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  16.		 See footnote 2.

  17.		 See footnote 12.

payment with services rendered and will 
be free to all South Africans at the point of 
service. This situation can be compared 
to universal general insurance with no 

‘excess’ payable on claims. Taking current 
healthcare provision in South Africa 
as a starting point, a newly introduced 
comprehensive benefit package with 
zero co-payments is bound to result in a 
dramatic increase in the demand for the 
whole range of medical services. Given 
the current stock of especially medical 
professionals, but also other finite 
resources, it is inevitable that a major 
increase in the demand for healthcare 
will require some form of rationing to 
match demand with supply. The rationing 
of healthcare within an NHI system is an 
important aspect in the South African 
context and will be returned to in a later 
NHI Note.

1.3	 Comprehensive Benefit Package

A comprehensive range of health benefits 
is suggested, including primary care, 
inpatient and outpatient care, dental, 
prescription drugs and supplies. More 
precisely, the ANC policy proposal on 
NHI 16  lists the following services as part 
of the standard NHI benefit package:

•	 Primary care and preventive services
•	 Inpatient care
•	 Outpatient care
•	 Emergency care
•	 Prescription drugs
•	 Appropriate technologies for diagnosis 

and treatment
•	 Rehabilitation
•	 Mental health services
•	 The full scope of dental services (other 

than cosmetic dentistry)
•	 Substance abuse treatment services
•	 Chiropractic services

•	 Basic vision care and vision correction 
(other than laser vision correction for 
cosmetic purposes)

•	 Hearing services, including the 
provision of hearing aids

Such a comprehensive benefit package 
will be a significant improvement on 
what is currently offered in South Africa 
through the public health system. In 
Ghana 17 , questions have been raised 
about the costing of their mandatory 
benefits package and how this will affect 
the long run financial sustainability 
of their SHI system. The broad range 
of services, covering almost all care 
except certain chronic diseases is seen 
as too extensive, especially considering 
the expected increase in utilisation of 
healthcare services when the system is 
fully operational. This is also likely to be 
the case in South Africa if an extensive 
list of services is offered under an NHI 
system without full consideration of the 
financial implications. Referring again 
to Figure 1, this equates to a larger than 
expected flow of services from both 
private and public healthcare providers 
to the South African public.

1.4	 Publicly and Privately  
	 Delivered Healthcare

Healthcare services will be delivered 
by both private and public healthcare 
providers and funded by the NHIA. 
All service providers will have to be 
accredited by the NHIA, based on 
predetermined criteria. This service 
delivery model is shown in Figure 2: 
Private and public healthcare providers 
(including facilities and medical 
professionals) are contracted by the 
NHIA. In turn, contracted healthcare 
providers render their services to both 

contributing and non-contributory 
households, based on the principal of 
universal access on a capitation basis. 
Contributions are made to the NHIA 
according to the various channels shown 
in Figure 1 (employer contributions, 
employee contributions and other 
government income). 

An important point in this regard is that 
private healthcare providers cannot be 
mandated to sell their services to an 
NHIA. As was mentioned earlier in the 
case of Thailand, the level of capitation 
remuneration under an NHI system 
has to be sufficient to convince private 
healthcare providers to contract with 
the NHIA and provide good quality 
healthcare at the agreed upon capitation 
price. There will also be no differentiation 
in the price paid to private and public 
healthcare providers, implying that the 
market price will have to converge to the 
price level needed to attract the services 
of private healthcare providers. At the 
same time, the level of remuneration has 
to be affordable enough to make the NHIA 
financially sustainable. Balancing the 
financial sustainability of an NHIA with 
the ability to contract quality healthcare 
services from private healthcare providers 
is a difficult task at the best of times. 

In the South African context, the  above 
mentioned task can be considered even 
greater due to two major contributing 
factors. Both of these can be explained 
by way of Figure 2: Firstly, the supply of 
quality healthcare from public healthcare 
providers is quite limited and the NHIA 
will have to acquire a substantial portion of 
services from private healthcare providers. 
As such, remuneration will have to be set 
sufficiently high to induce these providers 
to sell their services to the NHIA. This 
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Figure 2: Service Delivery and Provider Payment in the South African NHI Proposal
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factor will determine the private-public 
mix of provider contractor and payment 
shown in Figure 2 and any corresponding 
flow of services from healthcare providers 
to the South African public. The second 
major factor that will come into play in 
the South African context is the size 
of the ‘contributing individuals’ pool 
compared to the pool of ‘non-contributing 
individuals’. If the aggregate demand for 
healthcare services is substantially more 
than contribution flows to the NHIA, 
this will place increased pressure on the 
financial sustainability of the NHIA in the 
absence of very large transfers from other 
government resources.

2.	Conclusions

This NHI Note provided a brief overview 

of some of the key features of the South 

African NHI proposal that have been made 

public thus far. These include the creation 

of a publically funded and administered 
National Health Insurance Authority 
(NHIA); extending cover universally; the 
provision of a comprehensive benefit 
package; and the use of a combination of 
public and private healthcare providers 
to deliver the before mentioned services. 
Apart from describing the details of each 
of these concepts, a variety of country 
comparisons were employed to illustrate 

the practicalities of implementing the 
features in question. It was shown that 
while many of the current suggestions 
for the South African NHI are based 
on admirable principles such as social 
solidarity, the actual implementation 
involves a number of complicating 
factors. Further notes in the Econex 
NHI Note series will expand on some of 
the issues identified in the current note 
as well as other important questions 
relating to the NHI proposal. The series 
will culminate with a number of costing 
scenarios required for a comprehensive 
NHI system in South Africa.


