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Executive Summary

This submission sets out the potential effects of the proposed National Health Insurance on
rural communities, in terms of access, quality and equity.a result of previous disadvantage
and current inequity in health status and access to health services affecting rural areas, as well
as the relative lack of capacity to reverse the situation, a specific strategy is proposed to ensure
that these inequiles are not worsened in the future by the introduction of NHI, but instead are
pro-actively addressed by weighting interventions in favour of those who are most
disadvantaged.

Rural areas are characterized by a number of intrinsic disadvantages that gaaticular
relevance to the ideal of universal coverage proposed by NHI: there is a higher burden of
poverty; the social determinants of health have a more direct influence on health; the cost of
accessing health services is higher; management capacitglatively weak; and there is a
relative paucity of private practitioners and specialists in rural areas.

This submission therefore proposes that rural districts are tackled first, and not last, in the
implementation of the NHI. This will allow for@nber lead time in order to build the necessary
capacity thatwill ensure that equity, access and quality issues are addressed as a priority.
Secondly, a case is made for the subsidization of transport costs to enable access to health
facilities by rural itizens. Thirdly, the Human Resources for He@llRH)Strategy for South
Africa is fully supported, particularly Strategic Priority Area 8 regarding Access in Rural and
Remote Areas. Fourthly, the Bmgineering of Primary Health Care plan is stronglpcuded
overall, but the proposal is made for a higher number of Primary Health Care Agents in each
team in rural areas compared to urban areafthBy, rural communities and health care workers
need to have a say in terms of the shape and benefits oNHé& Finallyin terms of financing,

the impact of each new intervention on the vulnerable situation of the rural poor needs to be
considered carefully before it is implementdd.this regard, poor rural communities should not

be charged increased VATHhelp fund the NHI and all user fees should be abolished.

The NHI requires atrategy of progressive universalisrRrogressivauniversalism is aimed at
ensuringthat the poorgain at least as much as the rich from every interventiRaral areas
need tobe prioritized to compensate for their acceasd HRHonstraints and high levels of
deprivation. Therefore we sayRURAL NOWThe priority areas are:

Rural Accreditation First

User Fees Abolished and No Increase on VAT

Reverse theExisting Infrastruatre/Inequality Trap through NeeeBasedBudgeting
Access to Health by Addressing Social Determinants including Transport

Lure Sufficient Human Resources to Rural Areas

No to Delegated Management Responsibility WITHOUT Authority and Accountability
Only through Consultation with Communities, Health Workers and Activists

Wide-ranging PHC benefit package including Rehab, Mental Health Care and
Eye Care at all levels of care
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RURAL NOW!

For too long rural communitieshave waited for accessible and affordable health
care. Rural health has rot benefitted equitably from weltintended past
interventions. Communityservice, pro-specialist OSD and the closure of numgi
schools are examples. Therefore, we s#lyat the National Health Insurance
schemeshouldprioritise rural communities. RURAL NOW!

A) Introduction

On 12" August, the Department of Health released the Green Paper on National Health Insurance for public
comment. As @ollectiveof civil society orgasgtions advocating farand working towardsimproved access

to equitable, quality health care for rural communities, we wish to herewith make a submission on the
Green Paper. From the outset, we wish to eq® our full support to the principles of the proposed National
Health Insurance, which intends to, amongst ottiengs(section 52, page 168):

e WSIfAAS {2dziK ! FNAOI Q& LIS2L) SQa NAXIKG G2 | O00Sa
e Realise equity in access to health care regaidles?2 ¥ 2 yeSofidinic at&ud A 2

e Promote effectiveness and efficiency within the health care system

Reversing the inequities and inefficiencies in the health care system is a legal obligation on Government a
enshried in the Bill of Rights and Secti@an of the Constitution of the Republic of South Africa, promising
equality for all, and access to health care.

Poor rural communities experience several barrigrdully realse their right to access quality health care.
The following stand out:

a. Accessinghe point of health care deliverythis isa challeng primarily kecause othe limited number
of health facilities in rural areas and the distanpesple must traveto these facilitiescombined with the
absence of reliable, affordable public transp@md high levels of poverty. Indeethe rural poor pay
disproportionately morewhen accessing health care in South Afritean any other demographic sector of
the population.



b. The quality and availability of health care at the point of deliverthe chalenges within the health
system are well documented and interventions to counter these have been captured by the Department of
Health in its TerPointPlan. Some of the most critical challenges are the understaffing in rural clinics and
hospitals and weaknanagement. Both translate into long waiting times, poor quality of care, and avoidable
deaths. Other inefficiencies in the health system relate to the ofteak continuity of care, leaving patients
stranded and lost to follovup.

c. The acceptability ohealth care services providedn the context of the NHI this refers to whether rural
communities have a say in the type and extent of services provided under the NHI.

We acknowledge that solutions to the above problems cannot be solved by Nationah Healtance alone

and we welcome the other policy processes that are underway in parallel to the NHI process. In particular,
we makenote of the Primary Health Care Hgngineering Strategy, the new national Human Resources for
Health Plan, the Classificai of Hospitals and the Policy on Hospital Management.

In this submission we stress that for the NHI to be successful in achieving equity, a number of challenge
need to be addressed prior to the introductiontbie NHI. Failing this, the proposed NHIymaot deliver on

its promise of equitable access for all, and improving health outcorbervay even entrench inequities
further. Notably, these challenges are:

e The infrastructurdnequity trap. Researcthas shown that a greater portion of the available
health-allocated funds flow tavards maintainng existing infrastructure and p#yg existing
health care workers. This inevitably results in a higher proportion of health funds flowing to the
more resourced urban areas. Unless addressed, this will wonsderthe NHI due to the heavy
private sector presence in urban areasrsusthe lack thereof inrural areas. We call for needs
based budgeting based on service platforms.

e The absence of sufficient health care workers, undermining access to quality vaaich
requires a robust and urgent interventian

e The absence of reliable, affordable transpiorimany rural aread K| YLISNA y 3  NIzNJ f
access to health care arldading to delayed healteeeking behaviour and increased loss to
follow up.

In our submission we also discuss a number of matters that need further clarity in order to make a
comprehensive assessment of the proposed solution to the inequities in accessing health care. A ful
discussion is found in the main body of the submission.

. This submission is made by the Rural Doctors Association of Southern Africa, the Rural Health Advocac
Project, the Wits Centre for Rural Health, the UKZN Centre for Rural Healtikwanda Centre for Rural
Health, Africa Health Placements, Rural RehabiSaAfrica andhe University of Cape Town: Primary Health
Care Directorate. We would welcome the opportunitypieesent our submission to the Departmei/e can
be contacted through the office of the Rural Health Advocacy Project:

Focal point: Marije Versteg

Landline: 011 356 4114

Fax:

Postal address:

Email:marije@rhap.org.za

The contact details of the individual organisatighat form part of this submission can be found below.

‘50 {(GdzO1fSNE {® .lFadzx ad® adOYSS | SHEGK /I NB [/ I LIchaglality Trapsafterthd 2 OF G A 2
End of Apartheid. American Journal of Rublealth; January 2011, Vol 101, No. 1

5


mailto:marije@rhap.org.za

10.

11.

B) Structure of the submission

We begin this submission by setting out why the different orggtions represented in this submission have

an interest in the NHI. We have structured the remainder of our submission around 5 main themes: Access
Social Determinants of Health, AccreditatioFinancing Rural Health Care, Private Sector and Transition
Period. We finish with a conclusion.

C) Interests of organisations represented in this submission

RuDASA

As the voice of rural doctors in South Africa, the Rural Doctors Association of Sacdéhhag a vision of all

rural people in South Africa accessing quality health care. Implementation of the NHI must assist in this
particularly in the adequate staffing of rural health services by appropriately skilled medical staff. Contact
details: Dr Kd Le Roux, Chairpersokarlleroux@gmail.corinfo@rudasa.org.zawww.rudasa.org.za

RHAP

The Rural Health Advocacy Projectachtes for improved access to high quality, comprehensive health care
services in rural areas. With the aim of improving the health of the South African PoputhéoRHAP
stresses that a focus by the NHI on rural health will have aefehing effect extendingbeyond rural
communities, to impact South Africans at large. Contact details: Marije Versteeg, Project Manager,
marije@rhap.org.zavww.rhap.org.za

Wits Centre fo Rural Health (GP)

The overall focus of the Centre is the development of human resources for rural health care in South Africa
The Centre believes that the inequities faced by rural communities warrant the implementation of unique,
tailored solutions forrural health care systems. In delivering on the NHI plans, rural health care must be
prioritised. Contact details: Prof lan Couper, Director Wits Centre for Rural Healtbouper@wits.ac.za
http://www.wits.ac.za/academic/health/entities/ruralhealth/10095/home.html

University of Kwazulu Natal Centre for Rural Health (KZN)

The Centre for Rural Health at UKZN focuseseiearch and interventions primariy health care systems
strengthening and communitievel care in rural health services. The centrality of management in the
performance of the health care system has been widely resednand the NHI will need to paarticular
attention to this in order to succeed in its objectives. Contact details: Dr Bernhard Gaede, Director UKZN
Centre for Rural HealtiGaedeb@ukzn.ac.z@attp://crh.ukzn.ac.za/Home.aspx

Ukwanda Centre for Rurdflealth (University of Stellenbosch)

The Ukwanda Centre for Rural Health coordinates and supports training and research initiatives in rural an
underserved communities. Its objectives are to train arelelop health workers to ensure they are
optimally equipped for service to the South African community; to conduct and support comnrasgd
research that is relevant to the health needs of the specific study community, but also to the broader South
African and African population; and to engage in constructive cooperation between various communities,
health-service providers, and negovernmental organisationin order to promote broaebased community
development and health. It is essential that the Nifbcess engages rural communities on their priorities
and needs.

