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Introduction 

The South African Society of Obstetrician and Gynaecologist  (SASOG) is a voluntary association of 

Obstetrician and Gynaecologists in South Africa and has more than 700 members. Its members are 

both in the private sector and public sector. It is contracted to an independent management 

healthcare company, Gynaecology Management Group (GMG), which advises its members on 

SASOG’s behalf in private practice administration and management. GMG is further contracted to a 

private healthcare management consultancy called Healthman. Healthman does practice cost studies, 

advises members on reimbursement and negotiates alternative reimbursement models with medical 

schemes 

The Vision of SASOG is excellence and equity in women’s health 

The Mission of SASOG is to achieve its vision by representing its members in pursuit of the following: 

1. Improvement in women’s health in South Africa 

2. Maintenance of high ethical standards 

3. Promotion of excellence in clinical practice, training and research in Obstetrics and 

Gynaecology 

4. Representing the discipline if Obstetrics and Gynaecology within the country, on the continent 

and internationally 

5. Continuous professional development 

6. Co-operation with the College of Obstetricians and Gynaecologists of South Africa, the Royal 

College of Obstetricians and Gynaecologists, the International Federation of Obstetrics and 

Gynaecology and other societies with similar goals 

SASOG is also a mother body to other sub-specialty organisations with similar aims and objectives, 

including SASOUG (South African Society of Ultrasound in Obstetrics and Gynaecology), SAUGA (South 

African Urogynaecological Association),  SAATOG (South African Association of Training Obstetricians 

and Gynaecologists), SASREG (South African Society of Reproductive Medicine and Gynaecological  

Endoscopy). 

History 

SASOG was formed in 1946. From the onset the aim was to form a uniting body for gynaecologists. 

Initially and for many years the main objectives were to organize congresses and meetings, and make 

comments on obstetrical and gynecological training in South Africa. 

SASOG was largely exclusive and restrictive in membership. The previously disadvantaged 

communities were largely excluded from the activites of SASOG. 

After 1994, it made a huge membership drive which resulted in current presentation of more than 

80% of gynaecologists practicing in South Africa. 

 



 

 

SASOG’s priorities 

SASOG has identified the following priorities which are contained in its websites (www.sasog.co.za) 

1. Continuous education in Obstetrics and Gynaecology 

2. Member support for continuing professional development 

3. Branch- or representative organisation activities in the SASOG regions 

4. Support for subgroups in Obstetrics and Gynaecology 

5. Liaison with FIGO (International Federation of Gynaecology and Obstetrics) and also with 

SAMA, the South African Medical Association 

6. Training in Obstetrics and Gynaecology 

7. Litigation and peer review of complaints 

8. Advocacy and women's health 

9. Liaison with the Gynaecologic Management Group which will act as the business arm 

regarding practice administration and management 

Comment on Provisional Findings and Recommendation of the Health Market Inquiry 

SASOG has identified key areas that require a response in the findings and recommendation of the 

Health Market Inquiry that are quite pertinent to the field Obstetrics and Gynaecology. The purpose 

of this response is twofold.  

1. To further advance SASOG in order that it achieves its vision and its mission and to continue to focus 

on key priorities. 

2. To align SASOG with the objectives of the Competition Commission by advancing and maintaining 

competition in healthcare and therefore promoting efficiency, adaptability and development of the 

health care economy and promoting social and economic welfare  of South Africans  

The following findings need a response or further clarification 

1. Information asymmetry and Supplier-Induced Demand (SID) 

2. Unexplained factors that lead to rising expenditures  

3. Rising expenditure and its relationship to the Medicolegal crisis  

4. High Caesarean section rates in South Africa  

5. High admission rates in South Africa as compared to OECD countries 

6. Practitioners’ markets  

7. Provider networks , DSP and competition 

The following recommendations need a response 

8. Health service monitoring (and SASOG’s contribution through the BetterObs programme) 

9. Value based care and managed care 

10. HPCSA’s rules and doctor employment 

 

 



 

1. Information asymmetry and Supplier-Induced Demand (SID) 

According to the HMI, there is information asymmetry in health care and that drives a phenomenon 

called Supplier-Induced Demand (SID). The HMI describes SID as 

 

 “the phenomenon by which increasing access stimulates additional use of the service that would not 

have otherwise occurred. So if there are more beds available they can be used and in health care they 

will be. Or the offer of more or another investigation or more treatment to “make sure” or “just to be 

careful or exclude anything else” than is strictly needed, then it will be used. 

 

 The HMI states that information asymmetry is a typical feature of healthcare markets 

 

“In healthcare markets, the doctor decides what treatment a patient should receive. Patients do not 

know what care they need and are not able to critically assess the doctor’s advice. Patients are also 

insensitive to the cost of treatment because these costs are borne by a third party, such as the medical 

scheme. Their decisions are not influenced by prices as they would be in normal markets”. 

 

What the Competition Commission fails to acknowledge that the problem of information asymmetry 

is well known in healthcare and has been addressed quite extensively through the Constitution, 

legislation, the ethical principles of patient autonomy, HPCSA’s code of conduct and informed consent, 

the Consumer Protection Act and case law. This legal and ethical tools are used quite extensively in 

healthcare more than any other profession to reduce this problem of information asymmetry. 

