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KEY CONSIDERATIONS
Influenced by both intrinsic and extrinsic factors
•

Accessibility: running of health care services to provide emergency medical response and
trauma services; basic primary care services; secondary and tertiary services

•

Affordability: Keep medical contribution increases low – for current and retired employees

•

Efficiency: Integration of health care services; restructuring or reorganisation of health care
services

•

Equity: Migration of employees to registered schemes, harmonisation of employer contribution
(percentage or rand cap) and income-based contributions

At an industry-level – still have significant variations in employee benefit arrangements and
organisation of health services
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UHC REFORMS – BOTH POLITICAL & TECHNICAL
Ownership changes; disposal
of assets; care & maintenance

Portfolio review
Review of health care
arrangements
Restructuring of core
& support functions

Health care
review
processes

Restructuring

Zero Harm
Sustainability

Bargaining arrangements (
S&SD Strategy

Harmonization
of conditions of
employment

Review of
employee
benefits &
organization of
services

Section 197 processes and
overhead costs
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HEALTH REFORM LANDSCAPE
A need for alignment, integration, sequencing and broad stakeholder consultation

National Health Insurance Bill
Medical Schemes Amendment Bill

Draft Medical Scheme
Consolidation Framework

Market failures & remedial
measures

PMB Review
Low cost options
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Draft Medical Scheme Consolidation Framework
Impact on closed and open schemes with
members in the mining industry
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Impact of closing small schemes (< 6 000 members)
Pensioner ratio by scheme size

Solvency % – Small vs. Large open schemes

(No. of members)

102,1%
16,3%
11,7% 10,7% 12,1%

8,7% 9,8% 7,6%

6001 +

5001 - 6000

4001 - 5000

3001 - 4000

2001 - 3000

1001 - 2000

0 - 1000

27,8%

Small open

Large open

* Source: Calculated from Council for Medical Scheme Reports
(2015)

Reference: Insight Presentation to IHRM
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PMRA CONSIDERATIONS

•

•

These pensioners have an expectation of
continuing to enjoy comprehensive
benefits, often on a low income band,
subsidised by employer
If the scheme ceases to exist, pensioners
could question whether the employer is
still meeting their reasonably expected
employee benefits
Employers have a significant interest in
keeping contribution increases low
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•

Many small restricted schemes are backed
by employers with post-retirement
subsidies
Relative contributions (R PBPM)

•

Restricted

Open

Reference: Insight Presentation to IHRM
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MEDICAL SCHEME REFORMS
CMS – projects + draft
consolidation framework
• PMB review process
• Low Cost benefit Options
• Risk Adjustment Model

Revised Medical
Scheme Amendment
Bill

Market Enquiry
Recommendations

NHI Consideration

• Sustainability of closed schemes: criteria – size, solvency, risk profile
• Governance: Impact on exemption arrangements & health care arrangements
• Administration: Capacity & capability of people, systems and processes
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NATIONAL HEALTH INSURANCE BILL
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UNIVERSAL HEALTH COVERAGE: PATH DEPENDENT

How does a country change
the public – private mix in
financing and purchasing

Inequities associated with a two-tier
funding and provision of health care

•

Comprehensive package of services

•

Access to full spectrum of services

•

No co-payments for services defined in the (package)

PROVISION
Public

Private

FINANCE
Public

(a)

R2,776 per
capita

84% of
population

Private

(c)

R11,150 per
capita

(b)
(d)
70% of GPs
59% of all
doctors

How does a country reorganise
the health care system to provide
quality health care that is
accessible, affordable and
sustainable
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FEATURES OF SUCCESSFUL IMPLEMENTATION OF UHC

• Efficient, equitable and resilient health system
• A financing system that does not impoverish users

• Access to essential medicines and technologies
• Sufficient numbers of motivated and skilled health workers

• Efficient administrative and governance arrangements
• Transparency in tracking progress
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NHI BILL – SECTIONS OF THE BILL

1.

2.

3.

Establishment of NHI Fund

Right to healthcare –

mandatory cover, free at
point of service

Board of the Fund

4.

5.

6.