Primary Health Care Directorate, University of Cape Town (UCT)

The focus of the Primary Health Care Directorate is the coordination and integration of primary health care
principles into edcation, research and service programmes at UCT and in the province of the Western Cape
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13.

The multidisciplinary team is involved in a wide variety of projects that link clinical care with community
engagement, as well as a number of educational projectsdergraduate and postgraduate levels that are
concerned with the broader determinants of health. The NHI affords an opportunity for universal coverage
of health services in line with core PHC principles. The Direceomember of a panel of experts ited by

the DG of Health to consult on the plan for NHI. Contact details: Prof S Reid, Director of Primary Health Car
UCT. Emaitha.johnston@uct.ac.za

Rural Rehab South Africa

RuReSA is a gip of concerned and committed rural Physio, Occupationalj Speech and Language
Therapists, Audiologists and Psychologists. The group seeks to promote access to appropriate rehabilitatio
services in rural areas by addressing current ppliegviding input on curriculum providing a support
network for current rural therapistsand promoting advocacy for accessible and appropriate service delivery
for children and adults with disabilities in South AfriBalReSA appreciates the commitment in the NHI to
provide accessible, affordable and appropriate health care to all people atigraisslevel. However, we are
concerned that the current strategies will exclude people with disabilities from accessing the appropriate
services required. Contact details: Make Bezuidenhout, RuReSA Membenarykebez@gmail.com
www.ruralrehab.co.za

Africa Health Placements

The mission of AHP is wupport and enhance healthcare systenmmsAfrica, by finding, placing and
retaining healthcare workers in rural and underserved areas. AHP pledges to continue supporting the
South African Government in recruiting and retainappropriately qualifiechealth care workers to areas

of greatestneed so that the Government can deliver on the NHI promise of equal access for all to
comprehensive health care. Contact details: Saul Kornik, Ghidf@ahp.org.zavww.ahp.org.za

D) What is Universal Access?

D.1) Accessing the point of care

The purpose of NHI is to achieve equity in access to health care and better health outcom&re&he

t FLISN) adlraSa GKFEG aF O0Saa akKz2dzZ R 0SS syl DeedtdbBey |
YAYAYA&ASRE 64aSOGA2y puSTZ LI IS mtO FYR GKFG a9 @SN
G2 | 00Saaay3a GKSaS KSIHbwever, e SheshPapsraddes rtfiSiéntyaxplgin p o 3
how this protectionis accorded, and how the barriers are eliminated. A narrow definition of access by

F20dzaAAYy3 2y GLRAY(G 2F RStEAGSNERe gAff y20 | RRNBA&3S
to us are the following, which are deliberated further below:

e ¢KS O2aild 2F |00SaaAiy3a aiGKS LRAYyG 2F RSt AGBSN
communities, the large distances to health care facilities and the lack of a public transport system,
these costs are higher for rural versus urban communites, even more so for those who are very
ill or who live with disabilities.

e The lack of private sector facilities in rural areas. Unlike in urban aaeasss toprivate sector
facilities to households currently dependent on the public sector will notemmakich of a difference
for rural communities, unless there are specific incentives to do so.

Affordable and reliable public transport is vital to accessing health care. Of poor households, 15% live mor
than an hour from the closest clinic and 20% limere than an hour from the closest hospftal study
aiming to answer the questiodWhy patients miss follovdzLJ I LJLJ2 A §6und tBaflack éf adequate

?Health Reform Note 1, PHC, page 3, 2010
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transport was the main reason for missed appointments, followed by health reasons and fihafkes
Researchingmuity in Access toHealth Care (REACH) projéetlso found that there are considerably greater
access barriers experienced by rucaimmunitiescompared to urbarones with respect to distance, time

and costs. The cost of accessing healtreazan have catastrophic implications for poor households, with
transport costs being a significant contributot.ack of transport ign evengreater barrier to access to
health care for disabled people. There are few public transport systems availaklisdbied people in rural
areas, particularly people using wheelchairs. Theasitln is the samdor the elderly, the frail and the very ill

¢ the few ambulances that operate are difficult to call and often cannot accesmtiseremote areas. The
implications are delayed healteeeking behaviour andn increasein loss to follow-up. This has negative
AYLIX AOFGA2ya FT2NJ 0KS bl LQa 202S0GAQGS G2 atwmin® S
to overcome this issue bintrodudng transport vaichers to poor househol8s’. Studies have shown
improved health outcomes after the introduction of such vouchers in China, Taiwan, Korea, Nicaragua an
Mexicd. An exclusion of transport costs to facility level from the NHI package of servicesevéliely
disadvantage thg@oorest householdsThe introduction of transport vouchers financed through the NHI does
not dismiss the Department of Transport and the Department of Rural Development and Land Reform fron
implementing a Rural Transport Strategy with eshurgency to ensure #t the infrastructure is available to
transport poor health care seekeis the most remote areas of our countrindeed, close collaboration
between the Department oflealth the Department of Transport and the Department of Rural Development

is required.

The Green Paper states that access will be improved through a unified health care system which wil
effectively provide South Africans with access to both pewatid public facilities. This will improve access in
urban areas. It will also improve the quality of care that urban communities will receive due to the often
higher standards of care in private facilities. Yet, the same logic does not apply to rusal Hnege are few
private GPs in rural areas arifjnificantly fewer private sector health centres and hospitadsking at both
private and public health care, in 2007 the Western Cape had 60 private hospitals, 55 public haspitals
1246 doctorsservinga population of 4.8 million, compared tehat wasthen 6 private hospitals, 44 public
hospitals, and 882 doctoervinga population of 5.7 million in Limpopo. The following table illustrates the
inequities between private sector facilities in urban wersural provinces:

Private sector facilities per provinée
LP NC | EC | MP NW | KZN | FS WC | GP

Total population 5238 | 1058 | 6527 | 3643 | 3271 | 1025 | 2773 | 5278 | 10451
286 | 060 | 747 |435 |948 |9230|059 |[585 |713
% of population rural 90% | 80% | 62% | 61% | 59% | 55% | 25% | 10% | 4%

Number of private hospitals| 5 3 13 9 10 27 15 39 95
Number of private hospitals| 0.11 | 0.35 [ 0.32 | 0.40 | 0.53 | 0.48 |2.16 | 7.39 | 22.72

per 100000 rural population
Table 1

3 G. Van der Meer and J.W. Loock. Why patients miss falfpappointments: a prospective controlatched studyEast African Journal of Public

Health 2008 Volume 5, Numdr 3.

* Researching Equity in Access to Health Care Préjaesse 1 Results: Access challenges in TB, ART and Maternal Health Services. December 2009
Susan M Cleary, Stephen Birbtgsa MoshabeladHelen SchneiderUnequal access to ART: exploratorguiés from rural and urban case studies

of ART useSexually Transmitted Infectiofia press).

®Goudge J, Gilson L, Russel S, Gumede T, Mills S. Affordability, availability and acceptability barriers to healthecetneofuicetly ill:

Longitudinakase studies from South AfriddMC HealthServices Resea2009; 975.

® See for instancenttp://rtc.ruralinstitute.umt.edu/IL/RuralFacts/TrVoucherfacts.hfinttp://www.grant-tracker.org/news/ruraltransport-fund-
voucherschem

"Rob U, Rahman NBellows, BUsingvouchers to increasaccess to maternal healtare in Bangladesh. y i Qf @ v dzZt NISNI & 2F / 2Y
Education, Vol. 30(4) 29309, 20092010

Kok P, Collinson M. Migration and Urbanisation in South Africa. Pretoria: Statistics South Africa200&RepBe4-02, 20.Community

Survey 2007 Basic Results. Pretoria: Statistics South Africa2007.

21.Matsebula T, Willie M. Private Hospitals. In: Harrison S, Bhana R, Ntuli A, &titdrs African Health Revie2007. Durban: Health Systems

Trust; 2007.
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15. Only citizens registered with Home Affairs will be eligible for NHI coveragasiBroxeeds to be made for

16.

17.

18.

19.

