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THE ROLE OF THE HOSPITAL

ASSOCIATION OF SOUTH AFRICA

confederation of private hospitals and ambulatory
clinics, operating on a non-profit basis, representing
the collective interests of private hospitals in South Africa in
respect of economic and social policy and other areas, as
agreed to by its members.
The Association represents a total of 27 777 beds, about
94% of the beds in the private hospital sector. Hasa is seen
by government to be the official representative body for the
industry and is recognised by other stakeholders as the
mouthpiece of the industry.
The Association does not market individual hospitals, neither
does it enter into funding contracts on behalf of its members.
The Associationis affairs are governed by a Board of
Directors, elected by the members, which is fully representative
of the Associationis membership base.

T he Hospital Association of South Africa (Hasa) is a

THE OBJECTIVES OF THE ASSOCIATION INCLUDE:

n  Promoting the development of an economic and social
system, based on the principles of justice, a free
market economy, individual entrepreneurship and equal
opportunity;

n Initiating, influencing and commenting on proposed
legislation in the interests of its members;

n Acting as a representative on behalf of its members to
commissions, committees and other institutions, as decided
by its members, including the Health Professions Council
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For further information on Hasa,

access our website www.hasa.co.za
or tel 011 478 0156.

of South Africa, South African Nursing Council, South
African Medical Association, Council for Medical Schemes,
Road Accident Fund Board, National Health Information
Systems Committee (Department of Health), Commission
for Occupational Injury and Diseases, Health and Welfare
Sector Educational Training Authority, Council for Health
Service Accreditation of Southern Africa and the Private
Health Forum;

Liaising with other international bodies, such as the British
Association of Private Hospitals, the American Hospital
Association and the Australian Hospital Association;
Communicating and consulting with its members on
important national and international developments which
may impact on South African healthcare interests;

Acting as a communication hub to inform and advise

its members through, amongst others, workshops and
conferences at both regional and national levels, a monthly
newsletter, LegalWatch, NursingWatch, HasaWatch as well
as a prestigious annual publication, Health Annals;
Investigating complaints and acting as a mediator in dispute
resolutions in matters arising from patient or member
complaints; and

Marketing the competence and ability of its members to
the public, which is accomplished through media liaison,
press releases, public addresses and the placement of
advertorials in the press.
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STATS SA
SURVEY:
HEALTHCARE

LUCAS MALAMBE, Editor Hasa News

Statistics South Africa has released the latest
General Household Survey, and its health segment
provides interesting reading. In recent years Stats

SA has modified this segment, dividing private
hospitals, clinics and general practitioners. In the
past these were categorised together as private
sector consultation. Another modification is in the
questionnaire. The question soliciting who you
consulted when ill in the month preceding the survey
has been replaced by the type of healthcare facility
consulted first. This explains the drop in people that
used the private sector. It may as well be that patients
visit private providers after, first, consulting a public
institution. The health segment of the survey is further
segmented into three categories.

1. HEALTHCARE PROVISION
AND QUALITY

Figure 1 demonstrates that public clinics
(60,8%) are the most popular health
establishment followed by private doctors
(24,3%). Public (9,4%) and private (2,4%)
hospital are further down as first port

of call for health seekers indicating that
households are likely to use these facilities
for more serious health problems.

The least used health facilities were
traditional healers (0,2%), spiritual healers
(0,2%) and pharmacies (0,3%).

Proximity also plays a crucial part in the
choices made by households.

Over 90% of respondents used the
nearest facility of its kind.

Those who did not use the nearest
facility generally travelled elsewhere
because:

I The waiting period was too long (10,3%);

' Drugs that were needed were not
available (9,6%); or

I Staff was rude/uncaring or turned the

patient away (3,5%).

Only 32,7% of the respondents said that
they paid for the service they used during
the most recent visit to the health facility
that they normally used.