Section 12(2)(b) of the Constitution states that (1): 

Everyone has the right to bodily and psychological integrity , which includes the right-(b) to     security 

in control of their body 

In terms of legislation, Section 7 of the National Health Act (no. 61 of 2003) clearly sets out the main 

obligation that required of any healthcare service provider when obtaining informed consent from the 

health care user (2). This include a detailed discussion of the diagnosis, treatment and other 

alternatives, prices of each alternative and leaving the decision to the patient on what treatment  he 

or she desires  including patient’s right to refuse treatment. 

Bio-ethics and law has become a major academic field in medicine with many doctors and 

Obstetricians training extensively in this and doctors have to attend at least 5 hours of ethical training 

per year. 

Bio-ethics’ main principle is patient autonomy which is achieved through the practice of informed 

consent. 

The HPCSA’ s code of conduct which is informed by the Health Professions Act obliges the doctor to 

uphold the duty of mutual trust and informed consent (3).  

 

1. South African Constitution 

2. National Health Act 61 of 2003 

3. Health Professions Act no 56 of 1974 

 



 

The Consumer Protection Act gives obligation to the supplier to ensure that the consumer 

understands the service that he or she is being offered (4). 

In terms of case law, the locus classicus of informed consent in South Africa has been definitively 

recognised as the case of Castell v De Greef (5). This principle is applied in case law in order patient 

autonomy. Informed consent has become a standard practice in medicine in order to reduce the 

phenomenon of SID and ensure that is the patient that drives choice and not the healthcare provider.  

In summary the problem of information asymmetry is well known and it is addressed through 

informed consent, a standard practice which is well-entrenched so that the patient makes the 

informed choice of treatment. Violation of this principles is a punishable by law. 

2. Unexplained factors that lead to rising expenditures  

According to HMI 

 “The Inquiry collected claims data for the period 2010 to 2014. Over this period, the average 

expenditure per 10 private medical scheme member increased by 9.2% per annum. After adjusting for 

factors such as inflation, age, members’ plan type, gender, disease profile and membership movement, 

the unexplained (or residual) increase in spending per member was still greater than 2% per annum in 

real terms” 

 

The unexplained factors were attributed only to SID. 

 

What the HMI did not acknowledge was that there are other factors that can increase demand. These 

include moral hazard, adverse selection, patient autonomy and worsening disease burden including 

uncontrolled HIV transmission.  The Confidential Enquiry into Maternal Death has shown that  

Hypertensive deaths in pregnancy have increased between 2011 and 2014 (5). HIV transmission 

continues, with South Africa accounting for a third of new infections (6).  In their regression analysis 

the HMI failed to adjust for these variables. 

In summary, there are other “unexplained” factors besides SID which were not accounted for when 

controlling for known variables 

 

 

 

 

 

 

4. Consumer Protection Act no 68 of 2008 5. CASTELL v DE GREEF 1994 (4) SA 408  

5. Saving Mothers report  2011-2013 Sixth Report on the Confidential Enquiry into Maternal Deaths in 
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3. Rising expenditure and its relationship to the medicolegal crisis 

The Medical Protection Society (MPS) indicates that between 2009 and 2015, there has been an 

escalation in the likely value of claims being brought against doctors, with claim size increasing by over 

14% on average, each year, during that period. MPS data indicates that the long-term average claim 

frequency for health professionals in 2015 is around 27% higher than that in 2009 (7). The experience 

of MPS broadly reflects government’s view. For Obstetrics in particular, the subscription rate has had 

to become increasingly expensive due to the uncertainty of the future cost of providing protection for 

obstetric risk on an occurrence basis. In response to this MPS has had to offer insurance a choice 

between occurrence-based protection and claims-made protection. With claims-made protection 

subscription rates are lower in the early years but will increase over time and members will also need 

to put additional arrangements in place if they decide to leave MPS (7). 

Taylor et al states that since about 2008, the number of medicolegal claims brought against both 

private and public healthcare providers have accelerated. They state that efforts by government to 

mobilise additional financing and human resources to improve access to quality care in South Africa 

are being undermined systematically by claims of medical negligence on both public and public sectors 

(7): 

“Fears of litigation is causing healthcare professionals to practice defensive medicine whereby doctors’ 

perform additional diagnostic examinations, refer patients to specialists and do follow-up procedures, 

not for the sake of providing better patient care, but rather to avoid the possibility of being sued. Other 

than increasing healthcare expenditure unnecessarily, defensive practices are not in the best interests 

of patient care. In the private sector, defensive practice is often quoted to the contributing significantly 

to the high caesarean section rate.” 

A survey conducted by the MPS found that 76% of private general practitioners in South Africa were 

aware of the growth in medical negligence claims and complaints, and as a result thereof 58% 

indicated that they have changed the way in which they practice (8). Compassion-care centred care is 

being substituted with defensive medicine (9). 

Causes of increased medical malpractice litigation may not be predominantly related to quality care. 

