.: : - - T — r =

I |

lqﬂﬂg ﬁ?

T
-1 =

B
A |8
e e B
1 =

PROVINCE DISTRICT
| Looal -
= Government | HEALTH tizans | r
Alfred Nzo Alfred MNzo. 390 754 '=ae
1674
OR Tambo OR Tambe 070 &73
Ukhahlamba Ukkghiambs 338 481 | 1542
Eastern Chris Hani Chris Hani . 807 812 | B26
Cape 1655
Amathole Amathole 398 5 467
Cacady Cacadu 383825 | 2 350
MNefzan Nelson Mandela !
| Mandela Metro | Metro 992 072 19233
- 6 districts & 1 metro 6 263 432
Central Karoo | Central Karoo 60 143 | 185
Eden Eden 446 752 | 6275
Overberg Overberg 200017 | 2271
Western Cape Cape Winelands
Cape Winelands (Boland) B23 047 | 4 488
West Coast West Coast 27BE26 | 2028
City of Cape City of Cape 2 802
Metro Town B BE-318
- 5 districts & 1 metro | 4 482 355
Frances Baard | Frances Baard 322 557 | 2239
Northern Siyanda Siyanda 197 837 | 3641
Cape Pixley Karoo 161 807 | 2532
Namakwa Namakwa 106 676 | 1086
Kgalagadi Kgalagadi 184 117 | 1027
z 5 districts 983 519
Fezile Dabi | Fezile Dabi 453 563 | 2 820
Thabo Thabo
Free State Mofutsanyane | Mofutsanyane 717664 | 3012
Lejwelepulswa | Lejweleputswa 633673 | 8973
Motheo Motheo 717 194 | 6 044
Xhariep Xhariep 134 171 | 622
5 disiricts 2 677 736
I West Rand West Rand 486 918 | 15 958
Metsweding Metsweding 165 705 | 2 759
Sedibeng Sedibeng 778793 [ 12157
City of City of Tshwane | 1 923
Gauteng Tshwane Metro | Metro 795 36 993
City of Jhb 3 008
Metro City of Jhb Metro | 154 124 969
2 358
Ekhuruleni Ekhuruleni 453 | 75 407
3 districts & 3 metro's 8 978 061
‘Mphumalanga 1374
Ehlanzeni Ehlanzen; B04 486 223
1 006
| Nkangala Nkangala 105 19108




| Gert Sibande | Geri Sibande 888 343 | 8571
i Bushbuckridzs |
3 districts 4 districts | 3330 154
| POPULATION
DISTRICT : 2001 2007
PROVINCE Local DISTRICT SA | Perm
i Government HEALTH citizens res. Projected
Greater
Sekhukhune Sekhukhune 0961 841 1971
Limpopo Waterberg Wate_rberg 602 134 5910
Capricern Capricorn 1148 034 | 3443
Bohlabela
Vhembe Vhembe 1177 938 | 6 384
Mopani Mopani 1033816 | 12970
5 districts 6 districts 4954442
Southern Southern 757 662 |15 764
Bophirima Bophirima 429 579 1915 '
North West | Central Central 756 816 3 407
Bojanala Bojanala
Piatinum | Platinum 1144 178 | 16 123
—— 4 districts 3125 451
Sisonke Sisonke 455 143 728
KWA-ZULU | | empe iLembe 557 068 | 2 056
NATAL Uthungulu Uthungulu 879220 |3914
Umkhanyakude | Umkhanyakude 570 863 1243
Zululand Zululand 776 966 i EE8
Amajuba Amajuba 465 154 1718
Umzinyathi Umzinyathi 479 138 640
Uthukela Uthukela 653 740 1691
Umgungundlovu | Umgungundlovu | 813 192 9152
Ugu Ugu 698 354 3532
Ethekwini Ethekwini 3032759 [37813
10 districts 1 metro 9 545 419 B

Source: Municips! Semarcalion Boarg and Qepl of Health
Projeetions for 2007 will be dorte before pisn-is finalized

7.3 Establishing a National Diatabase of Health Facilitise and Professionals

7.3.1. Health Care Facilities

The main purpose ol {his exercise is o esiabilsh, as far a8 possible, the existing siock-and
digiribufion of heaith fzoilities in Scuth Africa both publie and privats, An understending of
#vallable heallh faciifies in the country will facililate the Implemeniation of the proposad per
caplie resource allocation mechanisn uhder NHI to designated and accreditad providers.
Most importantly, knowing the gessraphic locstion of hese fagilites and the populstions they
caver = vilal information for piooes planning of the service delivery model for NHI An
understanding of whal faciliies axist 2id where, will amongsl other things, inform the
acgradliation process, sism=tive confraciual arrangements (e.g. having PPP where publie
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facilitizz do not exist), infrastructural development and human resowusrce redisirtwion
strategy.

The databese will be the first of its Kindin that |t wil attempt io provide a consoleiaied record
s miast) f rot all, feciities by type and leve| These are stipulated by the Nalional
Segartiment of Health with defiriltions provided in appendix 1. The following s an outiine of
& criterla / data iteme per disirel:

* Ownership:  public; private {for profif/ fet-for-profii)
= Level Primary tambufstony | refemsd ) day care)
* Sacondary (acule care /siip down or sub-souse f chronke care)
*  Tediary {provingal / nalional referral | centrs! referrsi | snecinkint
raferrsls
* Type: Clinic/ satellite clinic / mobile / CHC ; General practitioner / specialist
consulting / convalescent unit/ rehab unit / hospice etc

Information to construct this facility prolile was rsceived frar & vEnety of sources, for
&xample, the Department of Hezlth, Privais Hoepitale Aszociation (PHA), Department of
Social Development (DSD), Buaard of Heaith Care Funders BHCF), iocal municipalities).

saditicral Information on the WpE ol hosplial earviges and number of beds for pivats
sespiiale s also Bvailable. IMfarmation on geners| practifioners, grolp preciices,: private
sseimacies and oiharallied Independent providess and who sre reisteret with the Board of
==ailh Care Funders will be mtegrated inle the dats bese per dlstric)

7.32. Health Professionals

= sddifion fo the 1 acilty dalabaee, = datalioss of all crllical professionals slaring with
Sectors, nurses &rd spectelists with details of thelr physicsl location (where possiblz) by
Ssinclsnd provinces will be developed. Themain objective |2 1o understand the soread of
==cal human resources-and therefore design humen resourée recruitmant and deployment
==ities and procediures under NHI hat will 2ddress inequities where they exist. This

s& of exisling humah resourgesis infegral to the human resoumes planning process
¥=== Chapler 12)

SRS on public sector professionals will be obteined from the National end Frovincial Health
- Sesanments, and that of private Speashsis will be gleaned from the Health Professlonal
Seuniclls, Board of Heallly Cam Funders, logal municipalities, and any other sources

ied during the dats collection exciss.
e concentration retios and gec-mapping of professionals will be done to-show the spirsad
W eritical haglth professionals across the country. This s very Impertent in assessing servics
ss==biliy snd mestimportantly capacity to:provide NHI ssrvicas.

4 Health Facility Accessibility Modelling

Se===sibility modelling is about establishing location of facilities (by level of care} and their
==saibility to the population and the key parameter of geonranhical aceass is distanca in
== faciiity. A distinellon can msde betweern gecgraphical actess and workplace access.
ce access is primarily conceived in terms of residential aceess to health care providers,
Sereality of employses who live away from home and to be closer to their workplace, has to
%= faken into consideration. It may be necessary to include both L ey e e
W e=cessibility miodeling. The facilifies dals baze will be used 1o geo-map &) the leciliies
wspording fo the criteria stated eariier. '



This exercise will show clearly which facilities are located where; however, it does not tell us
anylhing about which faciiities are functioszl or nat. The Depadment at Heslth will then
sssist In reviewing all facilities in terms-of funelional prepstedness (See Section on
infrastruature and sccraditation) i provide NH| esrvices. The pressnce of a non-funchional
facility is as good as having no facility and therefare cannot, for practicsl purposes be veed
to determine access.

The Department of Health norrs and standgrgs ofwhst lype-of facility-should exlst within
whil radius (wetking ar travelling disiance) and forwhal size afthe papulation are impaorisnt
in identifying service aceess and geps, and more specifisally will infarm (he processes of
idantitying Tatiliies 1o consider for adureditation end [nclusion in fhe NHI system.

7.5. Catchment Area Exercise Modelling

Whitst accessibiity modelling will assist in identifying {ecifitles and people’'s atcess to theso
health care fagilities (population coverage), it does not show which faciiifies are best loceted
forwhich poputation (eatchment populetion), Catchment area analysis wilk show which
peputations uee which faciity and all this is a funetion of he fallowing fagtors, amongsl
others:

Location of the facility versus covered population
Population density

Topography

Transport nelwarks

Common mode of transport

Type of Facility

Perceived Quality of care

Continuity of care

Burden of disease per district / province
Migration patterns of general population

Public sector utilisation data will be collected from the routine health information system and
any other ulilisation studles done by (he National anid or Frovincial Departmaents-of Heallh
(e.g. SSCBIA gludy), from fhe Councll of Medleal Schemes, Board of Heallh Care Funders,
Privale Hospitals Asspalation of South Africa and ofhers, Using fiow-maps it will be possible
to model facility utilisation patterns and hence ihe mctusl catchment pepulation for aach
facility.

7.6 Design of a National Health Insurance Card

The Depariment ¢f Home Affairs gurrently provides Idsntification Documants (D) forall
Seulh African citizens and permanent residents. The plan is that the existing Infrastruciure,
systems and procedures for geting an 1D be used fo repister éveryong who resjdesin
spadlfic geographical areas. The existing chslisnges of getting an 1D which might negatvely
affact the sequisition of the NHI card will abviously need o be straamiined if there = going o
be massive (or phased) registration of people once Implementetion beging, Eligibiity of Ihe
populatiar for registration with the NHI will ba clearly delined and in line with iremationsl
pracice. The appreach will depend on the sssumed sirategy for implemeanting NHI overthe
next five years. : '

The Department of Healih will b= respoesibls for the aciual deskgn of thi card I terms of

what it will look llke 2nd mest impertantly tha Information that it wilt contain. In this regard,
the NHI must be designed in such a way that it interfaces with the proposed NHI patient
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ecord system and existing national ideniification system. This will not only ensure that there
S no fraud in the NHI system but also that service benefits are portable to the card holder.

Sven the challenges of lrarisiting Trom tha current sy=tam o the NHI, it impartant that the
=aent National identification Decument be thi main docurmant used for identifying NHI
sencliciaries, uniitsuch time 1hat the emant NHI card can begiven io peopla; The Smarl

==rd reguires sighificant improvements h informatien capsTity and lschnology and the
===oeialed cosls need fo be establishad. This will ersure ihet no dne is depried acoess (o
s=rvices i the beginning of fha procsss. The key issue j=-fhat of registering pecple by
Smirict and most impotiantly by desianated facliity

1.7 Strategy for Registration of the population for NHI

'&':fng-Emr].r_nnﬂ sligible for NHI registerad and moreso linked 1o soecile heslth care
Seilities presents logistical and practical challenpes: Imporisnt parameters to consider i
Swoding on g peputation reglsiration stratsty sro.

The proposed implementation period — 5 years

Existing national infrastruciure and databases to facilitate registration of people

The annual farget of 26% NH] COvBrEge

Tha need to ensure that current sontribulors reosive urirlarrupted shrvice and [hoss
currently able to contribute but are not contributing get on beard earty

The role-of different govesnmentatsnciss in snsuring rapld registrallon of people

» The pacs of acoredit@lion of faslitiss in retedinn with Inoreasing sxpeciations as
people register '

The proposal is that the NHI be phased in over a five vear period with a target of increasing
SSwes=ae by Z5% each year. || importantfhet the sccreditation process be afigned 1o (he
Ssirafion process to avald rasing expecistions g8 more people register and get the NHI
S 2nd nol bieing able to deliver quality sarvices. Linking beneficiaries 1o faciiities can

=Cively be done al higher coverages levals for NH|, for exgmple, st 76% in vear three anid
i

e practical purpbses, registration of pacple for NHI should ba dane at the same tima in sl

Ss=cte using the Depariment of Home Afigirs’ piatformas, that is, infrastructure and

Se=sses: Howevdr, I {8 Imporlant that rogisiration be preceded by massive public

#=han on the-requirements for registration, what NHI s, iis benafits, portability of

#wices and pheses through which it will be impiemented including hew people will be
iced o specific primery cars facllities closest to them (first points of entry into the health

= =ystam) and the referral system, Tha Inferim measure ae mors fadililes get agoredited
== that people confinue o Use public Bcllities with or withaut asocredifation

e Bepartment of Home Affzirs i kéy'In he registration process far two Haln rESsons:
22 sforementioned it already hes the capabilities and systems in place lo raglster
=== Iy gl the districts, and secondly, it has updated databases of paeple with |Ds {and
==l addresses) which ars important Tar checking the peoples® eligitiiity for NHI-and
NH| registration distriot. In additien, 80% of birth ragstrations are done by || and thess
= significan| part of the depandent population {those tnder 16 years without an D),
% highlighting isthat whils! this segmient of fis popudalion does nipt have [0S, the
=rimont of Home Affairs slionates them an |D number thalis then used sx post. Starting
== = cohort of the populatian wil ensure that al the majorlty of the pespie are Ergeted for
psiration right from the beginning.

1
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i addilion; & werkplace based approachad will be 5=t D register people and their
dependents. Those it pUrrenily contribuis to medical ineurance and {lieir depandsnis-can
be registerad through their employers afier negatistions with the respactive frade unidne.
The challangs i to make sura thal fhose who are not confributing 10 £ome form of health
insurance bul ste 2be 1o 50, are registenad through their workpleces, This will ensure that
ihe chiical mass of employed pecple whe are gble o contribute begin to do so under NH
and henoe improve the revenus stream for NHIL With = approach an sstimatud 30 rriilian
preple (conirtutars and at lessl 3 dependants) Wil be capidly registered for NHI, The nsu
tarek would then be o register those iy the irformst peoromy-and the unemployed in e

priority gecgraphical areas.

Balore the regeiraiion can be ralisd o, 15 critical thsl the regratration pm:iéﬂ-ﬁ |5 robusily
pilot tested &o that apy pressule painls can be identified and addressed.

7.8 Pilot Testing the Registration Process

The plan ls 1o selabishasub-task Team thal will be psponEiblie Tor pliot lesting the
regletration process in a selecied disirict belween May end June 2000, The pilal study leam
will be mage up of people fram STATS s, Depetment of Hate AffEice, Independeant
Elecioral Gormission, Logal gavernmiern, Department of Labour #nd plher releven
stakeholders. '

Tria pilot test will bs designed In_su:ﬁh & way [hat it HEes's combination of E[:Ipr-l_:laﬂhE.'E_
dletrict-hased populston registration using the Depariment of Home Aliairs and Independenl
Elecioral Cqmmiﬁfﬁ'[m platiorms and processes, and workplace hazed approaches.

The team wil _tiﬁ resgonsible for developing the poputation registration model that will thern

lie rolled cul by the relevarnt imprementing agenaies fof WH| & soonas the Bill s pessed n
Parliament.
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CHAPTER 8: COMPREHENSIVE PACKAGE OF HEALTH SERWCES TO BE
COVERED UNDER THE NATIONAL HEALTH INSURAMCE SYSTEM

8.1. INTRODUCTION

Many countries, at different levels of economic growth. have instihfed a number of
heaith system reforms. These reforms fave endesvotr=d 1o transcend the ey
=reas of their heslth systems: namely funding, pocling, purchssing and provision of
se=allh servioes for the population. Tha pnmary oblecive at hes been driving
esa reforms is the 'humanitarian diive’ and or “soeial solidanty” principle that iz
targeted at ensuring that every household's econamiz, social and hesih SECUFTY
=re-properly and adequately catered for to enstne and imorove heaflh auteoimes
Srough the provision of financial risk protection. The consensus among policy
waEkers, acadomios; researchers Beonomists and intermational organizations is that
s can be effoctively realised by creating the essential institutional and
omganizational siroolures thal guarantee long term sustainability for social and
ST - SenUty Adopiing & Immework for the health system that is based on the
snnciple of universal coverage offers & premising epporunity to provide: people with

#aciel security and also helps to amellorste e ursbistainable, cost meflective and
wefficient use of the limited resources. '

A key element that has o be atlequalely addressed i universal covErage is to
Secome g realily in any given context = (he clesr definition of the package of
sarvices that any glven cilizen will be entitled to once the syslem js reconfigured,
Within the sphere of service provision, particularly in countries that are pursiing the
Sbjsclive of universailly through some form of mandalory tealth insurgnce system,
Be clear definilion of the benefits package has been central to clearly determining
e scope of services thal fhe stale will cover, either at public or private provision of
‘SErvices,

NHI enrolments and madical benefit payments for the package of services will be
sdministered by National Health Insurance - Autharity  through its metwark of
omovincial health =uthorties and district health councils offlees and other
wfarmation claiming services:

Therefore, the clear definition of the benefit package ks a key step In ensuting that
e principle of unlversal coversge s fully realized and thet-all citizens irespectiva
O their ability to pay for services will have access to the needed care. |t is
mportant to note that the determination of the package must be based on
sonsistant consideration of the principles of affordability {I.e, arefhe sernvices being
oversd cost-effective and getting the best value-for-monsy, including outcomes)
=nd sustainability (i.e. Is the ensulng cast of the covered services sustainable in the
mediurm to long term and dosa it allow for system success).

Additionally, the quality of health care that ig provided musl be accepiable snd
appropriate. Services |n need that areé coverad under the comprehensive package
=2 usually reimbursed using a defined relmbureement machanism which i= usially
8ot the fee-for-service method. Fea-for-service method is typically prevaient in the
private sector and considered unaffordabie and inappropriate in the public sector.



Equity here means that those with a greater need for services should be accorded

sufficlent opportunity to ensure that they sccess and benedi from sarvices as
demanded by their needs and those with [ess need for services should sctually
benefit to that same extent. This implies that people should benefit purely based
on their need for services, irrespective of their socio-economic status or any other
factor. Obviously the debates around ‘need’ and ‘equity’ lead to the unavoidable
debate of whose perspective should -be taken when considering the need and
determining what is most equitable.

A simplistic, yet acceptable approach, is to agree that need can never be
universally described and that the context (i.e. the legal and political space,
economic circumstances, culfural values and the society) will impact significantly
on the agreed upon definition of need and how it is going to be addressed.

8.2. DEFINING A PACKAGE OF SERVICES

The expansion of health services that a given population is entitied to should not be
the only factor that is considered when deciding the package of services to be
offered under a universal health insurance system. This implies that not each and
every service should automatically be made part of the service. It is important that
decislon-makers consistently lock at identifying cost-effective interventions 1hat are
results-based, provide holistlc approaches lo health syslem integration and
development, and to the long term sustainability of the system. In defining the
package of services that should be offered within a given context, three separate and
interrelated matters must be adequately considered:

o Breadih of Coyerage: The size of the population that will be entitled to the
package as defined

o [Dupih of Coverage; The number and type of services to be covered
o |mpact on health autpomes: [mpact of services included in the package on

key indicators like Infant Mortality Rate, Maternal Mortality Rate, Immunization
Rate, New HIV infections, TB cure rates, Burden of Disease, etc

Taking the above three factors into consideration, it therefore implies that in
determining the nature and type of services to be covered sufficient consideration
must be taken of the:

= Population demographics (e.g. age and gender profiles at the regional and
national levels)

= Epidemiological profile of the population (e.g. communicable and non-
communicable diseases)

» Health services utilisation (e.g. utilisation rates for primary, secondary, tertiary
and quatemary services)
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= List of health services available in the country (i.e. national capacity for
service provision and expansion)

* The scope of the services to be covered in the package (i.e. is it all levels or
care or not)

= Sustainability and affordability of the entire benefit package

Seforming the health systsm in & manner that effectively, efficiantly and equitatily
=ads o e realisation of the principle of universal coverags should involve providing
mdividuals and households with a package ol heallhcare services thal s deslgned to
wprove | health outcomes and prevent calasirophic healthcars  expendilures.
Sowevar, as indleated earlier, this dees not in any way imply that any given service
=wuld be Included on tHe péckage imespective of whether it s based on need or
want. Preference should always be given 1o need. The recd should be informed by
9e population's epidemiological and other rélevant profiles (e.g. age, gendear, elc.).

Lists 1 and 2 below provide the scope of the nature and type of sendices that should
B& covered In @ package of services at the pnmany and secondary levels of the
==sfth siystem lhil are aimed al reafising Lnlvarsal covarage within a natianal health
msurance system for South Africa,

821 List 1: PRIMARY HEALTH CARE SERVICES

* Women’s Reproductive Health Services
* Management & Prevention of Genetic Disorders & Birth Defects
* Integrated Management of Childhood llinesses
» Prevention, Management & Treatment of:

HIV/AIDS

Asthma

Dysentery

Helminths

STis

Tuberculosis

Malaria

lLeprosy

Rheumatic Fever & Rheumatic Heart Disease

Chronic Diseases (i.e. Hypertension & Diabetes) & Geriatrics

Cholera & Diarrhoeal Diseases

VV'\?VVVVYVVVY/

Management of Communicable Diseases
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¢ Immunisation services

» Adolescent & Youth Health

s Trauma & Emergency

¢ Oral Health Services

e Mental Health (Psychiatric & Psychology)

» Sexual Abuse, Domestic and ‘Gender Violence

¢« Substance Abuse

8.2.2. List 2: HOSPITAL HEALTH CARE SERVICES

+ Paediatrics
» Obstetrifcs & Gynaecology
o General surgery
« Orthopaedics
» Selected olher Surgical Sub-Specialties:
» Ophthalmology
» Ear Nose & Throat Surgery
»  Urology
» Reconstructive Surgery
= Oral / Maxillo-Facial Surgery
»  Neurosurgery
« Day Surgery Service
¢ General (Internal) Medicine
e Psychiatry
s Oncology
« AIDS Management
¢ Family Medicine:
e OPD: General
e Specialist
¢ Casualty/ Emergency Service
s Forensic Service
« Community Health / Occupational Health Service
o Clinical Support Services:
« Anaesthesiology / ICU {Intensive Care Unit) / High Care / Theatres




Radiology & Diagnostic Services
Rehabilitation

General Support Services:
Pharmacy

Laboratory: Pathology Services
Blood Bank



PAEDIATRIC
SERVICES

I R R R S R AR I R S R IR IR R R R

RANGE;

Noopatal

*

Prematura infant (> 1 000g) inciodmg!

1. Respiratory distress  (Fyaline Membrans

Diseass, Pneumcnie, Meconjum Aspiration
" Syndrome)

2+ Convulsions

3. Septicaemia

w Shorl-term ventilation ( < 5 days)

[ Pneumonia

W Hyaline Membrane Disease

+ Meconium Aspiration Syndrome

* Convulsions

* Septicaemia

) Patent Ductus Arteriosus (medical closure)

* Anuria

] Abdominal  obsiruction including  Necrotising
Enterocilitis not requiring surgery

* Neonalal jaundice — {< 24 hrs after birth)

. Prilonged jsuridice — (#30d In Fulk-lerm. infant snd
>14 ' d i pee-derme infart  bnresponsie O
phototherapy)

Persistent hypoglycaemia

Macrocephaly

Congenital abnormalities
Paediatrics

®

* &

Persistent/severe airway obstruction — upper &
lower

Complications of /persistent/ recurrent pneumonias
Severe croup (> grade HI) / Bronchiolitis
Complications of Asthma

Complications of TB

Cardiac disease & murmurs

Hypertension

Complications of Acute Rheumatic Fever
Abdominal mass

Resistant diarrhoea

Malnutrition severe metabolic derangement

Renal disease such as glomerulonephritis
Complications of nephritis

Nephrotic syndrome

Prolonged jaundice

Complicated seizures

Complicated CNS infections

Severe persisient movement disorders
Development regression /Growth disorders
Haematological disorders

Disabilities requiring multidisciplinary team
Diagnostic dilemmas/therapeutic failures at district
~ospitals

Srared care: malignancies, Diabetes mellitis

Cnic 2buse (complicated cases)

—~' | ~1D8 management
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OBSTETS & GYNAE Gynaecology

Management of pre-malignard condilions
Infertility — initial investigations

Abnormal uterine bleeding

Post menopausal bieeding

Recurrent vaginal discharges

Fibroids - .

nd inmester Temination of Pregnancies (TOF)
Complisated Abortinne

Severe Pelvic inflammatory disease
Uro-gynaecology

Uterine prolapse +/- urinary incontinence
Endocrinology: initial investigation
Endometriosis

Colposcopy

LLETZ [Large Loop Extisian of the Transformaticn
Zone)

TAH (Totel abdaminst hystereciomy)
BSQ (Bilaterat Salplnge-oopherestarmy)
Veginal hysisreciony

Colpo suspension / repairs

Diagnostic laparoscopy

Ovarian cystectomy

000000000.00000

> > > e

Obstetrics

indications:

* 2 previous first trimester abortion

Prévieus mid-trimestar sbartion, cong, Abnormrislity
Previous neoratst dealh, (LD {Inira-Uterine-Daath),
preterm laboer

Previous hyperienzion/pre-sclampetaleclampsie
Previous Caesariar Section (C/8) =2

Inductions

Severe cerebral malaria

FIH (Pregnancy Induced Hyperansion), PET (Pra-
eclampsial, Chronje hypertension, Eclampsis

+ &

L R TS

Labour:

. Preterm labour (< 37 weeks)
¢+  DVT [Deep Venous Thrembasis) | PE (Pulmonary
Embalism) - surrent pregranay
¢ Multiple pregnancy (> wins, abnurmal lie, previous
)

. Ektra-merine pregnancy
. Uncomplicated abruptio
* Uncomplicated severe hypertension and Eclampsia
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GENERAL SURGERY

> - > > » * > @

* &+ > b e 4o
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Complicated general surgical cases that are
referred from the district hospital

Complicated and severe trauma

Laparotomy / management of acute abdomen
Resection & re-anastomosis of bowel (trauma,
tumour/masses, obstruction/gangrene)

Repair of viscera

lliostomy & colostomy

Cholesystectomy (open & laparoscopic)

Peptic ulcer disease: omentopexy for perforated
ulcers, gastrectomy

Complications of pancreatitis

Anorectal surgery: fistulectomy & sphinclerctomy
Splenectomy/nephrectomy / ureleric injuries

Repair genito-urinary injuries — ureter, bladder, and
urethra

Endoscopy ( oesophagoscopy, gatroscopy,
sigmeidoscopy, colonoscopy)

Resection of tumours/masses: thyroid, breast,
parotid, soft lissue, pancreas

Primary Biliary Cirrhosis

Sclerosing Cholangitis

Auto-immune Hepatitis
Infections/abscesses/masses

Elective hernias/ groin surgery

Amputations

Vascular surgery — arterial embolectomy, femoral-
popliteal bypass, repair of aneurysms {(aortic,
infrarenal, fraumatic)

Exploration of stabbed vessels and repair there-of
Repair of laryngeal, tracheal injuries

Sternotomy for stabbed heart

Basic thoracic surgery- decortication, iobectomy,
pneumonectomy

Palliative surgery for Ca cesophagus

Burns involving joints, face and > 40% of surface
burns

Wounds requiring small grafts

Subdural haemorrages

Ventriculo-Peritoneal (V-P) shunts
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ORTHOPAEDICS

.