(Continued on page 2)

FIGURE 1: TYPE OF HEALTHCARE FACILITY CONSULTED FIRST
BY THE HOUSEHOLDS WHEN SOMEONE FALLS ILL, 2010
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(Continued from page 2) FIGURE 2: MEMBERSHIP OF MEDICAL AID SCHEMES
PER PROVINCE AND BY POPULATION GROUP, 2010

2. PATIENT SATISFACTION %
The General Household Survey of 2010 is also a measure of 70
patient satisfaction with services. Table 1 indicates that almost
all of those who visited private healthcare were satisfied with

the quality of service. The survey shows that the users of private 50

60

healthcare facilities were more satisfied with those facilities than ®
[
users of public healthcare facilities across all provinces. While < 40
o
97,3% of users were satisfied with private facilities (92,1% were & 3

very satisfied), only 84,6% of users of public health care facilities
were satisfied. Of these, only 55,9% were very satisfied. 20
Respondents using public healthcare facilities in Limpopo are

the most content with healthcare delivery. They are very satisfied 10
with the services they get from both the public (75,4%) and private 0 fican] Colour] indian | White
(96,1) sectors. This is interesting as Limpopo has the lowest Province Population Group
medical aid membership (8,6%).
265 | 244 [ 168157 [ 147 [ 146 [ 136 [121 | 86 [176 [ 103 [21.8 [4658 [ 7058

Source: Stats SA General Household Survey May 2010
3. MEDICAL AIDS SCHEMES
The number of the medically insured remains stagnant.
Membership of medical aid schemes remains severely skewed
towards the white population group. Figure 2 shows that while according to Gilson and Mclntyre (2007) they remain intact despite
almost 71% of the white population belonged to some medical policy efforts exacerbating underlying challenges, such as the
scheme, only 46,8% of the Indian, 21,8% of the coloured and influence of insurance status on utilisation patterns. The survey
10,3% of the black African population groups were covered by confirms that the gross disparity is pronounced in urban and rural
such schemes at the time the survey was conducted in 2010. healthcare facilities.

The more urban provinces Gauteng (26,5%) and Western Cape

(24,4%) have the highest membership. The provinces with the REFERENCE LIST
lowest membership were Limpopo (8,6%), Eastern Cape (12,1%) 1. Gilson, L. and Mclintyre, D. (2007). Post-apartheid challenges:
and Northern Cape (13,6%). These egregious inequalities in South household access and use of care. International Journal of
Africals healthcare are the result of the legacy of apartheid, and Health Services, 37(4): 673-691

TABLE 1: LEVEL OF SATISFACTION WITH PUBLIC AND PRIVATE HEALTHCARE, 2010 (6000)

PUBLIC HEALTHCARE
PROVINCE wC EC NC FS KZN NW GP MP LP RSA
Very satisfied Number 423 669 146 307 918 329 988 407 830 5018
% 60,4 52,7 64,1 55,8 48,9 50,5 52,3 57,4 75,4 55,9
Somewhat Number 181 393 46 147 664 206 555 207 179 2578
satisfied % 25,8 30,9 20,4 26,6 35,4 315 29,4 29,2 16,2 28,7
Neither satisfied | Number 45 92 18 35 159 62 194 44 46 695
nor dissatisfied | % 6,4 73 7,8 6,3 8,5 9,6 10,3 6,2 4,2 78
Somewhat Number 19 67 6 26 65 22 71 17 17 309
dissatisfied % 2,7 5.3 2,5 47 3,5 3,3 3,8 2,4 1,5 34
Very dissatisfied Number 33 48 12 36 71 34 76 34 29 373
% 4,7 3,8 5,2 6,6 3,8 5,2 4,0 4,8 2,7 4,2
Number 0 0 0 0 0 0 4 0 0 4
Do not know
% 0,1 0,0 0,0 0,0 0,0 0,0 0,2 0,0 0,0 0,1
PRIVATE HEALTHCARE
PROVINCE WC EC NC FS KZN NW GP MP LP RSA
L Number 664 330 71 273 525 582 234 1075 236 152 3559
Very satisfied
% 94,9 95,1 90,8 91,0 88,5 92,7 91,2 91,3 96,1 92,1
Somewhat Number 25 17 5 21 49 997 15 47 20 4 203
satisfied % 3,6 4,9 6,1 6,9 8,4 5,8 4,0 7,6 2,8 5,2
Neither satisfied | Number 6 0 1 1 9172 1 26 1 0 46
nor dissatisfied % 0,9 0,0 1,8 0,4 15 0,5 2,2 0,5 0,0 1,2
Somewhat Number 3 0 0 3 4190 1 5 0 0 16
dissatisfied % 0,4 0,0 0,0 1,0 0,7 0,4 0,5 0,0 0,0 0,4
Very dissatisfied Number 2 0 1 2 4 876 2 26 2 2 41
% 0,3 0,0 13 0,7 0,8 0,7 2,2 0,6 1,0 11
Do not know Number 0 0 0 0 0 0 0 0 0 0
% 0 0 0 0 0 0 0 0 0 0
Source: Stats SA General Household Survey May 2010
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Sanlam