20.

the health rights ofrefugees and asylum seeks in terms of applicable law<ertain services, such as
emergency medical services and primary health cargo ought to be made available to undocumented
migrants. Forafull mét @+ G A2y 2F GKA& | NBdzYSyiz®%6S NBFSNI (2 |

In terms of registered citizens, the Green Paper does not state clearly how these will be identified. If a Soutt
African ID book will be the condition for South African citizens to obtainkincird, then a countrwide
ward-level drive to assist all eligible residents to obtain their ID document needs to precede the introduction
of the NHI. Many South Africans continue to face massive challenges in procuring South African I
documents, espeally marginabed groups such as the rural poor, people with disabilities and orphans and
vulnerable children.

Considering all of the above, we argue that the concept of Universal Access needs to be defined differently
We argue that the NHI should not lgrpromote equity in access to health care regardless of seaamomic

status but & K2dzZA R fa2 LINRPY23GS Sljdzaide Ay 00Saa aGaNB3II
YSI adzNBa &aK2dzZ R 0SS Llzi Ay LI OS G2 dSy theehBce bHzNI
residence.

D.2) Accessing quality of health care at the point of delivery

Ly GKS 062@S &aSOiA 2 dfficdtiss irfeadingfadliRes. 2nythis Isictipii \Beyhiove Ghe
focus from the demand for health services teetbupply thereof: the need fa sufficient number ofvell
supportedhealth care workers, in order to provide quality health care at the lowest level possible. This is a
critical element of the strategy to address access barriers.

Section 61 on page 21Fo G KS DNBSY t I LISN y2iSa GKI {-ecordraidN b |
AYLX AOFGA2YZS Al ySSRa (2 FRRNBaa (GKS OdaNNByl Ay
support of this statement. One of the major constrainisthe insufficent and inequitable distribution of
human resources for healttandthe hosptal-centric and curative health care systednother issue ithe

weak orgargational culture in many facilitiexharactersed byweakleadership, poor work ethic amongst
some halth care wakers, and a resultant poor quality of catePart of the strategy by Government to
address these matterss a range of interventions parallel to the phasimgof the NHI. Notably, the
SaGFroftAaKYSyld 2F (GKS hT7FROSY IAY SSNAWRF NRR Y/ NE LI ASH
the new nationaHuman Resources for HealBtrategy We strongly support these parallel interventions and

the outcomes they wish to achieve. A number of critical interventions are to be pseatitif rural
communities are to have access to equivalent bengfitthe ones whichurban communitie®njoy™. Merely
changing the funding mechanisms for the provision of health care will not address the absolute shortage of
health professionals in South Africa.

HUMANRESOURCES FOR RURAL HEALTH

The new Human Resources for HegktRH) Strategfor South Africa acknowledges the need to take urgent
YR FANY | OGA2Y (2 | RRNBaa GKS aidrFFAy3a ONRAAA A
andRemd@ S ! NBlaé¢ad 2SS FdzZf f & AdzLIR2 NI £t FASS 202S00GA

{9/ ¢LhbHT Q& &dzo YA & awesgctionbrzac S + Ot Af L o6fS 2y

% versteeg M, Couper I. Position Paper: Rural Healty to a Healthy Nation. Johannesburg: Rural Health Advocacy FR@jt Chopra M,
Daviaud E, Pattinson R, Fonn S, Lawn JE. Saving the lives of South Africa's mothers, babies, and children: can the healihesPSteeldincet
2009;374(9692):8386.

" Our views and recommendations on this are discussed in more detailed in a numbeentlyeeleased documents:

RHAP Position Paper, WHO Global Policy on accessing health professionals in rural and remote areas: SA coRt@dfirRucd the PHC Re
engineering Plan.
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22.

23.

24.

1) Implement short term strategies on access to professionals in rural and remote areas

2) Design and implement an educational strategy based on WHO guidelines for rural and remote
areas (in consultatio with Faculties of Health Sciences)

3) Develop regulatory strategies to improve access to health professionals in rural and remote areas
and quality of care

4) Develop financial incentives to attract health professionals to work in rural areas

5) Provide personand professional support to health professionals working and training in rural
areas

The urgency of implementing the above strategies and related activities captured 8trétegycannot
be emphagsed enough. In particular we stress the following:

e Appontment of a rural HRH strategy task team (working group) under the National Health
Council, to develop the details of the Rural HRH Strategy and to support the NDoH in
implementing them

¢ Development of minimum staffing norms to facilitate equitable disttibn

e 'INBSYSYyl 2y I RSTFAYAUGUAZY 2F WNHNI fAGeal yR NJ
rural allowance, and policies such as OSD, and to measure and compare progress in closing the
equity gap between rural and urban areas

e Start negotiationsvith Higher Education Institutionsn curriculum and admission policies

¢ Increase the proportion of rural students in health professional courses in South Africa

¢ Increase the proportion of training of health professionals that occurs in rural areas

¢ Increaseahe uptake of suitably qualified foreign health workers

e Prioritise outreach support from referral hospitals

¢ Improve living condition®or rural health care workerscluding accommodation

Furthermore HR Manageraeed D be trained with a specific focws workforce planning, strategic
workflow initiatives and retention methodologies

Ideally, the target number of health professionals serving a community should be proportionate to the
measure of overall need, including social determinants of healthbamden of disease in the community in
questiort?. Given the gross HRH shortages, however, ensuring a minimum level of staffing is the starting
point. Table 2 presents the formula recommended by the Rural Doctors Association of Southern Africa fol
the determination of doctor posts, as an acceptadnimum level requiring no motivation for filling of posts,
regardless of the financial situation, job freezes and budget cuts:

Minimum staffing norms for doctors at DISTRICT HOSPITALS

1000 uninsured population 1 bed

10 beds (10,000 uninsured population) 1 doctor

100 beds (100,000 uninsured population) 10 doctors
Table 2

Interns still undergoing training should not liecludedin this pool, and not more than two community
service doctors should be part of themmum doctors/population.

In terms of rehab workers and therapists, Rural Rehab South Africa recommmémdsum staffing norms of

1 physiotherapiseind 1 occupational therapigter 22 000 population, $peech ad language herapist per

50 000 population,and 1 audio therapist per 100 000 population. The above excludes students and
assistants. This staffing should not be without at least one, preferably 2 cars for outreach.

As South Africa has not produced and retained a sufficient number of lagellified doctors to staff the
public sector, and in particular rural areas, for delivering health services through the NHI mechanism, it is

2The Deprivation Index 2008 is a composite measure of overall feed@nmunity, using the stfistrict as the relevant unit of analysis;
compiled by the Health Systems Trust. Available at www.hst.org.za
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25.

26.

critical that the South African Government focuses on attracting forqigalified doctors as a resource with
which to m&e up the shortfall. However, in order to effectively compete for these globally scarce and
mobile resources, the Government needs to make a number of urgent and critical reforms in this regard:

a)

b)

d)

The extensive and fractured bureaucracy required for a foreigctor to register to work in South
Africa needs to be rengineered. This includes creating a uniform online portal to accept
applications for all steps in the process (including HPCSA and DOH), removal of duplication o
certain steps and documents, agll as working with the HPCSA to remove severe bureaucratic
barriers (such as requiring ECFMG verification prior to registration foreram track doctors).
Streamlining this process will result in quicker turnaround times and a less onerous and more
competitive process.

The Government needs to work with the HPCSA to expand the number and type of doctors and
specialists who can work in South Africa without needing to come to South Africa to write a
gualifying exam before proceeding with the registraticogess.

The Government needs to revise its policies on who can and cannot work in the country. This is
particularly important for health workers who are already living in the country but who cannot
register to work.

The Government needs to formally coatt independent organisations who can market to foreign
doctors from developedvorld countries. This is thé&ey method that is being used by the
developed world, who have attracted and placed South African health workers, contributing to the
O 2 dzy (i Nd&d@ia. o NI A

REENGINEERING OF THE PRIMARY HEALTH CARE SYSTEM

We applaud the reengineering of the primary health care system (sectior786on pages 226) and the
three streams of health care delivery (section 70, page 24). The PHC approach will bentrg delivery
model of health care financed through the NHI. Far NHI to reach its aim, its delivery model nedd be:
effective, efficient, equitable, comprehensiveita service package and of high quality. In this context, we
wish to highlight a fe issues:

The District Clinical Specialist Support Teams, the first stream of health care delivery, are fully supported
However, the focus should be on district hospitals, with mentoring and training of the primary care
physicians and nurses who workthre district i.e. the role of the specialists is not in the community, but to
support and train those who work in the community:

a)

b)

The Public Health specialist should be included in this specialist team; exclusion of this discipline,
or ideas of separatelinking this specialist to the district management team, will not provide an
adequate influence of public health goals on improving clinical health outcomes.

Apart from the anaesthetist, these specialists should not be placed in regional hospitals, where
they will be completely absorbed and not fulfil their outreach mandate, but rather under a
district clinical coordinator, who is, in many instances where such people are already in place, a
family physician.

At the same time, it is critical that the staffy of the regional hospitals is improved, so that the
required range of general specialists is available, in order to ensure functional referral pathways
in support of these teams.