NHI Fund CEO

Ministerial Committees –
benefits, pricing,
stakeholder

Operational provisions

7.

Complaints and Appeals

8.

Funding by National Treasury
on costing prepared by NDoH,
sources of funding to be
determined by National
Treasury

9.

Miscellaneous – phasing
provisions, schedule of
legislative amendments
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RIGHT TO HEALTH CARE
Covering: Eligibility as beneficiaries of Fund, Registration of users, Rights of users,
Reimbursement for services rendered, Health services benefit coverage and Cost coverage

• Eligibility: SA citizens, permanent residents and their dependants, all inmates and children over 12

and below 18 (without a main user) – are covered. Temporal residents covered for emergency
medical treatment and through their mandatory travel insurance policy. Refugees and asylum seekers
(with no refugee status) covered for emergencies, notifiable diseases and paediatric and maternal
services

• Registration of Users: All users have to register with an accredited public or private health care
establishment or facility.

• Rights of Users: Can purchase complementary health service benefits that are not covered by the
Fund through a voluntary medical insurance scheme registered in terms of the Medical Schemes Act,
any other private health insurance scheme or out of pocket payments, as the case may be.

• Reimbursement for services rendered: Adhere to referral pathways determined by the health care
establishment.

• Health services benefit coverage: A user will not be allowed to seek the services of specialists and
hospitals without first obtaining a referral from his or her health care provider, except in cases of
emergency.
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WORKERS’ COMPENSATION (COIDA) AND NHI BILL

REVENUE SOURCE

ELIGIBILITY

GOVERNANCE

FUNCTIONING OF THE
FUND

HEALTH SERVICE
BENEFIT COVERAGE
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SOCIAL SECURITY: SA CONSTITUTION & ILO CONVETIONS

The South African Constitution entrenches through section 27(1)(c) the right of every citizen to have access to social
security, including, if they are unable to support themselves and their dependents, appropriate social assistance.

South Africa has been a member of the International Labour Organisation (ILO) since 1919

C042

C102

Workers
Compensation
(Occupational
Diseases),
1934

Social Security
(Minimum
Standards)
Convention,
1952

C019
C121
Employment
Injury Benefits
Convention,
1964

Equality of
Treatment
(Accident
Compensation)
Convention,
1925

Of the above Conventions, South Africa has only ratified C019.
To be read in conjunction with section 39 of the South African Constitution as interpreted by the Constitutional Court.
This entails an obligation on a court, tribunal and forum to consider also non-ratified international instruments when
interpreting provisions of the Bill of Rights, including the Bill of Rights' protection of the right to access to social
security
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MEMBER ELIGIBILITY
NHI BILL

COIDA

Section 7 of the NHI Bill prescribes the
persons for whom the fund should purchase
comprehensive healthcare, and these are
described as:

employee" means a person who has entered
into or works under a contract of service or of
apprenticeship or learnership, with an
employer, whether the contract is express or
implied, oral or in writing, and whether the
remuneration is calculated by time or by work
done, or is in cash or in kind, and includes -

• South African citizens as defined in
the South African Citizenship Act,
88 of 1995
• Persons who are permanently
resident in the republic as defined
in the Immigration Act and
documented in the population
register by the Department of
Home Affairs.

the definition of
an employee is
wider than that of
the NHI user

• a casual employee employed for
the employer's business;
a director or member of a body
corporate who has entered into a
contract of service or of
apprenticeship or learnership with
the body corporate, in so far as he
acts within the scope of his
employment in terms of such
contract;
• a person provided by a Labour
broker against payment to a client
for the rendering of a service or the
performance of work, and for which
service or work such person is paid
by the Labour broker
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BENEFIT PACKAGE
NHI BILL

COIDA

NHI Benefits
Section 11 of the Bill proposes that the Fund
will purchase comprehensive health
service benefits on behalf of users. It is not
entirely clear what this comprehensive
package of benefits will constitute suffice to
say that it will contain the following broad
benefits:

The benefit structure of COID includes
treatment for all occupational injuries and
diseases. The full list of diseases to be
provided for are listed under Recommended
List of Diseases No. 194 of 2010. Benefits
include .

