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ABSTRACT The National Health Insurance scheme policy in South Africa is fraught with many challenges which
threaten its feasibility. This paper evaluates one of the most controversial aspects pertaining to the National
Health Insurance scheme which is the financing aspect of the scheme. The paper determines whether the increase
of Value Added Tax (VAT) is the safest route to finance National Health Insurance (NHI) and what impact the VAT
route would have on the economy and South African citizens. The paper evaluates the different methods which
finances most social security schemes in South Africa. A comparative study is also made of countries which have
already implemented the NHI and have determined which method of finance is most efficient to be implemented
in that country from which South Africa can draw lessons from. It is however argued that finance methods from
foreign jurisprudence would not be sustainable in South Africa because countries differ tremendously in terms of
their history and economy. It is argued in this paper that while South Africa has successfully hosted the FIFA 2010
World Cup by building stadia and improving other spotting infrastructure, one may be under the impression that the
country has enough resources to implement and finance the NHI. It is further argued that the FIFA World Cup
Stadium was a once off project to build infrastructure, the NHI on the other hand must be sustainable for years to
come. It is however submitted that there are many challenges that are threatening the success of financing the
NHI, once these challenges are adequately addressed; NHI would be as successful as intended.
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INTRODUCTION

In 2005, The World Health Assembly called
on all countries to move towards universal health
coverage for all especially in the developing
countries where there have been huge inequali-
ty in health services delivery (Carrin and James
2004). Universal coverage is defined as “access
to key promotive, preventive, curative and re-
habilitative health interventions for all at an
affordable cost, thereby achieving equity in
access. The principle of financial-risk protec-
tion ensures that the cost of care does not put
people at risk of financial catastrophe. A relat-
ed objective of health-financing policy is equi-
ty in financing: households contribute to the
health system on the basis of ability to pay.
Universal coverage is consistent with WHO’s
concepts of health for all and primary health
care.” Matsoso and Fryatt (2012) accentuate that
in South Africa, “a National Health Insurance
(NHI) is the vehicle which is intended to bring
about this change and is expected to have a
lasting and recurring impact on the health of

all South Africans. The policy objective of NHI
is to ensure that everyone has access to appro-
priate, efficient and quality health services. In-
tended to be phased in over a period of 14
years, such a system will require significant
overhaul of existing service delivery structures,
administrative and management systems.”

In South Africa, health sector reforms have
persistently increasing inequalities in access to
affordable health care ( Coovadia et al. 2009).
While government is making frantic efforts to
provide health services to the majority of the
poor (Pillay and Bond 1995), the reality on the
ground clearly shows that poor health services
are being delivered unlike in the private organ-
ised sector where there is good delivery of health
care but are provided on the basis of ability-to-
pay, which has disadvantaged lower-income
socio-economic groups (McIntyre 2008).

Against the backdrop of making quality
health care services available and affordable to
all (Olivier et al. 2004), government has devel-
oped social security systems which form part of
the political choice (Giddens 2013). Social secu-
rity systems, by their very nature are said to be
based on the notions of solidarity and social
cohesion (Stanley 2003). The most basic ques-
tions relating to National Health Financing are:
who pays, how much, on what basis, and
through which institutions? (Gwatkin 2004). One
of the key questions that the government has to
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answer, therefore, is: how much do we want to
spend on the National Health Insurance (NHI)
system (Mayosi et al. 2012). Against this back-
drop, there is a wide range of methods for the
financing of social security arrangements includ-
ing NHI. The sources of revenue can be sum-
marised as follows: state participation; partici-
pation of other public authorities (for example,
provincial and local government); special taxes,
earmarked to social security; contributions from
insured person; employers’ contribution; income
from capita and other receipts (Mack 2011).
McIntyre (2007) has suggested other sources
of financing through “a high level of fragmen-
tation in health-care provision and financing.
Fragmentation refers to the existence of a large
number of separate funding mechanisms (for
example, many small insurance schemes) and a
wide range of health-care providers paid from
different funding pools. Different socioeconomic
groups are often covered by different funding
pools and served by different providers. Frag-
mentation reduces the possibilities of income
and risk cross-subsidies in the overall health
system.”