Thinking ahead

D

MOBILE
HEALTHCARE

ith access to basic and affordable health services still a
Wchallenge for many South Africans, MTN SA announced
the launch of MTN CareConnect in South Africa in May.
Together with its alliance partner, Sanlam, it will roll-out its first
healthcare offering - a nursesi advisory line that will assist the
public with everyday health queries.
Designed to offer a professional nurse-assisted service for
any day-to-day health-related enquiries from the general public,

MTN CareConnect aims to make basic healthcare guidance about

ailments such as stomach aches, fevers, potential poisoning and
general parenting tips related to childrenis health, among others,
available to all South Africans.

MTN CareConnect will empower South Africans by giving
them access to health information when dealing with healthcare
issues,0 says Serame Taukobong, chief marketing officer of MTN
SA. 0With its independently operated call centre, callers can
easily tap into the knowledge of qualified health professionals,
facilitated by Sanlam, as well as its extensive medical database.6

While public health services dominate 82% of health services
in South Africa, only 18% are catered for by private health
services. 0The reality is that healthcare services are costly. Yet,
even when just simple health-related education is required, many
South Africans donit feel they are in a position to call on these
services as consultation fees remain high.

0By making our extensive healthcare knowledge and expertise
available through the broad MTN channels, we are confident that
the public will be better informed about vital health education and
information 0 at a fraction of the price,6 explains Grant Newton,
CEO of Sanlam Health.

Immediate assistance on health symptoms, general health
information, drug and medicine databases, poison information
and stress management services will be readily accessible via
the advisory line. And, to ensure accessibility for all, nursing
professionals will be on call 24 hours a day, seven days a week on
083 903 4690, in all eleven official languages and at a charge of
R5,00 per minute.

I 4l~'\‘

0Then, based on the health situation described by the caller,
the nurses will either provide relevant health education and
information, suggest the patient visits a medical facility, or route
the call to the emergency services and assist with facilitating the
dispatch of an ambulance, should that be necessary,6 explains
Newton.

And, while MTN CareConnect will provide access to qualified
healthcare counsel, it will also foster a more informed, educated
and healthier consumer who knows how to deal with basic
ailments without having to leave the home.

0We will by no means be attempting to replace any health
services; we will merely provide alternatives to consumers unsure
of the severity of their health query and hopefully alleviate the
stress of smaller complaints on an already overloaded healthcare
system,6 states Taukobong.

Currently in its pilot phase, MTN CareConnect will be rolled
out in a staged approach, starting with Daveyton and Etwatwa in
the East Rand. A national roll-out is planned towards the end of
the year. The first of its services will include the nursesi advisory
line. Thereafter, a maternity programme, high blood pressure
programme, and an electronic screening tool will be added to its
services. Looking to the future, MTN is exploring further mobile
health services that include high demand ailments such as HIV,
TB, diabetes and malaria.