• Primary Health Benefits
• Emergency Medical Services and
Patient Transport
• Hospital Based Services
• Additional Services

Benefit Structure

• Benefits include assistive devices &
conveyancing
• COID amendment seeks to
introduce a programme of
rehabilitation, reintegration and
return to work for injured and
diseased employees. The
programme entails three levels of
intervention namely: medical,
vocational and social rehabilitation
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GOVERNANCE
COIDA

NHI BILL

Section 12 of the COIDA sets out the
functions of the Board and these includes the
following:

The NHI Fund (NHIF) will be governed by the
NHI Board that will exercise oversight over the
entity. The NHI Board will report to the
Minister of Health and will be accountable to
Parliament.
The NHI Board will not be a stakeholder
representative body, but a Board with a
specific mandate of ensuring that the NHIF is
functional, effective and accountable.
(The composition of the NHI Board will be based
on experts in relevant fields which may include:
healthcare financing, health economics, public
health, health policy and planning, monitoring
and evaluation, epidemiology, statistics, health
law, labour, actuarial sciences, taxation, social
security, information technology and
communication. The Board will also include civil
society representatives)

The Board shall advise the Minister of Labour
regarding-

Board
Composition

• matters of policy arising out of or in
connection with the application of
this Act;
• the nature and extent of the
benefits that shall be payable to
employees or dependents of
employees, including the
adjustment of existing pensions;
• the appointment of assessors;
• the amendment of this Act.
The Board may at the request of the DirectorGeneral advise him regarding the
performance of a particular aspect of his
functions.
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NHI BILL: PROPOSED CHANGES TO THE COIDA
Fundamentally, the Bill removes in its entirety the section in the Act dealing with medical aid, payment of
medical costs and medical examinations. The Bill focuses on the following section of COIDA.

•

Change to the definition of compensation to exclude medical benefits in section 1 of COIDA

•

Section 16 paragraph (a) of COIDA relating to the application of funds to medical benefits was removed

•

Remove the reference to medical aid in section 22 – which deals with the right to medical treatment even
in the case of wilful misconduct

•

The changes to section 42 relate to the need for a diagnostic medical examination

•

The repeal of section 73 dealing with the payment and limitations of medical expenses

•

The repeal of section 75 dealing with limitation of medical treatment if treatment given was sufficient

COIDA benefits are interrelated and are dependent on the required information to be able to manage the case.
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These are additional sections that would require consideration to align with the NHI, including but not limited to:
Section 1(xxv) – definition of medical aid needs to be reconsidered
Section 1 subsection 1 – the powers of the DG in relation to medical aid would have to be aligned
Section 4 subsection (b) – rehabilitation and related services provided for, and to be expanded under the envisaged
COIDA amendments, require consideration for purposes of the NHI Bill drafting

Section 4 subsection 2 sub (I) sub (I) relating to the DG determination of sufficiency of medical aid
Section 6 A relating to receiving medical accounts and reports would need to be reviewed
Section 16 paragraph (f) – relating to payment for medical examinations was left in place – this will need to be reviewed
Section 17 - the determination of the valuation of the Fund includes medical liabilities, the mechanism for determining the
medical liability need to be considered since the medical treatment is not monitored by the CF

Section 18 - the DG needs to account for all monies received and paid, so there would be a need for a mechanism to
account for transfers of payments for medical benefits and the utilization thereof
Section 22 – cost of medical aid requires reconsideration
Section 31 – security for payment of cost of medical aid by employers individually liable has to be reconsidered
Section 36 – recovery of costs from third parties will require the proof of medical expenses paid from the NHIF to be able to
recover such costs
Section 39 - in relation to costs of medical aid within the context of notice of accident requires consideration
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CONCLUSION

• Integrate health reform processes – and be clear about the challenges and strengths of
the public, private and NGO sectors. Put in place a broad stakeholder engagement
process that is transparent.

• Review health care reforms taking cognisance of key principles & intrinsic changes

• Be clear about the short to medium-term role of schemes
• Inclusion of compensation related medical aid benefits to an NHI risk pool will require a
comprehensive review of the worker’s compensation legislation – governance, structures
and administration and benefit package
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THANK YOU
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