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1. Introduction 

1.1 The South African Private Practitioners Forum ("SAPPF") is a voluntary 

association of private practitioners working in the South African private health 

sector.  The organisation has a membership base of approximately 3000 

specialists representing most specialist disciplines, as well as 3500 other 

practitioners, including general practitioners and ancillary health care 

practitioners.  SAPPF acknowledges the transformative elements in the 

Constitution and the Constitution’s commitment to improve access to health 

care.  Furthermore, our humanity compels us to work towards quality universal 

access to health care for all of our citizens, within the constraints of resources 

in Government. 

1.2 On 21 June 2018, the National Department of Health ("the DoH") published the 

draft National Health Bill ("the Draft Bill") and invited members of the public to 

make submissions thereon.1  SAPPF (and the medical professionals it 

represents), as an important stakeholder in the health care industry, submitted 

its comments on 20 September 2018 ("SAPPF's submissions on the Draft 

Bill").   

1.3 On 8 August 2019, the Minister of Health ("the Minister") introduced the 

National Health Insurance Bill [B11-2019] ("the Bill") in the National Assembly.  

The Portfolio Committee on Health invited stakeholders and interested parties 

to submit written submissions on the Bill by 11 October 2019, an opportunity 

that was welcomed by SAPPF and its members.   

1.4 Given the complexity of the issues raised in the Bill and the significance thereof 

not only for SAPPF and its members, but, importantly, for the general public, 

coupled with the time required to engage its members in a meaningful manner 

on proposed comments, SAPPF requested an extension of 6 weeks to submit 

comments on the Bill.  On 1 October 2019, SAPPF was informed that an 

extension was granted until 29 November 2019.  SAPPF wishes to express its 

sincere gratitude for this indulgence.  SAPPF is hopeful that the Portfolio 

Committee will meaningfully consider this submission and the amendments 

proposed.  In this regard, SAPPF requests an opportunity to present its 

submissions to the Portfolio Committee at a date and time suitable to the 

Portfolio Committee.  

                                                
1  Published in Government Notice 635 in Government Gazette 41725 of 21 June 2018.   



  5 

1.5 For ease of reference, SAPPF's submissions on the Bill are thematically 

structured as follows:  

1.5.1 first, an alternative model to achieve universal health care;  

1.5.2 second, the funding of national health insurance ("NHI");  

1.5.3 third, regulatory issues;  

1.5.4 fourth, the operation of the NHI;  and 

1.5.5 fifth, service delivery;  and 

1.5.6 finally, general comments on the NHI Bill and important questions to be 

considered.  

1.6 SAPPF will address these individual themes in turn. 

2. A workable alternative model is available 

2.1 It appears that across the health care industry, both private and public, the most 

contentious issue emanating from NHI and the Bill, in particular, is the 

fundamental lack of clarity as to how NHI will be funded in a sustainable manner.  

The contention resides not in an unwillingness to work towards achieving 

universal health, but because it was raised in previous fora and, more pointedly, 

during the comment period on the draft Bill that this central issue must be fully 

understood in order for the project of universal health to work.  It is thus most 

disappointing that the fulcrum to the sustainability of the project is not addressed 

comprehensively in the Bill.  Instead, the Bill leaves many concerns and 

questions unanswered, particularly in relation to costing and affordability, which 

are vital considerations to be taken into account in the process of establishing 

a public entity.   

2.2 We wish to emphasise that SAPPF supports the pursuit of universal health.  As 

such, motivated by a desire to find a model which will realise the need to achieve 

universal health care for the benefit of all South Africans and, troubled by the 

inappropriateness, unaffordability and unsustainability of the proposed NHI 

single payer model, SAPPF has invested considerable time and effort in 

developing and stress testing an alternative model.  SAPPF strongly believes 

that this model presents a solution which: 

2.2.1 permits of an affordable and sustainable healthcare system based on the 

economic realities we face; 
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2.2.2 will be accessible to all South African residents; 

2.2.3 will be of reasonable quality; and 

2.2.4 will facilitate the integration of all existing public and private structures. 

2.3 In an attempt not to overburden the current submissions, the detail of the 

alternative model has been included as an annexure to these submissions, 

marked "A".  This will be appreciated when reviewing the details of the 

alternative model: 

2.3.1 it does not require a massive re-engineering of the health care services 

and leans heavily on existing infrastructure and in so doing realises 

significant cost savings; 

2.3.2 the two problems of public service quality and private service cost are 

dealt with in a logical and sustainable manner that will improve 

competition between the services;  and 

2.3.3 it makes quality health care more affordable within our current economic 

constraints.  

2.4 The risk of failure of the current proposal is simply too great and the unintended 

potential consequences so grave that we urge the Portfolio Committee to 

carefully consider this alternative.  We note in this regard that the World Health 

Organisation (WHO) recommends that each country develops its own UHC 

model based on the unique circumstances of each state.  There is no "one 

model fits all" blueprint.  SAPPF requests a meeting with the Portfolio 

Committee, and/or the Minister of Health ("the Minister") and/or the 

Department of Health ("the DoH") to discuss the alternative model in further 

detail.   

3. The funding of NHI 

3.1 Mandatory prepayments 

3.1.1 As will be addressed in more detail below, there are several key concepts 

used in the Bill which are either not defined or which are inconsistent with 

other pieces of legislation.  For purposes of this thematic section, SAPPF 

focuses on the term "mandatory prepayment". 

3.1.2 The purpose of the Act as stated in clause 2 is to "establish and maintain 

a [NHI] Fund in the Republic funded through mandatory prepayment…" 
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(emphasis added).  Clause 57, which deals with transitional 

arrangements, states that the "[o]bjectives that must be achieved in 

Phase 2 include the establishment and operationalisation of the Fund as 

a purchaser of health care services through a system of mandatory 

prepayment" (emphasis added).  Aside from these two clauses, the 

phrase "mandatory prepayment" is not used in the Bill again, except for 

being defined as "compulsory prepayment for health services before they 

are needed in accordance with income levels".  While it is not made 

express in the Bill, it would appear that "mandatory prepayment" refers to 

the chief source of income referred to in clause 49 of the Bill, which is 

discussed in further detail in paragraph 3.2 below.   

3.1.3 SAPPF submits that, given the vital importance of the concepts such as 

"mandatory prepayment" and "chief source of income", the scope and 

meaning of these concepts should be made clear and if there is indeed a 

connection between the two, such connection must be clarified in an 

unequivocal manner.   

3.2 Sources of funding and chief source of income of NHI 

3.2.1 Clause 48 sets out the revenue sources of the NHI Fund ("the Fund").  In 

accordance with clause 48, the revenue sources of the Fund consists of:  

3.2.1.1 money appropriated by Parliament in terms of clause 49;  

3.2.1.2 fines imposed in terms of the Act other than by a court of law;  

3.2.1.3 interest or return on investment made by the Fund;  

3.2.1.4 money paid erroneously to the Fund which, in the opinion of the 

Minister, cannot be refunded;  

3.2.1.5 any bequest or donation received by the Fund;  and 

3.2.1.6 any other money to which the Fund may become legally entitled. 

3.2.2 Clause 49 of the Bill, entitled "[c]hief source of income", stipulates that the 

Fund is entitled to money appropriated annually by Parliament and that 

such money must be–  

"appropriated from money collected and in accordance with social 
solidarity in respect of - 
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(i) general tax revenue, including the shifting funds from the 
provincial equitable share and conditional grants into the Fund; 

(ii) reallocation of funding for medical scheme tax credits paid to 
various medical schemes towards the funding of National Health 
Insurance; 

(iii) payroll tax (employer and employee); and 

(iv) surcharge on personal income tax…". 

3.2.3 The Bill further provides that the amount of money appropriated annually 

by Parliament for the Fund must be calculated in accordance with the 

estimates of income and expenditure and paid through a Budget Vote to 

the Fund (as determined by agreement between the Fund and the 

Minister) (clause 49(3)).  It is noted that this is a departure from the Draft 

Bill, which provided that the amount of revenue to be appropriated to the 

Fund should be informed by the size of the population served and the 

average cost of providing health service benefits to users.  These 

provisions have been abandoned in the updated Bill seemingly for no 

apparent reason, and SAPPF submits that such provisions should be 

reinserted.   

3.2.4 Furthermore, the Bill contains no detail regarding: (i) the means by which 

required funding will be determined; (ii) what portion of that funding will be 

allocated to the administration of the Fund, as opposed to the provision of 

health care services; or (iii) what portion of the Fund's revenue will be 

made up by each of the constituent sources.  The Bill also provides no 

details regarding the remuneration of members of the Fund Board, or 

individuals sitting on the various committees.  

3.2.5 Finally, we note that the process to be followed in drawing up the budget 

for the Fund is to be contained in regulations to be issued by the Minister 

at a future stage according to clause 55(1)(c).  Similarly, matters relating 

to the fees payable to or by the Fund, Fund reserves, Fund investment of 

moneys and the nature and level of reserves to be kept within the Fund 

are all to be clarified in terms of regulations yet to be drafted.  This is at 

complete odds with the process of establishing public entities as 

contemplated in the Interim Guide for Creating Public Entities at the 

National Sphere of Government ("the Public Entities Guide") issued by 

the Department of Public Service and Administration in March 2002, 

which is explained in further detail at paragraph 4.8 below.  This remains 

a critical shortcoming within the Bill and we submit that draft regulations 
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dealing with these matters should have accompanied the Bill in order for 

meaningful comments and submissions to be made. 

