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Market Concentration and Countervailing Power
Basic Benefit Package



Basic Benefit Package

Does the basic benefit package and other associated 
reforms align funder and beneficiary interests? 

If not, what more            
should be done? 



Basic Benefit Package

“As we enter a new era, we are determined to confront the challenges that we 

face and to accelerate progress in building a more prosperous and equitable 

society. The time has now arrived to implement universal health coverage”

President Cyril Ramaphosa, SONA

Access to Land 

Poverty 
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Access to Healthcare

Inequality



Basic Benefit Package

Universal Healthcare requires the 
reorganisation of both the public       

and private sectors 

The establishment of a standardised 
basic benefit option is fundamental 

to realising universal healthcare



Basic Benefit Package

The Basic Benefit Package

Should continue to provide cover 
for catastrophic events (PMBs)

Must prioritise primary care and 
preventative care particularly out 

of hospital 

Must contribute to decreased 
hospital admission rates, lower 

costs and better outcomes

Prescribed Minimum Benefits

Initially intended to function as a 
basic benefit package but flawed 

An excessive focus on in hospital 
care with no regard to primary 

and preventative care

Contributes to inordinately high 
hospital admission rates, higher 

costs and poorer outcomes



Basic Benefit Package

Primary Care and 
Preventative Care

Cover for 
Catastrophic Care

Comprehensive Care Coordination 

The additional costs associated with primary care and preventative care can be 
offset through the enforcement of care coordination and changes to Regulation 8

Basic Benefit           
Package



Basic Benefit Package, Care Coordination

Care coordination is the deliberate 
organisation of patient care with 
the intention of achieving better 

healthcare outcomes

Care coordination empowers doctors to 
manage the wellness of patients and to help 
patients to navigate the healthcare system

General practitioner nomination and general 
practitioner to specialist referrals

Care coordination directs patients to facilities 
and practitioners which adhere to high quality 

standards

Contracting facilities and practitioners to 
partake in efficient providers networks 

Care  
coordination

Healthier 
members



Basic Benefit Package, Care Coordination

In the absence of formalised care coordination, beneficiaries hop between 
multiple general practitioners and directly access care at specialists. This 

highlights the need for mandatory care coordination.  

Just 1 in 3 beneficiaries consult with a 
general practitioner before consulting 

with a specialist 

Just 1 in 2 beneficiaries consult with a 
single general practitioner as opposed 

to multiple general practitioners
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Basic Benefit Package, Care Coordination

Costs increase exponentially as care coordination 
deteriorates and this further highlights the need 

for mandatory care coordination  



Basic Benefit Package, Care Coordination

Applied across medical schemes, it is estimated that care 
coordination could save up to R20 billion per annum which 

can be used to fund primary care and preventative care



Basic Benefit Package, Benefit Structures

Unlimited primary care benefits subject to care coordination and other 
mechanisms to ensure cost effective care (formularies, networks and so forth)

GPs
• Unlimited
• Network
• Nomination
• Care plans
• Nurse support

Specialists
• Unlimited
• Network
• Referral needed
• Care plans

Medicines
• Unlimited
• Network
• Prescribed 
• Formulary 

Investigations
• Unlimited
• Referral needed 
• Formulary 



Basic Benefit Package, Benefit Structures

Unlimited in hospital benefits delivered at a cost effective network of hospitals 
which adhere to strict quality standards

Quality standards

Casualty conversions
Infection rates 
Never events

Patient experience
Readmission rates

Onsite inspections 
allied to the OHSC

Contracting

Cost effective tariffs
Quality standards
Case management



Basic Benefit Package, Benefit Structures

From each according to his ability, income based cross subsidies must underpin 
the basic benefit package. GEMS contributions are already income rated. 



Basic Benefit Package, Benefit Structures

To each according to their need, stratified risk equalisation must underpin the 
basic benefit package. Income subsidies must accompany risk equalisation.  



A well functioning basic
benefit package must 
standardise more than 
just benefit structures 

Provider profiling

Tariff structures

Non healthcare costs

Communications

Basic Benefit Package, Beyond Benefits

Simplification and standardisation



There are a plethora of profiling systems which 
assess benchmark practices in terms of the cost 

and quality of care. Conflicting profiles undermine 
the efficacy of profiling and peer review. 

Basic Benefit Package, Beyond Benefits



Every Scheme has its own tariff files, both the 
structure and value of tariffs differ

A broken 
system

Basic Benefit Package, Beyond Benefits

Every provider can choose how they want to 
bill and what tariffs to charge 

Neither set of tariffs is informed by 
meaningful scientific costing studies  

GEMS unequivocally supports the need for tariffs to be set by the SSRH. 
Contracted variations should be permitted in the context of volumes based 

discount models and outcomes based reimbursement models. 



