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5/3/2025

Honourable Minister of Health and Social Services
Dr Kalumbi Shangula

Ministry of Health and Social Services

Private Bag 13198

Windhoek, Namibia

Dear Honourable Dr. Shangula,

Request for the Establishment of a Medical Control Board

Thank you for acknowledging Professor Wilders’ response, which clarified the way forward

on most points raised.

We would like to revisit Point 5 of our previous letter, specifically concerning NAMAF’s role in

enforcing ICD-10. To contextualize our concerns:

1. Legal Framework and NAMAF’s Overreach
In its communication of 09/12/2024, NAMAF asserts its authority to mandate ICD-10 coding

based on the following provisions:

e Section 10(3) of the Medical Aid Funds (MAF) Act — Establishes NAMAF to “control,
promote, encourage, and coordinate the development and functioning of funds in
Namibia.”

e Section 2 of the National Health Act, 2015 — Assigns the Minister responsibility for

ensuring cost-effective and comprehensive health services. This needs to be seen
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together with the purport of the Act which inter alia sets out “To provide a
framework for a structured uniform health system within Namibia”;

e Section 30 of the MAF Act — Governs rules applicable to medical aid funds.

¢ Regulations 5 & 6 of the MAF Act — Regulate the allocation of practice numbers and

statements of accounts of healthcare providers.

NAMAF defines its role in its 2018 annual report as creating policies for fund conduct under
Section 18 of the MAF Act. However, in its 2023 annual report, it claims the role of a clinical
governance regulator, a position it further entrenched through a Memorandum of

Understanding (MoU) with NAMFISA.

Notably, the WHO transitioned to ICD-11 on January 1, 2022, and Namibia officially adopted
ICD-11 in December 2023. Despite this, NAMAF insists on enforcing ICD-10 in 2025, citing

cost implications as reason. This argument is flawed because:

o Section 2 of the National Health Act assigns the administration of the Act — including
“..a framework for a structured uniform health system..” - to the Minister, not
NAMAF.

e The Ministry of Health and Social Services (MOHSS) has already introduced ICD-11
for its intended purpose.

e Reintroducing ICD-10 in 2025 is not a transition but a regression to an outdated
system.

e Section 10 of the MAF Act mandates NAMAF to regulate funds, not to dictate clinical
codes to service providers.

e Regulation 7 explicitly prevents funds from imposing conditions that restrict

payment for services.

NAMAF and NAMFISA argue that the MAF Act grants authority to enforce ICD-10 compliance
on healthcare providers. However, this interpretation is incorrect, as none of these provisions
override Regulation 7, nor do they grant NAMAF clinical regulatory powers—which rest

exclusively with the Minister under Section 2(1) of the National Health Act.



2. Structural Issue: The Need for Systemic Reform
While fraud, waste, and abuse (FWA) mitigation are essential, NAMAF’s approach lacks a

legally sound and economically sustainable foundation:

¢ NAMAF has issued an excessive number of practice numbers and blames provider
overutilization for fund instability. However, unchecked provider growth against a
stable fund membership base is a systemic issue, not solely a provider problem.

e NAMAF’s cost-reduction strategy disproportionately targets providers, reducing
member benefits while administrative costs continue to rise.

¢ NAMAF’s benchmarking model is outdated and plagiarized from a 2003 tariff guide,
lacking a legal foundation yet used to justify benefit reductions and increased
contributions.

e ICD-10 does not inherently curb FWA—its effectiveness relies on an integrated
system. However, there is no legislation addressing FWA perpetrators, HPCNA has

not met this requirement, and the FIM Act of 2021 remains unenacted.