HASA NEWS | June/duly 2011 | 3
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MTN, SANLAM iDOCTORSI SLAMMED

SAPA, 5 May 2011

he Health Professions Council
T of SA (HPCSA) has condemned

telemedicine as unethical.
Organisations offering the services of a
doctor just a call away were in breach of
patientsi rights, including the practitioner-
patient relationship, patient confidentiality
and informed consent, according to HPCSA
spokesperson Bertha Peters-Scheepers.
She added that recent initiatives offering
the service had been noted with concern by
the regulator.

The HPCSA had referred Sanlam and

MTN Group telemedicine initiatives and
the Hello Doctor service to its undesirable
business practice committee for
consideration.

\
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It said the Hello Doctor service
was not approved or registered by the
HPCSA, which was still considering
guidelines for telemedicine. Peters-
Scheepers said the HPCSA called
on practitioners not to participate in
telemedicine practices and the public not
to use them.

The HPCSA was concerned about the
advice the public might get from these
unethical operators, according to its
acting CEO and registrar Marella OiReilly.
She said the councilis ethical rules and
regulations were there to protect the
public and to guide the professions
in providing quality healthcare to SAis
citizens. As a general rule, a healthcare
practitioner was required to do a physical
examination and assess a patient in order
to make a diagnosis. OiReilly said the

council would not approve any business
model which contravened its ethical rules
and regulations and would investigate any
healthcare professional who contravened
them. She said the HPCSA said it had also
experienced an increase in the number

of fraudulent medical certificates issued,
some in exchange for money. It advised
employers not to accept sick notes via
SMS as these were not a valid medical
certificates.

Peters-Scheepers said a medical
certificate must contain specific
information after the practitioner had
made personal observations during an
examination or as a result of information
which was received from the patient
and was based on acceptable medical
grounds.

TELEMEDICINE

healthcare.

CRITICISM UNFAIR

SAPA, 7 May 2011
ollowing the condemnation by the Health
. F Professions Council of SA (HPCSA) of
certain telemedicine practitioners, the Hello
Doctor organisation (one of those named) said
it was disappointed that council had claimed
telemedicine was unethical without contacting
them.
Spokesperson Andy Milne said the HPCSA had
not returned any of its numerous telephone calls or
replied to its letter requesting a meeting to discuss
the Hello Doctor business model and the protocols
developed by the doctors working on the Hello Doctor
telemedicine infrastructure. Milne said he found it ironic
that the council was urging the public not to make use of
these ounknown offeringsé and purported violation of patient
rights when the council itself did not know, nor had it taken
the time to enquire from or contact Hello Doctor as to what
these offerings were. He said Hello Doctor fully supported
the HPCSA:Gs initiative to regulate telemedicine and would be
more than happy to work with them in ensuring that patients
and consumers, from all income groups, had the opportunity
to receive access to high quality, cost effective and accessible

Hello Doctorts clinical director, Steven Holt, said they were striving
to improve clinical quality and convenience for consumers and patients
by developing technologically advanced, yet locally developed medical
processes and protocols of the highest standards. He said these clinical
protocols had been developed from international clinical standards
developed over the past 15 years and tailored for the South African
consumer and patients of all income groups.



NEWS

CONVERSION OF
MEDICAL DEDUCTIONS
TO MEDICAL TAX CREDITS

-

el

DISCUSSION DOCUMENT 2:
RELEASED 17 JUNE 2011

EXECUTIVE SUMMARY

This discussion document is published

for public comment, and gives effect to
the 2011 Budget tax announcement by the
Minister of Finance to reform the current
medical deduction allowances by replacing
them with medical tax credits. Whilst this
reform will be implemented in phases,

it forms part of a comprehensive reform
proposal 8 this document aims to facilitate
consultation over the comprehensive
proposal, and contextualises the phases
for such reform.