3.3 Costing of NHI 

3.3.1 The Bill does not provide reliable costing estimates for NHI, nor does it 

offer a clear picture of what impact the NHI will have on the taxpayer and 

whether it will in fact be sustainable. 

3.3.2 Attached to the Bill is a Memorandum on the Objects of the Bill 2019 ("the 

Bill Memorandum"), which, at paragraph 8, deals with the financial 

implications for the State, and provides that the costing/budgeting focuses 

on practical issues, namely: a) the quality of care improvement 

programme (amounts of R75 million, R125 million or R175 million will be 

considered for potential reprioritisation as part of the budget process); b) 

the establishment of the Fund (preliminary costing is R57 million, 

R145 million and R287 million);  and c) the actuarial costing model.   

3.3.3 While it is clear that certain costing calculations have been undertaken, 

the ranges of the amounts are so vast that it is near impossible to get a 

clear sense of the costs actually contemplated.  While a projection will 

often not be an exact science, the estimates provided here appear not be 

based on concrete calculations and if they are, SAPPF submits that such 

a significant aspect of NHI should have accompanied the Bill in detail in 

order for industry stakeholders to make meaningful submissions thereon.  

We again make reference to the process of establishing public entities as 

provided for in the Public Entities Guide which is set out in paragraph 4.8 

below, which appears not to have been followed.   

3.3.4 The following statement was made in the Medium Term Budget Policy 

Statement, 2019 ("MTBPS"):2  

Originally, NHI costs were projected to increase public health 
spending from about 4 per cent to 6 per cent of GDP over 15 
years. However, given the macroeconomic and fiscal outlook, the 
estimates to roll out NHI that were published in the NHI Green 
Paper in 2011 and White Paper in 2017 are no longer affordable. 
The National Treasury assisted the Department of Health to 
develop an actuarial model with updated fiscal costs and limited 
policy reforms to strengthen the current healthcare system. The 

                                                
2  http://www.treasury.gov.za/documents/MTBPS/2019/mtbps/FullMTBPS.pdf (Accessed on 

31 October 2019).  
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revised model estimates that rolling out NHI would require an 
additional R33 billion annually from 2025/26." 

3.3.5 It is unclear whether there is any data to demonstrate that NHI is 

implementable in an affordable and sustainable manner.   

3.3.6 According to the MTBPS, "[t]he 2018/19 revenue outcomes, persistently 

weak economic growth and downward revisions to expected growth in 

major tax bases all contribute to lower projected revenue growth over the 

medium term… these assumptions produce gross tax revenue projections 

that fall short of the 2019 Budget estimates by R52.5 billion in 2019/20, 

R84 billion in 2020/21 and R114.7 billion in 2021/22."3 

3.3.7 It is unclear how NHI will be funded through taxes in the absence of taxes 

being able to sustain the current fiscal requirements of the state?  

4. Regulatory issues 

4.1 Preamble of the Bill 

4.1.1 The Preamble to the Bill sets out several laudable goals including the 

Constitutional obligations on the State to take reasonable legislative and 

other measures within its available resources to achieve the progressive 

realisation of the right of access to health care services.  In light of these 

goals, it is even more unfortunate that there is so little information 

regarding the costing and funding of NHI contained in the Bill.  This is 

particularly so when regard is had to the fact that NHI is not a new concept, 

it is 10 years in the making.  SAPPF is concerned that the implementation 

of NHI in an environment which is not able to afford a very comprehensive 

NHI service basket, will lead to the majority of South Africans having 

access to less comprehensive health services than what is currently 

available in both the private and public sectors.  This, SAPPF submits, 

would certainly not progressively realise health care as contemplated in 

section 27(2) of the Constitution but work to the contrary.   

4.1.2 The Preamble also states that one of its objectives is to ensure access to 

quality personal health care services, yet the Bill contains surprisingly few 

references to the quality of health care.  Instead, the focus appears to be 

primarily on ensuring financial protection from the costs of health care. 

                                                
3  Page 27 of the MTBPS.  
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4.1.3 This protection from the costs of health care is, according to the Preamble, 

to be achieved by the pooling of public revenue for the active and strategic 

purchasing of health care services based on the principles of universality 

and social solidarity.  While the progressive realisation of the right of 

access to quality personal health care services is an admirable objective, 

the Bill contains no provisions relating to the pooling of public revenue.  In 

fact the converse is true when one has regard to clause 3(4) which does 

not, at least in the interim, allow for any change in the current funding of 

organs of state in respect of health services.  It follows that it is unclear 

how, if at all, the pooling of public revenue is envisaged to be achieved.   

4.1.4 Furthermore, the Preamble refers to the concept of "strategic" purchasing, 

which is a  concept which is referred to throughout the Bill.  Despite these 

repeated references, there are no provisions which either define the 

concept, or describe how strategic purchasing is to be implemented and 

undertaken by the Fund.   

4.2 Definitions 

4.2.1 The definitions contained in the Bill refer extensively to other legislation in 

which concepts are defined, including, amongst others, provisions in the 

National Health Act, 2003 ("the NHA") which are yet to be implemented, 

or where the context of such concepts is different from what is intended in 

the Bill.  There are, in addition, some concepts which are undefined yet 

used in key aspects of the Bill.  We turn first to set out examples of 

definitions which create uncertainty, or give rise to discrepancies. 

4.2.2 The term "certified" is defined in the Bill as follows: "in respect of a health 

establishment, means to be in possession of a valid certificate issued by 

the Office of Health Standards Compliance as provided for in the [NHA]".  

As yet, the relevant provision (section 36, which provides that a person 

may not, inter alia, establish, construct, modify or acquire a health 

establishment or agency, or provide prescribed health services without a 

certificate of need) and its related sections in the NHA, have not been 

implemented.  The regulations required for the implementation of the 

certificate of need, in terms of section 39 of the NHA, have also not been 

published for comment.  In essence, the administrative infrastructure and 

prescribed fees and documentation to issue and deal with the certificate 

of need are yet to be established, which leads to further uncertainty. 
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4.2.3 The term "health establishment" is defined with reference to the definition 

in section 1 of the NHA.  The NHA defines "health establishment" 

exceptionally broadly to include both private and public institutions, 

facilities, buildings and places.  The definition suggests that the NHI Bill 

will apply to private medical practices, whether or not such medical 

practice forms part of the NHI.  We submit that this unintended 

consequence arising from the breadth of the definition should be 

addressed in the definition of "health establishment", specifically 

excluding establishments electing not to form part of the NHI.   

4.2.4 Furthermore, it appears that the introduction of the requirement to be 

accredited will, in addition to the requirement envisaged in section 36 of 

the NHA to be in possession of a certificate of need, cause health 

establishments to have to comply with overlapping, dual processes.  It is 

unclear whether the intention is for these processes to run concurrently, 

or whether separate processes are envisaged.  SAPPF submits that 

separate processes would, in addition to multiple other administrative 

requirements flowing from the NHA and the Bill, be unnecessary and 

onerous. 

4.2.5 The definition of "health related product" is exceptionally broad.  A plain 

interpretation of this definition would include any product used in 

traditional medicine or alternative medicines.  It is unclear whether the 

intention is to bring such medicines within the ambit of NHI.   

4.2.6 The definition of "health care service" is similar to the definition of "health 

services" in the NHA, although it differs in that reference is also made to 

provincial and district health care services, which the definition of "health 

services" does not include.  We submit that the terms used in the various 

pieces of health related legislation should be defined consistently to 

ensure conformity in the industry.    

4.2.7 The term "health care service provider" is defined as "a natural or juristic 

person in the public or private sector providing health care services in 

terms of any law".  It is unclear whether public health establishments are 

meant to form part of the definition of "health care service provider" in 

circumstances where, as SAPPF understands it, public health care 

establishments are neither natural nor juristic persons.  Will the legal 

personality of public health establishments change, and if so, how, or are 
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public health establishments meant to be excluded from the definition of 

health care service provider?  This uncertainty must be addressed.   

4.2.8 The term "hospital" refers to a health establishment classified as such by 

the Minister in terms of section 35 of the NHA, which is yet to be 

implemented.  

4.2.9 A "user" is described as a person registered as users in terms of clause 5 

of the Bill.  The same concept is, however, described differently in the 

NHA (i.e the person receiving treatment in a health establishment, 

including receiving blood or blood products, or using a health service).  

SAPPF submits that such conflicting definitions in related legislation 

require rectification. 

4.2.10 Several important and integral concepts referred to in the Bill are not 

properly defined.  These include concepts such as services (not) 

"medically necessary", "health workers", "medical insurance scheme", 

"universal purchasing", "active purchasing", "executive management" of 

the Fund, "non- personal health care services", "personal health services", 

"horizontal networks", "Contracting Unit", "national pricing regimen", and 

"supplier".  SAPPF submits that in the interests of clarity and unambiguity, 

as well as to ensure the correct interpretation of this Bill, these concepts 

should be properly defined.  

4.3 The purpose of the Act 

4.3.1 Clause 2(a) of the Bill states that the purpose of the Act is to establish and 

maintain the Fund by serving as the single purchaser and single payer of 

health care services.  The concept of the Fund being the single purchaser 

and payer of health care services is a concept which is repeatedly referred 

to in the Bill.  However, the Bill also makes provision for health care 

services not covered by the Fund, to be funded either out of pocket, or by 

medical schemes or insurance products.  There are therefore clearly other 

parties involved in the purchasing of health care services and thus the 

Fund is not the single purchaser and financier it purports to be. 

