FOOD FOR THOUGHT: READ MORE:
OPINION: National Health Insurance: there is a better cure
“Far from improving access to healthcare while providing financial protection from its costs, as
envisaged in the (NHI) bill’s stated aim, the ‘single payer’ strategy
adopted by the government will unnecessarily raise costs, duplicate bureaucracies, disrupt health
financing flows and impose over-reaching control by Pretoria of local health services,” wrote
Andrew Donaldson from the Southern Africa Labour & Development Research Unit at the
University of Cape Town. (Business Day, 5 July 2021).
“Instead of building on and enhancing our medical schemes and their administration, provincial
management capacity and decentralised supply networks, the bill proposes replacing or reducing
their respective roles. Medical schemes will be subjected to a complete reversal of their statutory
responsibilities. Whereas they are now obliged in law to cover the costs of prescribed minimum
benefits, the NHI Bill proposes that they be barred from covering services reimbursed by the NHI
Fund.”
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A single, comprehensive, standardised base benefit option
is the way forward for SA
“First, do no harm” is an oft-quoted principle in clinical medicine, one of the promises made by newly
trained doctors in the Hippocratic Oath. It was sadly forgotten by the drafters of the National Health
Insurance (NHI) Bill, under consideration in parliament.
Far from improving access to health care while providing financial protection from its costs, as
envisaged in the bill’s stated aim, the “single payer” strategy adopted by the government will
unnecessarily raise costs, duplicate bureaucracies, disrupt health financing flows and impose overreaching control by Pretoria of local health services.
Universal health coverage is an entirely sensible social goal. It is best approached by building on the
strengths of existing service delivery and administrative capacity while progressively introducing
uniform standards of care, a common benefit package and reimbursement arrangements that can
accommodate diverse public and private service providers.
Instead of building on and enhancing our medical schemes and their administration, provincial
management capacity and decentralised supply networks, the bill proposes replacing or reducing their
respective roles. Medical schemes will be subjected to a complete reversal of their statutory
responsibilities. Whereas they are now obliged in law to cover the costs of prescribed minimum
benefits, the NHI Bill proposes that they be barred from covering services reimbursed by the NHI
Fund. This is an astonishingly aggressive attack on arrangements subject to effective statutory
regulation through the 1998 Medical Schemes Act.

The 2019 Health Market Inquiry rightly proposed a different approach: the introduction of a single,
comprehensive, standardised base benefit option, which must be offered by all schemes. This is how
many other countries have achieved equitable, universal coverage in a multi-payer health insurance
system, and it is the obvious way forward for SA with its well-established regulated medical scheme
industry.
Instead of expanding coverage through existing administrative capacity, the NHI Bill seeks to
eviscerate our established medical schemes by narrowing their role to “complementary” services not
reimbursable by the fund. It proposes the establishment of an entirely new state entity to operate a
national health patient registration system, disburse a consolidated health budget, reimburse service
providers and purchase health services for everyone. Or not quite everyone. The bill will not apply to
members of the defence force or the state security agency.
In respect of provincial health services, the NHI Bill is similarly destructive. Instead of collaboration
with provincial departments and the office of health standards compliance to tackle identified
administrative shortcomings, a new category of national entities called district health management
offices will be established, together with “contracting units for primary health care” that will manage
disbursement of funds to public and private health service providers in demarcated subdistricts
throughout the country. The tertiary referral hospitals that are the flagship health facilities of
provincial departments will become national government components.
The NHI Fund will establish an office of health products procurement with responsibility for
purchasing medicines, medical devices and equipment, operating at district level through the district
health management office. No role of provincial health departments is envisaged.
The costs of all this bureaucratic re-engineering will be extensive — and then there is the terrifying
prospect of a monopoly state fund taking over a large but unquantified share of the reimbursement
flows that medical schemes administer.
There is much that could be done to improve competition, reduce costs and streamline administration
in our private health sector and its financing arrangements. But instead, the NHI Bill proposes that the
Competition Act should not apply to “any transactions” concluded in terms of its provisions.
If competition is not envisaged in price determination, a structured process of negotiations between
purchasers and providers has to be governed by law. This relates not just to tariffs, but to question of
value, risk sharing and outcomes measures, on which the Health Market Inquiry offered several
suggestions. But the NHI Bill takes a simpler view. The minister will appoint a health-care benefits
pricing committee. “The committee must recommend the prices of health service benefits to the
fund.” Thirteen words, and no more.
The national health department has opted for a highly centralised, costly and impractical approach to
promoting universal coverage. The NHI Bill is not grounded in empirical analysis, an appreciation of
established capacity, a review of options, or considered engagement between interested parties. It
reflects undue confidence in central state capacity, denial of the costs and complexity of
comprehensive health services, and an irrational commitment to replace rather than complement, to
control rather than partner with, our established health financing institutions.