Entman et al found that the quality of care provided and the technical expertise of the practitioner 

may not be determining factors when it comes malpractice litigation (10). In fact Levinson et al state 

that patients’ dissatisfaction may be critical (11).  

 

 

7. Casebook. November 2015. Volume 23 issue 2 

8. Whitehouse S. Counting the costs of GP claims. Practice Matters 8.2013 

9. Pepper MS, Slabbert MN. Is South Africa on the verge of a malpractice litigation storm. SAJBL 

2011,29-35 

10. Entman SS, Glass CA, Hickson GB. The relationship between malpractice claims history and 

subsequent obstetric care. JAMA.1994;272(20):1588-

1591.doi:10.1001/jama.1994.03520200044033 

11. Levinson W, Roter LR, Mullooly JP. JAMA. 1997;277(7)553-559 



 

Some have shown that it may be related to how the practitioner handled the matter after the 

complication occurred (12) or related to a perceived lack of caring and breakdown in communication 

(13).The biggest insurer medical insurer in South Africa, MPS, does not believe that medical 

malpractice litigation is related to deteriorating professional standards (14). 

In summary the medicolegal crisis in the private sector South Africa is not related to poor quality. It 

is mainly related to patient dissatisfaction and perceived lack of caring. It has led a practice of 

defensive medicine which contributes to increasing expenditure. This phenomenon is different from 

SID. 

4. High Caesarean section rates in South Africa  

The Health Market Inquiry’s provisional findings reported that inappropriate care was present in 

Obstetrics. The Inquiry analyses indicate that between 60% and 90% of deliveries by gynaecology 

practice are performed by caesarean section, with an increasing proportion falling into over 90% 

category over time. It further stated that while optimal caesarean section rates may vary.60-90% is 

considered far in excess. The HMI indicates that contributing factors may be related to the fact that 

most Obstetricians work in solo practice and have to be on call on a 24 hour basis. This leads them to 

do a Caesarean section for convenience rather than for clinical reasons. Sometimes the Caesar is done 

to accommodate the patient. It acknowledges that in some countries a team approach in Obstetrics 

has become standard and therefore does not see why it cannot become the case in South Africa. 

The Health Market Inquiry has not acknowledged other factors that contribute to a high caesarean 

section. These include the Term Breech Trial; a high HIV infection rate in South Africa; high medical  

malpractice rate leading to defensive medicine and patient autonomy and declining rate of Vaginal 

Birth after Caesarean section (VBAC). 

The Term Breech Trial was a landmark trial that showed that a planned caesarean section for a breech 

at term was better than a vaginal birth and associated with less perinatal mortality, neonatal mortality, 

or serious neonatal morbidity (2). 3-4 % of all pregnancies are breech at term. Since that the preferred 

mode of delivery has been caesarean section (15). 
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13.  Hickson GB, Federspiel CF, Pichert JW, Miller CS Gauld-Jaeger J, Bost P.et al Patient complaints and 

malpractice risk. JAMA.2002;287(22):295-2957.doi:10.1001/jama.287.22.2951 

14. Howarth G, Hallinan E. S Afr Med.2016;106(2):142.DOI:10.7196/SAMJ.2016.v106i2.10408 

15. Hannah ME, Hannah WJ, Hewson SA, Hodnet ED, Saigal S, Willan AR.  Planned Caesarean section versus 

planned vaginal birth for breech presentation at term: a randomised multicentre trial. The 

Lancet.2000;356(9239).1375-1383 

 



 

Until recently, it was almost standard to do a caesarean section for HIV positive patient in the private 

sector. The effectiveness of elective caesarean section (CS) in reducing Mother-To-Child-Transmission 

(MTCT) was first suggested by observational studies in the early 1990’s with an approximate halving 

of risk (16, 17). In 1999 the results of the only randomised controlled trial of vaginal delivery versus 

elective CS demonstrated an 80% efficacy for planned elective CS (18), while a large international 

individual patient data meta-analysis reported a 50% decreased MTCT risk associated with elective CS 

(19). So these studies influenced decisions for doctors in the private sector to do CS for all HIV positive 

pregnant mothers. The public sector continued to offer vaginal deliveries because of budgetary 

constraints. Since recently there is now a move to do vaginal deliveries for all patients with a cd4 count 

less than 1000 copies per mL in the private sector. Because of the efficacy of highly effective Anti-

retroviral treatment, the role of CS is now questionable (20), so there is now a move towards offering 

vaginal deliveries. However Sebitloane states that the fear of the unknown from the practitioner and 

the “adequately patient”, possibly what Tubiana et al termed “residual transmission” (21). 

Defensive medicine is another contributor to a high caesarean section. There is evidence to suggest 

that an increased litigation risk has an effect on how medicine is practised. Practitioners are more 

likely to practice defensively in order to avoid complaints or malpractice claims (22). 
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Patient autonomy is another contributor to increased caesarean section rate in South Africa. Informed 

consent is a common law, legislation and constitutional obligation. Naidoo et al found that 8.3% of CS 

were done on patient request in a study done in an audit done on a practice in central Durban over a 

period of year (23). In this study the caesarean section rate was 60 %. Table I and II shows the 

breakdown of the indications for Caesarean section. 