- B e B

L R R Y

Reduction of fractures (closed)
Open reduction & internal focakion

Tendon repair & tendon transplant

Draining of Osteomyelitis

Merve repalr & iraneplent jextluding microsirgeny)
Carpil-and De Quervsin's Syndrom=s '
Spinal surgery

i Discectomy

2. Treatrnent of spinal frachures (stable) |
Joint replzcements:  hip, knee, occasionally
shoulder

Correction of clubfeet

Hand surgery

Hallux valgus correction

Adhrosegpies — both investigative and operative
Comiplieated fractures & dislocations

Multiple trauma

OPTHALMOLOGY

Cataract extraction

+

*>

Tarllary  eye tare  provided by  genems
opththaimiologigis or opthithaimic medieal officers
{general opththalmology: service, with emphesie dn
the provision of catsrant and glavcoms surgical
Eervices)

Ul

W
wi

Yill.  Blindness prevention and Management related

Trabeculectomy for open angle glaucoma
Strabismus

esotropia
Oculoplastic surgery

Anterior segment

Uncomplicated.  extracapsursl  suriery plus
Intraooular lens implan|

Phaeco-emulsfication possible in the future
Uncomplicated corneal graft

Optical iridectomy

Glaucoma
Uncomplicated paediatrics squints, €.g. congenital

Entropian/ectropion

Diagnostic ultrasound

Argan Laser to relina (PRP) for disbetics
Refraction by  optomelisis i avallable
(Refractive errors)

. Diabetic Retinopathy

|, Trauma Management

to Childhoad, Catarsciz and Glaucoma

[Fi]
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EAR, NOSE & THROAT

. Uncomplicated emergencies e.g. foreign body in
throat, pentonsillar abscess, mastoiditis and acufe
sinusitis

Minor elective surgery such as tonsillectomy and
myringotomy

Removal vocal cord nodules

‘Tympanoplasty

Tracheostomy

Fronto ethmoidectomy

Micro laryngoscopy

Pan-endosopy

Antral Irrigation

Mastiodectomy

Head and Neck Trauma

Preliminary investigations needed for diagnosis
other conditions requiring tertiary care

L Post-tertiary care follow-up

> b Ao

SURGICAL SUB-
SPECIALTIES:

UROLOGY

+ Orchidectomy

+ Torsion of tesles

) Cystoscopy — biopsy strictures

. Injuries to bladder, kidneys

¢ Infertitity & Andrology: initial investigations
* Uncomplicated infectious diseases
RECONSTRUCTIVE SURGERY

¢ Skin flaps & grafts
* Removal of keloid
ORAL | MAXILLO-FACIAL SURGERY

+ Wiring of mandible

¢ Removal of teeth — especially in the case of mental
retardation where anaesthetic risk requires
specialist anaesthetist input

NEUROSURGERY

¢ Burr holes

¢ ldentification of neural tube defects such as
Hydrocephalus and myelomeningocele

. Temporary management of  neuro-surgical
emergencies for stabilization purpose untii Level ||
transfer is possible such as Reduction of intra-
cranial pressure (Medical management with
steroids / Mannitol / Lasix
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JAY SURGERY

0.00000000

Bremst surgery {dafinitive bresst cancer suroery |
requiring  immedisle  breses recansioction
procedires) '
Raduetion mammoplasty

Vencoss veins

Hernia repairs

Cataracts

Tonzilectomy and ‘adenoidectomy

Hysteroscapic Eurnery for endometrial ablation
Cene blopsibe

Therapeutic abortions

Arthroscopic Knee surgery

Hand surgery — De Quervain's/ Carpal tunne!
release




i RESPIRATORY

GENERAL MEDICINE ¢ Non-resclving / complicated pneumonia

+ Asthma: non-responsive, status asthmaticus

¢ COPD (Chronic Obstructive Pulmovary Disease) —
moderate — severe

¢ Extra-pulmonary Tuberculosis / complications of
Tuberculosis  (e.g. fistula), Multi-Drug-Resistant |
Tuberculosis, MiliaryTuberculosis

‘ Pleural Diseases / non-resolving pleural eifusion

. Carcinoma Lung

+ Complicated Empyaema/ lung abscess

CARDIO-VASCULAR

. Severe & complicated hypertension

= Unstable angina/lschemic heart disease,
arrythmias

= Myocardial infarct — streptokinase (not in districl
package)

" Moderate-severe cardiac failure

. Valvular heart disease

s Cardiomyopathies

Pericardia!l effusion
DVT (Deep Venous Thrombosis) work-up

RHEUMATOLOGY

+ Rheumaleid arthritis initial Diagnosis & pericdic
review)

* Gout

) Osteoarthritis

¢ Psoriatic arthritis and other spondyloarthropathies

+ Fibromyalgia

4 Soft tissue rheumatic syndrome

| DIABETES/ ENDOCRINOLOGY
+ Type 1 Diabetes Mellitis
+ Acute metabolic complications: diabetic

ketoacidosis, hyperosmolar hyperglycemic coma,
severe / prolonged hypoglycemia = after initial
stabilization

¢ Type 2 diabetics with non-metabolic complications
e.g. pneumonia, pyelonephritis

+ Endocrine Disorders

¢ Uncomplicated hypothyroidism & other endocrine
disorders

GASTROENTEROLOGY

Ulcerative Colilis, Crohns disease
Severe Constipation, Fecal Impaction
Complicated cases of diarrhoeas & dysentries
Peptic Ulcer Disease

Peritonitis

Reflux Oesophagitis

Liver Abscess

Upper GIT{Gastro-Intestinal-Tract) bleed
Viral Hepatitis

Liver Failure

Fzrizgl hyperlension and Ascites

* - b & b S >N
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|
HAEMATOLOGY

¢ Anemia
+  Congenital and Acquired nemalological disorders
+  Hemalology mallgnandies initizl Manegemen

INFECTIOUS DISEASES
*  Refarred cases from district hospital

NEPHROLOGY.

* Complicated renal disease
¢ Obstructive uropathies
* Renal failure

NEUROLOGY

. Meningitis

+ Migraines/headaches

+ GVl {Cersbre-Vasaular-Inciden!): younger persan,
poseitile revareible cause

+ Other infectious and non-infectious conditions
requiring  further  disprostic  and  Ihespeutio
procedures thal are roferrsd from  Ihe - disfrict
hospital level including toxaplesmosle. cryploctctus

. tpilepsy ! siatus spilepticus
Seizures with fall-out

* Post-ictal confusion

DERMATOLOGY

» Any skin disease where a diagnosis has not been
made

* Severe Acne

Complicated Eczema, Psoriasis, Scabies

Syphillis and Sexually Transmitted Diseases

unresponsive to the Syndromic management

Disseminated Herpes

Cutaneous manifestations of HIV

Superficial and deep fungal infections

Granulomatous skin diseases

Autoimmune Skin Disease

Severs Drug Reactions Including Stevens-Johnson

Syndrome and Toxie Epidermal Necrolysis

Benign Skin Tumours and Naevi

Pigmentary and Inherited Skin Disorders

Disorders of Nail and Hair i

Photodematoses

Pruritus where no cause is obwious %

Skin cancers I

-
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POISONING / OVERDOSE:
More complex such as:

Tricyclics
Theophylline
Digitalis
Organophosphates
Phanaxaihine

®

PSYCHIATRY

* & &+ > »

Medical support to primary level and mesnlal
hospitals i.e. screen for organic condition
Emergency management of psychialric
presentations

Prolonged / Severe Depression

Depression with suicide tendencies

Severe psychosis/neurosis

Management of suicide atlempts

Management of substance-induced intoxication and
withdrawal stales

Puerpurial  Psychosis  (in  co-ordination  with
Obstetrics)

ONCOLOGY

Diagnosis & Management of uncomplicated cases —

not requiring DT

Screening; cancer of the cervix

Clinical diagnosis and subsequent referral for

confirmation of diagnosis and initial treatmeni

(pooled at some regional hospitals depending on

access to tertiary care and patient workioad)

Follow-up of patients referred back from higher care

level )

Management of asscciated, independent and

freatment induced complications of mild to

moderaie severity

Emotional support and rehabilitation

Terminal care and pain management

Health education targeting cancer prevention and

control

Additional:

1. Screening for other common cancers like breast
cancer

2, Follow-up may include chemotherapy for
patients not in need of radiation or further
surgery even before remission is established

3. Management of some of the malignancies like
leukemia and lymphoma in case of relapse

|
AIDS MANAGEMENT ' Management of HIV and AIDS will be according to
| quidelines contained in the Comprehensive Plan
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FAMILY MEDICINE;

OPD

¢
L

General outpatients
Co-ordination of linked Specialist clinics

CASUALTY

L

24 hour accident and emergency services of
complicated cases

FORENSIC SERVICE ¢  Advancedcrisis care for adult and child abuse

+ Rape case management

* Other medico-legal services
COMMUNITY HEALTH /| ¢ Diagnosis and treatment of occupational related
QCCUPATIONAL HEALTH diseases

¢ Occupational hygiene

+ Information and referral services

4 Employee Assistance Program Support

MNB: needs National Exparlize Waorkdroup discussion 16
deteriine ‘core packate based on propesed Regionat
Heallh Care gervice rangs.




CLINICAL SUPPORT SERVICES

ANAESTHETICS /
HIGH CARE / ICU

Anaesthesia:

-

* ASA = American Socioty of Anasesthetisis

4 Pre-operative;
1. Higher risk patients: ASA [lI-V
2. Medical condilions: hypertension, diabetes,
asthma, obesity

¢ Intra-operative;
1. Interventions requiring specialist anaesthetist
supervision
2. Anaesthesia for children < 2yrs / 10kg (except
for minor surgery such as Incision & Drainage
superficial abscesses and circumcisions which
are manageable at district level)
) Post-operative:
1. No post op ventilation lasting > 48 hours
required
2. Post-op epidural pain conirol

HIGH CARE / ICU

+ Range of proposed services necessitates the
provision of a high care facility that provides post-
operative care and more intensive monitoring than
in a general ward.

Adults & children

Short-term ventilation (3-5 days)

Total Par-enteral Nutrition (PTN)

Acute dialysis

* > > @
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' RADIOLOGY

L

Due to proposed services ferge. z speciatist

radiologist should be either par-tme or full-time |

available

Ultrasonography

CT scanning { pooled at certzin regional |
hospital depending on accessibility to tertiary :
care services and patient workload)
Aﬂerrugmphy various confrast studies (pooled
al gerzln’ regional hosphial depending on
acoessibility 1o lerliary care services and patlent
workload)

REHABILITATION

National Ciinical Rehabilitation standards




GENERAL SUPPORT SERVICES

PHARMACY ¢ Standard Treatment Guidelines and the
Egsential Drug List for Secondary Care

¢ NB: need discussion by National Clinical
Experiise Workgroup to accommodate current
gaps identified by proposed Regional Health
Care Package Range

LABORATORY / « Standard national guidelines will apply
PATHOLOGY

SERVICES

BLOOD BANK » Standard national guidelines will apply

e Compliance with South African National Blood
Service quality standards

NB: A summary of the types of hospitals at which the services indicated in the
above table will be offered is provided in the attached annexure.

It is important to emphasize here that appropriate mechanisms must be developed to
ensure that there is efficient and effective delivery of the covered services. This
implies restricting the number of visits that each covered individual or household is
entitled to in relation to GPs, specialists, optometrists and dentists. A key element
that will ensure cost-effective and efficient use of the available resources is to ensure
that adequate “gate keeping” mechanisms are in place to ensure that individuals are
accessing the needed services at the right level and are given the most effective
treatment. This implies that the roles of the various providers have to be clearly
defined, especially at the primary care level as that is where the patients first come
into contact with the system. An example of these resfrictions is provided in the

Table 1 below:
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Table 1 Example of consultation benefits restrictions in terms of provider
visits (for the purposes of costing)

Provider category Benefit

e Graduated patient limits depending on the
General Practitioner | size of the family e.g. 3 visits for a single
consultations member household to 12 visits for a 4 member
househoid.
¢ Additional visits allowable for
members with specific, clearly determined need |

Highly resfricted using a managed care approach with
Specialists GPs acting as “gatekeepers”

consultations » High co-payments for non-referrals
¢« Number of visits kept as low as can be with

recourse to appropriate and evidence-based clinical
practice guidelines

A similar argument holds for the medication that is to be prescribed within such an
environment — the primary recommendation here is that all chronic and acute
medications be based on the Essential Drug List (‘EDL"). Appropriate mechanisms
must be developed to ensure that as new and more efiective drugs become
available the EDL is revised to incorporate these drugs and ensure that existing and
fidure health needs are sufficiently catered for. This section will be re-done for the
purposes of operationalisation.

The package of services will have exclusions. These will be determined according to
the principles of need. For instance, health services or procedures like cosmetics will
== exciuded exoept if approprately motivaied by a heathesre provider with
se=pendent verification by a team of heallh professionals: with relevant expartise In
®e particular field. However, reconstructive surgery with silicon breast post
Eancerous mastectomy is a special case that needs attention, so are some dental
“e=rations. The premise upon which the comprehensive package of healthcare
S=vices is determined is that de facto all necessary health services are included as
== of the package subject to the principles of evidence-based clinical practice, cost-
==cctiveness, patient safety and need. The exclusion list will remain a dynamic list
= cater for changes in technologies and knowledge, resource endowment and
Sec=piable ethics. A Benefits Advisory Committee will be established as key
==siution under the National Health Insurance Authority with responsibilities to alter
sacor modify the list of included and excluded services depending on emerging
=adence and evolving clinical practices.Unless otherwise clearly stated all benefits
*= universally accessible in NHI facilities and service providers, subject to the
==mal processes that will be implemented. In those categories where exclusions

or limits apply, the Benefits Advisory Commitiee (see Chapter 2) will have clear
«ielines to determine such. The Committee will have the power to obtain referrals
second opinions with regard to ilinesses of a protracted nature or procedures /
nts that may be excluded. The latest clinical protocol and guidelines will
be applicable in consideration of the exclusions and inclusions.



A detalled example of comprehensive inclusion and an exglusions list s included in
the ennexures.

8.3 Portabllity of Health Services

The ability for patients-to be able access and utilise the semnvioes they require In
differenl locatinne provides a key EH—]JEE-I. of the capacity of the NHI system o
E-f_ramlwly realise the principle of Universal coverape. Individuais end households
must have the abillty to access sarvices in other Provinces and Districts diespita not
being reglstered: There must be mechanlsms that-are developed by the NHIA that
alipw for the Inter-provincial and' inter-district disbursement of funds 1o ensure
piortabiiity of services for the pepulation. A suppdriing mechanism thal will he
egsenlial 1o the realisation of the princlple of porabiiity of sarvices i= the creation of
an integrated healih Information system (hat allows for sase of access o patient
information toensure effective and continuous care.

8.3.1 The Electronic Health Records
The electronic health record helps o keep lrack of peocple madical histores no
metter where e patlents sre locsted when the heallh Inlervention is reguired. ThHa
Benefits of electronic health recards-are;

« Improve healh oulcomes by Incrsasing epporuniiies lor coordinated and
comtinuaus of care with the health care system:

« Prowide health providers with aceess to a more comprehensive patisnt history
and Improve-clinical deciskon making,

« Porlability and ease-of-sccess to patient information;

« Reduoe the reliance on the patients own memory o provide a medical
history,

The electionic hezlth records has potentizi beneflis 1o cllizens like beller and
expanded socess to needed health sorvices, shorter delays in sarvice avaiiability,
greater continuity and accessibillty, and improved efficlency in resoiving ‘health
problams;

Health professionais will benefit from electropic health records because Improved
informaticn flow makes i easier to obtain better guality Information and measure
results, thus supporing better Informed and simpler clinical declsion makipg and
could potentially result in an Increasing lsvel of praductivity for health providers. For
_guvarnrniunl, electronic health records improve the lives of general pﬂpulailm

quickly and guantifiably and with added benefit of freeing sdditions] budget for other
hesith care intlatives. The electronic heaith records have a further benefit of ability to
track disease trends within bread population themeby enabling government 1o
develop proactive, lzreeled heslth sirategiss.

The electronic hesith record also has the risk associated with it. The risks invoived
with the electronic health recard include:

« The ihreat fo the confidentisiity provided by the doctor/patient relationship;
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= Sensitive dala could be acceussible to a wider range of Beslih provide
thareby increasing risk of unauthorised distinsure

8.3.2 Experiences with the Portability of Health Services in Canada

The poriability requires provinces fo cover insured health services provided to their
citizens while thiey are termpararily absent from their province of residence or from
Canada. The payment for insured health services provided in ancther province is
made at the rate negotiated by the governments of the two provinces.

Residents who are temporarily absent fiom their home province must continue fo be
covered for insured health services’ during tHelr absenca. If the patients get lhe
services oul of Canada the amount paid will be equivalent to the amount the
province weuld have paid for simitar services rendered in that province.

mesidanis moving Irom| one province 1o another must continue 1o be coveared for
meured health gervices by the home jurisdietion during any waiting period imposed
by the new province of rasidence:

Ti= walling perlod for eligibility 16 & provindlal health care insurance plar mist Aol
exveed fhree months, After the waiting period the pew province  adsume
responsibility for health care coverage.

The portability of heaith services does not entitle a person o seek services in
another province, but it is intended for a person {o receive necessary services in
relation to emergency need when absent on a temporary form a business or
vacation.

&4 Current Measures for Ensuring the Portability of Services in South Africa
8.4.1. National Health Information System in South Africa

The South African goveriment had established a commills fo da villop the poliey for
=eslih Infermation System for South Africa in 1895. The government has achisved
some success In the area of health management information and In particular the
S=trict Managemen Informalion System, However, some challenges axist with the
sarrent system, A major challenge Is that mast of the provinces have implementad
- B=ir own hospital information system which was Tocusing pn administrative data not
- Snkcal date. This has resulted ina lack: of progress in achieving a uniform, national
- =sten! Information system which enables the system to track pstients and easily
access thelr clinical history regardless of where they present themselves A furthier
- hzllenze f5 that some provinces Implamented diffarent information systems and
- =chnology only in some selected facilifies. resulting in the inability to track patients
"0 use public health faclities within and across provinces and districts.

™= Nationa| Health Insurance Authority will establish an integrated Nationzl Heatin
Wonmation Systern that is based on an electronic patlent record platform. This will
‘@mable any person who visits a health facility in any province to be allocated a
‘wque identifier and have their medical history recorded and stored electronically in

-
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a health record. This system will be crucial for the implementation of the NHI system
and the portability of services for the population.

8.4.2. National Electronic Health Record in South Africa

The objectives of the Electronic Health Record for South Africa are to:

« Integrate health records systems in the country by bringing together the
existing health information systems, facilitating access to health records at the
nalional, provincial and district levels:

« Develop a population-based national heaith database;

« Improve and enhance administration and managerial decision making abilities
at the national, provincial and district levels;

¢« Improve evidence-based decision making at the national, provincial and
district levels;

« |mprove the efficiency of health service delivery; and

s Enable national, provincial and district level monitoring and evaluation of
heaith frends.

The electronic health record must provide the minimum up to date patient record
structured across different levels of operations, clinical care and management. The
use of smart Health Cards will assist the introduction of portability of health services
in South Africa. The national, provincial and district levels need to develop an
integrated policy on porlability of services which will give guidance to all three
spheres of government on how best they can make health services portable.
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CHAPTER 9: INCREASE AUTONOMY AND EFFICIENCY OF PUBLIC HEALTH
CARE PROVIDERS, INCLUDING HOSPITALS

(CHAPTER STILL BEEN DEVELQOPED)

tt will cover the foilowing

Review the Hozpile! Reform Strategy _

Investigate mecharlisms lnr increasing mansgerial autandmy of public hestth

care providers. '

o Investigate shifts from global budgets 1o capitation fees or other transitional

payment systems

o Hiring of managers with experienced and /or private sector experience in the

~short tarm, snd sreation ofapprenticeship/shadow managemant arrengemeants 1o
build capacity in the public sector and change management cullune HErEray

m A

o Decentralise authority to alow them to take decisions and be accountable for
meeting the goals using resources allocated based on their plans

107




CHAPTER 10: ACCREDITATION OF HEALTH SERVICE PROVIDERS

1.1. Introduction

Healthcare facilities provide a wide spectrum of services: from complex high-tech
nierventions o save he: ives of seversly Il patierls conducted by a miLil-
disciplinary feam of staff with advanced sKilis In.an urban academic heepital o
equally Important preventlye Immunisations administered by competent nurses in
a rural clinic.

The range of levels of healthcare facilities in South Africa should be seen as a
necessary gradation of inereasingly sephisticated services, ezch designed 1o
manage the paiienl's joumey fram ‘settings: of promofive; preventive care |o
necessary Hah-risk Interventions when they reach & stage of gritical liness

The challenge of ensuring the quality of these diverse services is great but
follows well-tried and lested quality assurance and improvement methods.
Fundamenlal to this process is the seiting-and implementation of standards thal
meat the nesds and expectalions of palienls, stafl and ciizens This protess
includes the evaluation of the degree to which standards are metl and the
introduction of quality improvement activities designed to address identified areas
of non-compliance to the required standards.

This chapter outlines how this challenge can be met {hrough setting of standards,
training of faciity, logal, disiicl, pravincial and national stafl to understand the
inlenl of ife standards and their-evaluation and monlioring In healtheare facilities
using a “train-the-trainer” approach.  An eseanlial component of the proposal Is
the recognition of galne made through & graded recognition programme. thil
carlifies faciities aacording o levels of achievement attained, leading ultimately
to substantial standards compliance and the awarding of full accreditation status
{o facilities that meet accreditation requirements.

All lypes of faciliies will be subject 1o a slandard sel of acoredialion norme,
varied aecording in whsther the fasiity Is 8 hesplial, clinle, ambulance services
and ART sites. The same process of standard setting, evaiuation and qualily
Impravemant Tollowed by accreditation awsrds s followed in each of thess
facillties. The: Implementalion of the standards and their maonitoning-at faclity,
local, provincial and national levels is supported by @ wesb-based |mformation
System that:

provides coptinubus acoess o ourrent standard compliance data,

sllows facilities to.inpul their own data and moniler thair own pedormance;
supparts engoing gquality improvemen| programmes,

anables managemsnt st all levels fo make imormed deciglons;

assists facilities to reach and maintain accreditation standards:

is a tool for the ongoing monitoring of performance indicators.
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Thie information Syslem is the fnun::larin_n of the guaiity improvems=nt. monitoring
and acoreditation activities and il is essaniial 1o 1ie sucosss of the pregramme

10.2 Overview of Accreditation of Health Service Providers

Accreditation is the assessment of a =éfvice. providers compliance with pre-
established performance standards. It is & process linked to incentive systems
ant part of & more comprehensive quality improvement and assurance effort.
Acereditation foouses on continubus improvement stralegies and achisvement of
optimal quality standards. The main issue with accreditation is to ensure that
providers, both institutions such as hospitals and health cenires provide good
quality care.