Objective

The objective of this paper is to determine
the most efficient and more prudent method of
financing NHI in South Africa. To achieve this
objective, the paper evaluates different finance
methods which are currently used to finance
social security programmes, both international-
ly and nationally. The paper also evaluates the
challenges and benefits of increase in Value add-
ed Tax (VAT) as a method to finance NHI.

Motivation and Significance of the Study

The study contributes significantly to the
debate regarding the proper method to finance
NHI. The paper makes adequate recommenda-
tions to the challenges faced by South Africa in
financing NHI. The study will benefit Health Prac-
titioners, Department of Health, Medical Stu-
dents, Non-Government Organisations and
countries that are yet to implement NHI.

METHODOLOGY

The research methodology used in this study
is qualitative as opposed to quantitative. This
research is library based and reliance on text-

books, reports, legislations, regulations and ar-
ticles. Consequently, a combination of compar-
ative and historical methods, based on jurispru-
dential analysis was employed. A comparative
method was applied to find solutions, especial-
ly for the financing of the NHI in South Africa.
The study raised the development of health care
jurisprudence and social justice, and proposed
solutions or amendments to the existing poli-
cies, based on practical or empirical and histori-
cal facts.

Literature Review

The success of NHI rests with the method of
financing which must be adopted (Vambe  2014).
It is however evident that to simply select a par-
ticular method of funding is not an easy task
because of the potential implications the select-
ed method would have on the country’s econo-
my and to its citizens (Akazili 2010). In 2005 at
the fifty-eighth World Health Assembly, states’
members  were urged to ensure that health-fi-
nancing systems include a method for prepay-
ment of financial contributions for health care,
with a view to sharing risk among the popula-
tion and avoiding catastrophic health-care ex-
penditure and impoverishment of individuals as
a result of seeking care (WHA 2005).

Ataguba and Akazili (2010) observe that
health care financing has received considerable
research and policy attention in both developed
and developing countries. One of the major is-
sues discovered was how to raise sufficient re-
sources to finance health care needs for all citi-
zens (Ataguba and Akazili 2010). While this is
fundamental, there are other important issues
such as equity and efficiency in financing. In-
ternationally, it has been acknowledged that
“how health systems are financed largely de-
termines whether people can obtain needed
health care and whether they suffer financial
hardship as a result of obtaining care” (Atagu-
ba and Akazili 2010). Also the “design and im-
plementation of an adequate health financing
system are essential in the pursuit of universal
coverage” (Ataguba and Akazili 2010).

According to Dalinjong and Laarhealth
(2012), care financing continues to stir debates
around the world. Many low and middle income
countries especially, keep on exploring different
ways of financing their health systems. The chal-
lenges of sustainable financing do not apply
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only to South Africa but have also been experi-
enced in other countries that follow the financ-
ing route that is currently dominant in the South
African private health sector (DoH 2011). In
Ghana for instance, the National Health Insur-
ance Scheme (NHIS) which was fully implement-
ed in 2005 is financed “by a national health
insurance levy of 2.5% on certain goods and
services, 2.5% monthly payroll deduction be-
ing part of the contribution to the Social Secu-
rity and National Insurance Trust (SSNIT) for
formal sector workers, government budgetary
allocation and donor funding” (Dalinjong and
Laarhealth 2012).

South Africa’s population is faced with a high
burden of disease requiring careful consideration
against the backdrop of the NHI (Blencher 2011).
In order to implement successful Universal Cov-
erage (UC) in health, South Africa requires di-
verse revenue sources (McIntyre 2012). Blecher
(2011) observes that it is “very clear that for UC
systems there is no clear winner between gen-
eral tax funded or insurance payroll tax fund-
ed systems. Payroll taxes are important financ-
ing mechanisms in Korea, Turkey, and the Neth-
erlands while general taxes play an important
role internationally in for examples, Brazil,
Australia, UK and several of these countries.
Ghana has used general taxes including VAT
(2.5%) as well as a small payroll tax (2.5%). It
is important to note that charges are not a ma-
jor source of health financing in most countries
but there are very high co-payments in Korea
which are of concern.”