Non healthcare costs vary significantly across medical schemes. The extent to 
which higher costs translate into improved outcomes is questionable 

Variations should be investigated by the regulator and if necessary remedies 
should be implemented

Basic Benefit Package, Beyond Benefits
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Basic Benefit Package

Does the basic benefit package and other associated reforms realign funders 
interests to beneficiaries interest? 

Unequivocally yes
Care coordination needs to intrinsically ingrained into 
the basic benefit package and standardisation must 

extend beyond benefit 



Market Concentration and Countervailing Power
Designated Service Providers



Is there evidence that designated service providers are delivering and what can 
be done to make designated service providers more effective? 

Should providers be obligated to participate in alternative reimbursement models 
in order to practice (or to participate as designated service providers)? 

Designated Service Providers



Designated Service Providers, Efficacy 

A designated service provider network must simultaneously reduce the cost of 
care, improve healthcare outcomes and facilitate empowerment  

Cost of care Quality of care B-BBEE



Designated Service Providers, Efficacy 

Invariably, some designated service provider networks are more successful than 
others but designated services providers have proven to be effective. The GEMS 
hospital network, as applied to the Emerald Value Option, is one such example. 

Quality 

11.8% reduction in 
the admission rate is 
indicative of better 
health outcomes

B-BBEE

Participation of black-
owned hospitals and 

hospitals in previously 
disadvantages areas

Cost

20.6% reduction in 
costs per admission 
due to efficiencies 

and discounts 



Designated Service Providers, Efficacy 

The most successful designated service provider networks leverage competition 
between providers (for patient volumes). Competition levels must be increased. 



Designated Service Providers, Efficacy 

The degree to which providers compete on their ability to deliver quality care is 
constrained by the lack of consensus as to what constitutes high quality care

Funders and providers debate which metrics to 
consider and how to compute these metrics. 
Providers bemoan variations across funders. 

The SSRH should oversee the development and 
workings of a quality assessment methodology



Designated Service Providers, Efficacy 

Funders are forced to contract designated service providers discipline by 
discipline in a piecemeal fashion. The inevitable consequence is fragmentation. 

Most significantly, specialist networks are often 
disconnected from hospital network– leading to 

a more complex healthcare system 

Allowing providers to contract together in a 
meaningful way would limit fragmentation



Designated Service Providers, Reimbursement 

There can be little debate, based on both local and international experience, that 
fee for service reimbursement contributes to higher costs and over servicing 

More 
activity

More 
income

Fails to incentivise preventative care

Fails to incentivise health outcomes

GEMS supports alternative 
reimbursement 



Designated Service Providers, Reimbursement 

Notwithstanding which, fee for service has its merits. The sudden and complete 
prohibition of fee for service would invariable have unintended consequences. 

Alternative reimbursement models are complex 
and structural reforms are first needed to make 

such models viable on a broad scale 

Emerging practices lack the capacity to manage 
complex structures whilst super specialties may 

not be sufficiently accounted for 



Designated Service Providers

Is there evidence that designated service providers are delivering and what can 
be done to make designated service providers more effective? 

Unequivocally yes, reforms are needed to increase competition between possible 
designated service providers



Designated Service Providers

Should providers be obligated to participate in alternative reimbursement models 
in order to practice (or to participate as designated service providers)? 

The adoption of alternative reimbursement models should be encouraged but 
not be mandated. Rather, providers found guilty of fraud should be prevented 

from practising (not those who reframe from alternative reimbursement). 



Market Concentration and Countervailing Power
Collective Negotiations



Collective Negotiations 

Will allowing administrators to negotiate collectively on behalf of their schemes, 
or to forbidding them from doing so, be advantageous for consumers?

What other structural measures are missing? 



Collective Negotiations 

Schemes negotiate their own tariffs independent from 
administrators and managed care organisations 

Administrators negotiate tariffs on behalf of their 
schemes, separate negotiations for each scheme 

Administrators negotiate tariffs on behalf of their 
scheme, collective negotiations across schemes 



Collective Negotiations 

There is no clear consensus as to whether 
collective negotiations are permissible and 

how these negotiation may be run

Those who operate in the grey augment their 
marker power through collective negotiations 

and are advantaged 

Others are prejudiced, providers exploit their 
lesser power to balance their books

Clarity irrespective of the determination is needed, failing which the inevitable 
consequence is increase market power for already dominant administrators  

The Uncertain Status Quo



Collective Negotiations 

Will allowing administrators to negotiate collectively on behalf of their schemes, or to 
forbidding them from doing so, be advantageous for consumers?

As an interim measure, collective negotiations will help to even the playing field between 
administrators (to a limited extent)

More significant structural reforms, specifically the introduction of centralised tariff 
determinations through the SSRH are needed