It should be referred back by the portfolio committee, for consideration by an expert group with both
public and private sector health financing experience.
• Donaldson is with the Southern Africa Labour & Development Research Unit at the University of
Cape Town.

NHI will not improve SA’s poor healthcare services
In July Fin24 reported: “Nowhere in the proposed National Health Insurance (NHI) Bill was it
explained how it would transform the poorly performing healthcare sectors to provide better quality
services, according to the Helen Suzman Foundation in its submission on the bill during
Parliamentary hearings.
It is inconceivable that a project of this magnitude would be seriously considered, let alone
implemented, in the private sector without a comprehensive feasibility study, including various
scenarios to indicate what the associated costs would be for different levels of care, said the
Foundation’s legal counsellor, Anton van Dalsen. No such feasibility study has been completed, and
no cost estimates of this nature are available.
The CEO of the FW de Klerk Foundation, advocate Jacques du Preez, said the proposed NHI fund is
not the only means to achieve this noble goal. In addition to the vagueness of several crucial
provisions of the NHI Bill, one must also ask to what extent is the public able to engage meaningfully
with the provisions of the NHI Bill, considering the lack of critical information provided on its
implications, he said.

Disorganised documents: How bad record-keeping will set back National
Health Insurance – Daily Maverick (4 November 2021)
The majority of South Africa’s public hospitals have a problem with tracking the costs of
patient care, a study has found. This poses a problem for the country’s plans for a National
Health Insurance as hospitals could operate at a loss and face reimbursement challenges.
How prepared are South Africa’s public hospitals to accurately claim costs from the
country’s planned National Health Insurance (NHI) scheme?
Not by a long shot, our study has revealed.
This level of readiness is crucial because it will strongly influence how well the NHI, which
attempts to address the uneven access to healthcare among the country’s rich and poor,
will operate.
Our research showed that staff of state healthcare facilities in 10 of the 11 NHI pilot districts
that the health department launched in 2012 were frequently unable to provide the data

that administrators would need to calculate accurate reimbursement amounts for services
rendered.
We found that one in three hospital patients across 45 public facilities were discharged from
hospital without the necessary documentation. Moreover, only 15% of patient records
contained the diagnosis codes that insurers require to calculate the cost of claims.
The facilities we assessed included seven tertiary, 10 regional and 28 district hospitals across
nine provinces. We looked at about 6,000 patient records of people who were admitted in
March and July 2015.
Our investigation revealed there was a substantial mismatch in the age of patients among
different types of hospital records, affecting facilities’ ability to provide information for
accurate claims, as insurance claims often vary with the age of patients.
In some cases, the attending physician’s signature was missing from patient records,
rendering such documents invalid and unusable for the processing of insurance
reimbursements.
What do patient records have to do with billing systems?
The information that health insurers such as the NHI need to work out the amount they
need to reimburse a hospital, is contained in patient records.
Why?
Because health workers need to assign special codes to the diagnoses made and consequent
services provided. Each service or procedure has a price attached to it (prices among
facilities can differ, depending on the fee of the hospital or healthcare provider).
For this study, we analysed the diagnosis coding only — insurers use these codes to ensure
that the services and procedures performed are consistent with the diagnosis information;
the diagnosis data is therefore an important component of the reimbursement system.
The diagnosis coding system that South Africa uses in both the private and public health
system is called ICD-10 — the 10th revision of the World Health Organization’s international
classification of disease and related health problems (ICD).
In the private sector, medical aid companies calculate reimbursement amounts by using the
services and procedures data linked to the ICD-10 codes that healthcare facilities or
providers fill out on patients’ records. The NHI will do the same, as it will essentially be a
state-run medical aid that pools funds to buy a package of healthcare services for everyone
in South Africa.

Regional and tertiary hospitals that participate in the NHI will be paid fixed amounts for the
hospital stays of patients, based on the patient’s diagnosis and required treatment. When a
facility spends less than the fixed amount, it will make a profit, and it will lose money when
it spends more than the set reimbursement price.
So if we want to know how equipped public hospitals are to bill correctly for the services
they render, we need to look at how well they document and code diagnoses and
procedures so that NHI administrators have accurate data to work with when they calculate
the necessary reimbursements.
What the law says about discharge summaries
Coding data is noted in patient records and discharge summaries. Discharge summaries
document a patient’s ho*spital journey from start to finish and include the reason for their
hospitalisation as well as all the different treatments they received and might need after
they have been discharged.
But how useful discharge summaries are depends on the quality of the information they
contain; in other words, how accurately the clinical information on patient records is
transferred to discharge summaries.
The South African National Health Act says all patients should receive written discharge
summaries when they are discharged from hospital and copies should be kept in the
patient’s health record.
That’s why our study’s findings that only 65% of inpatient health records contained
discharge summaries, and a large proportion (85%) of the summaries didn’t contain any
coded diagnoses, are significant.