The first phase of this reform is set out
in the legislative amendments contained in
the 2011 Draft Taxation Laws Amendment
Bill (TLAB) published on 2 June 2011
(available on the treasury website www.
treasury.gov.za). Whilst these legislative
amendments will be open to the normal
public comment process for the TLAB,
this document explains the underlying
rationale for the entire medical reform,
explains the first phase, and then focuses
on the tougher questions for consideration
in subsequent phases, including for
catastrophic and out-of-pocket medical

expenses. There is a two-phase process for

public comments: Firstly, public comment

for the TLAB proposals on medical scheme
contributions are invited by 22 July 2011,
and a second round of comments for future
options on out-of-pocket expenses by 31
October 2011, to cover the proposals in

the second and later phases that are not
covered in the 2011 Draft TLAB. The key
features of the present arrangements are
discussed below.

Relief in the form of deductions from
income is afforded to taxpayers for
medical scheme contributions and out-
of-pocket medical expenses. Medical
scheme contributions by an employer
on behalf of an employee are included
as fringe benefits in the hands of the
employee (taxpayer). Contributions to
registered medical schemes are allowed
as a deduction up to prescribed monthly
capped amounts. Medical scheme
contributions in excess of the caps, plus
qualifying out-of-pocket medical expenses,
can be claimed as a further deduction to
the extent that they exceed 7.5 per cent of
taxable income. Taxpayers aged 65 and
above, or who have a disability or have an
immediate family member with a disability,
may deduct their medical expenses in full.

While the current deductions regime

serves both to provide relief for those

taxpayers contributing to medical

schemes and protects families against
catastrophic health expenditure, it is
inequitable in that it affords a greater
benefit to higher income taxpayers for
necessary services like health, through
the effect of the progressive marginal rate
structure. It is proposed that deductibility
of medical expenses should be replaced
by tax credits, the value of which will be
unrelated to a taxpayeris income bracket.

The principle difference between a tax

deduction and tax credit is that medical

tax credits reduce a taxpayeris tax

liability, whereas deductions reduce a

taxpayeris taxable income. Lower income

taxpayers will therefore gain from such
change, whereas higher income earners
will benefit less than at present. The
underlying principle behind the proposed
change is fairness, and the new system is
proposed as a step towards an equitable
fiscal contribution to health insurance for
all South Africans. In this respect, this
proposal also facilitates the longer term
goal of universal National Health Insurance.
In proposing policy options National

Treasury aims to achieve the following

policy objectives:

A Equity and proportionality, particularly
in enabling taxpayers across income
groups to access healthcare

A Fairness

A Alignment with National Health
Insurance objectives

A Affordability and fiscal sustainability

A Administrative simplicity

Proposals relating to Medical Scheme
Contributions (for adoption in 2012)

This discussion document explains the
2010 proposals which are intended to
take effect on 1 March 2012. These are
incorporated in the 2011 Draft Taxation
Laws Amendment Bill (available on the
treasury website at www. treasury.gov.za),
and comprise:

A A supplementary medical scheme
contribution credit of R216 a month is
proposed for members or dependants
aged 65 and above, and members or
dependants with a disability.

(Continued on page 6)
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(Continued from page 5)

A A medical scheme contribution credit
will be available to taxpayers who
belong to a medical scheme, set at
a fixed amount per month for the
taxpayer and first dependant, and
two-thirds of this amount for additional
dependants, adjusted annually for
inflation. In 2011/12 values, amounts
of R216 each a month for the taxpayer
and first dependant, and R144 a
month for each additional dependant,
are proposed.

In addition, this document also seeks

to explore the way forward on the tax

treatment of out-of-pocket medical

expenditures. Some of the key
considerations are:

A When and how these expenses should
be converted into credits;

A What should the phase-in period be
for converting such deductions to
credits;

A To what extent taxpayers and
particularly vulnerable groups will be
adversely affected by policy changes,
and how these could be mitigated;
and

A What the level of thresholds for credits
should be, and what thresholds
should be considered for taxpayers
aged 65 years and older or those with
disabilities.