The specialists themselves will need specific training for this particolat which is very
different from the current tertiarybased specialist training. Rotations for postgraduate trainees
(registrars) into regional hospitals and into working with these district teams should be
mandatory. Linked to this, undergraduate meali@nd nursing students should also have the
chance to work alongside and be exposed to these district specialist teams.

The importance of continuity and an understanding of the context are critical for these teams to
be effective. There is a risk that thean be a disruptive force and a burden on district health
professionals if they do not function in a collaborative way with the development of meaningful
relationships over time.
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f) Members of the teams should be joint appointees with the appropriate usityerboth as a
support and incentive to them but also to facilitate the involvement of faculties of health science
at district level and develop a rural teaching platfdrim

27. The third stream aimed at bringing PHC closeitddeneficiaries under the NHire Primary Health Care

28.

29.

Teams and Primary Health Care agents, as referred to in paragraph 70c of the NHI Green Paper (page 24)
states that each PHC team will be headed by a professional nurse and that each team will be allocated
number of householdsThis is a critical opportunity to improve access to health care for rembtadgd

rural communities. To make this opportunity a real benefit for rural health, the following is needed:

a) The Primary Health Care Agents that work at ward level should mdiath community health
workers and homéased caregivers. They play distinctive roles and need equal support and
recognition.

b) The wardbased Primary Health Care Teams should include at least one therapist and one mental
health practitioner in addition téhe other members of the team.

¢) Training in aspects of disability and specific referral criteria is critical for all those involved on the
municipalwardd  a SR GSFYa +Fta ¢Stf a F2N) O2YYdzyrde C

d) The distribution of Primary Health Careeats should be determined by a range of factors and
not only population numbers. In rural areas it takes more time, and it is more costly, to reach
remote villages. Yet, the rights of the remote residents are equal and their unmet aeediten
higher tran urban populations due to the stated access problems. Whereas the need in each area
needs to becalculatedindividually with regards to population density and access to transport, in
some rural areas this may result in a ratio of 1RrBnary Health Ga Agentbetween urban and
rural populations.

e) Lastly, the role of the doctor in this team is understated. The success of the Brazilian and Cuban
models is that there are doctors at the community level, in a team with the nurses and working
with the commurity health workers. Nursbased teams should be seen as an interim measure,
with the longterm aim of communitybaseddoctors becoming part of these teams

The designation of hospitals (paragraphs®Bon pages 281) refers to the overhaul of the healgystem,

which goes beyond primary health care. A key feature of the overhaul, which is not addressed, is to
restructure the health system towards outreach so that every level reaches out to and supports the level
which refers into it i.e. central and spatised hospitals support tertiary hospitals; tertiary hospitals support
regional; regional support district; district hospitals support clinics, etc. This requires a change in
performance agreements with staff and how managers understand the role of ataffiell as a change in
mind-set of health professionals themselves. Faculties of Health Science can assist in driving this change.

The Policy on Management of Hospitalsnderpins the designation of hospital as referred to above. In its
entirety, this mplicy is not commented on here, except to underline the importance of clinical staff needing a
clinical manager, not an administrator. This is acknowledged as preferable in the policy document, but there
are specific rural considerations making it vital:

a) Qualification as a health professional is correctly seen as the principle selection criteria, as
supported by the Policy of Management of Hospitals. The reality in rural areas, however, is that
traditionally there is no shortage of candidates who applyan advertised hospital manager post
(undera management structure wherthe CEO was not based at the hospital) but often no more
OKFYy-omy22/s5S¢ G2 Iy FROSNI F2NI I Ot AyAOlLt YIFyl 3
option to employ @ administration manager in the absence of a suitable health professional will be
exercisedThis must be avoided. At the same time, clinical aggms need to be supported to focus
on dinical issues so they are not dva into long admirstrative meetingswith little clinical
relevancewhen they should be focusing on clinical governance. Bheyld be given appropriate

3t is concerning that the policy document Classification of Hosy#atslable at www. does not stress that distrhospitals are part of an
academic platform with other larger hospitals.
1 Gazetted 12 August 2011. Available at www. doh.org.za.
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30.

31.

32.

33.

managenert training, which ideally should be part of the training of all clinicians, bigality does
not occurin most cases

b) Junior staff rate the clinical guidance provided by senior staff highly; clinical support and
mentorship are significant factors the retention of junior doctors.

c) Multi-disciplinary teamwork contributes significantly to job satisfaction of clinical stafural
facilities. This teamwork is more easily realised at a smaller rural facility, but needs facilitation by a
senior clinical manager with experience in managing clinical staff. According to the district hospital
organogram, clinical managers operafea Y 34 A RS | &G Of Ay A Ol f & dzLJLJ2 NJi
responsible for the pharmacy, rehabilitation services and others. In reality, this latter post remains
unfilled in many rural areas, and the responsibility falls to the clinical manager.nlyisiber some
years of clinicaimanagement over and above administrative management, that the skill and
experience are gained to properly carry out this role. Does future policy on DH management include
this post? Even if not, the argument remains valid.

d) Many rural facilities operate at or below the critical staff levels required to retain health
professionals. Should staff numbers drop below this critical leyabd leadershipgoy a clinical
manageroffers some time (a month or two at most) during whi an emergency recruitment plan
can be effected, before the rest of the clinical stafight leave owing to increased workloads.
Patients in turn risk being turned away as remaining doctors cannot cope with the workload.

In addition, both the NHI Gredpaper and the Policy on Management of Hospitals need to resotjmt a
hospitalbeingsmaller in size does not always equatédtngsmaller in work load:

a) The definition of hospital size by infrastructure alone (i.e. number of beds) does not rifeect
reality, particularly in rural areas. The current focus on PHC will increase the outreach required
from district hospitals. Resources required for outreach are defined by frequency, activity
(including different disciplines) and duration of visit (ithg distance and time). In rural facilities,
more resources are often required by these criteri

b) Inequity in access to health care is a stark reality in rural areas. Many rural patients can only acces
the health care system with difficulty. Theuality of care provided to odpatients at a clinic or
district hospital in a rural areas is, therefore, especially important in ensuring correct admissions,
referrals and followup according to standard clinical guidelines. The workload at a ruralyasilit
increased considering the demands of the catchment population requiring continuity of care over
time. Bed numbers, anthe utilisation thereof, are only part of the full picture.

c) @nical staff numbers do not increase with bed numbers. HRtagjes ensure that, when assuming
high bed occupancy rates (BURs), each worker's work load increases as bed numbers increase. Tl
affects rural hospitals more. Larger district hospitals are oftemrlvan areas, and arbetter
staffed

The lack of efficiet, effective and accountable management at all levels of the health service, and the failure
to devolve authority and responsibility to the appropriate level (districts and hospitals) is a major problem.
NHI funds will continue to be wasted unless thiadslressed. Appropriate management training, including
HRH training, for all in the serviceincluding all health professionatsand the allocation ofmeaningful
responsibility with accountability is needed.

PEOPLE WITH DISABILITIES

Section 69 of theGreen Paper (page 24) states that all South Africans will be entitled to a defined
comprehensive package of health services at all levels of health care. We argue that the health rights o
people with disabilities should be included in this package. $mwtivated for in more detail below.

24.2%o0f South Africans have at least one disabilitjaking them{ ! Q& f I NH S & & 5004 of 2 NRA
disabilities are preventabland directly linked to poverty. 77.6% of HIV positive children have a physical

S WHO World Disability Repor2011)
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delay, 63.5%a cognitive delay and 49.2% a language deltys is lessened but not preventable by timeous
initiation of ARVS'. Half a million South Africartsave a visual impairment, b80% of blindness is avoidable.

a) As disability almost always impactstnonly on the disabled person but also on the entire
household, especially in impoverished rural aféais must be acknowledged th@iromoting access
to care for disabled people enhances access to care for many others &s well

b) Rehabilitationand mental lealth services should be available &t levels of cardhousehold to
GSNIAFNRO FYR Ay Fff o WQaGNBIYaQQ 2F tl/Y
Psychiatrists and psychologists need to form part of the district specialist teardgherapists and
psychologists need to be an integral part of the PHC stream delivering services at atiditise
community and household level. Occupational therapists, speech therapists, audiologists and
psychologistall need to form part of the schddealth team

¢) In addition to rehabilitative services, therapists need to be involved in prevention, promotion and
screening at clinic, community and household level in order to address the aims of the NHI. There
need to be sufficient posts for therapisi$ community level so that therapists employed at district
hospital level are not expected to cover all service arethiss results in centraded services with
reducal coverage of those who require home based rehabilitation.

d) Comprehensivprimary and seandary eye care servicean and should beoffered in rural areas.

e) To meet the health rights of people with disabilities, the preparations for the NHI need to promote
a shift from quantitative survival to qualitative developmeand the integration ofpeople with
disabilities into mainstream health care. This requires earmarked resources and a set of norms anc
standards to be developed fauch services such eshabilitation, eye careand mental health care
services, including resources, staff and gmw Alarge emphasisnust be placedn outreach as
many patients are unable to access clinics due to physical and transport haivlersover,
interventions are often more appropriate amhome setting.