Table I: Indications for elective Caesarean sections                    % 

Caesarean section on request                          9                                      8.3 

*Previous caesarean section x 1                        51                                   46.8 

Previous caesarean section x 2 or more         13                                   11.9 

Bad obstetric history                                               1                                      0.9 

Placenta praevia                                                       2                                     1.8 

Malpresentation (BX)                                              5                                     4.6 

Leading twin breech                                                2                                     1.8 

Elderly primigravida                                                1                                     0.9 

Medical condition                                                    3                                     2.8 

Infertility                                                                    4                                      3.7 

CPD                                                                             8                                      7.3 

Previous myomectomy                                           1                                      0.9 

Multifibroid uterus                                                  1                                      0.9 

HIV                                                                              8                                      7.3 

TOTAL                                                                      109                                   100.00 

* 41 of the 51 patients with previous CS x 1 were offered VBAC; all declined. 

 

Table II: Indications for urgent Caesarean sectionsge    % 

Gestational hypertension / pre-eclampsia + IUGR                               6                     33.3 

Gestational hypertension / pre-eclampsia / no IUGR                          6                     33.3 

Idiopathic IUGR                                                                                        4                     22.2 

Twin-to-twin transfusion syndrome                                                       1                      5.6 

Postdates + reduced liquor                                                                      1                      5.6 

Total                                                                                                             18                   100.00 

IUGR – intrauterine growth retardation 

Naidoo et al concluded that the high CS rate in private practice is probably a window to the increased 

rates of Caesarean section being performed worldwide. This high rate is in keeping with trends in 

countries such as South America, and is considerably higher than the ideal rate of 10 to 15% in low-

risk obstetric populations suggested by the WHO.  This results were confirmed by Potter et al (2009) 

in a study in Brazil that showed a caesarean section rate of 70 % and showed that patient autonomy 

was a contributing factor. 

Declining rates of Vaginal Birth after Caesarean section (VBAC) is another reason for high caesarean 

section rates. Naidoo et al showed that of the 41 of 51 patients that were offered VBAC, all of them 

declined (23). This was confirmed by Grobman et al (2011), who showed that there are changing 

perception of caesarean section that is contributing to a high caesarean rate (25).  

23. Naidoo RP, Moodley J. SA Fam Pract.2009;51(3) 

24. Potter JE, Hopkins K. Women’s Autonomy and Scheduled Cesarean Sections in Brazil: A Cautionary 

Tale. Birth. 2009;(1):33-40 

25.  Grobman WA, Lai Y, Spong CY, Rouse DJ,  Varner MW, Caritis SN, Harper M, Wapner RJ, Sorokin Y.: 

The change in the VBAC Rate: An Epidemiologic Analysis. Paediatr Perinat Epidemiol. 2011 Jan; 

25(1): 37–43.  

 



 

 This was due to the fact that women became increasingly likely to forego a Trail of Labour, regardless 

of their likelihood of vaginal delivery. 

There are factors that are not acknowledged in the Health Market Inquiry that contribute to a high 

caesarean section. These include the Term Breech Trial, a high HIV infection rate in South Africa, 

high medical malpractice rate leading to defensive medicine, patient autonomy and declining rate 

of VBAC due to an obligation to give patient informed consent. 

5. High admission rates in South Africa as compared to OECD countries 

The HMI made the following findings: 

“i. In short, utilisation rates are worrying. The absolute age-adjusted hospital admission rates in South 

Africa were higher than all but two of the 17 OECD countries compared against.” 

 

“ii. South Africa’s age-adjusted ICU admission rates in the private sector were also higher than all eight 

countries for which we had data. This is a startling finding given its cost implications.” 

 

iii. The HMI found that for all hospital admissions (including both PMB and non-PMB admissions) and 

in nine out of 11 specialties examined, there was a significant positive correlation between risk of 

admission and having more doctors or hospital beds in that geography. Similarly, there was a 

significant positive correlation between the risk of admission to ICU and the number of ICU beds in a 

geography 

 

HMI does not acknowledge that there are huge socio-economic differences between South Africa and 

the other OECD countries and these influence level of health and life expectancy in these countries. 

The HDI of South Africa between 2010 and 2014 ranged from 0.649 to 0.692 which places it in the 

medium human development category. The HDI of OECD countries with OECD countries falling in the 

high to very high human development category. The comparison between South Africa and OECD 

countries is not a good comparison since many variables have not been adjusted for including HIV 

rates, education, life expectancy which having a bearing on health and admission rates. 

This is not supported by evidence in other studies that an increase in admission risk with increased 

number of doctors and hospitals implies SID. According to Roemer's Law, due to induced demand in 

healthcare services, increasing the number of hospital beds, and even doctors, will make healthcare 

expenditures increased (26). Applying econometric analysis of panel data of Iran provinces over the 

period of 2001-2010, Pahani et al investigated the existence of physician-induced demand in Iran. The 

results indicate that a change in the number of physicians has a significant positive impact on the 

provinces health expenditure. Therefore the existence of induced demand in Iran is confirmed. 