Mclntyre (2011) questioned how South Afri-
ca intends to actually implement funding uni-
versal coverage for those that are outside the
formal sector as there is limited emphasis on the
informal sector in the green paper and opines
that “if South Africa wants to raise funding from
informal sector, it is better to use indirect fund-
ing mechanisms for example, VAT, which is pro-
gressive in Ghana and has a range of exemp-
tions compared to South Africa and it is less
ideal. According to McIntyre, there are three
types of healthcare financing that can be con-
sidered within the South African context, that
is the mandatory prepayments, voluntary pre-
payments (private insurance) and out of pock-
et payments.”

It has been contended that in order to imple-
ment the NHI’s financing mechanism in a man-
ner that will benefit the entire population, cer-

tain key activities need to occur simultaneously
(Goldberg 2012). These include the complete and
total overhaul of the healthcare system, as well
as service provision and delivery. It has been
further submitted that the healthcare adminis-
tration and management need to be radically al-
tered. In particular, the primary health care sys-
tem needs to be re-engineered to underpin the
provision of a functional and comprehensive
care package (Goldberg 2012).

The question is whether premium contribu-
tions or general revenue taxes may be used for
the NHI fund. There should be a positive corre-
lation between life expectancy and expenditure
(Langenbrunner 2011). South Africa is doing
badly on the major health indicators (Day et al.
2011). Spending is based on “allocations from
the fiscus and the use of a priority setting pro-
cess. South Africa’s expenditure on health is
high relative to an association of five major
emerging national economies: Brazil, Russia,
India, China and South Africa. (BRICS) and
yet the performance of the healthcare system is
poor” (Langenbrunner  2011). South Africa has
fiscal capacity but the share of public priorities
is very low. According to Langenbrunner (2011),
“South Africa must avoid tax on the private
sector labour, reasons being that there is a high
level of informality (37%) in South Africa and
additional taxation could adversely influence
this sector.” Langenbrunner suggests that it
would be prudent to increase general revenues,
earmarked taxes for example, tax such as tobac-
co may be used since South African levels are
still low compared to other countries (Langen-
brunner  2011).

Fryatt (2011) suggests a variety of alterna-
tive considerations that are available to South
Africa and  these include “ (a) a Special levy on
large and profitable companies; (b) a levy on
currency transactions; (c) a tax on bonds sold
to nationals living abroad; (d) a financial
transactions tax; (e) mobile phone voluntary
solidarity contribution; (f) Sin taxes on alco-
hol and tobacco; (g) Excise taxes on unhealthy
foods for example, salt, sugar and other ingre-
dients; (h) the sale of franchised products for
example, the Global Funds Product RED
project; and (i) a Tourism tax.”

According to Fryatt (2011), “once the extra
funds are raised through these mechanisms,
there still remains a debate as to whether they
should be ‘ring-fenced’ (or hypothecated) to
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improve health. This reasoning suggests that if
South Africa is already increasing funds avail-
able to health through general revenue then
the arguments for hypothecation are not strong.
However, South Africa has major competing,
short term priorities such as ART/TB treatment
and tackling maternal and child deaths, so
there may be an argument for hypothecating
tax for under-resourced areas for long term
importance such as health promotion. This has
happened in the use of tobacco tax in many
parts of Asia.”

Most countries advocate for a single payer
system as a progressive tool towards social co-
hesion, universal coverage and solidarity (Cilli-
ers 2009). However, it is important to point out
that universal coverage is difficult to achieve
and it took countries decades and centuries to
achieve (Schwierz 2011).

The introduction of the NHI is a good sign
and it proves that the government has learned
from their past mistakes in the past two decades
it has been in power. The statistician has already
calculated the cost of having NHI in South Afri-
ca and the question will be whether South Afri-
ca can be able to afford it (Higgins 2012). Critics
believe that the government has underestimat-
ed how much such a complex scheme, covering
the entire population will cost to run; there is a
risk that fraud (already a massive problem in both
public and private sectors) will be a serious threat
(CDE 2012).