4.3.2 Clause 2(b) proceeds to state that the Fund aims to achieve sustainable 

and affordable universal access to quality health care by "ensuring the 

sustainability of funding for health care services within the Republic".  As 

discussed above, the Bill falls materially short of achieving this purpose 

given that the Bill provides little clarity with respect to the service offering 
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or the funding mechanisms which will form part of the NHI system.  

Moreover, no provision is made in the Bill to ensure the continued 

sustainability of the Fund.  We submit that the Bill should contain explicit 

provisions regarding the operation of the Fund in a financially sound 

manner to ensure the continued sustainability of the Fund (and to achieve 

the stated purpose of the Bill).  

4.4 Application of the Act 

4.4.1 Clause 3 of the Bill provides that it applies to all health establishments, 

excluding military health services and establishments.  It also provides 

that the Act does not apply to members of the National Defence Force 

and the State Security Agency.  It is unclear why military health services 

and establishments and members of the National Defence Force and 

State Security Agency have been excluded from the application of the Bill, 

and furthermore whether such members will be excluded from mandatory 

prepayment.  The NHA does not exclude the members of the National 

Defence Force and the State Security Agency, in fact, the composition of 

the National Health Council includes the head of the South African Military 

Service.  There appears to be no good reason for the discrepancy.   

4.4.2 Given the fact that the stated objective of this Bill is to achieve the right of 

all to have access to health care, it seems peculiar to exclude the rights 

of those citizens serving in the South African military, the National 

Defence Force and the State Security Agency. 

4.4.3 It is unfortunate that the wording of clause 3 refers only to health 

establishments and not to the individuals who are involved in rendering 

health care services.  It is clear that the Bill is intended to be applicable to 

health care providers as well as to health establishments and this 

omission from clause 3 should be rectified to reflect this intention.   

4.4.4 The Bill also does not make any reference to how the establishment of 

the Fund will impact on existing collective agreements between trade 

unions and the public service.  Most notably, the Public Service Co-

ordinating Bargaining Council Resolution 1 of 2006, which established the 

Government Employees Medical Scheme.  These collective agreements, 

as defined in section 213 of the Labour Relations Act, 1995, cannot simply 

be varied or rescinded, or amended in the same way that legislation is 

amended.  Proper consideration must be given to this aspect. 
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4.4.5 Finally, clause 3 states that in the event that a conflict arises between the 

NHI Act and the provisions of any other law, that the NHI Act would prevail 

(except the Constitution and the Public Finance Management Act, 1999 

("the PFMA")).  SAPPF submits that this clause may result in patients' 

rights being infringed, without recourse.  For example:  

4.4.5.1 under capitation payment models, doctors receive payment whether 

they render services or not.  This practice is contrary to rule 7(5) of 

the Ethical Rules of Conduct for Practitioners Registered under the 

Health Professions Act, 19744 ("the Ethical Rules"), which provides 

as follows:  

"A practitioner shall not charge or receive fees for services 
not personally rendered, except for services rendered by 
another practitioner in his or her employment or with whom 
he or she is associated as a partner, shareholder or locum 
tenens;"  

4.4.5.2 if a health care provider contravenes rule 7(5) but still apparently 

complies with the Bill, SAPPF submits that a situation could arise 

where patients are unable to complain to the Health Professions 

Council of South Africa ("the HPCSA") that they did not receive 

services from a practitioner participating in a capitation agreement, 

despite needing such services.  It is unclear whether the Ethical 

Rules will be amended to accommodate and make provision for the 

types of arrangements contemplated in the Bill;  

4.4.5.3 a second example of patients' rights potentially being infringed by 

the supersession of the Bill over other laws is when the treatment 

that is required does not form part of the NHI Essential Medicines 

List or the NHI treatment protocols.  Rule 23 of the Ethical Rules 

provides that a practitioner may prescribe or supply medicine or a 

medical device to a patient, provided that:  

"such practitioner has ascertained the diagnosis of the patient 
…, taking into account the diagnosis and the individual 
prognosis of the patient, and affords the best possible care at 
a cost-effective rate compared to other available medicines or 
medical devices and the patient is informed of such other 
available medicines or medical devices;" (own emphasis) 

                                                
4  Published under Government Notice R717 in Government Gazette 29079 on 4 August 2006.  
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4.4.5.4 if, upon being informed of such other available medicines or medical 

devices, the patient insists on treatment not in the protocol or insists 

on a prescription for medicine not on the Essential Medicines List, 

and the practitioner refuses such treatment or prescription due to it 

not being funded by NHI, the patient will have no ethical recourse 

against the health care provider with the HPCSA.  Again, it is unclear 

if, and how, the Ethical Rules will be amended to provide for 

recourse against a practitioner who acts unethically despite 

ostensibly complying with the Bill.   

4.4.6 Furthermore, section 2(9) of the Consumer Protection Act, 2008 ("the 

CPA") provides that if there is an inconsistency between any provision of 

the CPA and any Act other than the PFMA or the Public Service Act, 1994: 

"(a) the provisions of both Acts apply concurrently, to the 
extent that it is possible to apply and comply with one of the 
inconsistent provisions without contravening the second; and 

(b) to the extent that paragraph (a) cannot apply, the provision 
that extends the greater protection to a consumer prevails 
over the alternative provision…".   

4.4.7 As such, in the event of a conflict and in circumstances where the CPA 

offers greater protection, the NHI Act cannot take precedence and 

therefore clause 3 requires amendment.   

4.5 Population coverage 

4.5.1 In terms of clause 4 of the Bill, the Fund must purchase health care 

services on behalf of South African citizens, permanent residents, 

refugees, inmates and certain categories or individual foreigners.  In terms 

of clause 4(2), an asylum seeker or illegal foreigner is only entitled to 

emergency medical services and services for notifiable conditions of 

public health concern.  Section 27(1) of the Constitution provides that 

"everyone has the right to have access to health care services, including 

reproductive health care" (our emphasis).  SAPPF submits that the 

exclusion of certain people who are present in South Africa through illegal 

means and who are entitled to services for notifiable conditions of public 

concern, might encounter difficulties in having such conditions diagnosed 

and will also encounter difficulties in registering for the NHI fund in order 

to access services for such notifiable conditions, even if diagnosed 

outside the NHI funding environment.  The registration requirements could 

prove problematic for such foreigners without documentation and the NHI 
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fund would have to record that the individual is only entitled to services for 

notifiable conditions.  There would also have to be a separate service 

basket for children of foreigners, which contains the basic health care 

services referred to in clause 4(3) and an indication that they only qualify 

for this basket.  It should be appreciated that the different tiers of access 

to services contemplated under the NHI will inevitably introduce not 

insignificant administrative challenges.   

4.5.2 Clause 4(4) does not expressly state that a person not registered with the 

Fund is guaranteed emergency medical treatment, which, SAPPF 

submits, should be made express.  It is also unclear what recourse a 

person would have in circumstances where, despite being properly 

registered, a person is not able to produce proof of such registration and 

is then turned away from receiving health care.   

4.6 Registration as users 

4.6.1 In terms of clause 5 of the Bill, a person who is eligible to receive health 

care services must register as a user with the Fund at an accredited health 

care service provider.  The practical implication of this clause is not clear, 

as it appears that a health care service provider who wishes to be 

accredited is required to be in possession of the equipment to complete 

the registration process (which appears to include biometrics and 

photographs).  It is unclear whether practices will be supplied with the 

equipment or whether the equipment must be purchased, and possession 

of such a system is not listed in the accreditation criteria in terms of 

clause 39.   

4.7 Complaints and appeals process 

4.7.1 When the Fund refuses to fund a health care service, clause 7(5) entitles 

a user to be informed of this decision, to make representations which the 

Fund will consider and to be furnished with adequate reasons for the 

decision to refuse the health care service.  We note that clause 7(5) is 

worded in a peculiar manner as it would seem to suggest that, on receipt 

of representations, the Fund will consider them and provide the user with 

reasons for the refusal.  The Bill does not, however, make provision for 

the Fund to vary or rescind its decision.  This appears to make the 

representations process rather redundant as the original decision (without 

an accompanying ability to vary or rescind the decision) is a fait accompli 

with the next avenue of recourse being the appeals process.  There is 



  18 

also no time period stipulated within which the Fund is required to respond 

to a user's representations, which, we submit, is imperative in this context.   

4.7.2 The appeals process outlined in clause 43 of the Bill does not make 

provision for an expedited appeal.  This means that, by the time a court 

finds that a refusal was unwarranted and that the Fund ought to have 

funded treatment, the user will more than likely have sought treatment 

elsewhere, will be in worse health, or will no longer require treatment.  

Accordingly, where there is a scenario in which the Fund refuses to fund 

treatment, it is difficult to understand what meaningful and pragmatic 

remedy will be available to the user. 

4.8 Establishment of NHI Fund as a public entity 

4.8.1 In terms of clause 9 of the Bill, the NHI fund is established as an 

autonomous public entity as contained in section 3 of the PFMA.  We note 

in this regard that a fairly onerous process is required to be followed to 

establish a public entity as set out in the Public Entities Guide.  According 

to this document, the process set out in the document must remain in 

operation until it is replaced and/or updated (para 1), which, as far as 

SAPPF is aware, has not taken place.  Broadly speaking, the process for 

creating public entities entails the following steps:  

4.8.1.1 Step 1: Preparing a business case – the business case must be 

informed by situation analysis and strategic plans, identifying and 

assessing service delivery options, governance issues and 

recommending the appropriate service delivery option (para 4.1).  In 

particular, the affordability of the service must be considered, 

including, amongst other things, whether: 

4.8.1.1.1 the cost for the service can be accommodated in the relevant 

department; 

4.8.1.1.2 the expenditure, if any, will need to be incurred by the State 

for the service delivery options;  and 

4.8.1.1.3 the different options are affordable and viable.   