3. Analysis of Funds Administrative Costs
While NAMAF attributes financial strain to providers, it ignores the unchecked growth of

administrative costs presented in NAMFISA’s analysis (Source: Joodt, J : 2024):
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a) Interpretation of Costs
The graph released by NAMFISA presents non-healthcare expenditures by medical aid funds

in Namibia from 2012 to 2023. The key expense categories are:

e Administration costs rose from NS161 million in 2012 to N$377 million in 2023.

e Operational expenses increased from N$39 million to NS105 million.

e Managed care costs grew from N$31 million to NS59 million.

e Consultant fees skyrocketed from N$1 million in 2020 to N$10 million in 2023—a
400% increase from 2022.

e Total non-healthcare expenditure rose from N$507 million in 2022 to N$551 million
in 2023 (an 8.68% increase)

e Administration costs made up 68.4% (NS377M of NS551M) of non-healthcare costs in
2023, which aligns with the 66.5% reported in 2018.

¢ In comparison, members hospital benefits were reduced by 11.11%, other benefits

remained stagnant with no increase, while members’ contributions rose by 9.99%.

Comparison with Global Benchmarks
¢ Germany: Administration costs are 3.92% of total healthcare spending, expected to
decline to 3.6% by 2028.
¢ South Africa: Administration costs range between 6% and 10%.
¢ Namibia: Administrative costs exceed 10%, and when adding managed care and

consultant fees, the percentage is alarmingly high.

Fund administrators remain unregulated, as the FIM Act of 2021 has yet to be enacted. The
escalating administrative and consultant expenses highlight the urgent need for financial
oversight in Namibia’s medical aid industry to ensure fairness and accountability.
Stakeholders—including beneficiaries, healthcare providers, and policymakers—must have
clear and transparent reporting on members’ fund allocations. Currently, there is little

external validation to confirm that these administration costs are justified as presented.

4. Call for a Medical Control Board

To address these systemic failures, we strongly urge the establishment of a Medical Control



Board. This necessity was discussed with the MOHSS in 2013, raised by NAMFISA in August
2024, and again canvassed with NAMFISA in December 2024, and February 2025. Instead,
NAMFISA arranged a meeting with NAMAF—an approach the NPPF declined, as it would have

addressed none of the broader systemic concerns.

A Medical Control Board would:
e Ensure funder-driven policies align with national health policies and legal
frameworks.
¢ Prevent unilateral decisions by private entities that harm both providers and
patients.
e Oversee practice number allocations to ensure proper standards.
o Establish a balanced regulatory framework protecting patients, healthcare

providers, and funders.

Given the Minister’s statutory mandate under Section 2 of the National Health Act (Act 2 of
2015), we respectfully request urgent action to establish a Medical Control Board. This is a
matter of national healthcare stability, legal integrity, and patient protection, requiring

immediate Ministerial intervention.

Furthermore, the Act mandates “the establishment of a structured and uniform health
system within Namibia”. NAMAF’s intention to enforce ICD-10—despite the official adoption
of ICD-11—undermines this statutory objective. A fragmented approach to diagnostic coding
threatens consistency in healthcare administration and contradicts the very foundation of the

National Health Act.

We urge the Minister to take decisive action to uphold the integrity of Namibia’s health
system by ensuring the full and uniform implementation of ICD-11 across both public and

private sectors.

The annexed Namibian Benchmark Tariff analysis further illustrates NAMAF’s role compared
to international standards. The ICD-10 coding enforcement on healthcare providers will be

based on NAMAF’s construct, underscoring the need for regulatory oversight.



We appreciate your time and consideration and look forward to your response.

Yours faithfully,

WWM

Dr Jirgen Hoffmann
CEO — NPPF
Cell: 081 1242884

ANNEXURE 1

1. Background to Benchmark Tariffs (by Dr Sophia van Rooyen)

A benchmark tariff scientifically determined by experts and taking into account different
input factors, provides a valuable reference on what can be accepted as a reasonable
cost for delivering health care services. Cost calculations should include inputs for
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In most countries the Codes, Descriptors, Relative values, Billing rules and Guidelines,
Modifiers and sometimes Relative Units are based on internationally accepted
procedure coding schedules. Examples are the American Medical Association’s
(AMA) world renowned CPT Codes and South African Medical Association (SAMA)
Medical Doctors’ Coding Manual (MDCM). Provider organisations most often have
the copyright to these resources and maintain the content by input from panels of

clinical experts.