f) On the important matter of disability, we draw atition to two separate submissions which unpack
the above matters in more detail. These are submitted by Rural Rehab South Africa
SYABONAKAEA

D.3) Acceptability of health care services

3. DAGSY G(KFG GKS YI22NAGe 2l baidicSersed2hdaygh tidNME it i essential K

that the fund supports a health system and package of services that is acceptable to, and preferred by, it
LINAYI NBE OSYSTAOAIFINARAS&AD® LYy (GKA& NBIIFNRI ¢ Sregbiek2
Ad Galy 2Ly YR AyOf dzZAAOS LINRPOSadaa 6KSNBE O2YYdzyAl
I NB O2yadzZ 6SR 2y ¢KIFd (KS@& ¢g2dA R tA1S G2 &SS Ay
and structures established whigirovide an avenue for community and civil society input to determining
what goes into the packad®b ¢ YSe OKFIftSyaSa ARSYiGATASR o0& O2
Consultations facilitated by the Black Sash in 2010 and 2011 included: shortage$, tiiestafrge distances

to health facilities and services, insufficient medication, patient transport arsthortage of ambulance
services. The role of health care workers and communities in the delivery of health care emphasises some c

A % /4 A x

the basic principl@ 2 F LINAYIFNE KSIfGK OFNBxX Ffaz2 NBFtSOGSR

'8 Department for International Development (2000) Disability, Poverty and DevelopD&td

" potterton et al, 2009; Ferguson and Jelsma, 2009; Baillieu and Potterton, 2008).

¥ buncan E, Watson R (2009).The occupational dimensions of poverty and disability. Institute for Poverty, Land and Adiesi¢RLtaS)
Working Paper 14.

1dem

% The full submission by SIYABONAKALA is n&Beedprehensive Eye Health: Focused Primary Care to Prevent Avoidable
Blindness"andendorsed byRight to Sight Dublin- member of the International Agency for the Prevention of Blindness

2t §2 LX S OMovemént Discugsion Document
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health planning, decisiemaking andthe monitoring of service delivef§; In support of these principles in
rural areas, it is recommended tHat
a) The District Heléh System as defined in the Government White Paper of 189%hould be
changed to include:
e The relevant unit of analysis, namely the siibtrict (or ward where applicable)
¢ Increased community and NPO representation
e Consideration of the social deternaints of health asnadditional area of responsibility
for all stakeholders
e Emphasis on collaboration (including intersectoral where relevant)
b) An extensive audit/mapping process be undertaken atdiskrict / ward level to identify:
¢ NPOs and CBOs and seeg provided
e Human resource capacity and skill setsallmanagement levels within all organisations
involved in service delivery
e Gaps in/needs for service delivery where evident, and organisations who may address
these gaps/need

E) Social Determinantsf Health

35. While the ultimate purpose of the NHI is to improve health outcomes, it is known that access to health care
is only one determinant of improved health. The health sector needs to be commended for its radical
overhaul of the health system and tlmeany new strategies being implemented. We call for Government to
lead a similar drive and sense of urgency in the other sectors with a direct bearing on health, notably Loca
Government, Housing and the Department of Transport. In terms of the sociaintiegnts, rural districts
are once again left behindt KS O02dzy i NE Q& Y2aid RSLINAOGSR RAAGNRC
Limpopo and Eastern CapeThe deprivation index is a measure of relative deprivation across districts
within South AfricaVariables included for calculating the deprivation index*&re

e ¢CKS LINRPLRNIAZ2Y 2F (GKS INBIFIQa LRLIAIIGA2Y &

e ¢KS LINPBPLRNIAZ2Y 2F IINBIFIQa FRdZ da o0SGsSSy
looking for work or not working and not looking

e ¢CKS LINPLRNIAZ2Y 27F (KS atraditBrial@@ellingzinfddatal-sbiaskdy”
tent

e ¢CKS LINPLRNIAZ2Y 2F (GKS | NBIFIQa LRLMA I GA2Yy

e ¢CKS LINPLRNIAZ2Y 27T (d¢Sa pit diBucketoilet 62 nalfafml-ofitdilet y

e ¢CKS LINRPLRNIAZ2Y 2F (GKS I NBIFIQa LRLIAFGA2y
for lighting, heating or cooking

e ¢CKS LINPLRNIAZ2Y 2F (GKS | NBIFIQa LRLMA I GA2Yy i

e The proporton & GKS | NBFQa LRLMzZ I GdA2y GKFG | NB
female

This illustrates once again that more effort is needed to uplift rural communities. We acknowledge that the
NHI fund cannot fund all the expenses related to the social deternsnah health. Yet the level of
deprivation is illustrativeof the additional supporthat rural communitiesneedto have to obtain a higher
level of wellbeing.

2 RHAP Position Paper Rural Health Care, 2011

% The outcome of the PHC Symposium of NGOs held in September 2011 included these two recommendations. All recommentidtierst avai
www.cmt.org.za

2 \White Paper for the Transfmation of the Health System in South Africa Department of Health, April 1997. Chapter 2. Reorganising the Health
Service; Section2.3 The District Health System. Available at www. www.info.gov.za/whitepapers/1997/health.htm

% Available fromwww.hst.org.za/../dhb0708 secl.pdf

BC2NI I RSGFAE SR RSTAYAGARZY 2F ARSLINAGI GA2yés aSS (KSorgmaliNAROG | St ¢
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36.

37.

38.

F) Accreditation

Facilities that want to contract with the NHI need to be accredited finsprinciple, the aim is for all public
health facilities to become NHI facilities. Given the state of many rural fagilitibch areplagued by
infrastructure decay and understaffing, there is a risk that many, though not all, rural facilities wik take
longperiod of timeto meet the accreditation criteria. Private sector facilities, however, are more likely to be
the first to be accredited, followed by urbdased public facilities. This scenario is presented in the figure
below:

NHI AccreditationRURAL LAST?

THEN: Public urban

FIRST: Private urban LAST: Public Rural

FGood state PWeak state FOften in weakest
PHealth workforce (systems, state
ESpecialists governance, drugs) PHighest vacancies
FProximity PVacancies PNo specialists
FSpecialists
FProximity FAND
FRural communities
reliant on public
sector
P arge distances
PDeprived
populations:
Access constraints
EPoor EMS
. J . W, . W,
Figure 1

It is unclear what will happen to the facilities that do not immediately meet the criteria:

a) Will they receive more financial resources to meet the criteria whilst also sustaining, and
improving a service as equal as possible toNih# accredited facilities?

b) Many facilities have infrastructure problems due to their reliance on the Department of Public
Works. Critical infrastructuresuch as generatoysre lacking, which have caused avoidable infant
deaths during power outages. Tdat extent is the Department of Public Works actively involved
in supporting the preparations for the NHI?

c) Or will the standards simply be lowered to the detriment of ruratignts?

The NHI needs to be explicit in the plans of how the playing iBdbdng levelledand how rural hospitals
and services will be supported to meet the NHI standards.

It is unclear what happens to areas where private and/or public hospitals are mushrooming. Will they all be
accredited? This should be avoided as it will lemd concentration of NHI fund allocation to a small pool of
beneficiaries. This money should instead be used to increase access to services in rural areas.

The NHI Green Paper states that there will be HR staffing norms for each category of sescitas 120,

page 37). As discussed in point 29, the understaffing may present real challenges to accreditation. Thi
provides further urgency to the implementation of the HRH plan discussed in sectiddo¥&ver,the
staffing of facilities by mostly junistaff needs to be avoided, asis is not a solution to the HRH crisis, nor

to meeting NHI staffing norms. Junior health care workers need senior support and supervision. In this
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39.

40.

41.

42.

43.

regard, the Community Service Policy is a good example of antexitled licy not benefitting rural areas
equitably. In many case community service officers (CSOs), from differemsgool backgrounds, are
placed in facilities without being given adequate support. They are subsequently lost to rural health forever
due to teir negative experience. Yet, unfortunately, in most cases, CSOs are not placed in rural areas at al
but predominantly ina more urban setting. This trend hdseen demonstratedover many years and
continues in 2012requiringradical intervention by Naédnal and Provincial Governments. CSOs need to be
placed in rural hospitals where minimum support structures are available and provided.

The accreditation of providers (sections-8F7 on pages 3B3) further provides an opportunity to support

the develgpment of health professional education in regional and district hospitals. Such training is critical to
the improvement of facilities and to the future workforcand as suchshould be embedded in the process

of accreditation. The understanding ofthe Na2 y I £ | S f 4K ' OG 2F wnnn GKI I
may consist of one or more health establishments at all levels of the national health system, including
LISNRALIKSNI f FlLOAfAGASEaE OFlYy YR &aK2dzZ R @Sfessidial f A 3
training into these bspitals can be one way of ensuring that the necessary standard are met and are

maintained, and can also be an incentive or reward fmspitalsthat achieve the standards.