4.8.1.2 Step 2: Assessing the business case – a joint evaluation between 

the Minister of Public Service and Administration and the Minister of 

Finance, supported by their respective departments, must assess 

the business case for an intended public enterprise;  
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4.8.1.3 Step 3: Formalising the establishment of a public entity – the 

relevant executive authority must submit the necessary motivation 

and consent of the Minister of Public Service and Administration and 

the Minister of Finance to the relevant portfolio committee for 

discussion before it is submitted to Cabinet, and then inform Cabinet 

of the consent and request approval to introduce a Bill in Parliament 

for establishing the public entity;  and 

4.8.1.4 Step 4: Implementing the establishment of a public entity.   

4.8.2 It is not apparent from the Bill or the Bill Memorandum that the compulsory 

process above was followed.  In particular, the paucity of the information 

regarding costs, affordability and viability is disappointing.  SAPPF 

submits that if the process was followed, it would have been clear that the 

proposed NHI single payer model is not appropriate, affordable or 

sustainable.   

4.9 Offences 

4.9.1 Clause 54 deals with the offences for which fines and/or imprisonment 

can be imposed.  Of concern here is clause 54(3) which states that any 

penalty imposed under this clause is a debt due to the Fund.  Given the 

fact that the Fund is to be publicly funded, SAPPF submits that it may be 

prudent for such penalties to be paid into the National Revenue Fund as 

the National Revenue Fund is likely to be principally responsible for 

providing financial resources to the Fund.  This would also avoid any 

perverse incentive where the Fund is the party that levies the penalty and 

receives the payment.    

4.10 Regulations 

4.10.1 The Minister is afforded extensive scope in clause 55 to make regulations 

on an array of matters.  There are 28 sub-clauses each dealing with a 

particular aspect in relation to which the Minister may issue regulations.  

It is noticeable that there is, however, no reference whatsoever to 

regulations relating to the determination of prices. 

4.10.2 This is odd in circumstances where clause 10(1)(g) states that the Fund 

(not the Minister) must determine prices annually after consultation with 

health care providers, health establishments and suppliers in the 

prescribed manner which would imply that regulations must be issued to 

govern this consultative process.  
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4.11 Transitional arrangements 

4.11.1 The Transitional Arrangements are set out in clause 57 of the Bill.  A two-

phase implementation of the Act is described and the details of what must 

be accomplished in each phase are listed.  

4.11.2 The first phase of implementation of the Act is currently running until 2022 

(from 2017).  This includes the alignment of human resources with that 

which may be required by users of the Fund.  It also, interestingly, includes 

the development of the NHI legislation, which is now being implemented.  

Furthermore, it includes the purchasing of personal health care for 

vulnerable groups.  It is however unclear under what legal framework this 

purchasing would take place. 

4.11.3 The Bill also makes no mention as to the human resource requirements 

that may be required by the public sector to ensure service provision, nor 

where educational institutions would function with the NHI legislation.  The 

only indication is that the "National Tertiary Health Services Committee" 

would develop a framework governing the "tertiary services platform".  

The fate of administrative staff whose roles relate to the funding and 

purchasing of health care goods is also unclear as these roles would 

become redundant. 

4.11.4 Clause 57(4) lists the objectives that must be achieved in Phase 1.  These 

objectives present a checklist of the structures and processes that are to 

be put in place to allow the Fund to function.  In addition, this clause 

provides a list of legislation that will require amendment.  SAPPF submits 

that a more complete description of the proposed amendments to these 

Acts should already have been included in the Schedule to this Bill, given 

that the Schedule to the Bill contains some, but not all of the required 

legislative amendments.  The result will otherwise be a piecemeal and 

drawn out process of legislative amendments which, it is anticipated, will 

extend far past the stated time period of Phase 1. 

4.11.5 Clause 57(1)(b) describes Phase 2 of the implementation of the Act, from 

2022 to 2026.  It is unclear what is meant by the phrase "mobilisation of 

additional resources where necessary" and the reference to "the selective 

contracting of health care services from private providers" is equally 

vague.  No mention is made of the basis on which such contracting will 

occur, or how such private providers will be selected.  Clause 57(5) 

provides that the objectives of Phase 2 are the establishment and 
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operationalisation of the Fund as a purchaser of health services through 

a system of mandatory prepayment.  The meaning of this is, again, wholly 

unclear. 

5. Operations  

5.1 Health care services coverage 

5.1.1 In terms of clause 7(2)(c), should a health care service provider or health 

establishment not be able to provide the necessary health care services, 

the health care service provider or health establishment in question must 

transfer the user concerned to another appropriate health care service 

provider or health establishment that is capable of providing the 

necessary health care services in such manner and on such terms as may 

be prescribed.  As with many other terms in the Bill, "transfer" is not 

defined or given any specific meaning.  As such, the obligation on the 

provider/establishment is wholly unclear.  One possible interpretation of 

this clause is that all health care service providers and health 

establishments must be able to render transfer services, and it is not clear 

whether ambulance services can be utilised for this purpose.  SAPPF 

submits that the lack of clarity should be addressed in this clause, as the 

potential financial burden on service providers and health care 

establishments could be significant.   

5.1.2 The obligation in clause 7(2)(c) also presupposes that there will be a 

service provider contracted by the Fund who will be able to provide the 

necessary health care services.  There is no clarity as to who will bear the 

responsibility for transferring a user in circumstances where there is no 

health care provider contracted by the Fund who can provide the 

necessary health care services. 

5.1.3 Clause 7(4) stipulates that treatment must not be funded if a health care 

service provider demonstrates that, inter alia, no medical necessity exists 

for the health care service in question.  SAPPF submits that it could 

potentially have deleterious consequences for a single health care service 

provider to determine whether or not there is a medical necessity for the 

health care service.  There is no provision for oversight or peer review in 

respect of this authority and no provision is made for the minimum level 

of qualification, experience and expertise of the health care service 

provider making the assessment.   
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5.1.4 Clause 8(2) of the Bill provides that a person or user must pay for health 

care services rendered directly, or through a voluntary medical insurance 

scheme or through any other private insurance scheme, if that person or 

user:  

5.1.4.1 is not entitled to health care services purchased by the Fund in 

terms of the provisions of this Act; 

5.1.4.2 fails to comply with referral pathways prescribed by a health care 

service provider or health establishment; 

5.1.4.3 seeks services that are not deemed medically necessary by the 

Benefits Advisory Committee; or 

5.1.4.4 seeks treatment that is not included in the Formulary (as set out in 

in clause 38(4)). 

5.1.5 This clause appears to imply that medical schemes can fund services 

when the referral pathways were not followed, or out-of-formulary drugs 

or uncovered health care services are utilised.  It also suggests that 

foreigners, who are not allowed to register with the Fund to access health 

care services, can join medical schemes to get full funding of all health 

care treatment they require.  SAPPF submits that the rights of South 

Africans to join medical schemes in order to access funding for all, or 

some of, their health care needs, must be expressed with certainty in the 

Bill.   

5.2 Administration of the Fund: Board 

5.2.1 Clause 12 of the Bill establishes a Board to govern the Fund, which is 

accountable to Parliament. 

5.2.2 Clause 13 states that the Board, not consisting of more than 11 persons, 

one of whom represents the Minister, is to be appointed by Cabinet on 

recommendation of the Minister.  It is noteworthy that other pieces of 

legislation, for example, the Road Accident Fund, 1996, only provides for 

the appointment of Board members by the Minister, not Cabinet on 

recommendation of the Minister.  The rationale for the deviation is not 

clear and the impression may be created that the appointees to the Board 

of the Fund may only be political appointees.   
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5.2.3 Clause 13(2) and clause 13(3)(a) of the Bill provide respectively for 

"public nomination" and "public interviews" of Board candidates.  It is 

unclear what form the "public interviews" will take and whether "public 

nomination" means that members of the Board will be nominated by the 

public, or simply that the nominations will be made public.  The Minister is 

required to appoint an ad hoc advisory body to conduct public interviews 

of the shortlisted candidates and to make recommendations to the 

Minister - however, it is unclear who will be on this advisory body and what 

criteria exist for their appointment.  Moreover, there is no indication of who 

will be responsible for preparing the initial shortlist. 

5.2.4 The Minister is heavily involved in the establishment of the various 

committees provided for in the Bill: he is required to establish these "in 

consultation" with the Board.  In terms of clause 19(2)(b), the Board must 

conduct interviews of shortlisted candidates for the position of Chief 

Executive Officer of the Fund ("the CEO") and send recommendations to 

the Minister for approval by Cabinet.  Again, no detail is provided 

regarding the shortlisting process.  Clause 15(4)(d) of the Bill requires the 

Board to inform the Minister of any advice it gives to the CEO.  The Board 

may be dissolved by the Minister on "good cause" in terms of clause 9 

and a Board member may be removed if he or she "is unable to continue 

to perform" his or her functions of office in terms of clause 8. 