Accreditation is an external review of quality with four principal components:

It is based on written sta ndards;

Reviews are conducted by professional peers;

The accreditation process is administered by an independent body; and
The aim of accreditation is to encourage organisational development.

The accreditation can be granted o (he ndividual providers and 1o ong type af
health facilities: with the health system. Accreditation processes are widespread
It health service dellvery, The goals of acoreditation ame reguiation, establishing
Barriare loentry, and providing evidence of qualily assurance for Individusis and
the wider groups:

The purposes of accreditation of health service providers include:

* To improve the quality of health care, by establishing optimal achievement
goals in meeting standards for health care organisations;

¢ To stimulate and improve the integration and management of health
services;

* To establish a database of heaith care organisations;

* Too reduce hbealth costs by focdsing on incressed affictency and
effectiveness of services;

» To provide education and consultation to health care organisations,
managers, and health professionals on quality improvement strategies and
best practice in health care;

» To strengthen the public’s confidence in the quality of health care, and

* To reduce risks associated with injury and infections for patients and
staffs.

Some of the accredilation focuses on Inputs and process stendards. on
outcomes standards or on combination of bath types” standards. Accreditatien
developing countries may be restricted to one sector of health care provision.



The potential benefits of participation in accreditation programmes include:

Assistance in improving organisational quality;
Increased reputation ameong end-users;

The right fo participate in reimbursement programmes;
An approved supplier status for some clients;

Higher reimbursement from payers; and

Information about competitor’s relative quality.

The costs of participation in accreditation programmes include:

New instrumentation needed to meet standards;

Cost of survey and membership:

Risk to staff morale if not accredited:

Risk that purchases/ clients will shift away from a facility if a low grade is
given; and

o Stress associated with compliance efforts.

The accreditation process for all health facilities in South Africa will be according
to set norms and standards. These will be influenced by the following themed
objectives or goals associated with qualily improvement achieved at different
facility types and sustained through accreditation processes, namely:

Goal 1: Hospitals

To provide the fechnical expertise to enable the National Department of Health
and Provincial Health Services to bring about an internationally accredited quality
improvement and accreditation programme for hospitais.

Goal 2: Primary Healthcare

To provide the technical expertise to enable the National Department of Health
and Provincial Health Services to bring about an internationally accredited quality
improvement and accreditation programme for its clinics and community health
care centres.

Goal 3: Ambulance Sarvices

To provide the technical expertise to enable the National Department of Health
and Provincial Health Services to bring about an internationally accredited quality
improvement and accreditation programme for its ambulance services.

Goal 4: Increasing Access to HIV Treatment to meet the 2011 NSP goals.

To focus on meeting the freatment gap, improving quality of care, and addressing
bottlenecks in the accreditation process that occur at the provincial, district and
facility level to ensure that quality is maintained in a sustainable manner. Since
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public ART rollout eommenced 4 years ag0, 353 sevice poinfs Hove beon
accredited up to December 2007, Bath the pate of acoreditation and the number
of treatment points must rise to meet the 2011 NSP goals. An estimated 800
additional ART service points are needed to manage the one million more
patients needing treatment by 2011.

Goal 5: Patient Safety - Advanced Inﬂ!l:'f:wrm'l'pnfrmfng System

Ta provide 2 system for the vollection, classification and analysis of incidents that
oEour during the deliveary of heaithcare services, adverse evenis and near-misses
that will - enable leaming which will lead 1o the raduction and prevantion of
incidents and thus improve the safety of patients 2hd staff in Fealtficare faciitiss,

Goal 6: Disease Management

To provide the lechnical expertise fo snable the Natlonal Department of Heallh
and Pravinclal Healih Services 1o Baliver effeclive esrices for conditions such as:
HIV and AIDS, TB dnd other long-term conditions at all levels of health service
defivery.

A. HIV / AIDS: To deliver the most effective care and management of HIV
/AIDS In all sectors, improving the quslity of care. To ansures hat quality is
malnlzined In & susiainable manher and lreatment is managed and
delivered consistently against agresd siandards and clinical protooals;

B. TB: To deliver the most effective care and management of TB in all
seclors, Improving the quality of care and fo-focus on the-parlicutar neads
of patierts with the Multl Drug Resjstant and Extensivély Drug Resistant
mulations of the dissase. To ensure thal quality |s maniained in 2
sustainable manner and kreatment is maraged and delivared consistantly
againsl agreed standards snd olinical protocels. '

C. Diabetes: To deliver services to the growing number of patients with
diabetes in the primary care and secondary care sectors. To ensure that
quality Is maintsined in'a sustainable manner and treatment is managed
and aelivered consistently againet sgreed slendards and clinical protocols

10.3 Core Indicators for Cross-Country Comparisons of Health Facility
Readiness

An impertant requirement of & lacility-baset Information system is thst dafinitions
of indicalors and data elements should be defined srd collsciad the SETIE WaYy,
regardless of the approach used in different systems for collecting the datz. A
standardised approach enables facility-based data comparisons across SHIVEYS,
previnees-and countries; providing & snapshol view of heallh facility readiness o
provide sarvices and faciiitate resource mapping. Core indicators also allow
surveys to note and measure change and/or progress over time.
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Such a core set of indicators for assessing health facility performance should:

¢ cover the critical components of system capacity to provide essential
services - these components include: infrastructure, availability of
communication and transportation equipment for emergency care, staffing,
support for quality information, and infection conirel;

« apply broadly to all areas of the health system, while focusing on
components necessary to support quality services regardless of the
service (i.e., each indicator should be cross-culting, reflect outcomes of
heaith systems development and provide a snapshot view of health
systems functionality and/or perfarmance);

+ be simple, measurable, attribuiable, reliable, and lime bound;

s be relevant at primary, secondary and tertiary levels of health systems and
simple enough to be collected both through rouline program moniloring as
well as using special evaluation surveys; and

s if possible, he comparable to information that one or more of the emerging
cross-country assessment approaches produces.

10.4 Assessing Accreditation Standards Compliance

At the facility level, healthcare organisations (hospitals, primary health clinics,
ambulance services and community heaith services) are surveyed against the
appropriate standards to obtain a baseline assessment of the organisation.
Deviations from the standards are priorilised according to the impact they have
on quality and patient and staff safety. Based on the detailed anaiysis of
pricritised deficiencies, an integrated quality improvement programme for the
organisation is developed with input from the multidisciplinary team,

All quality improvement interventions are formally monitored. Timeframes and
responsible people are identified. A database identifies when timeframes are not
met and remedial actions are taken to re-establish the quality improvement
programme’s objective of achieving facility-wide standard compliance and
accreditation.

At the end of the standard implementation phase, organisation-wide survatys are
carried out against the standards and facilities are awarded certificates according
to the level of standard compliance achieved. Facilities that achieve substantial
compliance with the standards are awarded an accreditation certificate, valid for

two years.™®

This means that all services should score at least 80/100. There should not be
any non-compliant standards or criteria that could resuit in serious harm or injury

18 There iz a possibility that this two-year award can be extended fo three years, depending on whether facilities
maintain compliance with standards over me.
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lo palients of staff or contrevene crifical laws and regulations and thers should be
no serfaus administretion, organisstions! andis managerial prables.

Facliilles that da nol zchieve aceredllation ars encoureged o confinue their
glforls towards aohiaving overall standard compliance through 8 Graded
Recognition cariificalion programme. Thars sfe folr levale of graded recognition;
Progress, Entry. Intermediate and Intermediate with & Fopue Survey, sach of
which Is determined by an dlgorithm based on specific standard compliancs
scores, When a facility reaches the leval of an Intermadiate Award with a focus
survey, the implication is that it is nal'fﬁrfmm-e:ﬂ:hfeurlng_ tull aeereditation status.

A commen problem affer any quaiity improvement or accreditation achivity 18 thal
af sustalning improvements Bver lime. To ensure that this does not happen, all
aocrediled facilities: will be required to confinile  hsir facility-wide qualily
Improvemer| programmes aftar their external surveys. Interim surveys, foousing
on high-risk systams, will be radfinely carred olt every nine menths 1o ansurg
that standards gre: maintaingd.  Acoreditalion awards lapse after two years for
first Uimé acerediialion or afier tree vears: for re-anirias thal have maintained
their standards. Al thal slage 8 further ‘successful exiemal survey will be
required to retaln secradiiation siatus.

A key focus of this chapler is trelning and: development to ensure Knowledge and
ekills transfer at all levels of the health care system. Ma ntoring lo trapsfer tuality
Imprevamant methedelogy and evaluation skills has fo be &n integral sompenen!
af the @l National Plan. A web-based qualily imprevament system information
syelem will be used at all tevels of Fealth service managemmen! to monitor and
compara standard compliance of individual facilities or grotiped by sub-distrie.
distriot, province and across the vountty, Whera common deficienciss arm
iantified, swift aclion can ba [sken &t the appropriate level to rectify these in all
faciilies.

10.5 International Experiences with Accreditation of Health Services
Providers

Mogl international sxparianca in accreditation s from OECD counfries and the
number of d'evﬁ!-npinu-muntrﬁéé with acereditation is Ineregsing. The exparience
in Canada is similar 1o South Africs: with the govemment contracting with
CEHSA, an ndependent body, for aceredilation of federal hosplials,

Aocreditation programmes In progeammes i Brazll-and Zambia had signifficani
prablems due to overdependance on governimert involvement. Accraditation
provided al the request of govemmenit bodies, wilth infermnational assislance. byt
hes not achigved the Indepandent stalus befors the government decregsed
support provited to the organisations,

In countries where government operales all or some hiospitals the relationshin
belween government and assessment orgenisation s more complex. France
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Belgium and Scofland governments mandated accreditation of hospitals and
creating Independent -accredilation organisstions 10 implameant 1he process.
Because the government owns the hospltals, they are the purchasers of
accreditation services, and this has worked.

In the developing countries, for accreditation programmes to be effeclive, they
must have support of government licensing and heaith services bodies.
Departmant of Health cammiiments lo paylng for accreditation of faclliies & a
common and probably key to the acceptance of accreditalion In counines whare
health facilities are commonly government operated.

10.6 Accreditation of health services providers in South Africa

South Africa began to institute acerediiation procasses for variaus heslliy sai vines
and faciilies in the 1890s, The various provinoial Health Depanimenis have opled
to engage different health facilities accreditation organisations. These
arganisaticne aocradl diferent faclliies, but 0. most provinoes the focus has
besn primarily on district and provinetsl hospitals: The direct costs of participatian
are borne by either the province or distriat, making paricipetion more attractive 1o
ihe hospitals. The fragmentation in terms of the organisations used to undertake
the accreditation exercises and the focus on a specific type of facility is
something that has to be addressed. There is need to develop a national
framework of standards and guidelines that all Provincial and District Authorities
st adhere 1o and more importanily the scoreditation  strelegy  must be
develgped ahd Implamented in & marmer that addresses facllities at all levels of
the national health system, irrespective of whether they are privale or public
facilities.

A decision has been made that South Africa will be implementing the National
Health Insurance from 2009 onwards. The National Health Insurance Authority
will have to enter into defined contractual arrangements with various providers for
the provision and delivery of health services. A key aspect of these arrangements
will be the requirement that the contracted facilities attain the minimum
accreditation norms and standards for health service providers as determined in
the national framework agreement drawn up by the Natlonal Ofiice of Standards
Complianice. This office will be responsible for cocrdinaling activitias that will be
underiaksn wilh participalion and coocperation from exsting local and
international crganisations that have relevant and proven exparience In the
accreditation of health facilities.

Using the accreditation status received by a provider to the level of
reimbursement would provide an incentive mechanism for strengthening quality
Improvements in hospltals, This could be achiaved by rating actredited facilitias
and the care they provide a5 good, sversge and poor. Facilities, espacially
private providers would then have an incentive to campete with other providers
on the basis of quality.
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10.7 Roles and Responsibilities of Stakeholders

The following is a high level outline of the roles , responsibilities and stakeholders
that will have fo be strategically engaged with to ensure success of the
accreditation processes:

Government

o

o
@)
o

Q

Eslablishment of the National Office of Standards Compliance

Set the long term policy agenda

Set the policy framawnrk and associated regulations

Identification of the impact of the burden of disease and shortfalls in health
service delivery resulting in, for example, long waiting lists ~ e.g. 150 000
pecpie awailing calaract surgery

Suppert the Initiative and monitoring progrese nationally

Delegate responsibility for programme and accreditation process o
external agencies drawing on local and international expertise
Implementation of timetable

Identify and support national champions for activities

Ceordinate and' provide suppor to the Mational leadership Task Forge
(eomprising different stakeholders)

Provincial Authorities

@]

Identify priorities in the province

Set up Quality Assurance units

Agree on local implementation plans with recourse to the national
framework as determined by government

Resource allocation

Manitor perfarmance, acknowledge success, motivate strugglers, identity
iocal champloris and lask teams

District Teams

O 0L 9 0

Identify implementation teams

Resource distribution

implement programme according 1o Identified priodiies
Monitor proaress and provide local support

Introduce district-wide interventions as appropriate
Support local champions

Facility Managers

OO0 000 o

Lead local implementation and monitoring

Resource utilisation

Introduce performance-based initiatives for depariments
Identify facility champions

Facility level training

Inter- facility cooperation
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V.

V.

Facility staff

o Implement programmes

o Train the trainers

o Local knowledge sharing and skills transfer

Quality Improvement provider-

o Coordinate the overall programme

o Provide technical knowledge and assistance

o Provide training on all aspects of the programme using “train-the-trainer”
methodology

o Monitoring and evaluation

o Accreditation

Accredilalion will be done by the Office of Standards Compliance (OSC),
established in accordance to an amended National Health Act (sections 77, 78
and 79) Act. The amendments to the National Health Act will include
establishment of the OSC as a statutory body separated from the Department of
Health fo make sure that there is clear separation between the
inspectorate/compliance functions and providers (both public and private).
Secondly, the Act will need lo be amended to provide NHI specific
responsibilittes, over and above those that relate to the whole health care
system; particularly the private for-profit and not-for profit facilities that are not
part of the NHI.

According to Section 78. (1) The Director General (amendment would say, the
Minister of Health) must establish an Office of Standards of Compliance within
the National Department (outside of the Department of Health and establish a
public entity under PFMA) which must include

A person who acts as an ombudsperson in respect of the complaints in terms of
this act (not essential because of the responsibilities listed below: the complaints
rather go to the health facility committees or Boards)

The Office of Standards Compliance must do the following in line with the
requirements of the National Health Insurance)-—-

(a) Keep the Minister informed of the quality of the health services provided
by facilities that provide services under the NHI as measured against
prescribed health standards;

(b)  Advise the Minister on norms and standards for quality in health services
thal are paid for by the National Health Insurance;

c) Advise the Minister on norms and standards for the certificate of need
processes;

(d} recommend to the Minister any changes which should be made to the
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(e)

(R

(e}

()

(k)

n

(i)

prescribed health standards:

recommend o the Minkster new systems and mechanisms to promote
quality of health services:

maniler  pompllance  with | prescrbid heallh slandards by health
establishments, heallh care providers. health workers  and healih
agendies:

maniter compliance by a hesaith eeiablishment, heafth agenty, and health
worker and heallh care provider with any condition that may have besn
Imposed on such establishment, ARENCY, Worker or provider, 85 |he casa
may be, in respect of certificales of nasd istied In terms of this NHA Act

report to the Minlster ary violation of & presoribed Reallh-standard where
such violation peses an jmmediale and sarious threal to public health snd
make recommendations lo the Minister on the action to be laken in arder
16 proleat public health;

(i) Prepare an annual report o the Minisier concerming ite findings wilh
regard to camplisnee With prescribed standards ang with sonditions
impesed In respest of carficates of negd:

Uh  institute montaring sctivities and processes for quality assurarce i
health establistmants:

provide advice 1o the national Department of Haath and fo provinclal
departrents an auslity of care provided by health establishmeris, fieaith
agencles, health workers-and health care providars;

Inspect a health establishment or health agency In order o determine lavel
of comipliance with prescribed health standards and tontitions Imposed by
carificates of need: and

Instruel &  Heallh Dfficer or person desigrated, By Ihe Nationsi
Commissioner of the Soulhy Afrisan Police Service In fefms of seclion

E0(3) o inspect haalih establishments and health apencies n ordsr 1o-

() Investigsts-any sompialnt, allegation or suspicion relating to
the tomplaint, and;

(i) repont to the Minlster on the findings of any investidation
obearvation  of prescribid health standards; ™ angd
Gamempiated in subparagraph (1),
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Conclusion

The accreditation of health service providers will improve the quality of health
services under the National Health Insurance. There is need for an integrated
approach al all levels of the health system to ensure that the quality
improvements achieved through this process are sustained over time.
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CHAPTER 12: A HUMAN RESOURCES FOR HEALTH PLAN FOR THE NATIONAL

12.1.

12.2.

HEALTH INSURANCE

Introduction

A wurkable and comprehensive Human Resources for Health (HRH) Plan is an
essential ingredient of the National Health Insurance Plan. Success of the NHI
depends on availability and support of professionals across the enire health
aEcior and the strengihening of the phyeical and human eeources of the faublic
sector, in particular, the district-based ayster on which our Prim gy Healh' Care
(PHC) approach depends.

The transformation of the South African heaith system has at its core the
implementation of district-based system driven by the Primary Health Care (PHC)
approach. This system should provide an epproprstely resouroed. ade Gusle antd
aliordeble health care-at ail levels of the servias. This translorhation e uires a
more equitable distribution of services between the private and public health
selors, rural and urban aress a9 welkes batween weslhy and ponr mRrogEs.
Sufficient numbers of health workers, from professional to mid-level to
community-based, must be recruited to sustain the service delivery.

The fiscal austerity measures introduced in the latter half of the 1990s resulted in
the stagnation of the remuserstion pa ckiEges of healify care workers, gross
under-stafiing, & significant reduction in production and retention of skilled health
professionals. Hence, health services at all levels of care, from community clinics
to terliary hospitals, face a serious human resources crisis. More than one third
of public sector posts remain vacant, and substantial numbers of health
professionals are il renewlng their registration with the Heslh Professions
Council (HPC), There:are also growing congems about the health status of hestth
wiorkers themeelves Indlcalions are that heallh workers are rol alwive

sufficiently profectad from infection risks, parioula rly from TB-and HIV, leading fn

Hress and death, znd further lowering staff morale (Shisena, Hall st &l 2004

This chapter outlines a framework and plan for the development of human
resources for the NHI. Thus in this chapter, we outline the challenges to the
development of an HRH plan, discuss key human resource issues in the health
saclorand propose measures fo strengthen the public sactor warkforca, If i
expected that the framewark offered here will be developed and expanded in the
final implementation plan.

CHALLENGES TO THE DEVELOPMENT OF A HRH PLAN

There are a number of challenges which have been taken into account in the
development of this plan:

1) Over the past 15 years, government introduced a number of pieces of
legislation and policies geared at the transformation of the health care
system, including the White Paper on the Transformation of the Heaith
sector, the National Health Act, the new Nursing Act, the Human Resources
for Heallh. A Draff National Strategy Task Team ('Fick Report’) pubishes
2000, the DOH's Humarn Resdureas for Health Planning Framework
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plUblishsd in 2008 and more recently the Otoupation-Speciiic Dispensation
(D80, Leck of systematlc and crifical engagamenl wih the developmants
and lessons of the past 15 years must be corrected urgently to lay the basis
for the development of a new implementation plan.

21 Laok of necessary statisfjes stroks-ihe heaith care system for both the privaio
and public sector, for example

o The HPCSA figures do not distinguish between those working in the
public or private sector nor those in the country and those who are
inactive (e.g. retired, overseas, gic|.

o PERSAL data has proven to be nal sufficiently accurate for planning and
research purposes, as it recently became evident in the implementation of
the OSD for nurses.

o Labour Force Surveys provide some indication of the total aclive
workforce. However, since their classifications of occupations do not
always correspond directly with the titles and descriptions of particular
occupalions as indicated in professional registers, the integration of the
information is difficult.

o Even where one can find sufficient figures to quantify public vis-a-vis
private, those individuals who work across both systems: e.g. private
doctors who do sessions in public facilities and public doctors who also
have private patients are not captured.

o Available data on the demographics of health professionals that
distinguishes race and gender.

3} Thers is:a nesd for comprehenshe projedions of humen reeours
requirements based on-sefviceTequirements (pachages);:Broomberg and
Shisana (1995) provide a model based on data from ‘heaith senlras n
Aexandtaand Spwelo. This méthodology ean be used to make projfestons
fr fulure HR teguirements bul needs fo be updated 5o lake account of all
sarvios levels (not onty PHE services), the Introdociion o expansion of naw
sapvices (eg. VET snd freatment Supporl}, 8nd the Infroduction of néw cadres
such gs Community Health Workers and various mid-level cadres, (See
Appendix A for Broohberg and Shisana's projections and estimates of gaps
betwesn demand and supply in certain key health professions).

12.3. KEY HUMAN RESOURCE ISSUES IN THE HEALTH SECTOR

While South Africa’s private health sector is of such high quality that it attracts
foreign medical tourlsts, the public sacior is averburdened, Under-resourcsd and
understaffen, in this section we consider some of the major problems affecting
the health system and those measures introduced by government to address

them.
d) Maldistribution between public/private, rural/urban.
It is estimated that about 60 per cent of nurses and 40 per cent of doctors work in

the public sector serving about 85 per cent of the population. The rest of the
nurzes 2fid doctors work in the private sector serving 15 per cent of the
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population who have medical insurance. However, it is increasingly recognised
that private sector professionals are also serving uninsured patients who, for
various reasons, choose not to make use of public facilities. Some of these
patieniewill have been doterred by the long quewse in the publie ssctor which
often mezn thellose of & davs ifeemes. the disfEnces thiy might have to travel
and the quslity and type of cane they recelve when attended to in the public
eector. The Hospital Associstion of South Africa (HASA) (2008:4) quoles the
statlstios Soulh Africa’s (StateSA) General-Household Surviey of 2008 as
feporting thet nearly 1,1 Milien non-mediczl scheme members visiied & private
sector facility in June 2005.

A number of factors make the public sector unattractive for health professionals:
poor physal infrastruciure desplie soms Improvements, the location of many
public facilles inrural ol inhospltable sreas that are oftan difficult and darigerous
to access, staff shortages, the extent of ffie diruaes Blurden, fesr of contracting
HIV or TB, heavy work loads and low salziies.

There have been numerous pollciss designed o alleviale thesa problems and
thers is spme evidence that thay have had some positive-eliect |nlhis regard,
government introduced the rural and scarci skills sfiowances: increazed the
nurees” salarles through the implementstion of the OS0! provided
schelarships/bursaries for rursl sehoal lesvers 61 the provieo that they relurn to
hecs areas to work) campsunity service; (he cerfificels 6f nead and the
impenation of deetors through bilateral agreements with the: Cuban and athiar
governments o serve in rural areas and teach at the Walter Sisulu University's
Medical School.

Further measures such as the creation of study and career progression
opportunities, improvement of must be developed across all service levels rurai
hospital management, the provision of transport allowance and educational
assistance to children of professionals servicing in rural areas, must be
considered.

b) Staff shortages

Doctors and nurses

Drate on the employment ef healif professionsls indicale that there has bean
grawth i profeesionst registrations goross most hedfth professions {See
Appendix for Chapler 12, Table 2.1} and fairly substantial incregses in public
sactar full-tires pemanesnl appointments thal are probably a reflection of somes of
the Imprevemeants: mentioned above. (Ses Appendix for Chapter 12,). However,
Ihese:inoreases conoeal the fact that In many categories South Africa is
undersupplied and is facing a huge challenge in the medium to long-term:
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Table 12.1 Growth in professional registrations, 2002 to 2008

2002 2003 2004 | 2005 2006 2007 | 2008 %change
Medical 29,903 | 30,578 | 31,214 | 32,198 | 33,220 | 34,324 34,687 | 16.0%
practitioners - -
Professional 04,948 | 96,715 | 98,490 | 99,534 | 101,295 | 103,792 [ 9.3%
nurses i
"Enrolled nurses | 32,495 33,575 35,266 | 37,085 | 39,306 | 40,582 24.9%
(staff nurses) - -
Enrolled nursing | 45,426 | 47,431 | 50,703 | 54,650 58,314 | 58,674 31.1%
assistant { |
Dental 4505 |4,500 |4,514 | 4,620 | 4,815 4,937 5110 | 13.4%
practilioners
Dental 364 381 390 417 443 450 455 25.0%
therapisis
| Student dental 92 102 143 123 131 166 80.4%
therapists -
Pharmacists 10,629 | 10,891 | 10,824 11,547 | 11,805 12.0%
Dental not yet | not yet | not yet | 16 131 375 2147 |13318.8%
~assistants
Oral hygienisls | 851 885 933 929 952 953 | 946 11.2%
EMS 18,242 | 23,800 28,937 | 31,346 | 36,496 41,831 | 46,888 | 157.0%
practitioners | -
Environmental 2,215 |2,307 |2,513 |2540 | 2,607 2,602 2567 | 159%
Health Officer
Medical 1,001 [1,085 |1,193 [ 1,214 | 1,276 1,271 1,378 | 37.7%
| technicians
| Medical 88 82 84 83 88 86 93 B.7%
nhysicist
Medical orthotist | 292 294 323 344 345 342 351 20.2%
prosthetist _ .
Orthopedic 39 37 39 34 50 52 | 52 33.3%
footwear
technicians
Nutritionists/ 1,322 1,433 |1,692 | 1,575 | 1,687 1,795 1,844 |[38.5%
| Dieticians | |
! Qceoupational 2465 |2,511 |2,819 2808 @ 2,922 3,159 3,189 |[29.4%
Therapists . |
Optometrists | 2,146 | 2,218 | 2,401 |2,516 |2,633 2,733 2,882 | 34.3%
‘Physiotherapists | 4,196 | 4,400 | 4,785 | 4,760 |4,915 |5240 |[5372 |28.0%
Physiotherapy 283 269 275 272 257 249 263 -7.1%
Assistants
Occupational 495 501 | 511 506 527 519 475 -4.0%
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therapy - | |
_assistants

Psychologists 5302 5401 |5774 |5878 |6,130 [ 6,391 | 6598 244% ' 3.7%
_Radiographers 4,669 |4,789 |5,221 | 5237 5,433 5624 5757 | 23.3% 3.6%
Speech 1,282 1,345 1,397 [14,391 | 1,396 1,441 | 1,284 | 0.9% 0.2%
therapists and X | |

audioloqgists A . .
Speech therapy | 7 7 6 8 5 5 | 4 -42.9% -8.9%
| assistants |

| _ L
Sources: Health Professions Council of Soyih Aftlea (HPTSA], SA Nursing Council
(SANC), South African Pharmacy Council {SAPC).