In order to facilitate public comment
on these important issues, three options
are presented in this document for
illustration. A few examples of policy
options are evaluated according to how
well they adhere to key policy objectives.

The current system, by way of medical
scheme contribution and expense tax
benefits (deductions), cost the fiscus
an estimated R15.7 billion in 2008/09
terms. The proposals contained in this
document are designed to maintain this
level of tax expense benefit and seek to
spread the benefit more evenly across
income groups.

Medical tax credits will be non-
refundable. It is envisaged that once
the proposed Risk Equalisation Fund
is in place as part of National Health
Insurance reform, consideration will
be given to the possibility of extending
the benefit of the medical scheme
contribution tax credit to those who fall
below the tax threshold or who qualify
for credits that exceed their tax liability,
subject to practicality and affordability.

The public is invited to comment on
the proposals contained in the discussion
document. Comments may be submitted
to Suzan Papo at email address suzan.
papo@treasury.gov.za
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FURY OVER HEALTHCARE
SPECIALISTS)I COMBINED

R16BN FEES

SUBASHNI NAIDOO: The Sunday Times, 12 June 2011

The SA Medical Association has gone to the Competition Commission to
clamp down on the excessive fees charged by some doctors.

outh Africa has 8 000 specialists,
S 70% of whom are in private

practice and, according to
research, the 8 000 earn a combined
R16,4-billion a year. The association said
that the negotiations, which could result
in a fee structure manual, had begun
earlier this year.

The talks revealed that: some
doctors charged more than R800 for
a consultation alone; fees charged by
doctors for the same procedure, such
as circumcision, ranged from R100 to
R10 000; and, some of the fees were
300% more than the amount covered
by medical aids. Dr Norman Mabasa,
chairman of Sama, said was free-for-all in
the industry. He said this was the norm at
the moment, with medical aids paying as
they wished and doctors eating as much
as they liked. Mabasa said Sama was
determined to set pricing standards.

Certain medical professionals in the
private sector had no benchmark to work
from and were therefore omilkingé the
system, he alleged. The existing structure
allowed doctors to ocharge anythingé
depending on how well they negotiated
with their patients. Mabasa said this
environment allowed for abuse of the
system. He said there was no basis for
some of the prices charged by many
doctors. The battle over medical fees has
also gone to the High Court in Pretoria,
with the Board of Healthcare Funders in
a stand-off with the Council for Medical
Schemes.

According to court documents, some
doctors are believed to have been
charging up to 300% more than the
amount covered by medical aid. Mabasa
said that while a neurosurgeon charged
R850 for a consultation, an ear, nose,
and throat specialist asked R350 and
a physician R500. Mabasa said that
no standard was set. Negotiated fees
across the board were outlawed by the
Competition Commission in 2004 so
that people could shop around for better
prices. Mabasa said he did not know how

f

many patients had the luxury or time when
they were very sick and in pain to do that.
He said this was not the same as looking
for a loaf of bread where one could decide
to go to Spar, Pick n Pay or the corner
caf®. As a result of the commissionis
ruling, patients were paying far more for
their treatment, he said. Mabasa said the
dilemma would only be rectified if an era
where medical aids, service providers
and patient representatives could come
together and negotiate ethical and fair
prices was restored.

A spokesman for the Competition
Commission, Oupa Bodibe, said the
government had proposed collective
bargaining between healthcare providers
and their funders. He said they wanted
the hospitals, medical schemes and the
doctors to sit around a table and agree
in the interim. Bodibe said that for that
process to be compliant in terms of the
Competitions Act, industry participants
would have to seek an exemption from
the Competition Commission to make
sure that consumers or patients in this
regard got a fair deal. The Minister of
Health, Aaron Motsoaledi, had repeatedly
expressed his unhappiness with prices
charged in the private sector. His
spokesman, Fidel Hadebe, said that
in most instances there was no clear
explanation of why treatment was so
expensive. He said Motsoaledi had had
several meetings with every stakeholder
in the sector with a view to be able
understand the problem before taking any
action on the matter.