5.2.5 In clause 25 of the 2018 Draft Bill, the members of the Benefits Advisory 

Committee were fairly tightly circumscribed.  For example, the 

membership was required to consist of all heads of medical schools in 

South Africa, one member seconded by the World Health Organisation, 

one member nominated by the Council on Medical Schemes, one 

member nominated by each provincial department of health and two 

members appointed by the hospital association, or similar body 

representing private hospitals.  However, clause 25 of the Bill simply 

states that the members must be appointed by the Minister and must 

consist of persons "with technical expertise in medicine, public health, 

health economics, epidemiology, and the rights of patients, and one 

member must represent the Minister".  The same is true of the 

membership criteria of the Health Benefits Pricing Committee and the 

Stakeholder Advisory Committee.  It is unclear why the requirements 

contained in the Draft Bill were abandoned, as it provided a necessary 

check and balance for the appointments by the Minister.   
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5.2.6 In light of the above, it appears that the powers of the Minister are too 

extensive.  Given the lack of clarity regarding the operation of the Act, the 

presumably enormous impact of the cost of NHI on public funds and the 

importance of its proper operation, the centralisation of so much power in 

the executive is an aspect of concern. 

5.3 Administration of the Fund: Chief Executive Officer 

5.3.1 Chapter 5 of the Bill deals with matters pertaining to the CEO.  

Clause 19(1) only makes reference to the requirement that the CEO has 

sufficient experience and technical competence.  Given the importance 

and authority vested in the CEO it is recommended that greater specificity 

be included in the Bill regarding the level of skills and experience to be 

held by this individual. 

5.3.2 The CEO has the responsibility to perform the duties referred to in 

clause 10 and to take all decisions in clause 11.  However clauses 22(2), 

(3) and (4) states that all functions and responsibilities contained therein 

are subject to the direction of the Board.  

5.3.3 Clause 22(3) refers to the establishment of units by the CEO to ensure 

efficient and effective functioning of the Fund.  What is alarming is the 

absence of reference to a unit which deals specifically with health 

outcomes and quality of health care services provided.  The focus here 

and throughout the Bill, is primarily on cost considerations.  SAPPF 

submits that it is important that more formal attention be given to the 

quality of health services and the measuring of these outcomes.  

Significant public funding will be expended in the pursuance of NHI, yet 

there is minimal reference to how the quality of the health care that the 

Fund will be purchasing on behalf of eligible users, will be ensured.  This 

clause presents an ideal opportunity to provide for a unit to be established 

that considers this crucial component. 

5.4 Quality health care 

5.4.1 The stated purposes for the advent of the Bill include "achiev[ing] the 

progressive realisation of the right of access to quality personal health 

care services" and "provid[ing] access to quality health care services".  

However, the Bill does not specify what constitutes a "quality" health care 

service, or how quality will be assessed.   

5.4.2 The Bill contains several references to quality.  For example: 
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5.4.2.1 Clause 6, which sets out the rights of users, specifically provides 

that a user of health care services has a right to receive "necessary 

quality health care services free at the point of care from an 

accredited health care provider or health establishment upon proof 

of registration with the Fund" (our emphasis) (clause 6(a)).  

5.4.2.2 Clause 11(1)(j), which lists the functions of the Fund, stipulates that 

the Fund is required to "improve access to, and the funding, 

purchasing and procurement of, health care services, medicines, 

health goods and health related products that are of a reasonable 

quality" (our emphasis).   It is also required to identify and implement 

"best practices in respect of facilitation of the efficient and equitable 

delivery of quality health care services to users" (our emphasis).  

5.4.2.3 In terms of clause 11(1)(i)(iii), the Fund is empowered to "purchase 

such services of sufficient quantity and quality to meet the needs of 

users" (our emphasis).  

5.4.2.4 Clause 39(4), which deals with the accreditation of health care 

service providers and health establishments, requires the Fund to 

conclude contracts with the accredited providers or establishments.  

The contracts are required to "contain a clear statement of 

performance expectation" in relation to, inter alia, the volume and 

quality of services delivered.  Accreditation may be withdrawn in 

terms of clause 39(8)(j) if the services delivered are "of a quality not 

acceptable to the Fund."  The "District Health Management Offices" 

and "Contracting Units for Primary Health Care" that are proposed 

to be established as government components in terms of section 

31A of an amended NHA, will be tasked with managing, facilitating, 

supporting and co-ordinating the provision of health care services at 

a district level and in "demarcated geographical areas" respectively.  

The proposed amendments to the NHA suggest that part of the role 

of these bodies will be to assess and maintain the quality of health 

care services. 

5.4.2.5 Finally, clause 41(4) empowers the Minister to make regulations to 

"provide that payments may be made on condition that there has 

been compliance with quality standards of care or the achievement 

of specified levels of performance".  The Fund may therefore refuse 
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to pay for health care services if the quality of the care is not up to 

standard, whatever that standard may be.  

5.4.3 As is apparent from the above, the Bill makes reference to different 

standards in relation to quality (eg. "necessary quality", "reasonable 

quality", and "sufficient quality").  There is, however, no prescription on 

the substantive content of "quality health care", nor of what measures and 

guidelines will be employed to measure quality and to ensure that it is 

maintained at the various levels of care.  It is unclear why such an 

important aspect of NHI is not dealt with in more detail and SAPPF 

submits that the lack of details in this regard must be rectified.   

5.5 Purchasing of health care services 

5.5.1 The Bill provides that "procurement" has the meaning ascribed to it in 

section 217(1) of the Constitution of the Republic of South Africa, 1996 

("the Constitution"). 

5.5.2 The Fund, as the single purchaser and single payer of health care 

services, must "actively purchase and procure health care services, 

medicines, health goods and health related products from health care 

service providers, health establishments and suppliers that are certified 

and accredited" in accordance with the provisions of the Bill, the NHA 

and the PFMA.   

5.5.3 Clause 11(2) of the Bill provides that: 

"The Fund may enter into a contract for the procurement and supply of 
specific health care services, medicines, health goods and health 
related products with an accredited health care service provider, health 
establishment or supplier, and must - 

a. purchase such services of sufficient quantity and quality to 
meet the needs of users;  

b. take all reasonable measures to ensure that there may be no 
interruption to supply for the duration of the contract; 

c. conduct its business in a manner that is consistent with the 
best interests of users; 

d. not conduct itself in a manner that contravenes this Act; and 

e. negotiate the lowest possible price for goods and health care 
services without compromising the interests of users or violating 
the provisions of this Act or any other applicable law."  (Our 
emphasis.) 
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5.5.4 Notwithstanding the qualification of the negotiations described in 

clause 11(2)(e), this still raises doubts in relation to both pricing and 

quality. 

5.5.5 Clause 20(3)(g) of the Bill provides that the CEO, subject to the direction 

of the Board of the Fund, must establish a procurement unit within the 

Fund.  Clause 20(4) provides further that, subject to the direction of the 

Board, the CEO is responsible for, inter alia, the proper and diligent 

implementation of financial matters of the Fund, as provided for in the 

PFMA.  It is assumed, albeit not entirely clear, that this would extend to 

procurement processes. 

5.5.6 Importantly, clause 38 of the Bill introduces an "Office for Health Products 

Procurement" that is responsible for the purchasing of health products, 

including medicine, medical devices and equipment for both public and 

private health care facilities.  This "centralised facilitation and co-

ordination of functions" takes control out of the hands of individual 

providers or establishments and drives procurement through a central 

entity.  For example, a "private" hospital or individual practice in need of 

new equipment would obtain it through this central entity, as opposed to 

its own procurement processes.  We submit that centralising this function, 

if not discharged appropriately, runs the risk of grinding the system to a 

halt. 

5.5.7 Clause 38(3) provides that the Office for Health Products Procurement 

must "establish mechanisms to monitor and evaluate the risks inherent in 

the public procurement process."  While this inclusion gestures at 

monitoring and mitigating the obvious causes for concern in relation to a 

procurement process that is centralised, it clearly does not amount to an 

independent anti-corruption function, which SAPPF submits, is prudent in 

current circumstances.   

5.5.8 Clause 38(7) also provides that the provisions of clause 38 are subject to 

the public procurement laws "that give effect to the provisions of 

section 217 of the Constitution", including the Preferential Procurement 

Policy Framework Act, 2000 and the Broad-Based Black Economic 

Empowerment Act, 2003."  Again, whilst this inclusion offers a measure 

of comfort, given that many state-run procurement processes are subject 

to the same law and still fall victim to corruption, that comfort is limited. 
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5.5.9 On the one hand, it can be argued that the centralisation of health services 

procurement might result in greater overall cost-effectiveness as a result 

of economies of scale.  On the other hand, however, the proposed system 

is very vulnerable to corruption due to its centralised nature and SAPPF 

submits that an independent anti-corruption unit becomes even more 

prudent to be established.   

5.5.10 We submit that the Office for Health Products Procurement would benefit 

from transparency and accountability requirements defined in law that go 

beyond what is required by the PFMA. 

5.6 Accreditation of service providers 

5.6.1 Section 39 refers to the accreditation by the Fund of both public and 

private service providers.  Such providers must deliver services at an 

appropriate level of care.  The use of "appropriate" is wholly unclear.  It 

may, for example, refer to the quality of care, or to the level of care 

(primary, district or tertiary), but this is not apparent from the context of 

the Bill, particularly in the absence of any mechanisms within the Bill to 

determine quality of care and health outcomes. 

5.6.2 In order to obtain accreditation from the Fund, the service provider must 

be in possession of certification by the Office of Health Standards 

Compliance as well as proof of registration with the relevant statutory 

council. 

5.6.3 Accreditation is also dependent on the provision of the "required range" 

of "personal health care services".  A difficulty that arises here is that the 

"personal health care services" is a concept that is undefined.  

Clause 39(2)(b)(i) merely refers to the Minister, in consultation with the 

Fund, publishing the required range of these services from time to time as 

required.  This is an untenable requirement.  Should the required range of 

services be amended or changed from time to time, it is conceivable that 

the health care provider may not be in a position to render the new 

required health care services and, this would, in terms of this clause result 

in their accreditation being withdrawn.  We submit that the health care 

provider's accreditation must not be dependent on the provision of the 

"required range" of "personal health care services".  