Providers associations frequently publish discipline specific coding schedules based
on these accepted procedural codes. These contain refined interpretations of
consensus on definitions of descriptors, billing rules and guidelines, modifiers and
relative values as part of clinical governance. An example would be the Psychiatric
Management Group (PsychMg), formed from members of South African Society of
Psychiatrists (SASOP) that developed a very detailed Psychiatry Procedural Coding

Structure.

Provider associations frequently determine benchmark tariffs for reference by their
members. SASOP commissioned Healthman to determine yearly benchmark tariffs for
their members. Conversion factor inputs of professional remuneration and practice
costs are based on research done. Providers must decide what tariffs they claim and

are held responsible for their decision by their mandated regulators.

In South Africa the Department of Health (SADH) publishes the National Health
Reference Price List (NHRPL), which is frequently referenced when benefits are
described. Because NHRPL is very low, the tariff is not considered reasonable, and
funders pay much more than 100%. Provider organisations calculations of their
benchmark tariffs based on cost, are usually considered to be around three times the
NHRPL.

2. Background to NAMAF Benchmark Tariffs

In contrast to international practices, NAMAF unilaterally decides on benchmark tariffs,
which medical aid funds (who make up NAMAF) may choose to use as a reference for
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benefit descriptions. At present, all registered medical aid funds in Namibia use the
NAMAF coding schedule and benchmark tariffs.

Namibia Medical Care (NMC) informs their members via their website and AGM 2022
that:

"The tariff amount is what the medical aid fund covers, which is based on the NAMAF
benchmark tariffs. The Fund mostly pays according to the NAMAF tariffs. These tariffs
are calculated based on what it would cost a health professional to render the service,

as well as their respective expertise.”

Namibia Health Plan (NHP) states on their website:

"The NAMAF benchmark tariff is a guideline tariff used by the medical aid fund
indicating the maximum rate at which the medical aid fund is willing and able to

reimburse for the services charged.”

NAMAF describes their benchmark tariff as a guideline to the reasonable cost of

specified categories of medical services in Namibia.

Historically, NAMAF used the SAMA coding schedule and Board of Healthcare
Funders (BHF) tariffs as the basis for their initial compilation of NAMAF benchmark
tariffs. However, it remains unclear how NAMAF obtained copyright permissions from
SAMA. Additionally, the BHF/NHRPL tariffs were set so inappropriately low that
NAMAF significantly increased consultation tariffs around 2006. Consequently,
medical aid funds decided to cover in-hospital procedures at NAMAF plus 125% to

reduce member out-of-pocket payments and correct the tariff lag behind South Africa.

In their 2018 Annual Report, NAMAF declared that they had never conducted any
costing analysis. They reported conducting a survey of billing behaviours in 2009, just
after the tariff increases, and found that most healthcare providers were charging
NAMAF benchmark tariffs. As a result, NAMAF concluded that:
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"The benchmark tariffs were reasonable at that stage, and a strategy was adapted to

maintain those levels adjusted for inflation."

Namibia is among the few countries -if not the only one- where private health care
funders not only determine benchmark tariffs and monetary conversion factors at their
discretion but also exercise exclusive control over procedure codes, descriptor
interpretations, and billing rules/guidelines—functions that, in most international

systems, are handled through collaborative or professional regulatory frameworks.

NAMAF explicitly states that it does not engage in negotiations when setting
benchmark tariffs. Furthermore, billing rules and guidelines are also not open for
negotiation.

Since 2018, NAMAF has restricted access to coding schedules, descriptors,
billing rules and guidelines, relative units, monetary conversion factors, and
benchmark tariffs. These documents are no longer publicly accessible, nor are
they available to fund members or patients. Healthcare providers can only access

their own discipline's coding schedule.