Having witnessed lot of projects which the
government has completed in the last five years
like FIFA 2010 World Cup Stadia (Nhlapho 2011),
one is convinced that the country has enough
resources to implement the NHI and there is a
need for a good relationship to be developed
between Government, business, the private sec-
tor and other relevant stakeholders involved
(Gilson and Daire 2011).

In order for the NHI discourse to be un-
leashed, it should be grounded in “a substan-
tive conception of the good society, which
should in turn facilitate the formulation of a
coherent, need-focused theory of positive
rights” (Pieterse 2007). It has been contended
that “the state in a good society committed to
affirmation of and respect for the inherent dig-
nity of all human beings, must ensure some min-
imal level of well-being because such a thresh-
old is necessary if citizens are to live fully hu-

man lives and have the dignity to which their
humanity entitles them.” (Marius 2007: 801-802).

This means that society must not only re-
spect citizens’ moral agency and safeguard such
civil and political liberties as are necessary for
their individual and collective pursuit of the good
life (Pieterse 2007), but should also ensure that
all individuals in society have meaningful ac-
cess to such social amenities to enable them to
live in accordance with their human dignity (Ben-
habib 2002). It is in this context that the approach
taken by the African National Congress (ANC)
in its discussion documents relating to the in-
troduction of the NHI supports it because it is a
policy that is pro-poor and as such should be
prioritized (Hassim 2010). Secondly rural and
other underserved areas that face barriers in ac-
cessing healthcare must be given special priori-
ty (WHO 2010). It has been perceived that there
are pitfalls that the NHI system will have to face,
this usually relates to financial and administra-
tive management (McIntyre 2010). However,
these are challenges that can be addressed and
overcome by creating systems that will oversee
the whole administration of the NHI.  In this
respect, according to the recommendations made
in the Consolidated Report of the Integrated
Support Team’s (CRIST 2009), the following is-
sues are crucial for the effective implementation
of the NHI system:

“i. The need to accurately determine the ex-
act amount of the financial backlogs in
each province with the NDoH taking the
lead,

ii. Before the implementation of the NHI,
there must be accurate costing, guaran-
teed funding from a properly determined
baseline budget,

iii. The Minister of Health in driving the de-
velopment of the NHI, must engage the
Provincial Health MEC’s and health de-
partments and other stakeholders,

iv. There should be alignment between the
national vision and strategy, programme
strategic plans and annual national
health plan, as well as between targets
and interventions within the NDoH. Sec-
ondly all plans should pay more atten-
tion to implementation,  and such imple-
mentation  should be aligned with each
other and should contain a clear frame-
work with performance targets,



FINANCING THE NATIONAL HEALTH INSURANCE SCHEME 13

v. Proposed new structures should be
carefully reviewed and restructured, with
a view to establishing minimum staffing
levels and optimal management and ad-
ministrative positions. These processes
should be undertaken based on objec-
tively agreed benchmarks, optimal ap-
plication of scarce skills, the public
health sector’s strategic and service de-
livery priorities and resource availabili-
ty.

vi. These recommendations by the Report of
the Integrated Support Team’s.”

Having said all this, it is clear that the gov-
ernment is increasingly realising the need to look
at new avenues to ensure greater inclusivity of
the right to have access to health care (Gruskin
et al. 2007). It is hoped that the possibilities pre-
sented in this paper are also explored as new
ways in which to widen the social security net.
Interestingly, it has been observed that  “the
NHI has a potential of identifying human rights
based practices and methods for developmen-
tal efforts in fighting the scourge of poverty and
other ills aggravating the realisation of two
highly interrelated human rights, namely the
right to dignity and the right to health care”
(Mabidi 2013).