However, the results of examining the density of hospital beds show that there is no supplier-induced 

demand, and an inverse relationship is observed between the variable and health expenditure (26).  
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Econex, a respected economics consultancy in South Africa did a literature review on SID.  

Marine Erasmus and Helen Kean of Econex published an article “Supplier Induced Demand-does Say’s 

law apply to modern healthcare” (27). This report was done before the publication of the provisional 

findings of the HMI was publish by attempting to lay a theoretical foundation for the HMI. In their 

previous research they found that a large part of increased demand can be explained by benign factors 

such as an aging population, increased disease burden of disease, technology etc. they also found that 

from their research a clear definition and explanation of how SID operates in local markets are 

important when designing an econometric model to measure its effects on utilization and costs. The 

economic literature has further highlighted the importance of correctly defining the market/sample 

used for study of SID, as well as the importance of identifying and controlling for the initial  state of 

the market (i.e whether demand and supply are in equilibrium to begin with) before measuring SID. 

They also say that it is important to prove causation and including statistical controls in such a 

measurement exercise would be crucial for the final results obtained. This requirements were not 

completely satisfied in the HMI and therefore the results that there is definitely SID in the South 

African private healthcare market is questionable. 

In summary the findings of increased admission because SID in the HMI is questionable since there 

was no control of other variables, the HMI assumed that market is in equilibrium, the market or  

sample was not well defined and causation was not proved 

6. Practitioners’ markets  

The HMI found that:  

“i. We found that the practitioner market is still quite atomistic with most medical practitioners 

working as individuals in their own private practice and charging on a fee-for-service basis. 

Practitioners are not forming multidisciplinary group practices or developing team-based models that 

deliver health care at lower cost.” 

 The HMI assumes that just because most practitioner are working in silos, that they work in complete 

isolation of other practitioners. Many obstetricians work in silos, but also work in association for 

labour ward duties so that there is cover 24/7 for patients in labour. Many specialists who are working 

in silos, are generally located in medical centres (business cluster) where specialists of other categories 

are located. Cross-referral is very common with in-hospital care. 

The HMI did not also study referral patterns of doctors that work in silos. 

South Africa is not unique in having most practitioners working in silo. Other countries with National 

Healthcare Systems have most of their doctors working in silos. Examples are Japan, Canada and 

France (28). 
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The evidence that multidisciplinary groups or team based models in fact deliver care at lower cost is 

scanty. There is a possibility that this form of horizontal integration and may have an anti-competitive 

effect. Although there is potential for better co-ordination amongst practitioner, this anti-competitive 

potential must not be ignored. Epstein (2014) undertook a literature search in multidisciplinary in-

hospital teams in hospitals and their impact on patient outcome.    She reviewed  multiple articles 

across diverse disciplines that incorporate a variety of concepts of “teamwork” for staff covering 

emergency rooms, hospital wards, intensive care units and most critically, operating rooms. She 

concluded that cohesive teamwork improved communication between different levels of healthcare 

workers, and limited adverse events, improved outcomes, decreased length of stay (LOS) and yielded 

greater patient “staff” satisfaction (29). 

Ke et al (2014) did a systematic review of the literature in the cost-effectiveness of multidisciplinary 

teams (MDT) in secondary care. Fifteen studies (11 randomised controlled trials in non-cancer, 2 

cohort studies in care in cancer and non-cancer care, and 2 before and after studies in cancer and non-

cancer care) were identified, all with a high risk of bias. The authors concluded that current evidence 

is insufficient to determine whether MDT is cost-effective or not in secondary care. Further studies 

aimed at understanding the key aspects of MDT working that lead to cost-effective cancer and non-

cancer care are required (30). 

The HMI concluded that because practitioner work in silos, therefore work atomistically. This not 

supported by observation or practical experience and HMI does not produce any evidence to support 

this claim. The practice of multidisciplinary groups must be weighed individually because the 

potential benefits are not absolute and has the potential to increase cost due to collusion.  

7. Provider networks , DSP and competition 

 

The HMI has found that provider networks such as Designated Service Provider Networks or Preferred 

Provider Arrangements are generally positive for consumers, as they reduce costs and do not 

unreasonably restrict choice. There are, however, concerns about the potential exclusionary effect of 

networks. The HMI thus recommends that there be greater transparency in the selection of 

‘designated’ providers to be on scheme networks. 

The HMI does not acknowledge that provider network and DSP selection is done unilaterally by the 

funders and that the patient and provider have no say in the matter. That it reduces costs and does 

not unreasonably restrict choice needs further investigation. These actions are a potential violation of 

patient autonomy and the Consumer Protection Act which says that the consumer must freely choose 

their suppliers without restriction (31) 

In the opinion of SASOG, this practice of Provider networks and DSP does not promote competition as 

it is a form of vertical integration which has a potential to be anti-competitive, if reimbursement rates 

are fixed by schemes. 
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The HMI supports DSP and Provider network. Although there is a potential to reduce cost, it 

has a potential to increase cost since it restricts choice and therefore maybe anti-competitive. 

It is done unilaterally there is a potential violation of patient autonomy and the Consumer 

Protection Act. 