South Afrles has appreximately 69 doctors per 100 000 people, while countries such as
the LIS enjoy.around 550 doctors per 100 (00 people. South Africa’s rural public service
heis a8 Tew 22 2 or 3 doclors per 100 000 people in places — a situation comparable to
soms-of the worst-off nations worldwide:

*«  Arecent Imtemnationsl Crganlzstion for Migration ((OM] report estimates
fhat South Africa loses 1000 doctors par annum, This i ominous plven
IhEtthe country only produced 1122 doolers in 2007 (seeChapler 14 for
details of the produetion of dogtlors),

* There is also a concern about the slow take-up of female graduates in the
medical profession. Although females have outnumbered men in medical
=cheole since 2000 (In 2007 they formed 54 per conl of graduatas), the
rate of growih In female professional registrations |s-so sfow such st il
will take about two more decades for wemen to reach parity with men in
the profession itself.

* There are also concerns about attrition in nursing. The increase in
regisirations each year falls far short of the number trained. Attrition rates
overa len year penod ranged from B6 per cent for professional nurses 1o
2 per cant for Envolled Nurses and Enrallad Nurse As=letanis: Although
wa have 3 greater parcentege of nirses in the public ssclor 1han dolors,
this figure s dropping. 1n 2001, 82.7% ware employed in the public
saglor. By 2005 the figure Kad dropped fo 80:4%,. The figures for
profassicngl nurses are partioulady low, Of the 95-534 professionat
furses an SANC's regislsrin 2005, only 44% were in the public sector,
according to the Health Systems Trust (2007).
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Table 12.2. Numbers of professionals employed in the public sector, 2002 to 2008

| ||2002 ||2003 ||2005 | |2006 ||2007 | [2008 |[%change] Annual ]

2002 - av.
2008 | |Growth
2002 -
. 12008
'Medical |7287 | |7645 ||B747 ||5627 [[0959 |[10653][46.2% ||&5%
practitioners -
Professional || 4318] 41863 [A3080| [44071! |45102| |47834] [186% | |29%
nurses

Enrolled nurses | |20500| |20683] |20582 | [20806| [21379] [22707] [10.3%  [[1.6% |
(staff nurses) ;

Enrolled nursing | [286867 | |2a05z | [31008] [31880| [33216] [F4030) [1a 7% |[20% |
assistant - X

Dental Bz |[613 [|651 |[715 |[744 |[|762 |[268% |[4.00% |
practitioners _ |

Dental 123 |[28_|[1a8 |[7ae |[is0 {148 |20 |32% |
therapisis

Pharmacists | [1288 |[1222 | (1637 | [1748 " 1830 111858 |[4a.rs  |[7.0% |
Occupational || [418 [|648 || 805 ||ee7. |[736 ||786 l[87.480 [[v1.0% |
therapists - - -
Dental 57 [[30 Jf#a [[a1_J[z_ [[sz [[4sew |lezw |
specialists = i
Environmental |1537 |/786 |[880 |[ee2 |[868 |[e1d |[51e% |[72%. |
health a

| practitioners

Medical 13666 | [3446 | [3498 |[2605 |[4000 ||4006 [[e3%  [18% |
specialists ;
Physiotherapists| [462 [|828 |/724 ||¥a3 |[es0 |[(eoa | |ssest 11.8%
Psychologists | [267 |I317 |[(ss8 |[[405 |[[419 |l433 |lg22% ||84%
Radiographers | [2008 | 2033 ||2048 | (2108 | [2100 |i2141 ||68% 1,1%
Source: PERSAL data reported in Health Systems Trust (2005,2008, 2007, 2008

» Our ratio of nurse to population (4.1 to 1000 population) is relatively high
in relation to our immediate neighbours in Sub-Saharan Africa which are
among the poorest countries in the world but far lower than the ratios of
countries that recruit from our nurse workforce, including England (12.1 to
1000 population), US (9.4), Australia (2.1), New Zealand (8.2), Canada
(10.0). Stakeholders argue that South Africa has a shortage of nurses but
disagree about how many and what kind of nurses are needed. Academic
researchers have identified a desired Professional Nurse (PN): Enrolled
Nurse (EN) / Enrolled Nurse Assistant (ENA) ratio of 1:3. In 2007, the
retio was 1.04:, Howsver, meny health workers gnd sxpers have arguad
for more professional nurses with the four-year comprehensive training
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and, ideally, also community health specialisation, in order to support the
primary healthcare system and facilitate the administration of anti-
retrovirals.,

Other categoriss

Aithough this chaater lghlights shorlages of medieal doctars and nurses ss they
are the backbone of service delivery in iz leslih care syElem, Itia ess&nlis lo
note that shortages occur in many occupational categories at all levels. And
these other categories play a critical role in the overall health care system. With
the spacific fucus on the firsl-lavel of care, shonpgess insedondary, terisry and
quatsimary sarvices are ofien net highlighted. In addition, many of hess
shorlages oocur in non-heslth professional categories and amongst support
seivice staff categories but they nevertheless compromise service delivery levels.

d) Effects of the HIV/AIDS pandemic on the health workforce

Research shaw that the HIV/AIDs and TB epidemics are a major factor
contributing to disillusionment with the public sector {see Breier et al, in
press) and also that many health workers are themselves infected with HIV.

Shieana el &l {2003) found 5.7 par cent of 1922 hesith workers emploved. in
public and private health facilities in (/i Free State. Mpumalahps, Kwa? el
Natal and the North West province ware HIV positive. The prevalence in the
age group 18 to 35 years was 20 per cent. Furthermore 28 per cent of the
patients in the public and private health facilities surveyed in these provinces
were HIV positive and the prevalence rate in hospitals alone ywas 46 per cent.
The study concluded that the HIV and AIDS epidemic wil impact on the
health system through ‘loss of staff due to iliness, absenteeism, low staff
morale and the increased burden of patient load’. (2002:131)

eriava et al (2005) tested 1444 health workers at two public hospitals in
Johannesburg and found a prevalence rate of 11.8 percent in general.
Nurses had the highest prevalence (13.7 per cent in general and 3.8 per cent
among stldent nufses), The meeahers prediciad shout five deaths Smong
professionsl nurses and thrse among steff nurses out of an estimated 52 snd
32 HiV positive staffin each of these categories respectively. The
researchers concluded that hospitals should aim for ‘100 per cent Y& T
uptake for staff' in order to reduce the risk of opportunistic infections,
especially TB, among HIV positive staff.

Frogrees has been made in the fight agsinst: HIV and AIDS and infected
heaith workers ane betler piaced to feoelve the care nrcsssary 1o keep (hem
relatively healthy and working for a long time. However, research by Breier et
al {in press) stiggests ihal (here is a parleulsry endemit sligms sssociated
with HIV infeclions smongst health workers: gnd for [his reasen they ame
actually lezs likeby than the rest of the population 1o come Torwand for testing
and freatment, despite their access tu such services
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c)

Employment Practices

The 2007 public sector wage agreement included that measures must be
undertaken by government o ensure thal vacant posts are funded and filled, as
part of the necessary improvements of the working conditions of both the nursing
and support service staff in the public health facilities. But the current through-
put of comprehensively trained nurses is far below the required level to improve
the conditions of wurk experienced by nurses in the public sector. There is also
evidence that a key factor is attrition — the gap between numbers frained and
growth in registers. In addition, the implementation of the Service Transformation
Plans in various provinces has led to the down-grading of some hospitals, hence
the reduction of hospital beds and siaff.

The situation pertaining to the support service staff in the public health sector is
particularly precarious:

o Significant amounts of the support services staff have been cutsourced and
in some provinces this trend continues. Outsourcing has significantly affected
the moral of the support services staff, given the fact that where it has been
introduced the wages and benefits of those affected have been cut an
estimated 40%.

o Many public health facilities lack adequate support service staff, leading to
situations where the nursing staff performs some of the functions of the
support service staff, thereby undermining quality care of patients.

o There have been no career-pathing programmes for the support service staff.

o The widening of the wage-gap in the public health sector has been at the
expense of the support staff in particular.

Addressing the above and strengthening the human resource capacity calls for:
« Ending outsourcing and the reintegration of the support service staff into the

public service.
o Addressing the wage-gap particularly in relation to the support service staff
and developing a career-pathing programme as part of the human resource

development plan.

Given the inadequate number of nurses joining and retained by the public health
sector, the introduction of the Community Health Workers (CHVV) appear to be
seen as a substitute for the filling in of vacant posts. Certainly, the growing cadre
of CHWSs is an important deveiopment in the strengthening of the human
resource capacity of the public health sector. However, as part of endeavours to
improve the Expanded Public Works Programme:

o More CHWSs must be directly employed by the government.

o Government needs to develop standardised conditions of wark applicable to
those employed by non-governmetilal organizations, in particular.

o Given their precarious status, there is a need for the introduction of a
minimum wage regime in consultation with trade unions organising in the
sector.
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d} Emigration and Foreign workers

Cri of the defining fealltes of olobglisatlon is the migretion of =taur in
pertloulsr scarce and skilled lsboyr such 2= haatth profestionals - paricdary
dotiors and nurees bot net confined 15 thess Bouth Affics Has beens target of
esncartad recrultinent programmas by deveioped coumines =nd theze hosith
pralessionals emlgrate in zignlficant numbers per year. Government must
develop & comprehans)e programme geared at bringing back these skilled
professionals o Soulh Africa. S8 per of the homecoming revolution.

At the same time, there has been some immigration of doctors and nurses from
olher pars of Afries; espacially the SADC Info Seuth Africa. Many of thesa
pralessionals have found hemselvas being unable fo work | South Africa. dus
1o olrgovemment's polivy slance — which soudint 1o avold & shustion where 1he
=Sauth Africen health care- system bensfitsal the axpense of olfer posr counteles
irithe ragion. However same o Ihese professionals confinue to ive in goverty
and are forcad to-take ug sny kind of job they canfind in Sauth Africa even whan
IMeir desperately requined skifls ceuld be utilised in our health care system. A
review of this policy must be underiaken especiaily with regard to those whose
presence in South Africa is properly documented and legal.

Research evaluating the Cuban Doctors Programme, a product of a bilateral
agreement between the South African and Cuban governments, which in 1996
&d to0 Ihe reciuitment of Cubsn dogtors |0 work In Soufh Africa and subigaguan(ly
the training of scores of South African docters I Cuta testify o s suacass, The
pregrammmie aimed sistrehgthening he provision of health care in [he aress of
greatest nesd, Le: lownships end rural srsas whiks! sf the same time helping
South Africa in the produstion of more highly trained dodiors 16 strengthen
capacily in public healh care. Despiie the fagt \hat the programme has
demonstrated langible success, since the Cuban doctors-are mostly brought in 1o
piovide curative care fo the exclusion of praventative services, thefull poterntial of
the pragramme is not realissd, In addilion, the numbar of Cuban doctors still
Involyad in the programme is declinlag in varous provinces. Hence there is a
need for & comprehensive natlonaf revlew of and meommitment to the
programme, with a view of expanding its scope.

€} Recruitment and retention

The eantinued concantration of medisg| Sootare In the private health sector,
despite the intreduction of publicssster Incantives sueh =s scarcs and ruml akilie
allowsnoes, indicates fhe nasd for furfhar measures to atfract and retain doctors
in the public service. In this regard, a mechanism for rapid identification,
assessment, advertising and filling of vacant posts must be created.

Inefficlencies araund processmg Hme In fifing of posisand the payment of
salaries, particutarly for community seryice Prodessionais must be addressed.
Recriited staff should have accessto an arisntation snd angalng support
programme thet addrasses linjcal, cullusal and logisticad integration into working
in hesih care faciities &nid South Africa In gensral.
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There are other South African health professionals who have moved oul of the
health care system into different fields in the private sector, amongst whom there
are those who have acquired some relevant managerial skills. Improving the
cenditions of work and infrastructure will be key in successfully recruiting many of
this cadre back into the public health care system.

f) Increase the number of medical staff working on a sessional basis in
the public health care system.

Aftention needs to be paid to the workload of doctors working in the pubiic sector,
particularly rural areas. The introduction of medical assistants could alleviate
some of this workload in the future. In the meantime, more private dociors couid
be recruited intc offering their services on a sessional basis.

Strategies also have fo be developed to ensure that the specialisi capacity
residing in the private sector is utilised effectively. In the public sector however,
doctors would have opportunities for research and personal development which
such work might offer and the personal satisfaction of working for the benefit of
the poor

dg) Task-shifting

Task-shifting has been presenied as a possible solution to the shortage of skilled
professionals in developing countries, particularly in the context of meeting the
challenge of HIV and AIDS. Task-shifting in health care involves the delegation
of tasks to workers with lower qualifications or from trained to lay health workers
(Philips, Zachariah and Venis, 2008:1).

MNurkes

The major area of task-shifting for nurses is in the context of administration of
ARVs which was Initially confined to medical practitioners. Here task-shifting
needs to be seen in relation to the scope of practice and associated legal
implications. Salaries of nurses who routinely do the work that is above the usual
scope of practice of a nurse should be reconsidered adjusted accordingly.
Already, there is considerable resentment about the ways in which nurses are
required to do the work of doctors without the pay that doctors earn. Nurses'
unions and professional associations must be meaningfully consulted on all
initiatives in this regard particulary with regard to the scope of practice and
professional indemnity.

There are particular concerns about the position of Clinical Nurse Practitioners
{CNP} which are seen as a means to address the shor{age of doctors in poor and
rural areas. There are no available actual numbers of CNPs trained to date, but
they are generally understood to be low, particularly in the Western Cape. Kapp
and Mash (2004) have shown sxtensive underutiisafion of CNPs" capacities in
Cape Town for numerous reasons. Yet the provincial government plans fo
increase the number of CNPs six fold from 71 posts to 466 while reducing the
number of professional nurses from 698 to 340. (PGWC, 2007:22).
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Mid-fevel Workers

A majar portinn of the task-shifting pocurs with Mid-level Workess (AL Ws), Le.
hezlth care providers wite are nol profescionets bt whe sender hezith care In
communities and facilities. As a result of shortage of various categories of healih
professionals in South Africa, MLWs work under the direct or indirect supervision
of prafessionals, Their accredited training msans that they are registered with
krofesslonal touncils though theirscops of prestice is limited. As a result of
vacanciesin the public arvices, in mass Instances they do nat work undar the
direct supervision of professionals. Instead, they work independently and even
lead health care teams, particularly in primary and community care.

The most common MLWs are nurse auxiliaries/assistants and pharmacist
assistants. Howver there are further categories namely Dental Assistants,
MNulrifion Assistents, Physiotherapy Azsistarts: Occupallonal Therapy Asslstanis
and Ophthalmologlcal Azsietante,

The deafl national polley on MLWS = sitent on these Involvid in health promotion
and preveniative care. These cadres of workers-could take responsibility for local
menagement of ‘mid-stream interventions’ particlizly patisnt SUpport groups,
healin promolion campstigns and transversal pragramme coordingtion acrogs
fecilties and CHS.

Comitnunity Health Workers

Community Healih Workers (CHW) programmes nEye 8 rs 1o play Ikél aannol
Be fullilled by sifher (he héalih carvices or the communities dlone, fdeally the
EMWs combine service funcfions and developmantalipromotional functions that
go beyond the fisid of health Perhiaps the most important developmental or
promotiona relesef the CHWS |6 to-act 35 2 bifdge belwesn tha eamm ity and
the formal heailh services in all aspecis of hesith davelopment. The bridging
sclivities of CHWs may provide opporduniiits to increass bath the effectiveness
of curalive and preventive services snd perhaps other importzant, community
menagement and awnership of health-related programmes. CHWa may be (e
orly fesslble and-accepizble link batwesn the health seciar and the cormmunity
that can be developad 1o mest the goal of improved hiealth inthe fnear tarm
{Kshseay, Taylor & Bemman, 1908)

CHWs areir the main employed by NGO= wha receive funding from Provineal
Depadments of from donors (often via the BOH). Paymant of CHWs & based on
siipands and the rationale for such low pay is thet OHWs are paid for hall diy
wetrk-allvaugh this 18 often ot tha reality of ihelr working hours. This low level of
peyment mesns that the tumover of CHWs-is High as hey lsave for bettar paid
work — quite often into the private hospitsls and hospiess: it is alen socislly Unjiest
and unacceptable to sxpact members from poor and vulnerable communities to
work for; et bast, the equivalant of minimuom wages and lo forédo opparturities
for development. ' '

The need for career progression and training opportunities for CHWs and MLWs



12.4 TOWARDS A HUMAN RESOURCES FOR HEALTH PLAN

Most initiatives listed below must be implemented in the short-term. However
some of the outcomes would be medium to long-term. The time-frame referred to
in the table speaks to the expected date of cutcome rather than initiation and it is
defined within the context of a five-year-period of the implementation of the NHI

plan.

"PROPOSAL

| TIME FRAME |

Commission a comprehensive review of national and

Short-term

provincial health fegislation and policy documents.
Strengthen and extend current initiative by the DOH to
develop a Comprehensive Human Resources Information
Systems to link all aspects of human resource management
and development in both the public and private sector with
immediate effect

Medium-term

Conduct a national staff survey to gather baseline information

1= ascarlajn distribution of personmel! by district and faciiy,

| level of carp-gne, genderand qualiligation, Thisinfomation or
data must be integrated with PERSAL.

Medium-term

Review and alignment of tasks and siaff configurations with
service packages.

Short-term

Improvement of conditions of service for health professionals
in rural areas.

Short-term

| Delivery of induction and orientation programmes. =
Determination of actual shortages and vacancy rate within all
caiegorias of workersin lhe service.

Short-term
Short-term

Complete the Comprehensive Human Resources Information
Sysiem.

Short-term

Address wage-gaps particularly in relation to the support
service stafi..

Medium-term

Development of career-pathing programme for the support
service staff

Shori-term

SADC countries who are legal immigrants.

Integration of CHYVs into the service with the introduction of a | Short-term to
minimum wage. medium-term
Outsourcing within all categories of personnel ended and the | Shont-term
support service staff reintegrated into the public service

Revigy policy on registration of health professionals from Medium-term

Undertake research on health professionals other than

Short-term to

scarce health professionals from other countries - who
brought into a programme for training and skills transfer to
| South Africans.

doctors and nurses. medium
Undertake comprehensive national reviaw on the Cuban Short-term
Dactars Programme with a view to extend and escalate it.

Investigate the importation of specialist clinicians and other Short-tem to |

medium-term
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12.5. Proposals for addressing the human resource challenges
12.5.1. Introduction

This chapter deals with the develppment of HR capacity in the puUblic
sector through increasing production of health profassionals and In-gernics
training, which includes reorientat|ci irough’ Conlinuing Professiorial
Development (CPD) and skills development of personnel, partieuldry
managers. The chapter will not address &l producticn and training needs
but reflecis areas of critical impotiance,

[espite numerous training initiztives simed ai sUpporting district
develbpment, planning management skilis of middle and sanior managers
in many areas remain weak and working environments are nol sonducive
to change and

12.5.2 Trends in The Production Of Health Professionals

d) Decline in production of doctors and other health
professionals

Comparisan of frends i the produntion of key calegories of heaith
professionals belwesn 2002 and 2007 shows that many of the 1a rpets set
in the Natloral Human Resources far Heallh Planning Framework (DOK,
2006) are unlikely to-be met.[ See Table 12.1]

T.l_a.hlt 12.1 Targets propomed by the NHRH Plznning Framework (DOH, 06 ve, actusl production,
A003 o 2007

! Category ]._Frnpnulu-ﬁ Actual production
;' Anmzial
natloaal
production
(Dob,
| Z006)
| 2002 | @003 | 2004 | 2005 | 2006 | 2007 | Arimual
change | av,
o th
N S0t 1212 | 1268 | w30l | 1671 | 1908 | 1142 | am | .1sm
. Professional - = = o
e 0¥ ves2 | ese| iyee | vess | doar| 24z aram 1oam
E'—"ﬁ! gy | €79 | 18en | 2608 | 2380 | suma | 2003 | Zonn | 26.3% |
“Enrolled nurses | BO0O ty ' ;
finvucess | 2000 2071 | 2308 | 4273 | 4sss | 481e | 4vsm [ i [ 1iew |
" Enrolled nursing | 10000 . |
" assistant 2008 L JOTE | 4300 GE8E | &752 | g2 | s53a anL% T'ﬂ-ﬂ.
| Dertal Reducs to . N EERE |
PR 120 by 2008 IT6 | Z=24 | 68 | 2808 | #&m: E‘_ﬂﬂ TR (3

ria
Had
-




Dental ‘Increase to ] i T
e S 600 by 2009 a8 36 33 22 27 29 23.7% 53%
Dental Maintain i
lechnicians current 75 78 78 77 116 | 99 32.0% 5.7%
levels L1
Dental g o
assistants 300 by 2008 108 | 55 113 |09 120 | 141 | 306% | 55%
Oral hygienists | 150 by 009 | 18 |64 |53 |62 [34 |45 | 150.0% | 201%
Pharmacisis 600 by 2010 | 385 | 463 | 696 | 590 |540 |511 |327% |58%
| Pharmmacy —— '
{ ARl 800! bir- 2008
2l I 24 |22 |26 |53 |77 |64 |1e67% |21.7%
practilioners
Environmental | Maintain
Health current 356 269 308 501 450 440 23 6% 4.3%
Praclitioners levels LI
Medical
physicist Boby20t0 |49 | 114 [97 |76 |93 |86 | 5oy | qq0y
Medical orthotist i
. 50 per year
prosthetist ¥ A 18 18 19 20 39 49 172 2% | 22 2%
Nutritionisls/ = |
Dieticians 2s0by2010 | @ |75 |8 |8 |66 189 o100 |40%
Cccupational 350 - 500
 Therapisls by2o1o | 190 | 226 [ 204 |254 | 241 | 288 | 3500 |63%
QOptometrisis 100 by 2010 | 169 | 145 | 118 | 156 | 190 | 123 | -272% |-62%
 Physiotherapisls | 500 by 2010 | 258 | 312 | 200 | 207 | 343 [318 | 23.3% |43%
Occupalional
therapy 300 by 2010 | 11 19 26 30 10 18 63.6% 10 4%
~assistants - -
Clinicat 20 | pagy | 233y
Psychologists([3] 150 by 2009 | [396] l —5:6%
Radiograp_hers 600 by 2010 | 232 | 281 | 229 | 321 9.1%
| Sacial Workers | = 700 | 724 | 630 | 622 4 1%
Speech
therapists & 500 by 2010 | 115 | 117 | 159 | 175 7.1%
audiologists

Sources: Figures in column 2 from DOH (2006); remaining figures from the DOE HEMIS (2b08} .