3. Forced Implementation of ICD-10 as a Precondition for Payment

In addition to its monopolistic control over tariff setting, NAMAF mandates the use of
the outdated ICD-10 coding system as a precondition for medical aid claims
processing and payment, despite the availability of ICD-11. This requirement is
imposed through fund rules, even though the MAF Act and its regulations do not
explicitly grant medical aid funds the authority to determine coding schedules. The

latter should fall within a standardized and collaborative regulatory framework.

NAMAF’s forced introduction of ICD-10 lacks a legal basis and is enforced purely
through coercion, amounting to regulatory overreach and abuse of public power. As
highlighted in previous legal opinions, including that of Adv. R. Tétemeyer (SC),
NAMAF’s setting of benchmark tariffs has already been deemed unconstitutional. By
extension, NAMAF’s unilateral imposition of ICD-10—without lawful authority—mirrors

this unconstitutional conduct.
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NAMAF’s narrative that it is “mandated to manage the affairs of medical aid funds”is
particularly alarming. NAMAF is not mandated to manage medical aid funds but to
regulate them. This persistent misrepresentation underscores NAMAF’s disregard for
the legislative intent behind its establishment and its failure—since 1995—to

implement and enforce the necessary rules to regulate medical aid funds effectively.

4. Summary of the Namibian Benchmark Tariff Debate

The debate surrounding NAMAF’s benchmark tariffs (BTs) requires careful
differentiation between the legitimacy of producing BTs and NAMAF’s unconstitutional
overreach in controlling the entire medical billing process. A benchmark is a reference
standard, while a tariff is a monetary fee for a service. Producing a BT, in itself, is not
unconstitutional. Any entity—including independent healthcare practitioners—could
theoretically produce a BT that others may choose to reference.

However, NAMAF does not merely produce a BT; it claims exclusive control over:

o The designation of its tariffs as the Namibian Benchmark Tariffs (NBT),
misleadingly implying national standardization.

e The selection and inclusion of procedure codes for each discipline.

o The sole interpretation of descriptors, billing rules, guidelines, and modifiers.

« The assignment of Relative Unit Values (RUVs) and conversion factors, without
a transparent, scientific basis.

NAMAF dictates these processes without negotiation, transparency, or provider input,
rendering the system unaccountable and arbitrary. This monopolization of BTs by the
funding sector is inconsistent with international conventions, where coding structures
are determined through collaborative frameworks.

5. Conclusion

NAMAF’s approach starkly contrasts with international best practices observed in



11

countries where medical associations such as the AMA and SAMA facilitate open
negotiations on coding, tariffs, and reimbursement structures. In these jurisdictions,
standardized coding systems like CPT and ICD-11 are used transparently, with
healthcare professionals actively participating in tariff-setting discussions. However,
global coding experts following these approaches argue that tariff-setting should go
beyond mere participation—healthcare professionals must lead the process, as

coding structures define the scope of practice for a profession.

NAMAF’s assertion that it is “mandated to manage the affairs of medical aid funds” is
an unequivocal misrepresentation of its statutory role. The legislator never granted
NAMAF the authority to control fund management decisions or dictate professional
billing structures. Since its inception, NAMAF has failed to implement the regulatory
rules required to govern medical aid funds. This failure has enabled NAMAF to position
itself as an unaccountable authority, making arbitrary decisions without oversight to

the detriment of fund members.

The medical professions are authorized to determine the scope of practice (see the
table under point 1) and therefore globally retain authority over coding
interpretations, ensuring that tariffs are set in alignment with best practice procedures
and in consultation with all relevant stakeholders rather than being dictated by funders.
Just as healthcare professionals have no jurisdiction to design medical aid benefits,

funders have no legal authority to determine professional billing structures.

NAMAF’s ongoing overreach of regulatory power not only exceeds the authority
provided under the MAF Act but also disrupts the balance between professional
autonomy and funding mechanisms. This deviation has resulted in an obscure and
unaccountable system that prioritizes cost containment over equitable reimbursement
for healthcare services, ultimately disadvantaging both healthcare providers and
patients in Namibia.

-END-