The majority of South Africa’s public hospitals have a problem with tracking the costs of
patient care, this study found. This poses a problem for the country’s plans for a National
Health Insurance as hospitals could operate at a loss and face reimbursement challenges.
(Photo: vnsny.org / Wikipedia)
The pilot district in the North West performed the best, with 84% of patients receiving
discharge summaries, while the pilot district in the Northern Cape did the worst: only one in
three (35%) of patients left the hospital with a discharge summary.
At a department level, obstetrics departments showed the best practices — they provided
85% of patients with discharge summaries — and medical (54%) and psychiatric (54%)
departments performed the worst.
Perhaps the most significant finding of our study was that despite the availability of codable
clinical data in inpatient health records, only 835 out of 5,575 patient records (15%)
contained any diagnosis data using the ICD-10 coding system.
The consequences of missing or inaccurate discharge summaries
Patients who return home without discharge summaries, or summaries with incomplete or
incorrect coding, could face problems in relation to any future treatment.
Without a discharge summary they will have no documentation to use as evidence of the
services they received, and to provide information on outcomes of such services, for
example laboratory test results.
The absence of this information will also have considerable financial and resource
management consequences for hospitals, because the data are required to determine what

type of fixed amount a hospital participating in the NHI can claim for and whether the
facility makes a profit or loss as a result.
Because coding facilitates billing, the absence of codes will result in patients leaving
treatment facilities before finalising the billing process, thus delaying and complicating the
reimbursement process.
Missing coded diagnoses and data inaccuracies reveal that existing routine health
information systems in public hospitals in NHI pilot districts are not yet able to sufficiently
support reimbursements, which will in turn have an impact on how efficiently the NHI is
able to run.
Our study is the only research which has assessed the quality of patient records and
discharge summaries across provinces in South Africa — other studies have focused on
single sites or specific types of hospitals. But even so, such research has produced similar
results to our study: that discharge summaries are frequently missing and patient records
inaccurately coded.
Additionally, studies in other developing countries such as Ghana and Kenya, which have
also implemented NHI-like schemes, show that one of the biggest challenges such schemes
face is a delay in claims reimbursement caused by inaccurate or incomplete diagnosis
coding.
Can we fix the problem?
Interventions to improve the quality and availability of discharge summaries are clearly
needed at all government hospitals.
One option is training courses, but although such workshops have significantly improved the
quality of discharge sheets in, for instance, India, very few courses have been tried out in
South Africa. One of the challenges with training workshops here is the lack of time that
public healthcare workers have available to attend them. Unlike the private healthcare
sector, which relies on dedicated coders, government doctors are expected to code the
diagnoses of all hospital patients themselves, on top of their clinical duties in an already
under-resourced environment.
Evidence shows that interventions to improve the quality of discharge summaries work best
if two or more strategies are combined, for instance training and support.
One such intervention has been tested in the internal medicine department of a tertiary
Western Cape hospital. The “support” that was provided was an electronic discharge
summary application — the electronic Continuity of Care Record (eCCR) — to help doctors
with ICD-10 coding. The electronic system automatically integrated ICD code browsers and
notes and basic coding rules.
Doctors who participated in the study also received training on how to use the app, the
basics of ICD coding and they had access to a case manager designated to support them as
well as an online ICD coding course.

The results? The training and support package increased the completeness of discharge
summaries by 38%, but didn’t make much of a difference to how accurately the summaries
were coded. A reason for this, the researchers pointed out, could be that discharge
summaries are often the responsibility of junior clinicians, who “besides not having been
trained to expert level in ICD coding are still learning to diagnose and manage complex cases
in a tertiary hospital”.
The study’s authors concluded that appointing expert coders, at least during the initial
stages of the implementation of an insurance scheme, and conducting repeated training
that will progressively improve coding, may be needed to ensure that discharge summaries
are of a sufficient quality.
During the Covid-19 pandemic, the need for accurate coding increased even further — not
only for billing purposes, but also to have accurate records of Covid deaths and the types of
conditions people developed because of Covid. The South African Medical Research Council
(SAMRC) has helped the health department to implement new ICD-10 coding, developed by
the WHO, for conditions associated with Covid. The SAMRC is also helping to develop a
roadmap for health services to shift from the current ICD-10 coding standard to a more
recent version called ICD-11.
One of the most important lessons we’ve learned is that some of the hospitals in our study
that performed relatively well with the completion of discharge summaries and diagnosis
coding had management teams which recognised the importance of accurate records and
that required clinicians to maintain accurate records. Perhaps the solution lies in learning
from their experiences. DM/MC
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