8. Health service monitoring (and SASOG’s contribution through the BetterObs programme 

The HMI states that there is currently no standard mechanism for measuring the performance of 

providers. In line with requirements for greater transparency and more objective benchmarking, a 

standard system should be developed to monitor the quality and outcomes of healthcare services. 

 

SASOG is very dedicated to health service monitoring and has long being working on a programme to 

to improve outcome and monitoring of services provided by its practitioners. 

SASOG has implemented a number of projects to address the problem, of which the widest known is 

the BetterObs programme. This programme firstly focuses on protocols and guidelines to improve 

antepartum and intrapartum care. Secondly, the programme focuses on audit by enforcing morbidity 

and mortality meetings at delivery facilities, which has been shown to improve quality of care. Thirdly, 

the programme enforces better note-keeping which must enable better defence. Lastly, the 

programme focuses on improved patient information and on ensuring that alternative conflict 

resolution is available and available to patients as a first resort. 

During the 2018-2020 term, SASOG will also launch and refine a similar programme to improve the 

quality of care in gynaecology with a special focus on minimally invasive surgery, on informed consent 

and on screening and contraception. This programme may eventually be called BetterGyne 

programme. 

In terms of academic meetings, SASOG holds a large biannual academic congress which attracts most 

of its members. In addition, annual or twice-yearly CPD meetings are held at each region, supported 

by national Council. All sub-specialty or daughter societies also have bi-annual meetings supported by 

SASOG.  

SASOG liaises with all medical schools and with all heads of departments in support of registrars in 

training, research and teaching. The SA Association of Trainees in Obstetrics and Gynaecology 

(SAATOG) is affiliated and supported by SASOG. The annual budget for educational activities have 

been doubled in recent years. 

The Peer Review Committee is a standing panel of members which handles allegations of 

unprofessional conduct, repeated misconduct, or members not following guidelines or protocols. 

These complaints are often from commercial partners or colleagues. Cases of misconduct are 

investigated, and an opinion is given to the member as well as suggested corrective actions. 

In summary, SASOG has programmes in place to improve quality care through continuous training, 

academic meetings and BetterObs programme and monitor outcome through the BetterObs 

programme  which includes morbidity and mortality reviews, and and peer review  

 

 

 



 

9. Value based care and managed care 

The HMI noted that there was  

“a general absence of value-based purchasing, ineffective constraints on rising volumes of care, 

practitioners that are subject to little regulation and failures of accountability at many levels.” 

The HMI recommends that the private sector needs to move away from Fee-For-Service towards 

Value-based purchasing to reduce the perverse incentive of practitioners being paid according to 

volume. Therefore there should be outcome monitoring and practitioners should be paid on 

performance, not volume 

In 2010, the OECD published “Health Systems Priorities when money is tight” in response to the 

observation that healthcare spending continues to grow faster than the economy in many OECD 

countries. The OECD report  identified pay-for-performance as one of the approaches countries are 

turning to get better value for money. Not enough though was known whether pay-for performance 

system do in fact increase value for money or that they are associated with improved quality or 

healthcare outcomes. In 2014, the European Observatory on Health Systems and policy analysed the 

experience of 10 OECD countries and published a volume, Paying for Performance in Health Care. The 

findings of the volume in many ways mirrored the findings of a few rigorous systematic reviews of 

pay-for-performance programmes and the opinion of many leading commentators. It found that pay-

for-performance does not lead to “breakthrough” quality improvements, and the performance 

measures and the other key building blocks of pay-for-performance remain highly inadequate. But the 

findings of the study also suggest that pay-for-performance has a broader role to play as an instrument 

for improving health system governance and strategic health purchasing. Several of the programmes 

that showed the modest results also claim the most powerful impact on the relationship between 

purchasers and providers, in some cases opening the door to discussion of provider payment reform, 

quality measurement and accountability for outcomes(32). 

 

Gupta et al (2018) investigated of association of the Hospital Readmissions Reduction Program with 

the temporal trends in readmission and mortality rates among fee-for-service Medicare beneficiaries 

hospitalised with heart failure. The study was an observational study of 115 245 fee-for-service 

Medicare beneficiaries hospitalised with heart failure at 416 sites across the United States, 

implementation of the Hospital Readmission Reduction Program was associated with a subsequent 

decrease in 30-day and 1-year risk-adjusted readmissions and an increase in 30-day and 1 year risk-

adjusted mortality. These findings support the possibility that the Hospital Readmission Reduction 

Program has had the unintended consequences of increased mortality in patients hospitalised with 

heart failure (33). 

 

 

 

 

32. European Observatory on Health Systems and policy, 2014 

33. Ankur Gupta, MD, PhD; Larry A. Allen, MD, MHS; Deepak L. Bhatt, MPH; et al. JAMA, 

Cardio.2018;3(1):44-53; 361:368-378 

 



 

Paul et al (2018) reviewed performance –based financing (PBF)  in low-income and middle-income 

countries  (LIMC) ten years after it was launched by the Health Results Innovation Trust Fund which 

aims to promote performance-based financing in the health care centre.  It was found that consultants 

and international agencies increasingly played brokerage in PBF dissemination at the expense of 

domestic ownership. Based on their experience in the field in a wide array of countries, they observed 

that the way PBF was implemented departed markedly from the ideal of an approach enabling systems 

reforms in LIMC (34). 