G) Rural Health Financing

We welcome the proposeéqualsation of risk across the national population. It is agreed that the rich
AaK2dzZ R 0S LI @Ay3 LINRPINBaargSte Y2NB (KFy GKS LkR?2
VAT, should not be increased to pay for the NHI. This increhsesurden on the poor, both urban and
rural, and should not be allowed.

The NHI policy is unclear on its stance about the issue plagments and user fees. These need to be
disbanded completely as thagnposecatastrophic health expendituren any haisehold marginally above
the poverty level. Services should be free at paifitlelivery. We further argue in this submission that the
cost of accessing the point of delivery also needs to be ssbdiftir households below a particular income.

The endng of tax subsidies for those citizens who choose to continue with medical scheme cover is
supported (section 137, page 43). Tax subsidies do not benefit the poor; such subsidies lower income ta
which could be invested in equitable health care.

Effective crosssubsidsation between rich and poor, and the healthy and the sick, requires an understanding
of the added costs for poor rural communities. Inequities experienced by the rural peoticularly related

to inadequate access to care and shortagenedlth professionals need to be explicitly addressed by the
NHI fund allocation:

- ltis the rural poor who are the most difficult to cover with respect to the three dimensibns o
universal coveragé(section 62, page 21): full population coverage, mjlli service coverage,
and the exposure to finarali risks associated with health.

- As a result, more resources are required to sadimilar health outcomes in a rural patient,
as compared to otherwise similar urban patient.

- The consequences of the heaklgstem failing the rural individual are often more expensive
to rectify thanif the same eventualityshould happen to an urban patient. There are often
unexpected reasons why folleup and referral are delayeeyhich happens taboth rural and
urban patierts. Access to the health system, howeviemore difficult for the rural patient in
the first place; therefore initial pathology presentations are likely to be more advanced.
Rectifying the problem of missed follewp is, similarly, more difficult to enseL

'WHO 2010 World Health Report
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44. The NHI paper states that the costing model makes allowances for large increasessationtili70%

45,

46.

increase in outpatient care and 80% increase in inpatient care) (section 121, page37). The NHI, as it is
currently plannedwill not result in increaed access to care of these magnitudes in rural areas, unless
tailored solutions for rural health care are resourced and implemented.

G.1) Infrastructurelnequality Trap

The Bill of Rights and Section27 of the Constitutions places an obligation omfewerto progressively
realise the right to health care equally f@veryone within the available resources. Government thus has a
duty to take all reasonable measures to improve the access of rural communities to health care to the best
of its ability. Tis includes equitable spending of resourceshin areasof the greatest need. Yetthe
provinces with the greatest health burdens, the least economic resources and the largest populations
receive the smallest share of national public health care fundstudy looking into provincial resource
allocations found that provinces with greater existing capacity, in terms of hospitals and number of doctors
benefited from higher funding allocatiof® ¢ KS Ay SljdzA G A S& | NBturSleehialiyA y S |
trape, referring to areas with greater existing capacity attractimgher health care expenditur¢han areas

with less existing capacityhis pattern may be entrenched under the NH$ per our previous argument

that urban areas will benefit from accetssprivate sector facilities, which are almost absent in rural areas. In
the section below we explain why servipatforms and needéased budgeting are the most equitable
manner in which to allocate NHI funds.

G.2) Provider payment at hospital level

The Green Paper states that at the hospital level, accredited and contracted facilities will be reimbursed
using global budget¢l); initially, moving towards diagnosielated groups (DRGs) (2)ith a strong
emphasis on performance management (3) (secti6@, page 32). Global budgets, s#tion/population

based approachesand allocations on the basis of Disease Related Groups will not lead to equitable
financing.

Global Budgets:

a) Global budgets are centradid (at province or district). The sharingtbfs pool of funds between
different hospitals is often decided using the previous budget allocation or expenditure as a
baseline. Such decisions made on historical grounds must cease. This is the current method of
allocation of budgets at most rural digtt facilities, and entrenches the inherited imbalances of the
health system. This system is also inefficient because allocation is based on the size of
infrastructure capacity rather than level of activities of facilifiés.

b) Decentralisation of budgetsnd authority to the facilities and districts is welcomed. Up until to
date, however, geographical isolation from urban provincial and district offices often means that
decisions are made without awareness of, or taking into account, the actual health.needs

c) If not allocated simply based on historical funding, global budgets will be allocated using a formula
based approach. Allocation to rural facilities may be unfair under any one of the three main ways
in which the formula is calculated:

- a populationbased formula is aimed at enhancing equality but may disadvantage rural
communities (the reasons why are relevant to the calculation of capitation payments to
accredited or contracted primary health providers; this is discussed in paragraghg 46

- a utilisgion-based formula is aimed at enhancing efficiency but may disadvantage rural
communities (the reasons why are relevant to the discussion on DRGs in paragraph 39(d)).

BD.Stuck SNE {® .l adzZ a® aOYSS 1 SHfGK /I NB /LI Orde chefulity TiagsAi®t G A2y a
the End of ApartheidAmerican Journal of Public Healffanuary 2011, Vol 101, No. 1

T Ensor, A. Hossain, L. Ali, S. BeganhH. Moral. Geographic resource allocation of the public health budget in Bangladesh, Health
Economics Unit, PRU, MOHFRésearch Paper 21, Dhaka; 2001
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- a needsbased formula is aimed at enhancing equity. Such an approach can help calculate
facility provider payments or capitation of accredited PHC providers by including measures or
LINPEASE 2F WKSIHEGK ySSRQYX ¥2NJ SEFYLX S AyTly
however, entrench inequitable service delivery to rural areasessineeds are identified
accurately and comprehensively. If there is no variable used as a proxy of 'rurality’ (and
adequately weighted in the formula), then the allocation of budgets will be inequitable and
unfair. The equitable share formula, used toccadite split of national budget to provinces is
Ly SEFYLIXS 2F | F2N)¥dzZ I 6 KSNB® WeNkizbdnderhaldl héd A &
NHI may attempt to use a complex formula without actually considering rural commamity
service delivery needs

DiagnosisRelated Groups (DRGS):

d ¢KS bl L LINRBLRASA aY2JAYy Jthebasis bf RiRghasRetadzRGdbis. | { f
Patients who have been treated in hospitals are classified in groups where other patients have
the same condition (based on djaosis, procedures, and age),-morbidities and individual
needs. These groups are known as Diagnosis Related Groups (DRGs). The use of DRGs provides
YSIya 2F RSTAYAY3I YR YSIadaNAy3a | K2aLhAdaltQa
the term dcase mix complexityis used to refer to a set of patient attributes which include
severity of illness, risk of dying, prognosis, treatment difficulty, need for intervention, and
resource intensity. The more complex the case mix, the more costly to reasafiicient funds
will then be allocated under the NHI. It is an example of a utilisdtesed formula to enhance
efficiency, but offers specific challenges to equitable resource allocation in rural hospitals. In
reality, it can be antrural. Rural hogitals require, in fact, allocation of proportionately more
funds because:

- Case mix complexity must not be evaluated on clinical criteria alone. The logistics associated
with management of patients in rural areas increases the complexity and costs, foin whi
more budget must be allocated.

- DRGs are concerned with-patient numbers and case mix; but rural facilities spend
proportionately more time and resources on comprehensive outpatient consultations than
others, owing to the problems around continuity edre (referrals and admissions).

- Access to the health system will remain difficult in rural communities; this will mean
outreach from the rural hospital will continue as a ceffective method of health care
delivery. This requires significant fundingafisport, extra staff), and should be considered
in/in addition to DRG funding mechanisms.

- Continuity of care and referral processes are, even if working well, more difficult between
rural and their urban referral centres, resulting greater treatment difficulty, higher
resource intensity, and greater severity of illness (on average) being found at rural facilities,
compared to similar urban facilities.

- Rural health needs are far greater than the current demand. It is vital to tie funding to health
needs,rather than demand. Funding might be easy to calculate for the latter, based simply
on provision of services and existing infrastructure and workforce, but this favours better
resourced, usually urban, facilities. This is referred to asrfrastructurelnequity trap as
explained earlierdefined asthe cycle of greater capacity leading to greater allocations
leading to greater capacity et

- DRGs are part of a utilisatidbased model which incentivises unnecessary and inappropriate
use of services.

*|n Tanzania, the BaskEinancing Committee (BFC) approved the use of a revised resource alldogtioe, as from January 2004.

Besides the expected variables for population size, poverty levels and a proxy for burden of diseBs2 Nd dzf | Ay Of dzZRSR GG KS
O2@FSNBR F2NJ aSNBAOS &dzLlISNBAAAZ2Y |y R aRvwa.éobidetafdza.ar@bibl/dacs/DIG36EhdE A Sa 6 ™
M5 {(GdzO1t SNE {® .l &adzm ad® alOYSS 1 SHEGK [/ NB [/ | LIchaglality Tragsiftar £ £ 2 O |
the End of Apartheid. American Journal of Public Health; Januady, 2! 101, No. 1 The study fouttét provinces with greater existing

capacity ( hospitals and number of doctors) in South Africa have historically benefited from higher funding allocatimes)ulties are

SELX I AYSR 08& &S |jcttay, Fefdling doNazhk wt@en greater existing capacity to a rise in health care spending.
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47.