5.6.4 A further requirement that must be met for accreditation is the allocation 

of the appropriate number and mix of health care professionals to deliver 
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the specified health care services.  The HPCSA, for example, discourages 

group practices across statutory health councils.  The legislation and 

guidelines relating to group and multi-disciplinary practices must be 

reviewed and, if necessary, be amended before such a requirement is 

enforceable to obtain registration. 

5.6.5 The further criteria for accreditation listed in clause 39(2)(b)(iii-vi) relating 

to adherence to treatment protocols and guidelines, health care referral 

pathways, submission of information and adherence to the national 

pricing regimen cannot be complied with until the accreditation has been 

granted and the health care provider has been contracted to render 

services.  These criteria should, as it is submitted, be placed under the 

requirements to retain accreditation. 

5.7 Payment of health care service providers 

5.7.1 In terms of clause 10(1)(f) of the Bill, the Fund is required to establish 

mechanisms and issue directives for the regular, appropriate and timeous 

payment of health care service providers, health establishments and 

suppliers.  No further detail in respect of the payment of service providers 

is set out in the Bill.  In the Medical Schemes Act, 1998, for example, 

payment for medical scheme claims must be made within 30 days.  

SAPPF submits that it is vital that the Bill contains a similar time stipulation 

for payment,  in order for the Fund systems to be set up accordingly. 

5.7.2 In terms of clause 35(1), the Fund must actively and strategically 

purchase health care services on behalf of users in accordance with 

"need".  There is no indication in the Bill as to how the "need" will be 

determined and SAPPF submits that if the intention is to use information 

from the National Health Information System, as made provision for in the 

NHA, such system must exist and be functional, which it currently does 

not.   

5.7.3 The Bill envisages that funds for primary health care services will be 

transferred to Contracting Units for Primary Health Care ("Contracting 

Units") at the sub-district level (clause 35(3)).  Contracting Units are the 

organisational units with which the Fund contracts for the provision of 

primary health care services within a specified geographical sub-district 

area and comprise a district hospital, clinics or community health centres 

and ward-based outreach teams and private providers organised in 

horizontal networks within a specified geographical sub-district area.   
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5.7.4 In terms of clause 37(2), the Contracting Units would, amongst other 

things, assist the Fund to manage contracts entered into with accredited 

health care service providers, health establishments and suppliers and to 

monitor the disbursement of funds to health care service providers, health 

establishments and suppliers.  For secondary health care services, the 

Fund will transfer funds directly to accredited and contracted central, 

provincial, regional, specialised and district hospitals based on a global 

budget or Diagnosis Related Groups ("DRGs") (clause 35(2)).  DRGs 

presuppose employment of health care providers, which is only permitted 

if approved by the HPCSA (rule 18 of the Ethical Rules).  It is unclear how 

these arrangements will be implemented in practice.  We note that global 

budgets or DRGs could also potentially have the effect that health care 

providers (in both the public and private sectors) are pressurised to 

practise in a particular manner in order to save costs, which could place 

the quality of the service provided at risk.  

5.7.5 Clause 41 of the Bill deals with the payment of health care service 

providers.  Clause 41(1) is vague, in that it provides that "[t]he Fund, in 

consultation with the Minister, must determine the nature of provider 

payment and adopt additional mechanisms."   

5.7.6 Clause 41(3)(b) provides that "[i]n the case of specialist and hospital 

services, payments must be all-inclusive and based on the performance 

of the health care service provider, health establishment or supplier of 

health goods, as the case may be" (our emphasis).  The lack of certainty 

is worrying from the perspective of providers and, again, makes it 

impossible to make meaningful submissions in relation to the content of 

the Bill.  It also appears that all-inclusive fees in a hospital environment 

implies an employment relationship between the hospital and the 

specialist, which is currently prohibited in terms of the Health Professions 

Act, 1974 and the regulations published in terms thereof.  In this regard, 

we note that the Bill fails to provide any indication as how specialist 

service providers will be remunerated outside of a hospital environment.  

5.7.7 Clause 41(4) empowers the Minister to make regulations to, inter alia, 

provide that payments may be made on condition that there has been 

compliance with quality standards of care or the achievement of specified 

levels of performance.  The Minister may also prescribe that the whole or 

any part of a payment may be subject to conditions outlined in a contract.  

None of these pre-conditions are given any content in the Bill: there is no 
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indication of what "quality standards of care" are, what levels of 

performance will be specified and who will assess them, or, perhaps most 

concerning, what conditions may be outlined in a contract between a 

provider and the Fund.   

5.7.8 The Bill defines "provider payment" as "the payment to providers in a way 

that creates appropriate incentives for efficiency in the provision of quality 

and accessible health care services using a uniform reimbursement 

strategy".  How the payment of providers would be structured so as to 

incentivise quality and efficiency is not clear, and there is no timeframe 

stipulated within which the "reimbursement" is required to occur.  If the 

providers are paid only after the health care services were rendered, there 

is a risk that the providers may not be paid.  This is especially problematic 

when one considers that the Fund may refuse to reimburse providers 

based on the provider's "performance" and the quality of the health care 

services.  

5.7.9 A further concern regarding the payment of service providers is the 

absence of any indication as to how specialist services outside the 

hospital environment will be dealt with.  For example, some mental health 

care patients require a psychiatrist's treatment outside of the hospital 

environment and the treatment of certain eye conditions could require 

intravitreal injection which also requires a specialist space, outside of the 

hospital environment. These cannot be managed at a PHC level.  There 

is no reimbursement mechanism mentioned for such services in the Bill.  

This is, yet another, significant shortcoming in the Bill. 

5.7.10 The lack of clarity on the payment of providers is concerning, considering 

that health care providers will be the backbone of the NHI.  Certainty on 

the payment of health care providers should therefore be a priority. 

6. Final comments and remarks 

6.1 Lack of clarity in respect of the practical functioning of NHI 

6.1.1 The Bill appears to be, for the most part, a statement of policy and 

extensively defers important tasks to as yet undrafted regulations.  

6.1.2 Clause 55 of the Bill expressly gives the Minister expansive regulation-

making powers relating to a number of aspects of the Bill, many of which 

are material to assessments of how (and if) the Fund will practically 

function.  By way of example, the Minister may prescribe regulations in 
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relation to: "the scope and nature of prescribed health care services and 

programmes and the manner in, and extent to which, they must be 

funded"; "the monitoring and evaluation of the performance of the Fund"; 

and "the relationship between public and private health establishments, 

and the optional contracting in of private health care service providers".  

These are only three of the 28 examples expressly listed in clause 55.  All 

three are material to an assessment of whether the implementation of NHI 

in South Africa will succeed or fail. 

6.1.3 The list in clause 55 culminates in a provision that empowers the Minister 

to provide for "any ancillary or incidental administrative or procedural 

matter that may be necessary for the proper implementation or 

administration of this Act."  Given the vital importance of procedure and 

proper administration to the success of the Act's implementation, it is 

alarming that the Minister's rights under clause 55 will require such 

extensive exercise before procedural clarity is gained.   

6.1.4 Absent the content of these regulations, it is very difficult for the public 

and industry stakeholders to make meaningful submissions on the Bill.   

6.2 The impact on the current health care sector 

The impact of the establishment of the Fund on existing administrative 

structures and personnel in the health care sector, particularly the public 

health sector, is not addressed in the Bill.  Of particular concern to SAPPF 

is the omission of reference to health care provided by specialists.  The 

focus of the Bill appears to be primarily on primary health care and this 

focus disregards a crucial component of health care services. 

6.3 Envisaged legislative amendments 

As noted above, the Bill proposes extensive legislative amendments, only 

some of which are contained in the Schedule to the Bill.  There is no 

indication of when, and to what extent other legislation will be amended 

but it is our view that it is unlikely that these amendments can be effected 

in the time frame envisaged in the transitional arrangements portion of the 

Bill.  
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6.4 Lack of clarity in respect of the roles of the Fund, medical schemes and 

private health insurance 

6.4.1 It appears that the intention is for the Fund, medical schemes and private 

health insurance to exist in parallel, however, the interrelation and 

possible overlap between these regimes are not explicitly addressed in 

the Bill.  The Bill, while allowing the purchase of "complementary health 

service benefits", does not specify whether a user may 'opt out' of using 

the Fund entirely and elect to fund medical expenses falling within the 

scope of the Bill by contracting with medical schemes or private health 

insurance schemes.  SAPPF submits that the position must be made clear 

in the Bill and the interrelation and possible overlap explained properly.  

In this regard, SAPPF submits that a parallel regime is retained where 

South African and foreigners have the right to obtain private medical 

insurance for all their health care benefits.   

6.5 Medical malpractice insurance 

6.5.1 There is no indication in the NHI Bill how medical malpractice insurance 

will be dealt with in the NHI environment, both in the public and private 

sectors.  Currently, the state accepts liability for all public sector facilities.  

It is unclear if, and how, this will change under the Bill.  In the private 

sector, private health care providers and practitioners currently have their 

own malpractice insurance to deal with medicolegal liability.  It is unclear 

whether the Fund will accept medicolegal liability if a private health care 

provider were to contract with it, or whether the paid rates will reflect a 

liability component which will reimburse the private health care provider 

for accepting such risk.   

6.6 Issues for consideration 

6.6.1 What will the practical effect of NHI be on government employees, both in 

terms of employment in the provincial health care sector which could, to 

a large extent, potentially become redundant, and medical aid subsidies?  