DOCTORS( BODY
DENIES FEE
ABUSES

SAPA, 13 June 2011

that doctors were abusing the ocurrent environment to enrich

themselvesé. Referring to a report in the Sunday Times
Health News Daily, 13 June 2011), Sama chairperson Norman
Mabasa completely rejected the content of the article and denied
that the interview was about specialists or doctors in general.
The newspaper reported that Sama had gone to the Competition
Commission because of excessive fees charged by some doctors.
According to the report there were 8 000 specialists in South
Africa who, combined, earned R16,4bn. Mabasa said there
was no active discussion between Sama and the Competition
Commission on tariffs. The only discussion the association had
with the commission was about the Doctorsi Billing Manual (DBM).
He said neither Sama nor he had ever suggested that specialists
or any other medical practitioners were omilkingé the system, as
was claimed. Mabasa said the interview that took place was in fact
about the DBM and the Competition Commission advisory and its

PSYCHOLOGISTS
ON WAR PATH

EDDIE BOTHA: The Times, 13 June 2011

T he SA Medical Association (Sama) has denied media reports

unpaid medical aid claims as a showdown looms between

psychologists and the Health Professions Council of SA. Up
to two-thirds of the almost 7 000 practising psychologists could
have empty consulting rooms after being told by the council that
they may no longer treat patients with severe stress disorders. A
number of medical aid companies have already refused to meet
some membersj claims. The dispute started in April last year when
the councilis professional board for psychology changed the
scope of practice for the various disciplines of psychology. In a
letter to the Board of Healthcare Funders, the councilis Emmanuel

T housands of people who suffer from depression face

¥

effect on the private healthcare industry in general. Mabasa said
there was an éenormous appetited to portray doctors as the prime
perpetrators of high medical costs and any other stakeholders

as being beyond reproach. He said Samais position was clear. It
supported the move to exempt the health sector from competition
law and the creation of a body that would be responsible for tariff
negotiations in the private sector, provided that the process was
transparent. Sama believed that doctors, general practitioners
and specialists alike, were not appropriately paid. Mabasa

said that what was unequivocal was that medical funds spent
R10,8bn on non-healthcare costs: twice what they paid to general
practitioners. He Sama would continue to engage with relevant
authorities to ensure that an environment of certainty prevailed.

Chanza, who manages the psychology section, said patients
owhose low mood or anxiety is causing severe stress .0 should
consult either a psychiatrist or a clinical psychologist. Chanza
said that counselling psychologists may not treat such patients.
There are concerns that the countryis approximately 2 000
clinical psychologists will not be able to cope with the expected
deluge of patients once counselling and other psychologists are
forced to stop treating them. Chanzais remarks were included in
a letter from the Board of Healthcare Funders to its members on
January 20. It said the Health Professions Council had introduced
a new coding system for the disciplines of psychology. The new
coding system for the first time differentiates between clinical,
counselling, educational, industrial and neuropsychologists.
Chanzais letter caused an uproar and on April 11 Henriette van
den Berg, a Bloemfontein counselling psychologist who heads the
Concerned Psychologistsi Action Group, wrote to Tholene Sodi,
chairman of the Professional Board for Psychology, expressing
her concerns and those of other counselling and educational
psychologists about the new scope of practice, as published in
the Government Gazette of April 6 2010. Van den Berg said the
funderis implementation of the new coding system had already
resulted in medical aid schemes rejecting claims from patients
being treated for mood and anxiety disorders. On May 20, Sodi
repudiated Chanzais statement. The letter from Chanza to the
funders ohas been withdrawné, he said and referred questions
to Board of Healthcare Funders spokesman Bertha Scheepers.
She distributed a copy of the councilis stance on the disciplines
of psychology. The document confirms Chanzais views. It says
educational psychologists should refer patients to the appropriate
professional for further assessment or intervention, and that
industrial psychologists odo not work in hospitals and may not
prescribe medicationso.
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PMB WORD-PLAY KEEPS ESSENTIAL
TREATMENT FROM CANCER PATIENTS