Therefore, the evidence that value –based purchasing reduces cost and improves outcome is lacking. 

In fact there are concerned that it may reduce access to healthcare to the poor and sick as 

practitioners change behaviour in order to get good outcomes in order to get high scores 

 

The HMI should be cautious in promoting value-based purchasing when there is still no evidence 

that it promotes better outcome and reduce cost. It should also be concerned that some studies have 

shown that it may increase morbidity. 

10. HPCSA’s rules on doctor employment 

The HMI states that  

“There are cases where the employment of doctors would support value-based contracting and these 

should be considered on the merits.” 

 

The HMI does not expand on this issue of value-based care and employment of doctors (vertical 

integration) and therefore this statement is open to interpretation. 

 

Besides the risk of perverse incentive, so far studies have not shown that doctor employment has a 

definitive decrease in cost or improves in efficiency.  

 

Empirical research indicates efficiency gains from doctor employment have not materialised. For 

example, Cuellar & Gertler (2006) find that integration did not have a statistically significant impact 

on the efficiency of hospitals as measured by the cost per patient day and cost per patient discharged 

(35). In a review of the literature, Burns, Goldsmith & Sen (2013) also conclude that the evidence to 

support economies of scale and scope in this context are “strikingly thin (36). 

 

The HMI noted that licencing, there is currently no regulatory framework , legal or ethical, to monitor 

private hospitals. Therefore hospital managers have no ethical or statutory obligations and therefore 

there is little protection for patient when patients’ rights are violated besides litigation. So when 

employed doctors can hide behind the hospitals when they violate patient’s right and therefore have 

little recourse e.g Netcare kidney saga, Life Esidimeni. 

 

 

 

 

34. Paul E, Albert L, Bisala BN et al. BMJ Glob Health 2018;3e000664 

35. Cuellar AE, Gertler PJ. Strategic Integration of hospitals and physicians. J Health Econ. 2006 

Jan;25(1):1-28 

36. Burns LR, Goldsmith JC, Sen A. Horizontal and vertical integration of physician. Adv Health 

Care Manag.2013; 15:39-117 

 



 

Employment of doctors by Clinics 

Employment of doctors by clinics cannot be endorsed by SASOG/GMG. Such a step would 

negatively affect clinical independence. The is a real fear that as clinics are driven for profit 

the quality of health care could be compromised because of cost cutting, profit driven 

measures by the clinics. 

 

Another issue is that newly qualified specialists are unlikely to find appropriate posts in 

Government service and will be employed by the clinics. These clinics will then have relatively 

inexperienced specialists working for them. 

 

The working conditions, as a rule, in State hospitals are unpleasant and doctors in government 

service will prefer to work in the far better facilities of private clinics thus further depleting 

the state hospitals of experienced staff, by enducing an exodus from the State Sector into 

these private employment posts. This will have negative consequences for national 

healthcare policy and service delivery in the state sector. 

 

SASOG has not asked for the review of the current HPCSA policy on business practice 

 

In summary, besides the risk of perverse incentive, the material gains and quality gains for patient 

when doctors are employed by private hospital have not been yet shown. SASOG has not asked for 

a review of current HPCSA policy.  

 

Summary of the SASOG response to the findings and recommendation of HMI 

1. The problem of information asymmetry is well known in health care and it is addressed 

through informed consent. Informed consent is a standard practice in doctor-patient 

relationship. It is well-entrenched. It allows the patient to a make an informed choice and and 

not the doctor. Violation of this principles is a punishable by law. 

2. There are other “unexplained” factors besides Supplier Induced Demand that have led to an 

increased in expenditure which were not accounted for when controlling for known variables. 

These include moral hazard, adverse selection, patient autonomy, worsening disease burden. 

3. According to MPS, the biggest medical insurer in South Africa, the medicolegal crisis in the 

private sector South Africa is not related to poor quality. It is mainly related to patient 

dissatisfaction and perceived lack of caring. It has led a practice of defensive medicine which 

contributes to increasing expenditure. This phenomenon is different from Supplier- induced 

demand. 

4. There are factors that are not acknowledged in the Health Market Inquiry that contribute to 

a high caesarean section. These include the Term Breech Trial, a high HIV infection rate in 

South Africa, high medical malpractice rate leading to defensive medicine, patient autonomy 

and declining rate of VBAC due to an obligation to give patient informed consent. 

5. The findings of increased admission because of Supplier-Induced Demand in the HMI is 

questionable since there was no control of other variables, the HMI assumed that market is in 

equilibrium, the market or  sample was not well defined and causation was not proved 

6. The HMI concluded that because practitioner work in silos, therefore work atomistically. This 

not supported by observation or practical experience and HMI does not produce any evidence 

to support this claim. The practice of multidisciplinary groups must be weighed individually 



 

because the potential benefits are not absolute and has the potential to increase cost due to 

collusion.  