Has there been engagement with unions regarding the impact of the NHI 

on their members?  Will current human resources be trained in the 

administration of NHI given the vast difference between NHI and current 

public health administration, or will certain jobs become irrelevant?   

6.6.2 Is it a sensible and realistic solution to seek to implement NHI for every 

citizen through mandatory prepayment in the manner proposed in light of 
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the small percentage (approximately 10.7%) of the South African 

population paying for taxes?   

6.6.3 If the service basket under NHI is significantly less than what is available 

currently in the public and private sector, how is section 27 and the right 

of access to health care of the Constitution progressively being realised?   

6.6.4 It is anticipated that the NHI will have a significant impact on the medical 

scheme industry, with a major effect on the staff component of medical 

schemes, administrators and managed health care companies.  Job 

losses in the medical scheme industry will have an effect on taxable 

income, which will again have a knock-on effect on the pool of funds 

available for NHI.  How is this shortfall going to be accounted for?  

6.6.5 How will the significant increased volumes in the inspection of health care 

establishments by the Office of Health Standards Compliance be dealt 

with?  

6.6.6 It is clear that NHI will not cover all health care services and disease 

conditions.  How will indigent and poor persons who may have diseases 

that are not covered by the NHI, cover extra costs?  Such persons would 

potentially not be able to afford complementary services covered by 

medical schemes or private health insurance.  This is a large proportion 

of the population, and to include such services in NHI will not be 

sustainable and affordable.   

6.7 In conclusion, it is submitted that the Bill, in its present form, will not achieve its 

stated objectives and requires further consideration.  As such, SAPPF requests 

that it not be passed in its current form. 

Yours sincerely, 
 
 
 
 
Chief Executive Officer  
29 November 2019  
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Annexe A 

SAPPF'S ALTERNATIVE COMPREHENSIVE UHC MODEL — NATIONAL HEALTH 

INSURANCE PLAN (NHIP) 

1. The NHIP is discussed under the following headings in the paragraphs below:  

1.1 Background;  

1.2 Mandatory Low Income Medical Scheme (LIMS) cover for all Employees;  

1.3 Mandatory Gap Cover for all employees;  

1.4 The Revised NHI Fund;  

1.5 Public-Private Health Partnerships;  

1.6 Reforming the private sector;  

1.7 Integrated Practice Units;  

1.8 Emerging technologies; 

1.9 Current White Paper and Draft Bill Proposals to be kept active;  

1.10 Funding of the NHIP; and 

1.11 Conclusion.  

2. Background 

2.1 The WHO states that "Universal health coverage (UHC) means that all people 

receive the health services they need without suffering financial hardship when 

paying for them.  The full spectrum of essential, quality health services should 

be covered including health promotion, prevention and treatment, rehabilitation 

and palliative care."  The position of the WHO continues, by saying that "If 

people have to pay most of the cost out of their own pockets, the poor will be 

unable to obtain many of the services they need and even the rich will be 

exposed to financial hardship in the event of severe or long-term illness.  Forms 

of financial risk protection that pool funds (through tax, other government 

revenues, and/or insurance contributions) to spread the financial risks of illness 

across the population, and allow for cross subsidy from rich to poor and from 

healthy to ill, increase access to both needed services and financial risk 

protection."  There is a categorical statement in the WHO policy document that 
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"UHC does not mean free coverage for all possible health interventions, 

regardless of the cost, as no country can provide all services free of 

charge on a sustainable basis."  The WHO continues to say that an important 

component of UHC is health financing, where attention needs to be paid to 

raising sufficient funds, minimising out of pocket payments through pre-payment 

and pooling and using available funds efficiently and equitably. 

2.2 The WHO is thus quite clear that the UHC system needs to be affordable to the 

country.  It does not specify free healthcare for all and does not specify a single 

payer system.  SAPPF believes that the NHI model is not the correct one for the 

South African context, as it would prove unaffordable and would not achieve 

universal healthcare objectives.  SAPPF would like to propose an alternative 

model to achieve UHC, which will incorporate some of the work already done in 

preparation for the NHI, but not the NHI funding model or the proposed radical 

(expensive) changes to the entire South African Healthcare system. 

2.3 The SAPPF proposal of a NHIP is based on the implementation of a number of 

policies that were previously tabled, but now discarded, along with a number of 

other changes to the funding environment, including changes to the Labour 

Relations Act, 1995; the Medical Schemes Act, 1998 (the Medical Schemes 

Act); the Compensation for Injuries and Diseases on Duty Act, 1993 (COID Act) 

and the Short Term Insurance Act, 1998.  These changes can happen 

concurrently, as is the case in the current amendments of several bills included 

in the Bill, which will provide an environment conducive to enabling Universal 

Health Care in South Africa.  As is indicated in the sections dealing with finances 

of NHI, Public funding is unlikely to prove a successful funding model for the 

NHI and this proposal focuses on increasing discretionary spend on healthcare.   

2.4 The basis of the proposal is the expansion of the utilisation of Private Health 

Services and increased membership of private, discretionary medical funding 

mechanisms, without the alienation of private providers and without creating an 

unaffordable system to the country.  The proposal will be described by 

addressing the following : 

2.4.1 Introduction of Mandatory LIMS cover for all Formal Employees 

2.4.2 Introduction of Mandatory Gap Cover for all employees 

2.4.3 Introduction of a revised NHI Fund 

2.4.4 Introduction of Public Private Health Partnership and Private Sector 

Reforms 
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2.4.5 Selected White Paper Proposals to be kept active 

2.4.6 Funding of the NHIP 

3. Introduction of Mandatory LIMS cover for all Employees 

3.1 The first step to the NHIP will be mandatory enrolment of all currently uninsured 

employees and their dependents in LIMS.   

Figure 1 – DoH Demographic Structure5 

 
 

3.2 According to the DoH Stakeholder presentation (Figure 1) this step will lead to 

a total of 23.5 million South African citizens covered by some form of medical 

scheme membership.  The LIMS members will also be able to access services 

through the NHI Fund.  The indication from medical schemes at the Health 

Market Inquiry is that this step should lead to a decrease of up to 20% in medical 

scheme premiums across the population, due to enlarged risk pool and cross 

subsidisation of the sick by young and healthy members.  The process is, of 

course, not quite this simple and there would be various other factors involved 

in this process.  The introduction of the Risk Adjustment Mechanism (RAM) 

advocated by the HMI in their interim report, for medical schemes will also help 

to pool risk further, further reducing the costs of underwriting.  These steps 

would require changes to the Medical Schemes Act, as the Service basket in 

LIMS will look different from that in the current scheme environment.  It will also 

require changes to the Labour Relations Act, to enforce the mandatory 

enrolment and funding of this benefit by employers.  The RAM mechanism will 

create a virtual pooling of funds amongst these 23.5 million medical scheme 

                                                
5 DoH NHI Stakeholder presentation.  
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members, without the need for physical infrastructure of the proposed Single 

Payer NHI Fund. 

4. Introduction of Mandatory Gap Cover for all employees 

4.1 The second step would be for all employers to provide all employees with a 

mandatory gap cover insurance product, which will cover any further unforeseen 

medical expenses and costs in hospitals that could potentially lead to financial 

hardships and co-payments, if medical expenses are at a higher level than that 

covered by current medical scheme rates.  This will broaden the risk pool further 

and will create an additional funding mechanism, which will further decrease co-

payments, improving the UHC concept and access to affordable health services 

for South Africans.  A general overview of currently available gap cover products 

in the market show these can be acquired for as little as R80 per month per 

employee.  This will require changes to the Labour Relations Act and the Short 

Term Insurance Act. 

5. The Revised NHI Fund 

5.1 As previously indicated, the introduction of LIMS and RAM should reduce 

premiums in the medical scheme market by up to 20%.  In order to realise a 

progressive taxation system, in concert with the transformative elements in the 

Constitution that concurrently improves access to quality healthcare for all, this 

20% saving in premiums will not be passed on to medical scheme contributors, 

but will be pooled using a Medical Scheme Levy into a revised NHI fund.  This 

fund will be utilised for the express purpose of funding healthcare for poor and 

indigent members of society that are currently utilising public sector health 

services, by funding services provided to these vulnerable South Africans in the 

private provider sector.  At the 2016 medical scheme contribution figures (2016 

CMS Report), a 20% contribution would lead to an annual income of R32.8 

billion for the revised NHI Fund.  This is also a progressive payment model, with 

the rich subsidising the poor, without an increase in taxation.  The R32.8 billion 

budget would be equivalent to 39% of all Government spending on District 

Health Services in 2017/18 (R84.2 billion).   

5.2 The revised NHI (RNHI) Fund will also be further expanded by contributions 

from employers that are paid to the Workmen’s Compensation Fund for medical 

costs, which will be paid over to the RNHI Fund.  This would lead to an additional 

R 3 billion in annual contributions to the RNHI Fund.  The Workmen’s 

Compensation Fund would cease to fund medical care for injured employees 

and treatment for Injury on Duty (IOD) claims will be administered by the RNHI 
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Fund.  The administration of the RNHI Fund will be put out to tender on a 5 

yearly basis and all Medical Scheme Administrators would be invited to tender 

for administration of the fund.  This is similar to the administration tenders for 

Cataracts, Mental Health, Women’s Health, Oncology and School Health 

previously put out by the DOH.  This would lead to the most efficient and cost-

effective way of administering the RNHI Fund, as well as management of IOD 

treatments.   

5.3 Medical treatment of victims of road accidents will also be funded by the RNHI 

Fund.  The cost of any claims where the Road Accident Fund is liable for 

medical expenses, will be pre-funded by the RNHI Fund and the costs will be 

claimed back from the Road Accident Fund. 