Financing of the NHI

The method of financing of NHI should be
from all diverse but available revenues (Mills et
al. 2012). “The generally accepted core of uni-
versal coverage is that the health system should
be financed in accordance with the ability to
pay, and benefits received in accordance with
the need for health care.” Felner (2009) points
out that all methods grapple with the problem of
balancing two extreme approaches, namely, the
principles of solidarity versus those of self –
sufficiency. In this context, the South African
government has considered the following strat-
egies of funding the NHI, such as payroll tax
(payable by the employers), an increase in the
VAT rate and a surcharge on individuals taxable
income (Stevens  2012).

In the 2013 budget speech, the Minister of
Finance suggested that VAT may indeed be in-
creased in order to finance NHI. “The initial
phase of NHI development will not place new
revenue demands on the fiscus. In  the long`
term, however, it is anticipated that a tax in-

crease will be needed. The National Treasury
is working with the Department of Health to
examine the funding arrangements and system
reforms required for NHI.” It would seem that
the increase of VAT would go a long way in
helping to meet the government’s goal of fund-
ing an effective NHI within 14 years (Bauer 2011).
This suggestion would not seem to be unrea-
sonable considering that NHI will benefit all
South Africans and legal residents so it is only
fair that everyone should pay for its funding
(Bauer 2011). Congress of South African Trade
Unions (COSATU) is one of the organizations
not supportive of the suggestion that VAT be
used to fund NHI. While COSATU concedes to
the NHI’s aims at accessibility and affordability
of health care, it however argues that reliance
on VAT would defeat the purpose by placing
pressure on those with the least money (Seek-
ings and Matisonn 2012). COSATU argues that
those who are supposed to benefit will suffer
the most (Bauer 2011).  Experts however dis-
agree with COSATU’s arguments which seem to
suggest that the increase of VAT would put
those who are most economically vulnerable at
risk. It has been pointed out that the revenue
collected through VAT is driven based on con-
sumption by the people (Bird and  Gendron  2006)
and the NHI also has similar characteristics (Stor-
om 2013), people will consume health care ser-
vices in order to be provided by the scheme and
through that, a lot of socio-economic goods and
services will be provided and paid for. The impli-
cation of this is that in the process of implemen-
tation, the costs of financing the NHI are being
offset to a certain extent within the consumptive
chain (Coovadia et al. 2009).  It has been ob-
served that “it is unlikely that anybody who
buys a flat-screen TV would have a problem
with a portion of the VAT included on the item
being increased to fund NHI so in essence,  the
poor would not be affected” (Bauer 2011).

When considering that the average VAT rate
in the European Union (EU) is higher than 21%
and the average global VAT rate is between 18%
and 20%, the 14% VAT rate in South Africa ap-
pears to be low in comparison (Ebrill 2001). Wat-
son (2013) points out that “the South Africa’s
VAT rate has remained unchanged at 14% since
its increase from 10% in 1993. The Netherlands
recently announced an increase in its standard
VAT rate from 19% to 21% in an effort to bring
the country’s current budget deficit to below
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3% of Gross Domestic Product (GDP).” The
increase of VAT rate could be justified on effi-
ciency grounds because it has raised substan-
tial revenue for the government to finance its
socio-economic services (Heady 2002).

In the Budget speech of 2011, the govern-
ment said that it “has also sought to invest in
health services by establishing a health infra-
structure grant, new facilities were built and
existing ones upgraded…in addition, a family
health approach to primary health care has
been  launched, at a cost of R1.2bn, over the
next three years…teams comprising nurses,
doctors and community health workers would
look after families in revitalised public health
facilities, with an emphasis on prevention rath-
er than cure.” Furthermore, “the government
has set aside R2.7 billion to improve the qual-
ity of health care services in hospitals, a total
of R117m had been allocated to set up an Office
of Standards Compliance, an independent au-
thority that would include an inspectorate and
an ombudsman. The review stated that spend-
ing on the health sector was expected to grow
from the current R102.5bn to R113bn in
2011\12, and R127bn in 2013/14 - an average
annual growth rate of 7.5%.”