48.

49.

e)

f)

Usirg a casébased approach to reimburse public emergency medical services (section 105) is
supported, but must account for the extra distance travelled to and from rural facilities, as well
as the wear and tear on the vehicles used in rural areas.

Severity & illness is generally associated with greater intervention and higher cost.
Administrators must be cautious in identifying exceptions in a bid to contain costs. In palliative
care, for example, a patient with a poorer prognosis does not always need ifie@arentions.

Needsbased budget allocations:

9)

h)

To be guaranteed equitable finance under the NHI, rural health care requires resources and
budgets based on a servipdatform approach; not a formuthased approach. An effective and
equitable distributionof facilities and services is decided first. This is used to determine an
appropriate allocation of resources, which is then used as a basis for the allocation of budgets.
This servicelatform approach avoids the continuation of thefrastructurelnequdity trap.
Without such budgeting, financial resources are likely to flow where resources already exist
(relative to undefresourced areas). Table 1 of this submission demonstrates the skewed
distribution of private facilities between provinces. As arguweatlier, equity would instead be
promoted by improving capacity in undserved regions.

Effectively, the NHI should support a servigatform approach to determine the distribution of
services and resources, and the budgets will then follow suit. kKample, should a certain
population have an above average prevalence of people living with disabilities (a need weighted in
a formula), then a plan and money must follow for allocation of therapists and assistive devices to
the health system for that area his approach is in line with existing planning processes, namely
the development of longerm strategic plans (including the primary health careergineering
approach and communitgriented primary care COPYT The service platform approach is then,
clearly, the most appropriate method.

In the context of the abovargument, it is important to note that otharountries with national health
insurance have made provision for the additionaltsa® run rural hospital&nd rural health care
serviced".

G.3) Performance management

While linking such capitation to a performanbased mechanism is vital (section 106, pg 33), there
are characteristics of rural communities that impact on the success of health carerg@lives than
in urban areas:

- Extra emphasis must be placed on the importance of recruitment and retention of staff

- District hospitals form the link between the district health system and the hospital system.
The communication, suitability and timelineskthe referrals and the level of continuity of
care must reflect the importance of this link, which can be weak in rural areas

- Budgets must incentivise the balance between treatmentsda, and support of health
promotion and prevention at the other levebf primary health caras well as home care

- Monitoring of financial performance is supported. Mismanagement at some rural hospitals
undermines the required change to a new way of thinking around budget allocations.

Financial incentives for working imiral areas must be matched by clear performance indicators,
F3FAyad 6KAOK NHzNI f KSFfGK LINIF OGAGAZ2YSNEQ 62N

50 {(GdzO1tSNE {d . F&adzm ad aOYSS | SFHEGK [/ FNB /| LI chagiality Trapsafter £ £ 2 OF
the End of Aparthiel. American Journal of Public Healffanuary 2011, Vol 101, No. 1

* Tollman SM. The Pholela Health Centte origins of communitpriented primary health care (COPC). An appreciation of the work of
Sidney and Emily Kai®outh African Medical Journt94 Oct;84(10):653

% presentations byrof Tim WestmorelanfUSA) andProf Gavin MooneyAustralia) at théNational Health Insurance Conference, Lessons

for South Africa,7-8 December 2011
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51.

52.

53.

54.

55.

56.

57.

58.

A lack of knowledge at the local level is preventing calculations of budgets based on need.
Considerable futls must be allocated through the NHI to monitoring and evaluation of health care
initiatives, as well as research, at a community anddisbrict level.

G.4 Capitation system at primary health care level

The NHI Green Paper states that at the primbhgalth care level, accredited providers will be
reimbursed using a ris&djusted capitation system linked to a performarz@sed mechanism. The
annual capitation amount will be linked:tthe size of the registered population{lgpidemiological
profile(2) andtarget utilisation and cost levels(3) (section 102, pg32).

We support the reimbursement of acedited providersthrough a riskadjusted capitation system at
primary health care level.

There are models & minimum package of services being pdad on a per capitation basis in South
Africa®. Caution must be taken to benchmark healthcare models providing comprehensive, not
selective primary health care. Comprehensive PHC provided in a capitation model is untested. Two of
the significant costontrollers in a diabetes programme were the payménit both the medication

and hospitakation by the health care provider; these are too expensive for the average public sector
to bear.

Size of the population:

The service in remote areas is often not dowd there because diigh population numbersinstead,

it is provided to improve accesmd realise the right to health car@herefore it will always under
perform on efficiency indicators and would lose out in capitation models based on population
numbers.

Increasing the numbers of the registered population helps to reduce the financial risk borne by the
providers, so those health providers in scarcely populated rural areas must béemniced against
insolvency created by large swings in costs andisedemand.

If registered numbers go up, risk goes down. Rural health providers should be irseehtwiere there
are only 1 or 2 providers in the area, compareditdense supply of providers in urban areas. Districts
must demandthat performance targts are met, however, to prevent capacity of limited providers
being overoverstretched.

The size of the population allows the calculation of per capita financial data, which can easily be
misused in the NHI analyses. Owing to the smaller populationgddy correspondingly rural primary
care facilitiesas opposed tan urban areas, economies of scale do not exist to drive costs down.
Where possible central purchasing may help wgtieater cost economy, but the decentradition of
budget to district angorovider level (as supported in the-engineering of PHC plan) will work against
this outcome. Higher cost per capita does not equate to inefficiency in this instance.

Furthermore, costs faced by PHC practitioners will be higher than equivalent wrbaces. Transport
costsspenton outreach are often higher, as well as the additional time and assistance redpiree:
average patient because health care visits occur less frequently for each. Costs involved in drug
distribution and supervision ardsa higher.

* . Distiller Diabetes Voideine 2004 Volume 49 Issue 2 pg; pel8®iabetes Management Programme run by the Centre for Diabetes
and Endocrinology
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59.

60.

61.

62.

63.

64.

65.

66.

67.

Similarly, the budget/capita calculations are used as a measure of equity by some authorities.
Statistically, using this ratio is valid for those PHC accredited providers with roughly similar budgets
and catchment populations. For example, leaesident of the Town X (12 000 pop, budget R12.5
million/annum) receiving equal money for primary health care as the residents of Town Y (13 000 pop,
R 13.1 millionfannum); all things being equalRural populations, on the other hand, are often
signifiantly smaller, and falsely elevate the per capita budget allocations.

Epidemiological profile:

Clinical indicators, such as infant mortality, or HIV prevalence rates must be considered in an index
that is linked to the capitation amount. As when decidfagility budgets, capitation amounts must
AYONBI &S LINPLRNIAZ2YIGS G2 | YSFadaNBE 27F & NHzNI f
determinants of health (poverty, proportion of chillbaded households, income levels, etc.). Clinical
indicatorsthat have the potential to cause disability must contribute towards the need for therapists.

Providers will be defined according to their level of service provided (section107, pg 33), each of which
will have a separate capitation amount. Rural commiagsithowever, have such unigque needs that
Wi SPSt Q RS FratheSHan podisioN bizskrvicel hay be warranted.

LY FRRAGAZ2YZ | LINRE& F2NJ YSI&dNAYy3I aSIasS 2F 2L
amounts for rural primary hetd care practices, unless other appropriate incentives are implemented
to attract providers to rural areas.

G.5 Target utilisation and cost levels:

District health authorities will contract with the NHI in the purchasing decisions for health services
(section110, pg 34). Although the financial risk is shared with the accredited providers, the district still
has to manage their finances well. Larger (more populated) districts/providers tend to manage their
financial risk better than smaller ones, in termipredictability and preparatiofior changes in costs

and demands. Targets are more easily met, and cost levels are more easily managed. Where rural
providers are generally smaller, they will need financial protection against these variations, pdticular
against increases in costs and decreased liquidity.

Incentiveing health providers to consider the cost of treatment is supported. But as stated previously,
more expense is often required to achieve similar health outcomes in rural areas.

In conclsion, we call for needbsased funding formula which take into account the rural health care
context, and which reverse the existing inequity trap.

Given the fewer facilities in rural areas and the greater cost burden on rural patients to access the
heatlh services, it is also reasonable and fair to compensate poor rural communities for their transport
costs through the funds generated by the NHI. This should include caregivers accompanying patients
with disabilities, the very old and very young.

H) Role d the private sector

As discussed in this submission, there is little private sector presence in rural areas and this has two

negative implications for rural health:

1. Rural communities, already challenged in accessing health care by distance, transporard
understaffing, will not benefit from the same improved access to private health care facilities like
urban communities.

22



68.

69.