5.4 The revised NHI Fund will enhance access to private healthcare for the poor 

and indigent, as the R32.8 billion budget is equivalent to 39% of public sector 

spend on district health services in 2017/18 (R84.2 Billion).  The primary focus 

will be on access to primary healthcare, by contracting private providers of 

primary healthcare services with the revised NHI Fund.  This contracting will 

happen on a capitation fee basis and will greatly increase access to primary 

healthcare of all South Africans.  Patients will thus be able to utilise private 

sector primary healthcare services in their area, and will be referred on to 

secondary and tertiary services in the public sector as required, or these 

services can be bought from the private sector by the RNHI Fund. 

5.5 Savings with the utilisation of capitation payments will also allow for further 

contracting to happen with specialists to provide vital services such as 

gynaecological consultations as well as radiology services.  Public Service in-

patients could thus be transported to a radiology department at periods of low 

utilisation (night time), and MRI scans etc., for which there are currently long 

waiting periods, could be accessed.  Procedures for which there are currently 

long waiting periods in public health facilities, such as hip replacements 

surgeries and cataract surgeries, could also be contracted with private providers 

utilising Global fee arrangement.  Some of the current reserve funds from the 

Compensation Fund (Estimated at R58 billion) that are being administered by 

the Public Investment Corporation, can also be transferred to the RNHI Fund 

for utilisation as reserves. 

5.6 In order to establish this RNHI Fund, changes would have to be made to the 

Medical Schemes Act; the COID Act; the Road Accident Fund Act and the 
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National Health Act.  The Bill which is currently under consideration can be 

amended to accommodate this proposal. 

6. Introduction of Public-Private Health Partnerships 

6.1 The Public-Private Health Partnership will be the vessel which is utilised for 

private practitioners to contract with the RNHI Fund to render services to the 

public, based on capitation fee payment arrangement.  This capitation fee 

arrangement must take into account actual practice costs of private practice and 

the proposed population to be covered.  This will increase access to healthcare 

for all citizens, without imposing an additional cost burden on government, while 

concurrently reducing the burden on public health facilities and staff.  

Certification for service delivery will still occur under the ambit of the OHSC.  

After the funding of capitation agreements with primary healthcare providers, 

surpluses in the revised RNHI Fund will be utilised for contracting with medical- 

and surgical specialists, which will occur on a "needs" basis on a regional level, 

based on the required speciality needs and the waiting periods for specialist 

services in a specific area.  This will lead to a managed care approach of 

purchasing private specialist and hospital services in specific areas with specific 

providers and hospitals. 

7. Reforming the private sector 

7.1 SAPPF contends the private sector is a National asset worth protecting.  That 

is not to say that the sector is not in need of reform.  This fact has been 

acknowledged previously by SAPPF and forms an important element in the 

SAPPF submission to the Health Market Inquiry (HMI), which is publically 

available. 

7.2 Some examples of reforms that will make private healthcare more affordable 

and accessible include the following: 

7.3 Integrated practice units 

7.4 Emerging Technologies 

7.5 Alternative Reimbursement Models  

Figure 2 Alternative Reimbursement models 
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8. Integrated Practice Units 

8.1 The WHO describes integrated practice units as a basic requirement for a UHC 

system.  The systems envisaged by Michael Porter et al6 will require 

amendments to both the NHA and the HPCSA Ethical Rules but hold clear 

opportunities for developing strategies that will create economies of scale and 

structural benefits that will allow closer integration between state and private 

healthcare services. 

9. Emerging technologies 

9.1 Another area that will undoubtedly bring down costs is the increasing use of 

emerging technologies to bring healthcare services within reach of rural 

communities. 

10. Current White Paper and Draft Bill Proposals to be kept active 

10.1 There are various proposals in the White Paper that will help to improve the 

quality and provision of healthcare services to all South Africans.  The OHSC is 

one of the current proposals that will definitely help improve quality of public 

health services.  There will have to be a major increase in the number of 

inspectors, to deal with the burden of inspecting all public and private facilities 

every four years.  Current inspection rates indicate that the OHSC will have to 

employ between 910 and 1 938 inspectors to have the necessary inspection 

capacity.  The introduction of Municipal Ward-Based Primary Health Care 

                                                
6 Porter, M.E and Kaplan, R.S. 2015. “How should we pay for Healthcare?”. Harvard Business School Working 

Paper 
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Outreach Teams to strengthen public primary health care is an important 

measure that is not reliant on the introduction of the NHI.  The School based 

health system and establishment of district clinical health teams will also 

improve primary health service delivery in the public sector.  Centralised 

procurement and the decentralised distribution of medication could still occur, 

as well as the continued improvement and upgrading of public health facilities 

as was currently envisioned. 

10.2 The final report recommendation of the Competition Commission Health Market 

Inquiry also needs to be implemented, so that competition in the private space 

can be normalised and that legislative measures that have been lacking, such 

as PMB review can be implemented. 

11. Funding of the NHIP 

11.1 The revised NHI Fund proposed in the NHIP will be funded by the funds that 

are saved by the purported 20% decrease in underwriting costs caused by 

mandatory enrolment in medical schemes for all employees, as well as the 

injury treatment contribution for IODs that were previously administered by the 

Compensation Fund.  This would create a budget of R35.8 billion annually, in 

2017 currency.  The fund could attempt to lay claim to a 33% portion of the R58 

billion in Compensation Fund Reserves, leading to the reallocation of R19.3 

Billion in reserves to the RNHI.  The Government expenditure on all district 

health services in the 2017/2018 Financial Year, amounted to R84.27 billion for 

all provinces.  42.5% of district health services could thus be funded out of the 

RNHI Fund with this funding basis.  This cost would not add any additional costs 

to the government budget and would essentially be funded by the private 

employers and private individuals, without adding to their individual expenditure.  

It would also not add any additional financial burden to individual contributors to 

medical schemes, as the savings due to risk pooling via mandatory enrolment 

will create this surplus. 

11.2 Mandatory enrolment of all employees on medical schemes will be funded by 

employers and tax credits can be created for this.  If a minimum wage can be 

mandated, medical scheme membership should follow suit. Research published 

in 2006 by Sharon Swanepoel7 indicated that the costs for LIMS would be R200 

for the main member per month.  With an annual inflator of 6.7%, this would 

amount to R435 per member per month in 2018.  The total costs to employers, 

                                                
7 Swanepoel, S. Healthcare for Low earners a step closer http://ftp.bhfglobal.com/healthcare-for-low-earners-a-

step-closer.  
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to add the additional employees and their dependents (14.7 million) to LIMS 

would be R 76.7 billion per annum.  A tax credit to reduce some of this burden 

on employers is an important part of this process, as the employees who will 

now be cared for by private healthcare providers, will not be burdening the public 

healthcare system.  If employees contribute R100 per month towards their own 

LIMS, the total cost to employers would be R59.06 billion per annum.  This cost 

can be alleviated by Government in the form of a tax credit.  A further benefit to 

Government is that the cost to provide these individuals with access to 

healthcare is now capped at R59,06 billion, where it was previously an 

"uncapped" expense in public sector utilisation. 

11.3 The outlays of providing gap cover for 23.5 million employees and dependents 

at a cost of R80 per person per month, would be a total of R22.56 billion per 

year.  This would negate any co-payments in Hospitals and would also eliminate 

out of hospital co-payments.  If employees fund 50% of the contribution, the cost 

to employers would be R11.28 billion per annum. 

11.4 The public Health budget can also be reduced by R32.8 billion, due to the 

private sector now shouldering a larger portion of the patient care burden.  Using 

these figures, one can introduce Universal Health Care at a maximum cost of 

R59.06 billion to Government, assuming a 100% tax credit for money spent on 

LIMS contributions and a R100 per month contribution by all employees.  This 

will be offset by the smaller budgetary requirements of the Public Health 

System, as the revised NHI Fund, which is funded by a Medical Scheme Levy 

will contribute a further R32.8 billion in district health services.  This R32.8 billion 

is equivalent of 39% of 2017/18 Government spending on district health 

services in all 9 Provinces combined.  The RNHI Fund will not cost government 

anything and will further reduce the patient burden on the public sector by 50%.  

The public burden would amount to providing healthcare to 32 million poor and 

indigent South Africans, with a further potential 10 million of these patients being 

serviced in the private sector with the utilisation of the RNHI Fund.  The nett 

additional Government costs of the National Health Insurance Plan, would 

thus be R26 billion, assuming a 100% tax credit on employers’ LIMS 

contributions (and the corresponding R32.8 billion reduction in district 

health spending).  Employers will spend an additional R11.28 billion 

annually on gap cover, while employees will contribute R28.92 billion 

annually in LIMS (R100 per month) and Gap Cover (R40 per month) 

contributions.  In the current scenario, where a minimum wage is 

mandated, Medical Scheme membership and contributions can also be 

mandated. 
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Figure 3 Graphic Presentation of NHIP Funding Model 
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12. Conclusion 

12.1 SAPPF believes that this model addresses the Universal Health Care 

requirements of all South Africans, without placing an undue tax burden on the 

already small tax base and without any costly reorganisation of the entire 

healthcare system and healthcare funding environments.  It also improves 

equity and provides access to the private sector for people that currently utilise 

the public healthcare system, through the RNHI Fund.  This model would also 

remove a large number of users from the public health system, allowing the 

Public sector to improve quality.  A high quality public service will also serve as 

competition to the private sector, assisting with bringing down prices in the 

Private Sector.   