Note: {he shaded areas indicale that no figures were available for ihat category or year

A major concern is that the output of medical practitioners has dropped seven per
cent since 2002 with an annual average decling of 1,5 %. In 2007 there were only
1122 medical graduates from all eight medical schools in the country. Yet the
DOCH plan of 2006 proposed that the annual production of doctors should double
(from 1200 to 2400 per annum}) by 2014. There are many possible explanations
for the actual decline, including a shortage of medical academics which is related
to the shortage of specialists who are willing to practice in the public sector. This
decrease could also be associated with the changing medical schools' admission
criteria. Medical schools are increasingly admitting students from disadvantaged
and rural backgrounds that are less academicaily prepared than previous intakes
and often take more years to complete their degrees than those from privileged
backgrounds. [See Table 12.2, and Figure 12.1 for details of the
transformation of medical schools.]
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Table 12.2 MBChB graduates from all eight medical schools, by race, 1999 to 2007

Yoar African Coloured | Indian White | Totai
19499 379 64 244 622 1309
2000 293 53 218, 566 1131
2001 350 67 247 565 1229
2002 394 76 241 501 1212
2003 422 115 233 526 1206
2004 487 69 309 534 1399
2005 598 88 308 518 1511
2006 527 98 152 419 1196
2007 511 83 139 379 1122
phange | 13 29 105 | 243 | -187
ohange | 34ge | 45.3% | -43.0% | -301% | <14.3%
Average
annual 3.8% 4 8% -6.8% -6.0% -1.9%
Totals growth I

133



g
paInojoD HBEL

ik
D

SO ERdergne £ CRETER

B8 SEeneal At o

£00C PUE 6661 ‘@oeJ Aq sajenpeib guogw Jo suopiodolq |°z) sanbiy



In 2008, government pil sside an sxirs RO00 million for the eight medical Echools
with the view of inducing them to Increase the admission and thereby the
productian levels, Howesver, according 1o the Deans of these medical schoals
thess funds are Insufficlent, At the same time, there have been strong calls for the
establishment of privale medical schools, although there are concerns that guch a
move lead to the further depletion of Capagcity in the public sector. Given this
shortages and bottlenesks in the supply of required numbers of doctors, (ha bi-
national programme between South-Affica snd Cuba throtigh whieh tHsre are
yaung South Africans fraining in medicine in Cubs mus! be strengihened and
extendsd beyond medical offiners.

b} Decline in the role of the public sector in the training of nurses

Ircontrast the nuraing eutput has already exceeded the DOH targel for 2011 but
there are concemns thal fhe education systam js not producing the type of nurse
which the country nesds most. This has bean exfansively discussad in Chapler 13

Mast of the grawth of nursing training has been in the private sector and little of
this will conlribule {o the development of capacity in tha Public sector. Fonvarous
reasons the rofe of the publlie sector in the tralning of nurses has deciined
dramatically,

Breier et al (In press) found that the public sestor continues to be (e sole provider
e the four-year professional-nurse programmes, which include community,
peyehialry and midwifery. However, as a result of this, as well as the fact that mAny:
nursing colleges were shit down during the restructuring of the ssctor the Butput
of nurses considarably declined, viz. in 2007 the publle sector produced 340 fawer
professional nurses than in 1897, Nonsthelsse the now nursing qualifications as
prescribed by the Nursing Counail in-2008 suggest a 3 year diploma and a four
year degree, In general, there should be a saulion egainst grade creeg — wiiere
prefessionals are reglired to have higher gualifications than are necessary for the
Job.

Most professional nurses are now tralned through the bridging programme, which
does nol include much-reeded midwifery, psychiatric and r';c:mmunﬂy-nursing.
skills; and the private seotoris also asaurming an increasingly signifieant role In
bridging tralning. [See Figure 1 2.2 | The application of the Recagnition of Prigr
Learning will be particularly important, as it has praven lo be reletively successful
In otfier seciors of the economy.
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Figure 12.2 Output of professional nurses, 1997-2007
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Source: SANC (2007}

The private sector now also {rains the vast majority of enrolled nurses and ENAs
{s8e Figure 12:3], Whils many tralnses gain high levet training offered by the major
hesgital groups or reputable Independent colleges, there are also many those who
receive training of dubious quality in private colleges that are not always able to
provide appropriate clinical experience.

Figures 12.3 Output of sub-professional (ENA and EN) nurses, 1997 — 2007
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d)

The high attrition rate of nurses was noted in Chapter 13. Qualitative research
reported in Breier et al (in press) indicates that much of ihe attrition appears to be
occurring immediately after graduation. They found that many nursing students
enrolled in four year programmes do not actually want to be nurses but are
attracted to the programmes because of the bursaries or salaries offered or
because they think that the training will be a stepping stone towards other
programmes with higher entrance criteria in the universities. Many others who
would have actually wanied 1o become nurses, are put off by the current appalling
conditions in the public hospitals which they expetience in the course of thalr
training. Those who complete the training.are’likely to emigrate.

Development opportunities for community heath worker cadres

CHWSs in particular are presently being kept outside the health system, with no, or
very limited, career opportunity. If CHWs are likely to provide essential health
seryvices in lhe medium- to long-term however, 1han they nasd 1o be enoouraged to
take up available opportunities for training: Lack of carser ar devalopment
opportunity will act as a disincentive and demotivator.

Historically the training of CHWs was done through the medium of non-accredited
short courses. With the advent of the current educalion, training and devalopmant
framework; four levels of community health workers training have been accredited
vie ther South Afrinan Qualifications Authority. A fully qualified CHW could take four
years of study. However this process does allow for the development of
permeable, portableand laddered carser structures, similar (and lirked) 1o the
slructure of the National Qualifications Framewerk within bands &7 heaith cars
professions, Inaddition after completion of Level 3 and 4, CHWSs could be recruited
for mid-level workar training {paricularly pharmacist sssistant and nursing
assistant) with the advantage of depth of knowledge and experlenced gained whilst
warking as a CHW.

There are plans o Introduce a calegory of comm unity based workars known 3s
Community Care Givers who woudd be employved by NGOs and whase training
would be based on skills set.

Development opportunities for mid-level worker cadres

Career paths and progression and the integration of MLWs into the staffing
structures of the formal haalth system have not been addressad satisfaclorily, 2
fact that contributes to their continued lack of legitimacy and acceplance within
health services. Nor do the current qualifications allow for career pathing into either
professional categories.

There is a particular need for government to undertake an extensive training
programme for lay HIVIAIDS counsellors - who are currently largely employed by
NGOs - althaugh they are usually Faciify-based. They therelore have the sama
uncerfainties regarding stabllity of empioyment and access to career pathing as do
CHWe,



e) Development epporiunities for emergency services

The training of emergency services personnel Is of crucial importance. Itis
estimated that only about one quariar of thess trained are working In the public
sectorand many have emiarated.

Al present the Irgining of the emergency services personnel s divided inlo two
streams, namely fhe modulsr and tettisry streams. Howevar, the modularstream
which covers the Basic Ambulance Course, the Ambutance Emergency Assistant
Course and the Critical Care Assistarll Course |s skt to be stopped. The tertiary
miadel is actusily a midievel warker course 1.e. 1| produces Emergerncy Care
Teehnician (ECT). The first Inake wiil graduste this year with National Diplomas
and the B Tech degrees.

Al present there @re anly 4 collegesin the couniry hat are acoredited (inough not
fully} to provide the ECT training and 4 Univirsity of Technology providing nafional
diplomas (NDip) upwards, There will be approximately 20 ECTs graduating in Aprl
20608-but this will still not be'adequate in terms of what is required relative to the
shortage, A Unlversity of Technology ean only produce abaut 16 gradustes per
year which again is clearly not enough for the country. The modular courses were
producing a substantial amount of graduates and now since il has been terminated
ihe challenges heve besn compounded.

f) Development opporiunities for support worker

Ofher health workers such as cleaners and porters also do not have a clearly
defined career-pathing programmes. Cereer-pathing programmes in-areas such as
administration and procurement/ordering should be considered.

12.6 In-Service Training And Skills Development

The devolution of aulhorily g€ envisaged by the NHI will requite changes In
management culture towards decentralised and-empowared management and a
renewed facus on the strengthening of management skills at all levels of the
system, Including skills In financial management and procurement, pecple-and
programme management and monitoring and evaluation.

The need to frain hesitheare professiongls for the needs of the country inderms:of
epidemiclogy in the population mus| be recognised.

The development of norms and stendards and the alignment of stafl and service
norms referred to In Chapter 18 will also faciiitate the review of trainihg provisions:
antl capacity and the developmant Ufh'aaning and development plans.

Appropriate in-sarvice training and skills development of employees — particularly
management training and maintenance of competendies thraugh Continuing
Professional Develapment (CPD) training — must be expandead and made
siistalnable. Sources of funding are directly from the National Skills Fund and
efficiert utiiisstion of Skills Development i=Vies Within each Departmanl.
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There needs to bs a specific Irainifg programmefor fne support sandce staff
aridressing lssues such as procurement, in order to ersurs sificiency in National
Health Insurance Authority. This is illustrated by the current situation in the public
sector in the procurement process wheraby the support service staff or
procurement officers do notl Have adequate knowledge of the health seclor. This
resulls in procurement of incarmectarnd inappropriate material, further
compromising service delivery.

So, there a number of in-service and skills development programmes that must he
undertaken:

a) Maintenance of health delivery competencies

This training should not be limited to health professionals, but must aiso
include support service staff. However, the maintenance of competencies is not
prescribed for the associates/mid-level wiarkers by the HPCs and this remains a
priority in the health system.

b) Management training

The devolution of autharity. as enviseged by the NHI will require changes In
management cuiture towards decentralisad emipawerad managearnen! mulfi-
disciplinary teams and a renewed focus on the strengthening of management
skills at all levels of the system.

Managers in the health care sector seldom have appropriate management
qualifications; The predominant profile is that of & healthoars professional that
has migrated info manapement with no formal management qualifications.

Management training must cascade down to supervisory level. It is well
established and accepted that careful and regular supervision impacts
profoundly on quality of service delivery.

Ina series of research articles, Pillay {2007, 2008} surveyed compstencies of
hospital managers and nurse managees In both the public and private secior.
Results of this survey are Included 55 Appendik A and the following two
sections on key findings drawn from Pillay’s research reports.

12.7 Key findings in research on hospital managers

Both the public-sector and private sector hospital managers raled compaiencies
related o 'people management!, ‘seif management’ and "érganising skills” highest
and in the same order of importance, followed by ‘'strategic planning’ and ‘health
delivery’, respectively. Public sector managers rated the importance of all the
competencies significantly higher than the privale sector managers, excapl far
‘people related skills' where there was np significant difference in the level of
importance.




Demographics of respondents suggest that the transformation and equity
objectives of the public sector are being met and that females are not precluded
from occupying senior management positions. Although it is understandable in
terms of government’s transformation policy, it is of concern that the majority of
public sector hospital managers are vastly inexperienced having been in
management posilions for less than five years.

The use of current public sector managers who are highly experienced could be
utilised through an in-house mehtoring model in a broader career management
and succession planning initfative to develop individuals with management
potential. This programme wauld provide for future sustainability and stability of
public sector institutions.

Pillay found that generally, formal management development programmes made
no significant difference to competency levels. This is corroborated by the lower
self-assessed proficiency levels among managers who attended formal
programmes, as well as the lower proficiency rating of public sector managers, the
majority of whom admitted to some form of formal training.

Informal approaches significantly improved competency levels in all facets of
health management. This implies that the current approach to the development of
health managers which is focused on a predominantly formal and didactic
approach is having minimal impact on management capacity. Instead, managers
are more likely to improve their skills and competencies by informal means based
on an experientiai approach which may include mentoring and coaching,
networking with colleagues and in-house programmes.

This approach has the benefit of tailoring training to practices and issues relevant
within an institution, of exploring issues in a non-threatening environment, of
increased acceptability and convenience to participants and of facilitating and
enhancing senior manager's contribution to management development.

12.8 Key findings in research on nurse managers

Nurse managers who received some form of informal training (mentoring/coaching,
in-service training and non-certified programmes) were significantly more likely to
perceive themselves as being more competent in planning, organising and legal-
ethical competencies than their colleagues who received no informal in health care
management. This is especially pertinent given that it correlates with the findings in
the survay on health managers.

The fact that there is a significant difference in competency levels of managers
between the different sectors with private sector managers rating themselves
significantly higher on all of the competencies, except for health services delivery
where there was no difference, may partly explain the diffarences in performance
between the sectors. Plausible explanations for this discrepancy may be that the
emphasis and scope of professional development within the private sector may be
better and broader within the private sector (Mediclinic, 2008: Netcare, 2008; Life
healthcare, 2008), the migration of more experienced managers fram the public to
the private sector (Matsebula and Willie, 2007; Goudge et al 2002), and the
difficulty of managing in a public sector milieu characterized by understaffing, poor
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resource endowment and higher Aurae-patient ratice (Harrison et al,, 2007;
Padarath et al., 2003)

Ninety-five: (85) percent of public secior nurse Managers reporied I’ra_utrgg soima
kind of formal teaining in' heslth ranagemeri.

An indication of outcomes from management training is attached as Appendix B
Management qualificaiions

The nised for management qualifications is-aisn acknowledasd by the Departiment
of Publlc Sarvice and Adrministration, which is-snabsalutely key requirement of g
management qualification for all public sector managerial positions from
diractorship upwards. Leputy Directors are not requirad to have formal
management quaiiflieations but nesd 16 prove substantial managearial experience in
the: absence of such qualifications. However it dogs nat appear thal this
requirsment has been applied to public-sector health care: managameni
appointments. The hesd for health ranagers o have formal managenent
qualifications is further supporied by organisations sueh as the World Healih
Crganization that has identified tHe need to develop man agerial competency as
critical lo-achieving the Millennium Devalopment Gosls.

Training on the PEMA would have 16 be defivarad by acoredited specific training
Institutes with speciafist training competencies.

Management training providers

Universities offer a nurmber of out-service and in-service programmes of varying
durations, The providers of mansgement training include a large number of higher
sducation Institulions that historically provided generle management training and
are systematically beginning to offer generic manzagement training linked 1o heslth
secior specifie management training.

It colld be arguad that few heafth care EARAQErs ruqlire masters level managament
qualifications suth as MBA degress There is a-benetil in promating managamen|
quaiificetions that sre customized 1o the nesds of the health cam seCior,

Changing the culture of management for the NH|

“The devolution:of authority &g anvisaged by the NHI will furthermore require
changes in management culture towards decentrallsed and empowered
management and a renewed focus on the building of a mulfi-skilled and multi-
Tacatied team within districls and Instititions.

There is 2 growing concem (Hat despite numemols training initiatives aimed at
changing the attitudes of staff o the patlenis there is still 2 long way fo go before
the results yield changes.

The Inglusion of tralming on s=it-mastery, ethics and divessity within customisss curriculs

specifically fo address situsfions seculiar i working in a publis tiealth systam will ks
mcluded. '
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12.9 Towards A Human Resource For Health Plan for National Health Insurance

Most initiatives listed below must be implemented in the short term. However some
af the outcome would be meditm to long term. The timeframe relered to it the
table speaks to the expected date of outcome rather than initiation and the
timeframe is defined within the context of a five-year period.

| PROPOSAL TIME
— s i FRAME
Address decline in production of doctors Medium-
term
Re-assessment of public sector nurse training - continue | Short-term to
opening nursing colleges Medium-
term
Reprioritisation in provincial and hospital budgets so that | Short-term to
public sector resumes its role in the production of Medium-
enrolled nurses and enrolled nurse assistants. term |
Re-assess projected health professional production Short-term
ioials in the light of the HIV, AIDS and TB epidemics
Address career progression of community and mid-level | Short-term
cadres particularly the need for HIV/AIDS lay
counsellors. = e
Address training of emergency care practitioners with Shart-term
aftention to the implications of stopping modular training.
Allocation of more resources to public institutions of higher | Medium-
education including strengthening responsive institutions such term
as Medunsa.
Establishment of additional tertiary institutions and/or satellites | Short-term to
in each province andfor at community level such as in Cuba. Mediurm-
i term
Strengthen teaching, training and research capability of the ' Medium-
tertiary institutions awarding scholarships for training of term
_specialists and super-specialists : _
Extend internship and community service programme to all Short-term

_bealth prafassionals ol
Address Continuing Professional Development for mid- Medium-

level workers term

Extend training and development programme in Cuba to | Short-term to

other health professionals and support workers Medium-
term

Review the efficacy and efficiency of current | Short-term

management development programmes

Undertake audit of management qualifications of all Short-term

. National and Provincial Health Care managers =

Integrated generic management training with specific Short-term |

material related fo health care management

Introduce specialised courses on the PFMA Short-term

New and creative training approaches that combines Short-term

formal instruction with informal practices to be on team-
|_building interventions to create synergy amongst
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managers in a particular district/instifution :

Base formal instruction an zn experiantial appreach end | Short-term
include case studies drawn specifically from the |
Experience of the paricipants _ ‘

Include mentoring and coaching, netwarking with Short to
colleagues and in-house programmes in management Medium-
training programmes . term =
Monilor and evaluate periormance of MEnagers on Short -lerm
courses T o Medium-
Formal training courses to be provided Gy accrediiod Short -term
providers — public bodies (universities) or private to medium
organisations




CHAPTER 13 GENERAL INFRASTRUCTURE INVENTORY AND DEVELOPMENT

The suecass of the NH| system hinges on-significant imprevemisris In the public hesllh care
infrasiruciure on one hend &nd the eguilable distribution on the oiher. Public sector faclliies
ahould =trategically canstillie a signiicant parl of the: servics dellvery modal for ihe Natlonal
Memlth Insuranca and therefore a plan that fecuses on mainfaining and rafurtushing (he currer
stock of health facilities, construction of new facilities where they are needed and entering into
public —private partnerships for public purposes is essential for the attainment of the principle of
urilversal coverage, This chapter outiines whal neede fo be done in arder 1o ensure thet the
priyeigs) capaclty of the heallh care system is anhanced over the flve vear Implemesntatlon perlod
for the Wl spetem ' '

13.1 Audit current infrastructure, building and equipment

A comprehensive evaluation of the current stock and status of existing public health care facilities
&t ell levels {primary, sscordary, lerfizry and guaterriary including specialiet hospitala) = vital for
oeveloping & comprabensive nfrestructues! refblshiment end sxparzion plan. Tables 13 and
13.1 show the current stock of both public and private health facilities that are available in the
country by level of care.

Whilst this data is an important indicator of the structural availability of services, it does not say
much about the functionality and hence potential access to quality health services by the
catchment population. The distribution of facilities by district , provincial and national is critical for
the Nationat Health Insurance System. Therefore the following activities have to be undertaken
as both precursors and concurrent activities towards strengthening the health care system fo
deliver the envisaged comprehensive package of services:

1. An infrastructure audit of both public and private sector facilities - this will entail collecting
data on the numbers, location, size, ownership, level and type of facilities.

2. An equipment audit by level of facilities - this will entail collecting data on essential
equipment required (according to the norms and standards) to provide primary,
secondary, tertiary and quaternary (including specialist) services in the country.

An updated inventory with additional information on the general level of functionality of the
facilities will form the basis for designing an infrastructure expansion programme for the entire
sector. Linking the results of this exercise to established norms and standards by the National
Department of Health and the World Health Organisation will allow for the identification of existing
gaps and the areas that need to be urgently addressed. It is important that the level of physical
preparedness of the sector (in terms of infrastructure, buildings, equipment and others) be aligned
to the NHI comprehensive package of services. Furthermore, the accreditation strategy of the
existing health facilities for NHI will be informed by their level of preparedness and in cases where
further refurbishments are required; the critical areas will be identified through this exercise.
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13.3 Determine cost of refurbishment

The inventory of fecilities of public healfh care fadiies Wil Identify exdsting fanilities in bolh the
public and privels sectors: (for-profit-and not-for-profit) thet require refurbishmient In & varety of
weys for them to assume an accreditation status. The casts of eiurbishment will be influenssd by
the following parameters:

* The number of facilities -

* The level of health care facility in the réferral hierarchy

¢ The degree of dilapidation and the ensuing improvements required to bring the facilities to
a situation where they meet the required accreditation norms

« The norme and stearidards ag defined by the Nations! Gffice of Strndards Com pliance for
registraiion and hence acoredistion Tor NHI

* The geographical location of the facilities

The annual costs of refurbishing fecitics will be eslsblshed by looking &l the quenities of Inpuls
|malerisls and lebour) snd eurrent prices in the ponstrudtion incustrly. This progrfamime nesds
ba-se=n withih 1Me context of g broader publfie sector spending programme on social
infrestructure,

13.4 Develop a plan for refurbishment

The expzngion and relurbishiment procramme cannot be Implemented over g short period of fims
givern the-hoga isancis! invasiments end mos Importantty the existing capacity to deliver. Once
tne number and the location of the facilties to be refurbished s tionoretaly estsblished, & phesad
programme In which Taciltles sre rehabilitsled over tho flve year NH| Implementation period needs
1o he devaloped Fach pravince snd distriol Heallh council will be required lo develop delalied
plera fo) refurbishing specifle facilites with speatfic timelines for deliverables and penaliies for
non-dellvery. The Nallonal Department of Health will be responsible for ensuring that
refurbishment of facilities is par of & national rsaster plan on infrastructure, buildings and
auipiment tha ls monitored very closely. The plan ehould aim 1o deliver gt lsget 25% of (he
refurbishinents requinsd sach yearin line with the NHI transitional largete., It is worth neting that
&1 hospitale are ourrently under constroction, 18 of which are =xpeclad 1o be complsted over (e
nexl three vears, This will significantly enbiznce the ca pacity of secior to provide the much nesded
tquelity of services.

13.5. Continuation of expansion of current clinic upgrading and building programme

At the cbrs &f health eyetem strengthening |s the continued expansion of primary care fagiities
particularly In those afeas that dre currently Undersarvad which are largely clsssified as rural and
siable Informal salllements. '

The Bipansion programme nesds to be supparled by 2 nation-wide inventory of PHE fagilities In
the country, The National Depariment of Health will sormmission such a study In the contax! of
broader infraelructurs, bulldings snd equipment iInveniory mentioned eartiar, '

The Invasiment pricrities to be determined-st provincial lavel and district level in drder 1o Ensure
that sppropriate resourcss are mobillsed &nd canstruclion services are sfsctivaly ahd afficiently
procured. The expansion programme needs 1o be guided by fhe key transitional princliples;
namely: equity, efficiency, effeclivensss and appropristeness, What this mes ris, is that facilllies
musl be bullt first where there sfa neeted the most, and that all this be done:at lesst cost and

aligns to beneficiary expectations.
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12.5. Proposals for addressing the human resource challenges
12.5.1. Introduction

This chapter deals with ithe development of HR capacity in the public
sector through increasing production of healih professionals and in-service
training, which includes reorientation through Continuing Professional
Development (CPD) and skills development of personnel, parlicularly
managers. The chapter will not address all production and training needs
but reflects areas of critical importance.

Despite numerous training initiatives aimed at supporting district
development, planning management skills of middie and senior managers
in many areas remain weak and working environments are not conducive
lo change and

12.5.2 Trends In The Production Of Health Professionals

a) Decline in production of doctors and other health
professionals

Comparison of trends in the production of key categories of health
professionals between 2002 and 2007 shows that many of the targets sel
in the National Human Resources for Health Planning Framework {(DOH,
2006) are unlikely to be met.[ See Table 12.1]

Table 13,1 Targets proposed by the NHRH Planning Framework (DOH, 2008) vs. actual producticn,
2002 {o 7007

Calegory Prop_osed Actual production
annual
national
production
{Doha,
2006}
2002 | 2003 | 2004 | 2005 | 2006 | 2007 | % Annual
change | av.
growth
Medical 2400 by
& e 2014 1212 | 1296 | 1399 | 1511 | 1196 | 1122 | -7.4% =1 5%
Professional 3000 by | i
nurses 2011 __1652 1553 | 1716 | 1533 | 2027 | 2342 | 41.8% 7.2%
[2 years T
bridging] [1] 679 | 1841 | 2103 | 2352 | 2364 | 2093 | 208.2% | 25.3%
Enrolled nurses | 8000 by
(staff nurses) 2008 2771 | 2308 | 4273 | 4565 | 4B16 | 4758 | 71 7% 11.4%
Enroiled nursing | 10000 by ]
assistant 2008 3078 | 4390 | B69B | 6754 | 5422 | 6136 | 99.4% 14 8%
Dental | Reduce to
| practitioners 120 by 2008 175 | 244 _168 239 | 268 |206 |17.7% 3.3%
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Dentat Increase to I . £ 20 i
| theraplsts 600 by 2009 a8 36 33 22 27 29 23 7% 5 3%
Denial Maintain
technicians currant 75 78 78 77 116 99 32.0% 5.7%
levels 1
Dental =
| assistants 300 by 2008 108 | 55 113 | 99 120 141 30.6% 5.5%

Oral hygienists | 450 by 2009 | 18 |64 |53 [62 |32 |45 150.0% | 20.1%

Pharmacisls 600 by 2010

Pharmacy
Assislants[21 900 by 2008
EMS
bractitioners . 24 22 26 53 77 64_ | 166 7% | 21 7%
Environmenta! Maintain
Health current 356 | 269 308 |501 |450 | 440 | 236% | 43%
Practitioners levels
Medical
Dhysicist Boby2010 |9 114 |97 |76 93 186 | cce | 4409
Medical orhotist

. 50 per year
prosthetisl unt'ijlzosflo 18 18 19 20 39 49 172.2% | 22 29
Nutrilionists/
Dieticians 250by2010 | 73 |75 |83 |86 66 89 |, o0 |, 00
Occupational 350 - 500
| Therapists bygot | 190 226 ] 204 1254 }241 1258 | a5y | g%
~ Optometrists 100 by 2010 | 169 | 145 | 118 | 156 [190 | 123 |.-27.2% | -6.2%
Physiotherapisis | 500 by 2010 [ 258 | 312 | 200 | 207 | 343 | 318 233% | 43%
Occupational
therapy 300 by 2010 | 11 19 26 30 10 18 636% | 10.4%
assislanis
! 329] | [338] | (333
“Psychologlsts[a] 150 by 2009.) [306] [329] [ [338] | [333] -5.6%
Radiographers | gpp by 2010 | 232 | 281 | 220 | 321 9.1%
Social Workers | « 700 | 724 | 830 | 622 4.1%
Speech
therapists & S00 by2010 | 115 | 117 | 158 | 175 7.1%
audiclogisis

Sources: Figures in column 2 1roeh DOH (2008 remaining figures from-dhe BOE HEMIS {2008)

Note: the shaded areas indicate that no figures were available for thal category or year.