70.

71.

72.

2. Yet, the urbarbased facilities need to be funded, once accredited, and this draws away available
NHI funds from the areas inomst need: the poor rural districts.

As a result we call for urgent interventions in terms of private sector involvement:

1. To halt with immediate effect the licensing of new private sector facilities in urban areas, unless a
clear gap in existing servitevels can be proven.

2. Accreditation orthe basis of service need per geographic area.

3. Incentives for private sector facilities, including GPs, to settle in rural areas.

I) Governance

The NHI green paper speaks of a number of structures that will nedae tareated in order to
administer the NHI, including the NHI Fund (section ¢236), the sulnational NHI structures (section
136) and the District Health Authority (section 1x and 136).

A number of key issues around the governance of the fund and #adtth care services are not
addressed adequately. These aireparticulat the relationships and the relative legislated mandates of
the District Health Authority in relation to the District Health Councils and the District Health
Management Teams. The wrleanisms to ensure accountability, transparenagd particularly equity
(one of the stated objectives of the NH&re unclear. More specifically, the mechanisms that allow
impoverished and disenfranchised communities to exercise control over their healéhservice are
not evident. It appears that the NHI structures will only be accountable tondt®nal Minister of
Health andParliament, and that the District Health Authority will have an oversight function in terms of
health care delivery. It is intipd that the District Health Authority will be accountable to the sub
national NHI structures. It appearthat there is no mechanism of local accountability to the
communities or even district structures.

The lack of clarity relates not only to the sjfic systems of accountability of the NHI, but more broadly

to the systems of accountability as part of theewgineeringof PHC. The questions raised relate not
only to a notional process of improved equity, but specifi¢aihferrogates how the provirtial
Departments ofHealth, whose mandate it is to provide health care services, are held accountable in
concrete ways for the service delivery and funding received. The lack of governance structures for the
NHI beyond the parliamentary oversight has intpat consequences for how the NHI will be able to
address equity. For instance, the Green Paper does not explain in sufficient detail how the norms for
capitation will be developed, how these will be reviewed or who will be responsible for them being
equitable, particularly with regards to the needs of rural communities. There is no céeritg how

these could be challenged and how the process can be transparent and accountable.

J) KagisaneMolopo SubDistrict: A Caséstudy

So far this submission has maag@ny recommendations as to the measures required to ensure the NHI
will benefit rural communities as equitably as possible. In this section we underline our argument by
giving a realife example. Kagimo-Molopo is a suldistrict of Dr Ruth Segomotsi Mauati district in

the North West Province. It borders Botswana and the Northern Cape and is a deeply rural area with
many farming communities. On the map below, we visualise the limitations of the NHI principle of
G 00Saa Fd LRAYG 2F RSt AODSNREOD
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National Health Facilities - North West - Kagisano-Molopo Municipality |
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Figure 2Map of facilities and distances in Kagisavialopo SubDistrict (NW) provided by the Foundation of Professional Development

The map show thedistances from clinics and community health centres to the one single public hospital in
the SubDistrict. Thee is no private sector hospital and in the entire glistrict there are only two GPs;

both are based in the town of Ganyesa. The map further shows that some communities live as far as
between 80 and 150 kilometres from the nearest hospital. We also seyathin spread of clinics in the
upper region of the sudlistrict. To make access even more difficult, there is little to no public transport in
this region. Patients, many from poor farming communities, needing to access the clinic or hasital
alongside the roads for a full day without success.

The only hospital in this sttistrict, Ganyesa Hospital, is plagued by a continuous staffing crisis, as do many
other hospitals in North West Province. Indeed, there are hospitals in Niget with less than 3 doctors

who are expected to run a 2dour service, ando be on staneby for emergencies. At Ganyesa Hospital, as
many as 14 doctors resigned over the past 5 years. Working conditions and the inhospitable living
environmentare among the key reasorfsr this. There are unacceptable infrastructure constraimslack

of water supply from February- August 2011 resulted in patients having to be bathed with water warmed
dzLJ) Ay GKS YAONR ¢ @S s gokbBen Kictiobiigiplodedy Finca 2§83nbtised anNJ
avoidable infant deathn March 2011 The Hospital and District Managemeritave writtena number of
motivations for a new generator. Ydiydget constraits are said to be reason for the delays in installing a
new generator.The community is served by an insufficient number of ambulances due to constant
breakdowns.

Ganyesa Hospital is not an exception, nor is this situation constrained to North West Province. Indeed, this
is common tamany rural facilities countryide.

Ten years after the implementation of the NHI, Iwile see the people of Kagisaimnlopo enjoying
affordable access to quality care? Will we see the infrastructure/inequity gap closing? Or will we observe
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that the greatest share of the NHI funds has been allocated to where the facilities are: the resourced urban
areas? NHI CAN and MUST benefit rural communities. This requires-RUFRD. NHI, involving all the
measures included in this submission: budgeting based ensthviceplatform, NHI allocation to include
transport services for the vulnerable, and an urgent implementation of the rural recruitment and retention
chapter of the new DOH Plan.

K) Transition Period

73. The fourteen year implementation period poses a than of challenges with respect to rural areas, in
terms of equity and fairness. As the rollout progresses, it will be important to ensure that inequities are not
accentuated despite the overall intention to the contrary. The potential for this scenagieader in rural
districts, where capacity is relatively vulnerable, and relatively small changes can have major effects.

74. Pilot districts: It is important that the ten pilot districts selected include at |&astthat are in rural areas.
The challengesf management capacity and human resourcearticularly where there are no private
providers, are greatest in rural districiswill take alonger period of timeo build up capacity

75. The question of which districts to select for the initial piloesiwill depend on the criteria usedhich
include health profilesdemographicshealth delivery performancemanagement of health institutios)
income levelsand social determinants of health and compliance with quality standards. It is clear from the
District Health Barometer that the most deprived districts in terms of health profiles and income levels are
all in rural areas, and it is likely that the quality of management is poorer. We would like to understand the
process of selection that will be engyed using these criteria, because it is ambiguous. If management
capacity is used as a criterion, for example, it could mean that either the presence or the absence of
adequate management capacity to deliver the revised packages will determine théddeblof that
district being selected.

76. Public hospitainfrastructure andequipment: The refurbishing and equipping of 122 Nursing Colleges,
many of which are in rural areas, is welcomed. Howeversikélagship hospitals indicated are all central
or tertiary level hospitals situated in urban centres, and there needs to be some indication of equivalent
attention to regional and district hospitals, which are found in rural areas.

77. From the start of the transition period, the Human Resources for Health pheesl to include
comprehensive incentives to attract and retain experienced professional and managerial staff in
underserved areasThis isa prerequisite to further development of the broader NHI strategy. Without this
as a first step, nothing significanill change in rural areas regardless of funding mechanisms at a central
level.

78. The production of a greater net number of health professionals is undoubtedly important for rural areas,
because they are unlikely to be attracted out of the private secttur faral districts in any great numbers.
However the production of more health science and nursing graduates needs to be geared towards service
in underserved areas and districts, otherwise the same patterns of distribution will pertain. The support
and development of rural training colleges and rural clinical schools is therefore an urgent priority.

79. The time periods stated for tharee LIK 8 Sa 2F A YL SYSydl GdAz2y O2ydl Ay

ended. Without a detailed implementation plan it igfitult to comment on whether they are feasible or
not with respect to rural districts.
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L) Conclusion

The National Health Insurance scheme presents a powerful opportunity to reform the overall
health system on the basis of equity and solidarity. In thisnggsion, we have stressed some of
the important positive developments towards greater equity, such as the inclusion of rural access
in the new HRH Plan and the opportunities presented by the drive-Engineer primary health
care. We also highlighted ¢hgaps and pitfalls when considering whether rural populations will
indeed benefit equitably. In the past, watitended policies did not advance the health rights of
rural communities on an equitable scale. We cannot allow this to happen under thdriNkie

with the principle of Progressive Universalisowal areas need to be prioritized to compensate for
their access and HRH constraints and high levels of deprivai@nefore, we say: RURAL NOW!

1) Rural Accreditation First

2) User Fees Abolished and Nwrease on VAT

3) Reverse the existing Infrastructure/Inequality Trap through NeBdsed
Budgeting

4) Access to Health by Addressing Social Determinants including Transport

5) Lure Sufficient Human Resources to Rural Areas

6) Noto Delegated Management ResponstgiWITHOUT Authority and
Accountability

7) OnlythroughConsultation with Communities, Health Workers and Activists

8) Wide-ranging PHC benefit package including Rehab, Mental Health Care and
Eye Care at all levels of care

We wish to present our recommendatie to the Department of Healthat a time suitable to the
Department.We are available to answer any queries or comments.

Submitting organsations: RUDASA, RHAP, KZN Centre for Rural Health, Wits Centre for Rural
Health, Ukwanda Centre for Rural Health,OJ: PHC Directorate, RuReSA, Africa Health
Placement

EndorsedbySECTI ON27, People’s Health Movement an
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