More importantly, “the budget allocated an
additional R1.4bn to improve maternal and
child health services through a range of inter-
ventions that included training 400 nurses and
midwives, improving school health services,
and better supervision of obstetric and paedi-
atric services in district hospitals.” According
to Gordhan, the Minister of Finance these and
other improvements to the public health system
will require higher revenues to ensure adequate
financing over the long term (Mabidi 2013).

Furthermore, the Chairperson of the NHI
Ministerial Advisory Task Team (Shisana  2010)
pointed out that, “the project’s success and in-
cremental roll-out from 2012, when it would
cost R128 billion (nearly tripling to R375.5
billion by 2025), would be built on the ‘redi-
rection’ of resources via stringent budget mea-
sures and identification of cost drivers. The big-
gest systemic cost drivers at present are ARVs
(where much greater purchasing efficiencies
could be achieved), the National Health Labo-
ratory Service (NHLS) and equipment. ‘Unless
we address these three (before 2012), it will be
very difficult to start the process,’ she admitted
in response to a question on how the current

R11 billion shortfall on the 2012 NHI budget
would be addressed.”

In March 2012, “South Africa announced 10
districts across the country that will pilot the
universal health care under NHI. However, the
10 NHI pilot sites have been given a paltry R11-
million each” (Health 2012). NHI is about com-
prehensive reform of the health care system, as
a result, R11 million rand allocated to each the
district is not sufficient to run a comprehensive
healthcare system that would adequately im-
prove the health care services in South Africa.

Shisana (2010) said “probes into the health
care staffing crisis also showed a dispropor-
tionate increase in management and adminis-
trative structures at national and provincial
level. Her team was working with the Colleges
of Medicine and the Committee of University
Deans to establish how many doctors and spe-
cialists were needed (let alone how to address
the current 35% shortfall on existing public
sector posts).”

Against this backdrop, in order to facilitate
the commencement of the scheme, Shisana
(2010) said “nursing colleges would shortly be
opened and a better balance between academ-
ic and bedside training strived for. Supportive
legislation needed passing, minimum standards
for compliance and subsequent gradual NHI
hospital accreditation was being completed
while management standards were being dras-
tically improved with a hospital-by hospital
audit of managers and we must make sure we
have sufficient health professionals capable of
doing the work they are supposed to-and en-
sure a change of attitude and clinical standards
across the board in management.”

Pursuant to and in order to reinforce above
mentioned promises, enshrined in the Constitu-
tion is that every person has the right to achieve
optimal health (Singh et al. 2005). It is the re-
sponsibility of the government to provide the
conditions to achieve this constitutional obli-
gation (Cabrera and Ayala 2013). Some commen-
tators might contend that this right is not achiev-
able (Arras and  Fenton 2009), whilst others ar-
gue that this right is presently not equally en-
joyed by all, that it is limited to “the affluent
members of the society” (Hendricks and Botha
2008).

With this in mind, it is clear that since the
advent of democracy, South African government
has been looking at ways to undo some of the
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apartheid systems legacies (Finchilescu and
Dawes 1998). This principally speaks to the es-
tablishment of the NHI as a strategy of achiev-
ing the constitutional right of access to health
for all.

Will the National Health Insurance be
Affordable for All?

In South Africa, health care is fragmented
and highly characterised by high cost and inac-
cessible to the majority of the poor people and
foreigners (Winkel 2010). According to Goldberg
(2012), “the current fragmented healthcare sys-
tem, characterised by its high-cost, hospi-cen-
tric and curative approach is regarded as un-
sustainable.” However, from the preliminary
costing estimates done by the stakeholders, the
outcome showed that the NHI is affordable (Van
den Heever and Suzman 2011), sustainable and
that it will be of immense benefit for the health
sector and the people that will benefit from it
(Annandale 2010).  Implementation of the NHI
will “require that payments for healthcare are
made in advance of an illness, and that these
are pooled and used to fund health services for
the population” (Amollo 2012). Even though
there are likelihood of challenges and risks that
will exist during the course of implementation
(Komape 2014), “plans to mitigate these are
being put in place; in particular, to continue
the process of consultation, improving on com-
munications (including the timetable for
changes to happen), strengthening oversight
of the reform process in existing and future pi-
lot districts and keeping a focus on equity to
ensure that introducing the NHI will lead to a
fairer healthcare system” (Matsoso and Fryatt
2012).