LAURA DU PREEZ: Personal Finance, 11 June 2011

The prescribed minimum benefits (PMBs) do not give medical scheme
members who have cancer the protection they deserve, because

they are neither well defined nor is the minimum treatment detailed.
Leading oncologists say that the PMBs for cancer do not cover either
the treatment of all curable cancers or palliative care for people whose

illnesses cannot be cured.

edical schemes are using the
M vagueness of the PMB regulations
to deny benefits - particularly for
more expensive treatments - to members,
they say. Medical schemes are obliged
by law to provide the PMBs, which cover
the diagnosis, treatment and care of
all medical emergencies, a number of
conditions that if left untreated would
severely affect the quality of your life and
27 common chronic diseases.
The Council tar Medical Schemes
and the Department of Health last year
completed a review of the PMBs. which are
contained in regulations tinder the Medical
Schemes Act, but revised regulations
have yet to be published. The Council
for Medical Schemes is now busy with a
project to define the required level of care
for cancer PMBs, and oncologists are
assisting with this project. However, the
council, in consultation with the medical
profession and the medical schemes
industry is expected to rework the
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definitions of only three cancers this year.
Professor Paul Ruff, the chairman of South
African Society of Medical Oncologists
and the head of Oncology at the University
of the Witwatersrandis Faculty of Health
Sciences and Donald Gordon Medical
Centre, is involved in the councilis PMB
project. He describes the PMBs as a
omuddled, and says that defining the
cancer PMBs properly and detailing the
minimum treatments for them requires

a lot of work. Currently schemes are
interpreting both the definitions of PMBs
and the required treatment as they see fit,
because the regulations are so vague, he
said. Medical schemes have to provide
treatment for PMB conditions at a level that
is at least equal to the treatment that you
would receive in state healthcare facilities.
Ruff says that one of the main problems

is that schemes typically consider what
treatment is provided by state hospitals
excluding the treatment that is a result of
international access programmes. This

may result in a scheme paying only for an
old-fashioned therapy that is no longer
appropriate, Ruff said.

Dr Waldemar Szpak, the chairman of
the South African Oncology Consortium
(SAOC), an organisation to which all
accredited local oncologists belong,
said in many cases schemes interpret
the regulations to exclude their having
to pay for expensive treatment. Medical
scheme members can be denied essential
treatment based oon word-play rather than
clinical criteria and clinical indicationso,
Szpak said. The ease with which schemes
are excluding newer and essential
treatments ois alarmingé, with biologics a
case in point, he said. Szpak said medical
schemes still take a short-term view on
the cost-benefit ratio for many treatments
and often ignore the potential downstream
savings of initially more expensive but
appropriate treatments and investigations.

Oncologists say they
have long alerted the
council to the failings
of the cancer PMBs.

The PMBs distinguish between
otreatabled and ountreatableé cancers,
and state that schemes have to cover
only otreatableé cancers. Many cancers
that can in fact be treated or cured are
not, however, covered by the PMBs. Ruff
said. The PMBs also distinguish between
cancers that affect non-solid organs and
systems, and cancers of the solid organs.
In terms of the existing regulations, many
cancers of the non-solid organs and
systems, such as leukemia, lymphomas
and multiple myeloma, are PMBs whether
or not they are regarded as treatable.

A cancer that affects a solid organ is
a PMB only if it is otreatabled. A cancer is
regarded as otreatabled when: it affects
only the organ of origin, there is no
evidence that it has spread to other organs
(metastatic spread); and, it has not caused
incurable damage to the organ in which it
originated or to any other life-supporting
organ. If these three provisions are not
met, a cancer is regarded as otreatabled
when there is scientific evidence that more
than 10% of people with a similar cancer
survive on treatment for at least five years.

(Continued on page 9)