A major concern Is that the eutput of medical practitioners has dropped sever per
canl singe 2002 with an annlal average dedline of 1,5 %: In 2007 there wers only
1122 medical gradustes from all eight miedleal schools in the country. Yet the
DOH plan of 2008 proposed thal the annual production of doctors shouid double
(from 1200 to 2400 per annum) by 2014. There are many possible explanations
Tor the aciual decling, Including & shorags of medical academics which is relaled
lo the shortage of specialists who are willing to practics in the public sector. This
decrease could also be associated with the changing medical schools’ admission
criteria, Medjeal schools are increasingly admitting students from disadvantaged
and rural backgrounds that are less academically prepared than previous intakes
and often take more years lo complete thelr dagrees than those from privileged
backgrounds. [See Tabls 12.2, and Figure 12.1 for details of the
transformation of medical schools,)
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Table 12.2 MBChB graduates from all eight medical schools, by race, 1999 to 2007

| Year African Coloured | Indian White | Total
1999 a7g 64 244 . 622 - 1309
2000 | 208 53 . 219 566 1131
12001 a50 67 247 565 1229
2002 394 76 241 501 e
2003 422 115 233 526 1296
2004 487 69 309 534 1399
008 598 88 309 516 | 1511
2006 527 o8 152 | 419 1196
2007 511 93 139 ' 379 1122 |
ﬁhange 132 29 -105 243 -187
oo 348w | 45.3% | -430% |-309% | -143%
Average

annual | 38% 4.8% 68% | -60% |-1.9%

Totals grovith
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In 2008, government put eside an exira RE00 millicn for the gight medical
sohools with the view of indusing them o increase the admission and
ihereby the production levels. However, according to the Daans of these
medical schools (hese lunds are Insu icienl. Al the same lime, there have
besn slrong calls for the establishment of private medist schools,
although there sre concerns that such & move lesd 1o the further depletion
ol capaaity In the publle seclor. Given this shertages and bottienecks in
the supply of required numbers of doclors, (he bi- nﬁﬂunal programme
betwesn South Afriea gnd Cuba through which there ate young South
Africans fraining in medicing in, Cyba must be strenathened and extended

tayind medical officers.

Decline in the role of the public ssctor in the training of nurses

In contrast the rursing oulpul has already excesded the DOH Larged for
2011 bul there are concarns (hal the education system s nol producing
the-type of nurse whichi the country nests most. This has been exlensively
discussad in Chapfer 13,

Most of the growlh of nursing tralning has been in the private seclor and
lilths of this will contribute to the development of Gapacty In the publio
sedlor. Forvarious reasons the role-of the public sector in the teaining of
rurses hias declined dramatically

Bretar e &l (in:press) found that the public ssctor continués 1o be tha sole
proviger of the Tour-year professional-nurse programmes, which include
communily, peychiatry and midwifery. However, as a reilt of this, as well

as the facl Ihat many nursing colleges were shul down during the

restructuring of the seclor; the output of nurses corsldarably declined, viz.
in 2007 the public seetor produced 340 fewer professional nurses than in

1997, Nonetheless, the new nursing qualifications 85 prescribed by the

Nursing Councll Is 2008 suggest a 8 year dipioma and & four year degree,
In general, there should be & caudtion against grade treep — where
professionals are required 1o have higher qualifications than are necassary

for the job.

Most professional nurses are now rained through the bridging
programma, which does nol include much-nesded midwifery, paychistic
gnd community-nursing skills; and the private sector is also assuming an
incraasingly-significant tole It bridging lraining. [See Figure 12.21 The
application of the Recegnilion of Pricr Learming will be particutarly
imporant. ag it has provan to be relalively successful in other sectors of
the sconomy.
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Figure 12.2 Output of professional nurses, 1997-2007
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The private sector now also trains the vast majority of enrolled nurses and
ENAs [see Figure 12.3]. While many lralnses gain high level training
affared by the major haspltal groups or reputable Indepentisnt colleges,
thare are also many (hose ywho racaive training of dublous quality in
private colleges that are not always abile t0 provide appropriate clinlcal

experience.

Figure 12.3 Qutput of sub-professional (ENA and EN) nurses, 1997 — 2007
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The high attrition rate of nurses was noted in Chapter 13. Qualitative
research reported in Breier et al (in press) indicates that much of the
attrition appears (o be occurring immediately after graduation. They found
thal many nursing siudents enrolled in four year programmes do not
actually want to be nurses but are attracted to the programmes because of
the bursaries or salaries offered or because they think that the training will
be a siepping stone fowards other programmes with higher antrance
critenie in this universdies, Many otfiers whi would have aclually wanisd
to become nurses, are pul off by the current appalling conditions in the
public hospitals which they experience in the course of their training.
Those who complete the training are likely to emigrate.

Development opportunities for community heath worker cadres
CHWs in particutar are presently being kept outside the health system,
with no, or very limited, career opportunity. If CHWs are likely to provide
essential health services in the medium- to long-term however, then they
need o be encouraged to take up available opportunities for training. Lack
of career or devalopment opporunity will act as & disincentive andd
damollvalor

Historically the training of CHWs was done through 1he medium of non-
accredited short courses. With the advent of the current education, training
and development framework, four levels of community health workers
training have been accredited via the South African Qualifications
Authority. A fully qualified CHW could 1ake four years of study. However
this process does allow for the development of permeabie, portable and
ladderad career structures, similar fand linked) o the struclure of the
Naticnal Qualifications Framewsrk within bands of heaith cars
protessions. In addition after completion of Leve! 3 and 4, CHW's could be
recruited for mid-tevel worker training (particularly pharmacist assistant
and nursing assistant) with the advantage of depth of knowledge and
experienced gained whilst warking as a CHW.

There are plans to introduce a category of community based workers
known as Community Care Givers who would be employed by NGOs and
whose {training would be based on skills set.

Development opportunities for mid-level worker cadres

Career paths and progression and the Integration of MLWSs into the
staffing structures of the formal health system have not been addressed
satisfactorily, a fact that contributes to their continued lack of legitimacy
and acceptance within health services. Nor do the current qualifications
aliow for career pathing into sither professional categories.
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12.6

There is a particular need for govemmenl o undertake an extensive
\railning progtamme for lay HIVIAIDS counseliors - who are curranily
largeily employed by NGOs - although ey are usually faciiity-based. They
therefore have the sgme unaerainties regarding stability of Enplaymean
and access to career pathing as do CHWs,

Development opportunities fér ernergency services

The fraining of emergency services persaniiel is of cruelal imperance. |t
Is estimated that only about one quarter of fhose rained are warking in the
publig sector and many have emigrated.

Al present the training ¢f the EMergency services parsannel s divided inlo
WD streams, namely the madular and lerliary slreams. However, the
mostlar siream which covers the Basic Ambulance Caurge, lhe
Ambularice Emeargency Assistan| Gourse and (he, Crilical Care Sssistan|
Course is sel ko be stopped. The tariiary model is aclually a midlevel
werler course j.e. it produces Eriergency Oare Technislan (ECT) The
first Intake will graduste this yesr with Nations Diplomas and the B Tech
degrees.

Al presant Where are only 4 colleges in the aountry that are actredited
(though not fully} to provide the ECT training and 4 Universily of
Technology providing raticnal diplomas (NDip) upwards. Thers will be
approximately 20 ECTs gradualing in APl 2009 but this will still not be
adequate In terms of what is required relative 1o the sho riage. A Linlversity
of Technolody ean only prodtios about 15 graduates per vear which aoain
i cearly nol enough for the cauntry. The modular courses were broduning
a substantial amourt of ursduates and now since it has been larminated
the challenges have been compounded,

Development opportunities for support worker

Other health warkers such as cleaners and porters also do not have a
clegrly defined carear-pathing programmes. Carear-pathing programmes:
In areas such as administration and procurement/ordering should be
considered.

In-Service Training And Skilis Development

The devoiution of-suthority as envisaged by the NHI will require chenges
in management culture towards decentratised and empowered
mansgenent and a renswed fogus on the strengthening of management
skillz at all [evels of the system, Inefuding skills in financial managsment
and prociirement, people and programme management and monitoring
and avaluation,
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The need o train healthcare professionals for the needs of the country in terms
of epidemiology in the population must be recognised

The development of norms and standards and the alignment of staff and
service norms referred to in Chapter 13 will also facilitate the review of
training provisions and capacity and the development of training and
developmenit plans.

Appropriate in-service training and skills development of employees —
particularly management training and maintenance of competencies
through Continuing Professional Development (CPD) training — must be
expanded and made sustainable. Sources of funding are directly from the
National Skills Fund and efficient utilisation of Skills Development levies
within each Depariment,

There needs fo be a specific training programme for the support service
staff, addressing issues such as procurement, in order to ensure efficiency
in National Health Insurance Authority. This is illustrated by the current
situation in the public sector in the procuremeni process whereby the
support service sfaff or procurement officers do not have adequate
knowledge of the health sector. This results in procurement of incorrect
and inappropriate material, further compromising service delivery.

So, there a number of in-service and skills development programmes that
must be undertaken:

a) Maintenance of health delivery competencies

This training should not be limited fo health professionals, but must also
include support setvice staff. However, the maintenance of competencies
is not prescribed for the associates/mid-level workers by the HPCs and
this remains a priority in the health system.

b) Management training

The devolution of authority as envisaged by the NHI will regire changes
in management culture towards decentralised empowered management
multi-disciplinary teams and a renewed focus on the strengthening of
management skills at all levels of the system.

Managers in the health care sector seldom have appropriate management
qualifications. The predominant profile is that of a healthcare professional
that has migrated into management with no formal management
qualifications.

158




Management training must cascade down to supervisory level. [t is well
established and accepted that careful and regular supervision impacts
profoundly on quality of service delivery.

In a series of research articles, Pillay (2007, 2008) surveyed competencies
of hospital managers and nurse managers in both the public and private
secter. Results.of this survey are incluied ps-Appendix A and the following
iwo sections on key findings drawn fiom Pillay's ressareh reporis

12.7 Key findings in research on hospital managers

Both the public sector and private sector hospital managers rated
competencies related to ‘people management’, ‘self management’ and
‘organising skills” highest and in the same order of importance, followed by
‘strategic planning’ and ‘health delivery’, respectively. Public sector
managers rated the importance of all the competencies significantly higher
than the private sector managers, except for ‘people related skills’ where
there was no significant difference in the level of importance.

Demographics of respondents suggest that the transformation and equity
objectives of the public sector are being met and that females are not
precluded from occupying senior management positions. Although it is
understandable in terms of government's transformation policy, it is of
concern that the majority of public sector hospital managers are vastly
inexperienced having been in management positions for less than five
years.

The use of current public sector managers who are highly experienced
could be utilised through an in-house mentoring model in a broader career
management and succession planning initiative to develop individuals with
management potential. This programme would provide for future
sustainability and stability of public sector institutions.

Pillay found that generally, formal management development programmes
made no significant difierence to competency levels. This is corroborated
by the lower self-assessed proficiency levels among managers who
attended formal programmes, as well as the lower proficiency rating of
public sector managers, the majority of whom admitted to some form of
formal training.

Informal approaches significantly improved competency levels in all facets
of health management. This implies that the current approach to the
development of health managers which is focused on a predominantly
formal and didactic approach is having minimal impact on management
capacity. Instead, managers are more likely to improve their skills and
competencies by informal means based on an experiential approach
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which may include mentoring and coaching, networking with colleagues
and in-house programmes.

This approach has the benefit of tailoring training to practices and issues
rafevant wilkin an Institution, of exploring Issues in & non-threstening
environment, of increased acceptabiiity s convanience to pardicipants
and of facilitating and enhancing senior manager's contribution to
management development.

12.8 Key findings in research on nurse managers

Nurse managers who received some form of informal training
(mentoring/coaching, in-service training and non-certified programmes)
were significantly more likely to perceive themselves as being more
competent in planning, organising and legal-ethical competencies than
their colleagues who received no informal in health care management.
This is especially pertinent given that it correlates with the findings in the
survey on health managers,

The fact that there is a significant difference in competency levels of
managers between the different seciors with private sector managers
raling themsalves slanificantly higher ori all of the compelencios, exoept
for health services dellvery where \here was no difference, may partly
explain the differences in performance between the sectors. Plausible
explanations for this discrepancy may be that the emphasis and scope of
professional development within the private sector may be better and
broader within the private secior (Mediclinic, 2008: Netcare, 2008; Life
healthcare, 2008), the migration of more experienced managers from the
public to the private sector (Matsebula and Willie, 2007: (Goudge et al
2002), and the difficulty of managing in a public sector milieu
characterized by understaffing, poor resource endowment and higher
nurse-patient ratios (Harrison et al., 2007; Padarath et al., 2003).

Ninety-five (95) percent of public sector nurse managers reported having
some kind of formal training in health management.

An indication of outcomes fram management training is attached as
Appendix B

Management qualifications

The need for management qualifications is also acknowledged by the
Department of Public Service and Administration, which [san absalutaly
key requirament of & management qualification for all public sastar
managearial positions from directorship upwards. Deputy Directors are not
required to have formal management qualifications but need to prove
substantial managerial experience in the absence of such qualifications.
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12.7.

However it dass fol Bpp sar ihat this reglirement kas bean afiplied to
public sector heaith cars managamearnt appoiniments. The nead for heallh

mEnagers o have formal mansgemant quallfications s further supparied
By organisstions such as the World Health Organization #hal has [deniilad
the riced to develap frafagerial compelency as ortizal to achieving tie

Millenrilum Bevalopment Soale.

(raining an the PFMA would have th bo delivered by accredited &pesic
trgining insiitiies with specialls! lrafning competencies.

Management training providers

Universities affer a number of out-sefvica and fn-service programmes of
VBIYINgG durations, The providers of management leaining include-a large
fiumber of higher aducation instituticns that Fistorlcally orovided feherns
mansgemeant talning and are systemnatically baginning to offer genarc
management tralhing linksd {0 healih seclor speclfic managemaent frainirig.

Il coidd e argusd thal few hesith care MEnagers require masters leve|
menagement quslilications such a5 MEA deprees. There Is abenafit In grosrot ng
management quakiieationsthet are oustomises o the needs af the hesiih e

sacion,

Changing the culture of management for the NHI

The develufioref sulhoriy s envisagad by the NHI will furthermore

réquire changes in management culture lowards deeniralised arid
Bmpowersd managemeant and & renewed facus on the ouliding of a multj-

skilled and 'mulﬂ-'l'a'celtﬂif team within districts and inslitutions.

There Is a.grawing soncern that despile humerous training Initiathes
nimed at changlng the atfifudes of staff o Ihe patiants there (&5l a long
way to go before the results yield changes,

The incluslon of iraining on sef-mastery, sthice sRd Clver=ity within customissd
curriouls specifically (0 addrass sltuations peculiar fo working i a public hiealih

sistam will be Included.

Towards A Human Resource For Health Plan for National Health Insurance

Mast initiatives ligted below must be Implementad in the short term.
Howevar some of the oulcome would be medium to long tsrm. The time-
frame referred |6 in the lable speaks b {he expected date of outcome
rather than initiation and the timeframe is defined within the context of g
five-yeat parlod,
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as Medunsa.

PROPOSAL TIME
FRAME
Address decline in production of doctors Medium-
lerm _
Re-assessment of public sector nurse lraining - continue | Short-term 1o
opening nursing colleges . Medium-

- B term i
Reprioritisation in provincial and hospital budgets so that | Short-term o
public sector resumes its role in the production of Medium-
enrolled nurses and enrolled nurse assistants. lerm |
Re-agsess projected health professional production Short-term
iolals in the light of the HIV, AIDS and TB epidemics
Address career progression of community and mid-level | Short-term
cadres particularly the need for HIV/AIDS lay
counsellors. ) ) =
Address training of emergency care practitignars with Short-term

atiention fo the implieations of stopping medular taining.
Aloeallen of more resaurcas o public instifutione of higher | Medium-
sttcation inslueing -atrer'-gﬂ'emng responEive matitulions seh | term

Establishment of additional tertiary institutions and/or satellites

Short-lerm to

include case studies drawn specifically from the

| in each province andfor at community level such as in Cuba Medium-
e term
Strengthen teaching, training and research capability of the Medium-
tertiary institutions awarding scholarships for training of term
| specialists and super-specialists
Extend internship and community service programme to all Short-term
health professionals
Address Continuing Professional Development for mid- Medium-
| level workers — _ term
Extend training and development programme in Cuba to | Short-lerm to
other health professionals and support workers Medium-
ferm
Review the efficacy and efficiency of current Short-term
| managerment development programmes
Undertake audit of management qualifications of all Short-term
National and Provincial Health Care managers
Integrated generic management training with specific Short-term
material related to health care management
. Introduce specialised courses on the PFMA Short-term
New and creative training approaches that nombines Short-term
formal insfruction with informal practices to be on team-
building interventions to create synergy amongst
| ME _managers in a particular district/institution
Base formal instruction on an experiential approach and | Shori-term
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axperience of the parliciparis

| organisations

Inciude mentoting: and ooaching, netwariing with Short to
colleagues and in-house programmes In management Medium-
bsining programmes term
Monitor and evalusie performance of MEnagers on Short -term
courses ' - to Medium-

= . term |
Formal training courses (o be providad by accrediled Short -term
providers — public bodies (universities) or private to medium
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CHAPTER 15. TRANSITIONAL ARRANGEMENTS

15.1 INTRODUCTION

The introduction of & National Health Insurance (NHI) system within the South
Airican health system provides a watershed opportunity for the significant
transformation of the existing institutional and organizational arrangements in the
public and private health sectors of the country. This opporlunity entails the
transformation of the health system into one that is equitable and offers the
national population universal coverage to a defined comprehensive package of
services. However, it also implies that there are numerous challenges that will
have 1o be strategically addressed {o ensure that in the medium-to-long term a
sustainable, equitable, effective and efficient NHI system is established that has
the capacity and resources to ensure that the promise of universal coverage is
realized for all.

Itis therefore imperative that the transitional arrangements are adequately
developed and put info place to ensure a smooth re-arrangement of the national
health system to create a strong platform for moving towards an integrated health
system that promotes financial risk protection and offers universai coverage to

all. The strategy that is developed will have to ensure that the following key
components or aspects are addressed:

¢ The development of adequate capacity (financial, infrastructural and
human) at all the public secior facililies to ensure that they have the
sufficient resources to meet the needs of their target populations

¢ The phased accreditation process of all facilities (both public and private}
that will provide the comprehensive package of services within the NHI
syslem

* The comprehensive registration of people for mandatory health insurance
and assigning of facilities (by level} to specific registered populations in the
given specific geographical areas

* To allow for the considered establishment of a NHIA and its sub-national
level structures (offices, pecple, new systems and processes)

» To ensure the development of an integrated health information system
{based on existing and newly created systems)

In moving towsards a uniform national health system that meets the health needs
of all individuals and households while at the same time providing them with
financial risk protection, it is essential that the reforms cut across the paradigms
of legislation and regulations, health sa¢vices provision and delivery, and funding
and resource mobilisation arrangemersis.

15.2 INTERNATIONAL EXPERIENCES IN TRANSITIONING FROM CURRENT
HEALTH SYSTEM TO NATIONAL HEALTH INSURANCE

The decision to reform the healthcare financing arrangements of any given national

health system is a massive and acceptably complex undertaking. The need for a
proper refiection on the current structure of the health system, including the available
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financing alfsmatives and the challenges that sxiet in the-system i an Importam
zlement of deviding what reforms 1o underzke and hew 1o do g n 2 systematio
manner. Howaver, the imporiant facior-inall this i= fo siessiasily kesp & clear piciune
I ryitvid of whiat Ihe health systom reforms arms mtenged o achieva. In the Soiith
Aftlesn context; Ive premies of the NH discussins s o achievs UniverES] covitage
for all through the establishment of mandeiory hesith insurance systam that is
funded primarily from general taxes and earmarked contributions.

It procass of planning "rhlu transition lrom the current state fo the platired NHI
Brvilmnment, some key elameants of fhe nstional heallhsvstem (espacially the
public health system] will have to be sequziely sddressed. These inclode (bt
are fiot limited |6):

*  The exisiing legislafive remewath snd what heso be chenged to oreats
3 enabling anvironment lor effactive NHI [mplemerdation

» Tha need to areaie-an SpErophsie overg ﬁhing_bnﬁilluﬂnnal and structursl
framawerk that establishes the platfom for the NH| sdminisiration

* Mobilisation of additional financial resourcus to ensure effective
implemeniation of the NHI and its medium-to-long term sustainability

» Significant improvement of the quality of care offered at existing health
facilities

s Enhanced human resource capacity (i.e. management, support staff and
healthcare professionals for various fields)

* Systematic public and stakeholder information and education exercises to
convey key messages about the NH| regarding, for instance, healthcare
benefits and accredited providers

»

Friorio [aeking at the policy dimensione, it is important to look at the technical
slements of ihe transiticnal arrangemeants that will b required lo effectivaly
Iransform the South African healih system irta an NHI gimvironment, Internatioqal
aiperience and (iiErature indicatas that the countries that have moved towards either
& social ar national health instrance system of fiealincare financing had to carefully
sxamire & number of interrelsted keues including, for insiance:

15.2.1 The labour and financial market structure

It ths eountry has more-formal lsboir estabiishmants (usually In & cotintry with
Iir or gaod sconamic growth, iberal trade, sducation and employment
cppofunities), ens (s the possibility of expanding toverage through mandatary
health Insuranee. The reqular collection af contributions from salardes of
smpioyess rom the formal sector would be easily managed, while contributions
from informa| eectors, deuslly of unstable labour marksts, would be diffioult.
There are some Instances where group Reaith Inkyranice schames have besn
oryanized for covering bus, fruck or tax| drivers and conducions, fisherman apd
village agricultural cooperatives '

Aneppropaate mansgerial Set-up on how premidm from informal sector
employaes can eselly be collected without miush burden, =uch sz payment in kind
or.coniributions on quararly of yearly basis has 1o be.considersd. In atdition 1o
the nesd for understanding the imponiance of mandalory contributions (netionst
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solidarity), there is a need for adequately resourced and staffed nation-wide
financial institutions to manage the collection and disbursement of funds.

15.2.2 Existence of other forms of insurance schemes

Some countries have introducéd many forms of insurance as part of financial
markel arrangements or under the social security framework. Almost all countries
have private health insurance as "health riders” 1o life insurance, mutual funds,
and other insurance packages offered by financial institutions. The existence of a
sirong private health insurance market, as is the case in South Africa, is also an
important matter that has to be carefully considered in that the proposed
restructuring process could lead to significant resistance and unnecessary delays
in moving towards the implementation. A good strategy that can be used to
counteract such forces is to invelve them in the process of the debates and get
their buy-in during the pre-impiementation phases.

As the experiences of Germany, the Netherlands and Sweden clearly indicate, as
countries move towzrds universal coverage, ihe role of private health insurance
can change. When public funding is low, private insurance can serve as a
transitional mechanism, while public funding is directed at building capacity and
providing financial pretection for certain segments of the population, such as
vulnerable and indigent groups. The institutional capacity, information systems,
and skilis involved in regulating private health insurance may later be useful in
managing a publicly funded Fund/Authority.

15.2.3 Regular contribution from the pay-roll

The plan in most countries that have implemented NHI is that mandatory
(earmarked) heztth insurance contributions come from regular deductions from
the pay-roll and are accumulated as a “Health Fund”. Although the total
contribution is calculated as a percentage of the monthly income, the amount is
normally split between the employee and employer, and sometimes even through
an additional subsidy by the state, depending upon the national policy and social
consensus. One actuarial and explicit policy issue that has to be decided upon is
what proportion of salary should be compulsorily deducted (along with other
deductions like pension and provident fund, income tax, etc.).

15.2.4 Avaitability of health Infrastructure

The establishment of an NH! Fund/Autherity to act as the single purchaser can
help to ensure that those covered receive appropriate heaith care. [t goes without
saying that the Fund/Authority has to work in an environment where health care
facilities are functioning in an adequate manner so that access to heaith care by
the insured people is not denied for any reason. It does not mean that the
Fund/Authority should establish its own health care facilities. The only important
matter here is that the health facilities are sufficiently resourced to provide the
required {contracted) services and that they meet all the minimum specified
accreditation criteria. For instance, social security schemes in India and Myanmar
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established their own health care facilities in order to fill the gaps left by public
health care providers. Similarly, in other countries big state or private enterprises
like mines, railways, electricity, petro-chemical industries and other heavy
industry complexes have established their own health care facilities. Those
populstion groups who #re not Ingured (due to differences | fhair emplayment
‘siatus, espacially people I 1he informial seators snd mstnly fram agricullursl,
fishery and animal husbandry seciars) are often not able to get appropriate
heaiih cere dis o their inabllty o pay cohifibutlors regulary or, In mosi CALes,
because of lack of social health insurance coverage. Therefore, the main aim of
the Fund/Authority is to add on the health financing resources for universal
coverage and to create an institutiona! and organisational system that ensures
that all people have access to needed care.