The majority of the funding for the NHI will
come from government-owned entity that is pub-
licly administered by the South African Reve-
nue Service particularly through tax revenue and
the mandatory contribution (Tshivhase 2013).
The government has given all assurances on
the sustainability of funding for the NHI and
stressed that the implementation of the NHI will
enhance the public health sector’s capacity to
provide quality health care to poor and disad-
vantaged people (Tshoose 2013).  Through the
NHI, the health care services will be improved,
at the same time jobs will be created  in the health
sector and this will in turn increase the (GDP) of

the country as a whole (McIntyre 2010). The
issue of affordability had been strengthened
through the address given by the government
on the need to continue to ensure continuous
growth in the economy so as to continue to af-
ford to fund the NHI and it was asserted that
(Fraser 2011) “if we succeed in driving growth
towards 5% a year and government revenue
doubles in the next 20 years, major infrastruc-
ture projects and new policy initiatives such as
NHI will be affordable with limited adjustments
to tax policy. But if growth continues along the
present trajectory, substantial spending com-
mitments would require significant adjustments
in revenue and (spending) reductions” (Kahn
2013).

CONCLUSION

Even though the public healthcare service is
dysfunctional and the majority of the poor peo-
ple have been failed by the Government in this
respect, the NHI is a good policy which would
allow the poor to have access to affordable and
sustainable quality health care services.

The rationale for introducing NHI is there-
fore to eliminate the current tiered system where
those with the greatest need have the least ac-
cess and have poor health outcomes. The De-
partment of Health has emphasized that the NHI
will improve access to quality healthcare servic-
es and provides financial risk protection against
health-related catastrophic expenditures for the
whole population. The Department of Health has
also indicated that the NHI is tied to a mecha-
nism for improving cross-subsidization in the
overall health system, whereby funding contri-
butions would be linked to an individual’s abili-
ty-to-pay and benefits from health services
would be in line with an individuals need for
care. The key aspect of this is that access to
health services must be free at the point of use
and that people will benefit according to their
health profile.

RECOMMENDATIONS

This paper seeks to recommend that the Gov-
ernment must involve all stakeholders especial-
ly the health sector in the NHI and avoid cen-
tralising it with the ruling party, the ANC and the
alliance partners. The Government must hold an
indaba which involves people from academia,
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civil society organisations, medical practitioners
and all health professionals to make recommen-
dations on how best the NHI can be implement-
ed and which model is viable. The current state
of the infrastructure that South Africa have can-
not be able to accommodate the NHI proposals
and a way forward of establishing a Public Pri-
vate Partnership might be the best option going
forward.

It is also recommended that the NHI propos-
als should be legislated and clearly state who
will be the administrator of the NHI. This will
remove a lot of uncertainties amongst different
stakeholders. The President of South Africa, af-
ter consultation with the cabinet ministers must
appoint an independent task team not aligned
to political parties to develop comprehensive
policy on NHI and to work towards a bill which
will guide the promulgation of the new Act or
the amendments of the National Health Act.

Further, the Government should also look at
the options of giving incentives to students to
encourage them to pursue or upgrade their ca-
reers in the health fraternity either as doctors,
nurses, paramedics, pharmacists and social work-
ers and psychologists to develop capacity which
will strengthen the NHI. Further, the NHI must
promote the principle of corporate governance,
accountability and transparency in the health
sector.

LIMITATIONS  OF  THE  STUDY

This paper examines the most efficient and
prudent ways to finance the NHI in order to make
it accessible and affordable for all, hence the
scope of the study is limited to financing of NHI
in order for all to benefit especially the poorest
of the poor in South Africa. As such, the mech-
anisms proposed in this paper will, it is hoped,
serve as a yardstick for stimulating further de-
bate and generating new ideas on how to im-
prove the health care delivery services for  all in
South Africa.
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