15.2.5 The management infrastructure

The Fund/Authority needs a large social capital in all aspects: appropriate human
resources witi skill and knowledde |n soclal sclence, oommerce and seonomics,
tisease burden, -clinical menagemen!, pLitlle hezlth management, bapkife and
financial management (i.e. heslih economisis, insurance mialhematiciane,
actuarial scientists, social economists, accountants, demographers,
epidemiclogiete; medicsl recard kespate s statisticlans, Information specialists,
public heallh laglelators). Many countries do nol have muah nationel capacity o
fulfit the requicement of naional social capital, Regional solidanty may be
requized o improve and strengthen the oapacity of socisl capital. inradditicn
the naad for setfing Up 2pprapriate colleetion of fusds, thene must be = nationathy
Epproved mechamsm for Maheging this furd. ILis critieal (o ensure tha
Independence of {he "Heatth Fund” from the genersl management of public
finance.

There |& afsw the need Inensure ranspa reney In bow the fund Is balng mansged,
particuiarly to strenglhen the people'e trust in public maraaerEnt of the fund
Some counlries are still keeping the sogial security agency. or agency meanaging
=belst hosith Insurenoe as an integral pan of governmant public degariments
They collect the contribution and put them inio the general revenie The
Fundi#uthanty has 1o compele with othsr publle agensles for thelr annual budget,
thus fimiting the scope and work of the agency. In many middle-income countries,
the Fund/uthority is ueuslly managed by-an independent single: sgany of
mulligle agencizs, a6 parattstsl bodies or private enterprises (with their own
budget; legal #t=tus and management), However, the avidence chaarly Indicates
(et one of the key success aspacte of (his Is that tha Fund/Autharity should bs
governed by a sound, clearly defined and reasonably tight legislative framewark.

What is clear from the above 5 points is that without a clear strategy of how the
transition to NHI will be undertaken in any given context, the plans for universal
woverags are likaly o f=1 fial Tha key pre-requisites require firstly a clear legal
framework on which sl the structures, functions and acivities of the NHI
Authority will be hesed, Sacandly, sufficient and appropriately trained and
qualified human capitsl ks required to feed into a process towards establishing
and maintaining efficient and effective managerial or administrative capability to
organise nation-wide structures, promoting adequate collection, timely and
proper provider reimbursement, efficient management of revenues and assets,
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and the creation of strong monitoring and evaluation systems of the reguiarly
coliected health and financial information. Thirdly, a clear understanding of the
NHI conceptual framework by all key stakeholders to achieve nation-wide
consensus on lhe principles and cbjectives is impartant for implementation.

Taking the preceding matters into consideration, the next section of this
document provides an analysis of the key spheres that the transitional stralegy of
the move towards NHI in South Africa will have to effect to ensure effective
realisation of the principle of universal coverage.

15.3 THE TRANSITIONAL STRATEGY FOR SOUTH AFRICA

There are a number of instilutional and organisational aspects of the national
health system that have to be changed to help 1owards moving to an NHI
environment in the South African health system. A majority of these aspects
relate to what can best be described as elements of the “PRE-NHI
IMPLEMENTATION PHASE  and fne "POST-NHI IMPLEMENTATION PHASE'.
It is important to note here that most of the elements in the first phase (‘PRE-NHI
IMPLEMENTATION PHASE") are likely to continue into the second phase
("POST-NHI IMPLEMENTATION PHASE™ 1o ensure a continuous, streamlined
process of strengthening of systems, structures and institutions to effectively
realise universal coverage for the national population

The transiticnal strategy will be undertaken over a period of 5 years, with the
majority of the activities being initiated in the firsi phase and then continuing
through to the phased five year framework. The strategy will address the
following key aspects:

15.3.1 THE NATIONAL HEALTH INSURANCE BILL/ACT

The NHI Bill will have to be drafted and presented to Parliament in earnest to
ensure that the relevant legislative and regulatory environment is in place prior to
the establishment of the structures and institutions required to move towards
NHI. The Bill will have to cleatly stipulate the various committees and support
structures required for the NHI Authority (NHIA} and should alsc adequately
identify in broad terms the scope of services that will be offered as part of the
comprehensive package of benefits under NHI. A key component of the Bill is
that it must stipulate that participation in the NHI is mandatory for all and that
those earning an income above a defined threshold would have to make
mandatery coniributicns which will be earmarked for the NHI.

15.3.2 HEALTH FACILITIES & INFRASTRUCTURE

The National Office of Standards Compliance will have to be created. This will be
done through the amendment of the National Health Act which provides for the
creation of the Office of Standards Compliance. This will have to be undertaken
at the same time that the NHI Act is being drafted o ensure that the process of
facilities accreditation can be undertaken through this office with inputs and
collaboration from the relevant privaie sector organisations.
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A key element of this aspect of the transitional strategy is the pace at which both
PHEC and private healih establishments at all levels {Gam munityPrimary Heslth
Cere, Dislrcl, Regitna! and Cuslamary Hospilals) ere acoreditor o meet the
slandards and norme as speciied by the NHIA. Becales the plan is to ensure
thal &il fmcilities are scorediled Inihe shottast poesible lime, the recommendation
ham is that 26 percent of 2l existing facilities (st all levets of tare] In the oguntry:
wre sccredited annually, Thik means that thie anlire national stock of heslth
establishments linked to the NHIA will.have to be accredited in 4 years. This
procees will glso be acopmpanied by = strong programime developed fo ensurg
thal all these facilities (hal are lacking in some way are adequately refurbished
and enhanced to meet the minimum standards for accreditation and participation
in the NHI.

15.3.3 REVENUE MOBILISATION, POOLING & PROVIDER PAYMENT
MECHANISMS

 heallh system, pariculary in
the public syetem will be adjusted. Funding fartha NHI Wil comefrom both the
general tax raven s and mandatory sontribulions. Mechanisms mist ba
develored to Introduce a compotent of pedormance-refated budgeting to ensure
improved value for money from public faciities contracied to the NH| The
exsting canourrent furictions betwesn the Mations!, Provincial 2nd | ccal spheres
of government with respect to funding of health progeam mes, auttomes and
accountability will be addressed in manner that ensures that the best health
outcomes are achieved for the country. This means that the NHIA must be
provided with a strong legislative mandate that will enable it to ensure that all
naticnal Heallh prorties snd pregrammies are properly funded by iower spheres
of governmen!. Additlonaliy, the existing fegfor-service provider reimbursement
Systam that is prevalant in the private hesith sectar will b2 changed fo = risk
edjusted csplistion-based model, A key element that will be used to achieve this
5 {hat the NHIA will be based on a single-purcheser modisl &6 thal It can reap {he
full henefits (e economies of scals) of purchasing resouross and services. The
iy short-term objective should beto achieve a single funding pool that will allow
for income and risk croes-subsidies and i contral e hesith care cost spiral and
SKplicitly gnd aciively promote Improved public seclor bealth services and
gradualy reduce public-piivate provision differantials ovarime,

The exizling revenue mobilisation syetems for the

15.3.4 HUMAN RESOURCES FOR HEALTH

Within the “PRE-NHI IMPLEMENTATION PHASE” there will have to be a
significant allocation of financial resources towards the recruitment and retention
of Human Resources for Heslth (HRH) and support staff {i.e. clerks,
gdministrators, cfzanars, &tn) in public facitiesin arder io develop the eapacity of
the public facilitles in defivering the coverad services. A further matter that has 1o
be addrassed In (he transitional phase is the need for training managers within
tha he=lil systam 1o ensure {Hat they have strong managerial, planning,
budoeting and desision making skills 0 assist in effective service delivery.
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15.3.5

ESTABLISHMENT OF THE STRUCTURES & INSTITUTIONS OF THE
NATIONAL, PROVINCIAL & DISTRICT HEALTH INSURANCE AUTHORITY

A shadow process must be adopted 1o ensure that appropriately qualified
professionals are employed o staff the NHIA once the NHI Bill/Act is
promiuloated by Padlement. The stratagl for this will be that 2 core team
gonzisting of inlermelional and loczl sxperts will be created to drive this prookss
forward. The use of international expertise will be drawn upon to give inputs on
transitional arrangements for systems development and mobilisation of resources
that other countries have underlaken in moving tewards NHI and also to add
credibility to the whole process of creating the institutions and structures to
suppori the envisaged system.

15.3.6 REGISTRATION OF THE PFOPULATION

18.3.7

15.3.8

A multi-pronged strategy will have to be devised with regards to registering
people for the NHI. All individuals carrying a South African identity document will
be required to register as a member of the NHI. All those who are South African
citizens and permanent residents but have not yet been issued with an identity
document will be registered as beneficiaries under their parents or nominated
guardians. Those whe are formally employed will be registered through the
submission of their tax returns with the support of the South African Revenue
Service (SARS). For all those who are recipients of the social suppoit grants
provided by the South African Social Security Agency (SASSA) they will be
registered at the point of collection of their grant {if already receiving the grant)
and new recipients will be captured at the same time that their grant application is
authorised. Additionally, regional offices of the NHIA will be created across the
country to allow people the opportunity for “walk-in" registrations among other
things.

ESTABLISHMENT & STRENGTHENING OF PROVINCIAL HEALTH
DEPARTMENTS & DISTRICT HEALTH COUNCILS

The PHAs and DHAs will be strengthened both financially and in terms of human
resources so that they have the adequate capacity to property budget, plan and
deliver services for their registered catchment population. Strong links will be
developed here with the mobilisation of HRH and support staff so that these
respective authorities are not lacking in their capacity to deliver good quality and
acceptable care to those that they are intended serve.

CONTRACTING & PROCUREMENT PROCESSES

The existing procurement processes will have to be reviewed fo ensure that they
are congruent with the intentions of the single-purchaser model for the NHIA.
Contracting arrangements for the supply of defined health services and
complementary resources (i.e. pharmaceuticals, medical devices, consumables,
elc) will be explored to ensure that the ulfimate model that is adopted reaps the
economies of scale associaled with a single-purchaser NHIA.

Additionally, public private partnership (PPP} arrangements will have to be
provided for within the realm of comraciing and procurement processes. The
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15.3.9

PPP arrangements will have to be based on the National Treasury PPP
framework which |s bazed on fhe princises of valus for maney. atfordsbilty and
appropeiste risk transfer. The contraniual erranaemenis entered into will not just
befor dinleal services, bul will atso Include managerist axpertise, trainlng of
different heallh esdres, and slber nan-alinical services.

In the jnstancis whers 3 private provider spproaches the Mational Cepanment of
Heazlth snd the NHIA with & proposal (o establish a faciiiy in 2 previously
uUnearved area aliemstives will be considered. The private provider will stil have
to mest the requiremenis of the yol 1o be promulgated Section 36 of the National
Health-Acl. Additionally, considaation will be given to entering into concessional
agreements with the provider so that the operation of the facility is shared
between public and private providers. A key matter here is to ensure that once
the facility is fully functional, it is appropriately accredited and enters into
contractual agreements with the NHIA to provide services to a target population
at agreed reimbursement rates.

The NHIA wlll have to develop contraciial areangemenle with suppliers of
pharmaceutical products and other refated corsurmabios: This will be dene
aocording 1o the Netichal Framework Agreement and will be driven primarily from

-a malional ievel (o make use of the purchasing power of the singlefurd.

COSTING OF THE COMPREHENSIVE PACKAGE OF HEALTH SERVICE
BENEFITS

Prior fo the promulgation of the NHI Bili, a complete costing of the
comprehensive package of health benefits that individuals will be entitled to
under the NHI will be undertaken. This costing will be used fo determine the
amount of resources required to adequately furid the provision and delivery of the
covered services within the NHI at all levels of care.

The critical issues which need to be considered under the transitional
grrerigaments for the comprehansive package of senvices Inelude: (i) continuous,
effeciive access o essential primary snd-secandary heallh care sanioes, a5 1he
system js restructured; (i) the strateples that will be adopted in targeting
poputEtions with special needs, especlaily women, children and the incligent who
are the primary users of PHC services {and linking this 1o thetamels et for the
Millernium Development Gaals (MDGs)). The revitalization of sernvicas for
management diarrheal diseases, antenatal and postnatal care will be a critical
priority) (I} the need for detailed needs assessment and gQec-mepping loassess
health facility feaslbility in terms of population movement and funitional axl=ling
fagilitles; (iv) coordination and srengthening of emerasnoy medical serdos=. 1o
enhance the responsiveness of the health system to patients’ needs: (v) health
sector capacity, to mobilize heaith managers and heaith staff from local and
intemational sources to enhance the capacity of the pubiic system; and (vi) how
heaith promotion and disease prevention strategies will be incorporated as part of
the package of eervices. The planned costing for the health services packags
muUst ceary make provisionsfor a surge in utilisation rates of specific services
which-may require spetiskzed care,
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15.3.10NATIONAL HEALTH INFORMATION SYSTEM FOR THE NATIONAL HEALTH
INSURANCE

A key element to quality planning and decision making is the existence of good
quality, reliable and easily accessible data and information. An innovative
pragramme (hal js almed &t crealing's synergised haahh information-systam will
be developerd, Thissystam will be developed in manner that allows for a
streamlined collation of information related to patient profiles at clinics and
hospitals, the financial records of ali NHIA contracted facilities and key moniloring
and evalustion indieatore Additionally, an effective Disssss Suveiiance System
must be gul I place In'the sady ghases of moving ibwards NHl so that proper
poputalion epidemiologicel profiles oan be uged 1o feod |nto polioles 4t
programimes designed 1o address-the nation's disegss burden acrozes & regions
The systems for data collection should L& struciuead In manner that
systematically and cohesively collects information (in collaboration with existing
institutions like Statistics South Africa) on a whole range of issues including:

« Good primary data collection and secondary data analysis;

« Greater care to eliminate bias, misinterpretation and 1o do
sysiematic literature reviews on medical interventions, drugs,
medical technology and health preparations;

« Households views on health insurance, quality of care, and
riecessary services

e Evaluating how providers respond to mixes of payment
mechanisms and the impact of these on the sustainability,
affordability and efficiency of the NHI system.

More attention will be paid to messuing and manilering speaific heallh olblcomes
thradgh @ strengiheried health information system platiorm. Effocd will sloo te
directed at collecting health data backed by formal systems in place for
monitoring standards of the collected data.

15.3,11NATIONAL, PROVINCIAL & DISTRICT STAKEHOLDER & PUBLIC
ENGAGEMENT

A key principle upon which the proposed NHI system is based is the idea of
social solidarity ~ the willingness of the better-off and healthy sections of society
to support the well-being and health of the worse-off and sick members of
society. Therefore, beginning to sensitise South Africans to the necessity for an
NRI with ciear, simple articulated reasons based on the inequities and cost
containment problems that plague the health system at present will help to
gererain pubiic supper for & heslit system based.on the principle:of socisl
solldarity and universal coversge. A systematic sirakagy will be adopied o
sensitize the general public on what NHi is and wivat benefite it provides o
society as a whole. This will help drum up support for smocther implementation
process and one that has buy-in from a wide range of stakeholders

The table below summarises the key aspects of the transitional phase, the
timeframes attached to each aspect and the approach that will be used to bring
to fruition the plans for the NHI and who will be responsible
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Summary of the key Issues, timeframes and approaches for tha trensitional
plan o NHI
Key transitional issue Time frame | Approiach
(years)
* Review existing legisltion ang
THE NATIONAL HEALTH g=1 ensure it is aligned with the NHI
INEURANCE BILL/ACT policy proposal and draft the Bill
* Consultation on the Bill in
Farfiament through public
haarings
* Bill debated in Parliament
*  When passed it goesin (he
Fresidert for elghing and
prormulgelfon
*  Audi curran! Infrasirioiiyre,
HEALTH FACILITIES & J=4+ bidilding and equipment
INFRASTRUCTURE * Determine cost of refurbishment
¢ Develop a plan for
refurbishment
* Continuation of expansion of
current ¢linic building
programme to cover all areas
currently Without adequate PHE
facilities. Investman prorities
lo be delermined
* Revenue Collection
REVENLUE MOBILISATION, 1—4+ . Eﬂun:ﬂs of Flinding
POOLING & PROVIDER PFAYMENT « Mandatary contribution
MECHANIE NS * Bovemment Contribution and
Tae Revenue
» OQut of Pocket contribution
* Revanue Coflecting
Mechanisms
¢ Pooling Functions
* Single-Risk Pooling
¢ Allocalion of National Heatth
Insurance
HUMAN RESOURCES FOR =g+
HEALTH

-
-]
(93]



REGISTRATION OF THE
POPULATION

ESTABLISHMENT OF THE
STRUCTURES & INSTITUTIONS
OF THE NATIONAL, PROVINCIAL &
DISTRICT HEALTH INSURANCE
AUTHORITY

ESTABLISHMENT &
STRENGTHENING OF
PROVINCIAL HEALTH
DEPARTMENTS & DISTRICT
HEALTH COUNCILS

CONTRACTING & PROCUREMENT
PROCESSES

COSTING OF THE
COMPREHENSIVE PACKAGE OF
HEALTH SERVICE BENEFITS

=

NATIONAL PROVINGIALR
DISTRICT STAKEHOLDER &
PUBLIC ENGAGEMENT

ONGOING

NATIONAL HEALTH INFORMATION
FOR THE NATIONAL HEALTH
INSURANCE

1=-5+

174




CONFHIENTIAL AND NOT FOR DISTRIBUTION

FIGLIRE: A DIAGRAMATIC PDRTRAYAL OF THE TRANSIGNAL ARRANGEMENTS |
STRATEGY:

= IRATEGY

FRE-NHI
IMPLEMENTATION
PHASE

POST-NHI
IMPLEMENTATION

Prepare the health syslem for NHI impletiantation

Legislalive processes (NHI Biil)

Enhance and accredit heaith facilities & build
new ones

Mobilise HRH and support staff at all levels of
the health system

Develop & implement a multi-pronged strategy
for population registration

Establish and sirengthen PHAs & DHAs
Develop contracting & procurement processes
congruent with a single-purchaser NHIA mode!
Comprehensive costing of the NHI benefits
package

Develop and strengthen health information
systems in the country

Continued

Accreditation and strengthening of health
faciiities

Registration of population

Sirengthening of PHAs and DHAs
Assessment of medical procedures,
interventions, drugs and medical technologies
to be part of the package

Strengthening & refinement of the HIS and
refated matters

NHI information sharing: community education,
stakeholder engagements, etc

15.4 PRINCIPLES CONSIDERED FOR TH

ARRANGEMENTS

E IMPLIMENTATION OF TRANSITIONAL

YA
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The key principles for the transitional strategy in each of the 9 components of the
heaith sector listed above will be:

= Equify: Expansion of service provision to underserved areas, the poor and
vuinerabile population sub-groups. This will ensure that those with need benefit
the meet. —

* Effectiveness: Increasing the access to and quality of key services such as
surgical basic care, laboratory and other diagnostic services and in-patient care
retevant to conditions that contribule most to the burden of disease {e.g.
HIV/AIDS & TB). This will help the country reverse its dismal performance with
regards to the health-related MDG targets,

* Appropriafeness: Adoption of new service delivery models to respond to new
health needs and new ways of doing things. This will include developing
appropriately detailed accreditation norms and standards so that the covered
population has access to acceptable, good quality health care services

s Efficiency: Greater overall efficiency with savings used to finance some of these
measures. The key hers will be to eneure that minimal resources are Spent on
the administrative struciras.of the NHand (hat valus-fer-moneyis achievad In
the fransiafion of resources inic 2c1ua! services for the pecple.

The most urgent need is to ensure that the public seclor is well-capacilated to deliver
the envisaged services at all levels. This will ke it sasiar for (he NH] Authorty o
lranslate into access the clearly defined com prehansive health care package snd
public health programs (services and activities! that réduge vulnarabiliies, promots
financial risk protection and save lives. Primary Heslih Care (PHC) servises should
be easily accessible where people live while the existing referral system to
secondary, lertiary and fustsrmary sere senvices shauld bo strenglhensd (o ansure
sffective eonlinuity of care.

155 CONCLUSION ON TRANSITIONAL ARRANGEMENTS

It is apparent that if a number of factors are appropriately and adequateiy
addreseed then unlversal coverage through NI will be achieved in o relzilvely
-hart time I Scuth Africs. The general level of governmenl Slocalions 1o heallh
Wl piay =t critical role in tha sbility of the Stete to revs mip snd anhance the qualily
of services provided in the publle Realth'saciar Slgnificant linanclal resatroes will
e required to mobllize human ressiirces for health (i.e. to capacitate the public
Setior facllifies to accspted nome), 1o trein mansgers and adminstrators, to
uncertake Ihe facllites accrediiation procsssas, and 10 build =ddillensl and
revitalize sasting health sstablishments.

Another relevant factor in the transitional arrangements is the speed with which
those in the formal and informal sectors of economy can be registered to start
enjoying the services in the comprehensive package. The existence of a
relatively large Informal econamy in the aaricultural, mgnufacturing snid service
sectors of the country dictates that an =ffeciive, muitl-pronged reglstration
strategy must be developed to ensure that all people that must be registered are
registered. Sufficient capacity must be provided for to deal with administrative
difficulfies and complaxiise sesociaind With assessing Incomes and collecting
contrbutions bessuse 5o many pecple do not recelve g fomal salary. This may
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impede provision of health protection for the informal segment of the population,
especially when the NHI wauld be funded from both earmarked contributions and
general tax. Related to this matter is the size of the administrative costs which
may be influenced further by the distribution of the national population. The
population in urban areas, where there is likely to be at least a minimum quality
and quantity of infrastructure, services and communications, and high population
density, is likely to be easier to serve with the NHI system than a widely
dispersed rural population. ’

A further factor is the country’s ability to administer. The establishment of an NHI
Authority requires a sufficiently skilled labour force with technical capacities and
expertise in various professional fields. Secondary and tertiary education should
ideally respond fo such training needs. Related markets, such as in financial
services, other insurance businesses and even well-established international
organisations must be drawn upon to provide appropriately trained personnel.
Their staff can also be called upon to be involved in the training and general
capacity building of NHI Authority's staff.

While it may seem nebulous to some, the level of solidarity within a society and
the ability of the implementers to draw on this can go a long way in influencing
the pattern of implementation and the ensuing successes of the process. A
society with a higher level of solidarity is interpreted here as being one where
individuals are more willing to support other individuals. A system of full financial
protection requires a significant amount of cross-subsidization, both from rich to
poor and from low risks to high risks. Obviously the appropriate level of solidarity
to enable such cross-subsidization is context driven. Therefore, at times
policymakers can impose solidarity through legisiative mandates, but it must be
kept in mind that a sufficient degree of innate solidarity in society is needed in
order to implement and sustain the cross-subsidization inherent within NHI.

Finally, it will still take government's stewardship to launch and guide a process
that leads to compulsory health insurance for all. The stewardship of the heaith
system is the responsibility of the State. The State is responsible for the welfare
of the popuiation, and concerned about the trust and legitimacy with which its
activities are viewed by the cilizenry. One important element of governmental
stewardship is therefore to allow the various stakeholders and the population at
large to have a voice in policymaking. Open and transparent political debate and
availability of information help the population to gain trust in government and
other agencies involved in NHI implementation. It is therefore warranted that the
stakeholders to NH, the providers and the population (for example through
community and professional associations) are engaged with in the process of
decision making so that consensus is reached. Key to this process is for a policy
champion’ to push for the implementation of the NHI and garner public suppori fo
ensure buy-in from the national population.
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ANNEXURE A: KEY COMPETENCIES FOR HEALTH MANAGERS

Data far this sludy come from & cross-secticnal survey'of hospilal MENagars In
the public and private seciors in South Africa, Lging & sel-adminisierad
questionnaire. The survey was acnducted among all maragsrs of public kospltsls
insix of the provinces in South Africa (3 prayinees did not respond te. the call to
participalel and all managers of private hosplials registered with e Hospital
Asspclation of South Africa, who reprasent 84% of private hospitals n the
couniry, The sample comprisad 215 public sector managers and 188 private
seolor managere,

The respondent had to rate a list of 39 management competency items in a self-
assessmenl survey, The competencies were denved from the literaiure and
-savaral otherstakelolders with ar imerest In hospital management.

Key competencies for health managers {adapted fram Pillay™®)

GELF MANAGEMENT
Time management

Balaneing wrk and (o SELEE

_Self awareness
Self development

 CONTROLLING | TASK RELATED SKILLS

Medical informatics

Structuring of health services organization

| _Financial performance evaluation

Budgeling and resource alloeation

Measuring performance of health care organizations
Evalieation of heatth service technology

Qually conlrol and improvement In health service organization

HEALTH DELIVERY
Clinical competance and experiise
| Abilily to cxmsitact clnical audit
| Health promolon sidls

"® The skills gap in hospital smessemcat- 2 compartive analysis of hospital manegers in the public and
Privele socines in Sonth Affics - Oririnal Besenrch Antidle, By Bubls Pillny, LUWE
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Epidemiciogic analysis
_Managed health care principles
Evidence based medicine
Bioelhics

ORGANISING
| Conjputing glilks ® =
_Me==oement of information systems
Markshing of ieslth care organization
Human resource management

| Leaming 15 expurienos

Marssng deivary

Heaith economics

PLAHNING

Understanding the disfrict health system

|_Siralegic thinking

Fainnng for fulirs needs

| Analyals of kileinat shd exjgrnal environment of organization

| Anilysis of the wider heallh systern

Analysis of government pregrams
Elutgeding and resource allocation

Health economics

PEOPLE RELATED SKILLS )

Molsvalbong stafl —
_Managing people and teams
Communication skills
Managing confhicl
_Manapement of change
Labour relations

ETHICAL LEGAL
INleceiy 5nd sthical conduct
Analysis of legal issues

Key competencies for nurse managers (adapted from Pillay™)

Data for this study come from = efoss-seclional suriay of senlor nursing
managers in the public and private sectors in South Africa, using a self-
administered questionnaire. 215 senior nursing managers in public hospitals in
six of the nine provinces in South Africa (3 provinces did not respond to the call
to participate), and 205 senior nursing managers in private hospitals registered
with the Hospital Association of South Africa, who represent 94% of private
hospitals in the country, were surveyed.

220 The skills gap in hospital managemment: a comsparative analysis of nurse managers in the puhlic and
private sectors in South Africa - A Research paper, Dr Rubin Pillay, TIW
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Module 9: Strategic Marketing and Customer Relations

Exit level outcome

Explain the impact of marksting resesrch on service delivery

M| —

Use information to develop an appropriate marketing mix for an
organisation .

Conduct an environmental analysis to determine specific market
variables

Devalop-an effective mesrketing plan far an ormanisalion

Differentiate between marketing of goods and thet of services

Demonstrate a customer focus in sarvice delivary

= O

Render market-driven, customer-focused services lo a specific larget
Hroup =

Exit
fevel
outcome

Learning outcomes

1.7

Understand marketing in the context of customer needs, wants and
demands

1.5 | Apply ihe grinciples pertaining fo the markefing concept

Differentiate between marketing of gouds and that of seryices

12,
!4I

Develop an affective marketing plan for the ofganisation

Select an appropriate segmentation sltategy for the organisation

Determine an effective communication strategy for the marketing
intervention

Explain the role of customer satisfaction in relation to service delivery

=R B (N W=

Use the concepl of provider gaps
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Exit level outcome

Understand the basic financlal soncepts, procedures, caloufatinns and

. - Y -
Y EEER | e S i e W R e T —- A

’ activities of an enterprise ) !
2 Demonstrate analytical skills ihraugh finding, organizing, assessing and, |
“analyzing financial data appropriate to a given situation
3 Use ratio analysis to understand the performance of an organization
2 Demanelrate [nformation technelogy skils as ey apply o 008y
businiess efvironment 1o solve business problems i
8 Communicale effectively uging wittten maihamatical skilis by drawing up |
& [udget and use it fo control costs
Exit | Unit outcomes
level
outco
me _ ] |
1, Draw Up & balance sheat |
4.5
1.4 Draw up & profit and loss secounl '
1 Reoogrise Ihe key ageounting conventions |
25 Demenstrate recognition of the souree; Now and distribution of meney |
2 Explain the differeénca betwest profil and cash
3 Use selected ratios-to analyse the liquidity of trganisations _
3 Caloulate profitahility rafios-and comment o organizatlonal performance |
Determine gearing and growth (Inveslment) ralios and use tham fo
3 interpret the effects of a organisation's capital siructure on [te current
profits; future profits and capital ralsing potantial
3 Evaluate organisations’ use of assets using relevanl ratios
3 Calculate employes ratios
2 Appraciale the key faclors in Budgelary planning and contro)
2,3, Prepare-a masier budget (profil and loss accolnt and balance sheet)
45
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Self-development,

CONTROLLING

CONTROLLING

Medical informatics

Nursing slandard and guideline setting

Structuring of health services organization

Assessing the impacl of health services delivery on
healih of population

LR

Financial performance evaluation

Agsessing the qualily of care

| Bucosling and resource allocation

Assessing patienl salisfaction

Measuring performance of heallh care
organizations

Evaluating healih service delivery programmes

Evaluation of health service iechnolooy

Evaluating financial performance

Quality control and improvement i health
__service organizalion

Measuring of organisational performance

Providing feedback fo patients and uinff

HEALTH DELIVERY

| HEALTH DELIVERY

Uk of iricis 1o standardise patient managemin

. Binkcal compétance and exgerlise

Ability to conduct clinical audii

'Evaluating medical necessily and P e e ——"—

products or interventions

Heallh promotion skills

Planning and implemeniation of hrelti firemmtion

programmes

Epidemiologic analysis

. Use of epidemiological data

| Managed heallh care principles

Delivery of primary preventive sy s

Evidence based medicine

fntegration of nursing services with district health
system

Delivery of curative services

Bioethics
Implementing doclors' orders

ORGANISING ORGANISING : i
Budgeting

| Compuling skills
Management of information systems

Cordrolling and allocating fim===iat fesuurses

Using management information system

Markzling of health care organisation
_Learning from experience

Using health service_iechnofogy

Managing of nursing qualily

Managing daivery

Health economics

| Managing of environmental safety and senitsfion

Sefting organisational culture

Communicaling crganisational goals

Implementing health qualily improvement systems

PLANNING

PLANNING

Linderslanding the district heakth svstem

Planning programmes

Stralegic thinking

Creating a vision for the hospital
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Planning for future needs

Planning further needs and developments

Analysis of internal and =xt=rnal
environment of organization

Developing arganisational goals

Analysls of the wider health system

Preparing of a strategic plan

Analysis of government programs

Planning of resources

Budgeting and resource allocation

Sttucture Health Service organisation

Health economics

PEOPLE RELATED SKILLS
Using HRM principles appropriately

PEOPLE RELATED SKILLS
Molivaling siaff
Managing people and 1eams

HR planning

Communication skills Managing personne]

‘Managing conflict Planning nursing training

Managerment of change Labour relations

Labour relations IRz gy Uy

Human resource management Motivating empioyees

Managing conflicts

Managing worififorce diversity

'ETHICAL /LEGAL

| ETHICAL LEGAL |
Identification and analysis of an ethical issue in a

Integrity and ethical conduct health care setting

"Identification and analysis of an liability issue in a

Analysis of legal issues health care sefting

- Labour-related legislation

Health-relaled legislation

186
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ANNEXURE B: EXAMPLE OF MANAGEMENT DEVELOPMENT
CURRICULUM

1. PURPOSE OF THE COURSE

The programme has been designed to develop the participant's stiategic
management capabllities by broadening thelr view of 1helr role in the heslih

sectorand developing key managerial competoncies required o successfully
managa In-such an environment,

1. LEARNING OUTCOMES

After sngaging in the lgarning.challengs and assessment opporiuniles
inheranl in {hik course the garbicipant will be able 1o mest the followlng
outcomes: -

Critical cross field ocutcomess

o ldentify and solve problems through critical thinking;
o Werk effectively as members of a team;

Collecl, analyze, organize and evaluate information:
o Use science and technology responsibly; and
o Communicate effectively using electronic means.

Exit level outcomes

Apply fundamental management principles in a wiirk-based context;
Apply quantitative methodologies in making work-based decisions;
Utilise technology to communicate effectively;

Conduct basic research;

Solve marketing problems;

Interpret financial statements;

Manags information in a business context; and

Demonstrate knowledge of basic economic principles.
3 MODULES

C 0000000

Module 1: Managing Yourself

| _No Exit level outcome
1 Demonstrate self-management skills such as decision making and
) goal sefiing
2 Exert control over their lives through the application of time and

sirass managsrment stralegies

Plan and set short-and |Dn@:=!Eﬁ]j personal developmert goais

3
4 ~ Prioritise changing and often conilic ng demands
5

Reflect on the effectiveness of their planning and modify their plans
i 88 required
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- Demaonstrate enbanced self awareness
f Demonstrate varieties of sirategies for personal development
planning
[ 4 Demonstrate positive behaviours |
Exit .
level Learning outcomes
outcome I
6 Identify the component elements of the conoept of persanality as '
described in the dominant models
6 Fvaluate the benefits and problems of personality testing as an aid to
management decision-making 1
Identify the attitudes thal have a negative influence at work and i
1,5 delermine the best stralegies and 1ools to adopt when altempting to
change attitudes
6 Explain the significance of perception in determining behaviouy
6 Identify the problern that differing perceptions can create within an
organisation =
g‘?’ Examine the values which affect your behaviour
1,2, Analyse how you spend your time and identify what strategies to use
3.7 lo deal with “time robbers” A
1,2, Understand what causes stress and identify the sirategies for coping
L with stress
y Identify the interpersonal skills required to allow relationships to
_develop -
5,8 Madel positive assertive behaviour and skills ==
;g Apply proper planning principles in your personal goal setting

Module 2: Human Resource Management and Development

—

Exit level outcome

1 Demonstrate an understanding of employment relations In an
organisation

2 Apply & number of motivational theories in practice

3 Solve problems by applying human resource managemasril
procedures and technigues applicable to the immediate working
environment - n

4 Understand critical labour legislation as it applies 1o the immediate
wiarking environment

5 Understand the principles of neootiation

6 Demonstrate an understanding of what a legal contract and

agreement is
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agreement is

Exit
lawval Learning outcomes
DUEDmE |
1 Differentiate between the personnel management and human
resource management - - N
1 Appiy the HRM principles that form an integral part of your role as
manager
9 Identify a number of motivational theories and use them to develop
_ stralegles for Improving motivation within your organisation o |
3 Ideniify the tvpes of behaviour found in Qroups =
3 Define the various roles required o ensure that a team functions
effectivaly ' |
3 Manags group conflict
- Understand the overali objectives of the Labour Relations £ct 66 of
= 18485
6 Give an overview of the cbjectives of the Basic Condilions of
= Employment Act 75 of 1067
3.5 Understand the pringiples of negotiation involved
. Give an overview of the aim of ithe Employmant Eguity Act 55 of
1998
a6 Demonstrate an understanding of what @ legal conlract and

Apply the skills required in a discipiinﬂry-anignavante situation
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Resource Mobilisation and Donor Relations

Exit l[evel outcome

|dentify and solve problems related to lack of resources by using
crilical and creative thinking - _—
Undertake the différent processes of the resource development
cycle

Apply entrepreneurial thinking to fundraising strategies

and proposal

:

Communicate effactively by writing a successiul case statement

Demonstrating an understanding of the world as a set of related
systems by recognising the challenges and common mistlakes in
raising funds

Working effectively with others as a member of a team, group,
organisation and community

Exit
level
outcome

Learning outcomes

Understand the difference between fundraising vs. fund
development within the challenges of the South African context

Know the different types of fundraising practices

Appraise possible sources for your own organisation.

Write an feasible funding proposal, that takes into account the
common pitfalls and demonstrates elements of what makes a
proposal get funded

Conduct an comprehensive internal and external assessment of
your organizaticn

Articulate and evaluate your cause and program(s) to ensure
sustained financing to meet your development objectives

Develop an effective case statement

Identify potential partners that can help advance your
organisation’s cause

Demonstrate an understanding of the key components of
maintaining relations with donors
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Module 4: Understanding the South African Healthcare Environment

=

Exit level outcome |

refated systems while recognising the political, social and economic

Demonsirale:an understanding of heaim syslems as A sel of _|
pontexls Invelved

Identify, analyse, orgarise and criically evaluate the main policy |
debates an funding and pravision of care

Understand the frands and drivitg ferves thal shape heslih policy |
reform

Demonstrate st tudes appropriate (o promote values of solictarity |

and cormmitment with (he patisnt commuity =
Show respect for the diverse opinions, values. belief systems, and
confribullons of others

I
Communicate hig/her understanding of the framework of 1he Soih |

African heallh system in &l the weltten sesignments in this oourse |

| Exit
level
| outcome

Learning outcomes

1

Demonstrate an underslanding of heaiih Syslems a5 & 5al of
related systems while recognising the political, social and economic
contexts involved

12

Ielernitlfy, analyse, arganise and pntically evaluate (b maln policy
debigtes or funding and provision of care

2|2

Understand (he trends |hat shape dedision making in healih

Demonstrate a general understanding of the South African heglth |
syslem’s siructure and funding

Analyse the contribitilion of he epldemiclogizal and demiographic |
faciors 1o the health challenges in South Africa,

Demonstrates altitudes appropriate to promote values of solidarity
and commitment with the community

L

Show respect for the diverse opinions, values. belieF systams, and
eontributions of ofhers,

2.4

Urerstand the key statules of parlliament relating to haaih and
health care practitioners on the delivery of health care

Recognise the opportunilies and threals that are pesed by

globalization of health care
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Module 5: Project Management

1

| Exit level outcome

Develop a project plan based on the phases of the project cyiie

2

Caollecl, organize, analyee and erilically evaluate the roles and
Imerests of stakeholders so that appropriate technlaues are
selecled for approaching and obtaining their positive response

Demonstrate an understanding of the world as a set of interrelsied
systems by recognlzing that factors influencing the projsct activiies
ot e healthcare manager db nol exist in isclation and that wider
palitical and community issues can affect operations

Communicate effectively using visual, written and oral
communication modes to manage plans for a project

Work effectively with others as a member of a team, group,

arganization ar commupity for the planning of the project
Appreciate that it is people who make a project a success, not just
the use of projsct management tools

Value the need for flexibility, creativily, and not adherence fo rigid
prescriplions:

Exit
level
outcome

Unit outcomes

1

Develop a project plan based ur (he phases of the project cycle

Pl

Collect, organize, analyze ani crilleatly evalusts the rolas and
interests of stakeholders so that appropriate techniques are
selected for approaching and obtaining their positive response

€3

Demonstrate an understanding of the world as a set of interralated |
systems by recognizing that factors influencing the project activities
of the healthcare manager do not exist in isolation and that wider

political and community issues can affect operations

Communicate effectively using visual, wrilten and oral
communication modes to manage plans for a project

on

Work effectively with others as a member of a leam, Qroup,
organization or community for the planning of the project:

Appreciate that it is people who make & project a success, nol Just
the use of project management tools:

Value the need for flexibility, creativity, and rot adherence to rigid

prescripiions.

1G24
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Module 6: Managing Strategy and Change

Exit level outcome

identify the nature snd process of slrategic management

ihentity and solve problems by using ischnigues assoiatad with

- stratégio managament - . -
3 Wurk effactively with-athers as a member of a feam, QL.
argarsation, ommunity
T= Communicate effectively to manage resistancn o change
Demonstrate an understanding of the world &5 a sat of relatsd
) systems by recognising that resistance to change does not exist in
isolation
Exit
level Learning outcomes
oulcame
1 Describe the concept strategic management
4 Identify the three phases that constitute the: slra‘uagn, management
| process
1.2 Conduct an environmental analysis of your urganlaatlﬂn qulng &
: variety of {ools
1 Explain the importance of matching resources to strateqy
1 Describe different types of strategies
i Discuss the drivers and barriers to strategy impiementation
i Discuss reward systems as a driver of strategy lmplementat:on
4 Explain (he difference of (he thres types of change provided in the
generic model of change
25 Explain why resistance to change is a natural and innate response
) to new situations _
g‘d' Provide guidelines on how to manage the resistance to change
[ 3 Explain how a manager will attempt to effect change in an

individual
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Module 7: Leadership

Exit leval outcome
1 Identify and assess difigrent perspectives on, and approaches towards,
— leadership issues to'inform decision-makirg
= Differentiate between Manager and Leader behaviours
I Understand power motives and bases
4 Explain the meaning of Leadership Style as it relates to Situational
- Leadership theory o
A Develop a Leadership Approach thiat maiches the nesds of the
5 organisation, staff and self _
6 Use and adapt relevant leadership and managemeni knowledge and
skills to practically engage with problems in the workplace
7 Underiako the Six Essential Tasks of Lezdership
a Communicale effectively using writlen and spoken word and listening skills in
- arder 1o develop relafionships, manage conflicts and work across differences
Exit
level Learning outcomes
| outcome | »
il Discuss the challenge for leadership in South Africa :
2 Differentiate between behaviours of managers and leaders
1,2, Explain the various roles of leaders and managers in an organisation
3 and their use of power
1.4 Identify leadership theories as evidenced by the behaviour of others
1.4 Explain the relevance of Silustionaf Leadership o your current position
5 Develop your own |leadership approach that matches the needs of your
— organisation, stafl and vourself
6 Explain how and when interpersonal skiils will be applied by managers
and leaders, in both the wark and personal situations
6 Identify the behaviours and roles people demonstrate in teams
6 Manage diversity in teams
6, 8 Design a conflict resolution strategy _
7 Distinguish between the qualities of an effective and ineffective leader
7 Describe the Six Essential Tasks of Leadership
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Module 8: Managing Information (M&E)

_Exit level outcome

1 Differentiate between survzillance. audils, monitoring and evaluation Tl
2 Apply a structured process to effectively develop 3 Manitoring and
Evaluation plan ' "
3 Select and make use of relevant Monitoring and Evaluation indicators
4 Implement the Logical Framewuark as an active tool for Monitoring and
Evaluation |
5 Gather and analyse qualitative and quantitative data, and effectively i
presant such dala as interpreted information -
6 Understand how to utilise Monitoring and Evaluation data fo improve
cecisipn-making and implemantalion podormance |
Exit
:__f:l:!: Unit autcomes
me -
Understand the monitoring and evaluation framewnrk in the conlexl ol
1 indicators and data sources
|12 Selacl and use appropriste indicators and tols for an M&E plan
2 Formulate an understanding of the ethical and legal issues surrounding
monitoring and evaluation
2,3, Demonstrate an understanding of the components of monitoring and |
4,5 evaluation
2,3, Be able to develop a monitoring and evaluation plan
4,5
35 Formulate study design and methods '
3, 5, | Communicate research findings in graphe and writtan format
6
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Module 9: Strategic Marketing and Customer Relations

Exit level cutcome

L 1 Explain the impact of markeling research _-;fl_i_'l__ﬁﬂrwra dellvery
2 Uge information lo develop an appropriate markellng mix for an
organisation
3 Conduct sn environmertal analysis to determine speciflc markel
, variahles
4 | Develop an effective markeling plan for an arganization '
6 Differantiate belween marketing of goods and thal of services '
6 Demonsirate & customer focus | in service delivery |
7 Render market- driven, customer-focused services {o a specific targel
group |
Exit ' Learning outcomes |
fevel |
outcome
17 | Understand marketing in the context of customer needs, wants and |
" | demands
1,5 I| Apply the principles perlaining to the marketing concept |
| Differentiate between markeling of goods and thal of services |
1.2, | Develop an effective marketing plan for the organisation
34, | |
_ 5 | |
2 |  Select an appropriate segmentation strategy for the organisation
6 Determine an effective communication strategy for the marketing
| intervention
6 I Explain the role of customer satisfaction in relation to service delivery
1 | Use the concept of provider gaps
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Moduie10: Financial Management

Exit level cutcome
p Understand the basic financial concepls, procedures. caloulations arid
= aclivities of an enterprise . ]
2 Demonstrate analylical skills irough finding, arganizing, assessing and,
analyzing financial data appropriate to & aiven sifuglicn .
3 Use ratio analysis to undarstand the perormance of an arganization
4 Demonstrste Infarmalion tachnology stills as they apply o today's.
il business enviranment to solve business problems
5 | Communicate effactively using writlan mathaematicat skiils: by drawing up
: a budget and use it to controf costs
"E'_.n;ll Unit outcomes
level
outeo
me
o H Draw up a balance shael
4.5 |
1.4 Draw up a profit and loss accouni
4 Recognise he key Sccounting sonveniions N |
25 Demonstrate recognition of (he source, flew and distribution of TGy
2 Explain the differsnce between profit and rash I
4 Use selected ratios o analyse the liquidity of orgenisafions
Calculate profitability ratios and comment on organtzational performancs |
Detarmine gearing and growth (invesimen) ralios and use them fo
3 interprat the effects of a ganisation's capiial structure on Its current
profits, future profits and capital relsing potentizl
5 Evaluate organisations’ use of azsais using relevant rafios
3 Calculate employss rating
2 Appreciate the key factars | budgslary plannitig and conirol
2,3, Prepare a master budget (profit and Iless account and balance sheat)
L 4.5 '
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ANNEXURE D: SUMMARY OF HOSPITAL LEVEL SERVICES BY TYPE OF
HOSPITAL
Proposed Package of services to be offered at different hospital types for the NHI

- @ A=A

Specialist  services
available on site

Anaesthetics

Diagnostic Radiology

General Medicine
Service
General Surgery
Service

Mental Health
Services (Psychiatry

& Psychology)

Neonatology
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Obstetrics & Gynae
Services .

Orthopaedic surgery

Paediatric service

Rehabilitation centre
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ANNEXURE E: HEALTH SERVICES EXCLUSIONS LIST
1. Principles:

b} The exclusion (I8t should take cegnizance of the epidemiology profile of
he natlonal popllalion &nd the ensuing  Butden of disease facing the
population

¢} The exclusion list must be kept to the minimum

d) Decisions of conditions to be excluded must not adversely impact on
acrassibility W hesftheare dand the principla of unlversal COVErage

e) The aifordability or cosl of an intervention or health service must not be
the only basis for excluding it from the comprehensive package of services

f) Appropriale mechanisms and structures will be developed 1o regutary
review the excluslons lists in (ine with emergihg evidence and clinical

_ practices

g) Professionals’bealthcare glvers will have the apportlnity o appropriately
motivate why an exclusion should be paid for by the National Heaith
Insurance Authority and this motivation will be reviewed by a team of
appropriately qualified healthcare professionals.

e e Y DRI DR B |

2. General conditions and services to be gxcluded

a) Health care services of an elective of cosmetic nature that have not besn 1
approved by the Benefits Advisory Commitiee, e.g. non-essential nasal
reconstruction, otoplasty, blepharoplasty and or bat-ears. I

b) Health care services relating to breast reductions and cosmetic
reconstruction that have not been approved by the Benefits Advisory

Committee. _ I
c) Heallh vare services relating to infertiiity _
d) Fallure to follow the advice of 8 medical or denial practitioner or to '

undergo health services/treatment as recommended by a medical or !
dental practitioner

e} Heallh cara services relating to wiliful self-inflicted illness or Injury |

f) Heallth care sarvices relating 1o Injuries sustained during participation in
unprofessional sporl, Unregistersd and unofficial (illegal) speed contests
and speed trials

g) Health care services relating to injuries sustained during participation in a
willful and material violation of the law |
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h) Health care services relating to injuries sustained during a willful iliegal
participation in war, terrorist activity, civii commotion, rebellion or
insurrection.

i) Health care services relating to illegal experimental, unproven or
unregistered treatment ,

i} Health care services relating to any complications that may arise from NHI
exclusion

k) Health care services obtained out of the borders of South Africa without
due notice having been filed with NHIA prior to departure.

1) Any benefit not specifically stated in the schedule of primary, secondary,
tertiary and quaternary levels of care.

This list acts as a summary only and will be superseded by the registered
NHI Ruies and Benefits Committee or equivalent thereof with due regard to
the principles of Comprehensive Package of Healthcare Services.

3. Dental Exclusions

a) Pulp capping (direct or indirect)

b) Polishing of restorations

¢) Ozone therapy

d} Metal base to full dentures, including the laboratory cost

e) Dental bleaching and porcelain veneers

f) Fixed prosthodentics used to repair occlusal wear

g) Peridontal flap surgery and tissue grafting that have not been approved by
the NHIi qualified service provider

h) Perio Chip

i) Apisectomies in hospital that has not been approved by the NHI qualified
service provider

j} Orthognathic (Jaw correction) surgery and the related hospital cost that
have not been approved by the NHI qualified service provider

k) Hospitatisation for dental implantology that have not been approved by the
NHI gqualified service provider

l) Snorng appliances that have not been approved by the NHI qualified
service provider

m) Cast of gold. precious metal, semi-precious metal and platinum foil

4. Waiting periods

NHI may not 1mpose waiting periods although NH! Agency has the right to
request anc obtain medical history with regards to medical diagnosis, treatment
and care

Therefore,

In principle no waiting period except in the cases of time lag while for formalizing
administraticr, issues:

a) Ensuring inat the individual is properly registered in a resident District
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b} Individual is loaded in electronic patient record system
Individual is presenting him/herseif to an unaccredited facility thus taking time to
sort out whether there exists a contractual and payment arrangement with
affected facility/service provider

ANNEXURE F:

The following tables are taken from Broomberg and Shisana (1995). Table 3 (numbering
from original report) provides estimates of need based on a detailed, hypothetical cost
model that used data from health centres in Alexandra and Soweto. On the basis of this
model they estimate human resource requirements for each category of personnel in the
PHC system, over a five year period between 1996/97 and 2000/01 (see Table 4).
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