7. The HMI supports DSP and Provider network. Although there is a potential to reduce cost, it 

has a potential to increase cost since it restricts choice and therefore, according to SASOG, 

maybe anti-competitive. It is done unilaterally and it a potentially violates of patient 

autonomy and the Consumer Protection Act. 

8. SASOG has programmes in place to improve quality care through continuous training, 

academic meetings and BetterObs programme and monitor outcome through the BetterObs 

programme  which includes morbidity and mortality reviews, and and peer review  

9. The HMI should be cautious in promoting value-based purchasing when there is still no 

evidence that it promotes better outcome and reduce cost. It should also be concerned that 

some studies have shown that it may increase morbidity due to anti-selection. 

10. Besides the risk of perverse incentive, the literature has not shown any material gains or 

quality gains for patient when doctors are employed by private hospital have not been yet 

shown. SASOG has not asked for a review of current HPCSA policy. 

 

 

 



 

 

 

 

THE SOUTH AFRICAN SOCIETY OF OTORHINOLARYNGOLOGY 

HEAD AND NECK SURGERY 
 

 Unit 16, Northcliff Office Park, 203 Beyers Naude Drive 

Northcliff, Johannesburg, 2115, South Africa 

PO Box 2127, Cresta, Johannesburg, 2118, South Africa 

Tel: (+27) 11 340 9000   Fax: (+27) 11 782 0270    email: admin@entsociety.co.za 

 
 

 

E XCO: Dr S Basanth, Dr JH Black, Dr JS Bouwer, Dr DJ du Plessis, Prof JJ Fagan, Dr J Grobbelaar (Secretary), Prof CA Joseph, 

Prof JW Loock, Dr MSL Masotja, Dr S Ramjettan (President), Prof RY Seedat (Treasurer), Dr PJ Viljoen (Past President) and Dr DJH Wagenfeld. 

 

 

 
 

  

28 September 2018 

 

 

 

Mr Clint Oellermann 

Manager - Competition Commission Health Market Inquiry 

Trevenna Campus 

Block 2A (4th Floor)  

55 Meintjies Street 

Sunnyside 

Pretoria 
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ClintO@compcom.co.za 

 

Dear Mr Oellermann, 

 

Response to HMI notes on specialist representative societies. 

 

 

The SA Society of Otorhinolaryngology, Head and Neck Surgery was established in 1964 for the advancement 

of academic training and continuing professional development of ENT surgeons in South Africa. The Society 

has been constituted as a voluntary membership organisation. 

 

An annual conference and regular update and skills courses are held by academic departments under the 

society auspices. The executive and academic subcommittees meet regularly to enable and arrange these 

academic programmes. 

 

The Society does not meet with funders to negotiate payment arrangements, nor preferred provider status 

for members. In fact the Society believes that the current practice regarding payment arrangements and 

preferred providers is unethical. 

 

In addition to the above functions the Society provides financial support to all academic ENT departments 

 

 

 

on an annual basis, the majority of these funds are derived from the membership fees that we charge. These  
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fees are predominantly from the members in the private sector and funds that the Society generates from 

the activities of the Society. 

 

The Society is responsible for organizing and overseeing an annual conference, boasting a faculty of world 

renowned speakers, and the standard of these conferences have been maintained purely by the strict criteria 

that we adhere to in running these conferences that we consider to be the flagship of our Society. 

 

Amongst other activities, the Society provides funds for outreach training into Africa and supports speakers 

at academic conferences. Prizes are awarded for the best registrar presentations at the annual congress, 

which has recently been more than doubled in value. 

 

Merit certificates are awarded on an annual basis to deserving members for outstanding service to the 

society. 

 

The Society sets aside annually a substantial sum of money for Registrar training and Scholarships. The 

funding for this comes from the financial reserves of the Society. A fund is ring fenced for the purposes of 

funding approved research and travel grants for those that qualify. 

 

A special award is presented each year for the outstanding contribution to ENT surgery by a young specialist 

which is the very prestigious Karl Storz award. This very prestigious award is not presented if there is no 

deserving candidate. 

 

All the University departments are incentivised financially to publish in international journals and to 

encourage their Registrars to deliver presentations at conferences locally and internationally. 

 

The Society is independent of the South African Medical Association (SAMA). It has developed a guide for 

service codes which is currently used / endorsed by SAMA. This guide serves to prevent incorrect coding for 

services and assists the Society in combating fraud and over servicing. It delineates ENT scope of practice 

and includes internationally and locally recognised new developments in services and surgical advances. 

Neither the guide nor the Society recommends or sets fees / charges in any way whatsoever.  The Society 

does not engage funders in payment arrangements or price fixing and price determination. 

 

The Society is a member of the South African Private Practitioners Association (SAPPF), supporting the 

principle of improving healthcare for all South Africans. 

 

The Society provides and recommends experts for opinions in assisting the Health Professions Council of 

South Africa (HPCSA) and for medico-legal cases. 

 

It has an independent subcommittee representing registrars in training. This group provides valuable input 

into the requirements of training programmes throughout the country. 

 

The private practice / management subcommittee assists with issues arising from members in full time or 

part time private practice. The Society contracts the services of HealthMan to assist with practice 

management issues. 
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The Society website provides information for the public regarding available ENTs in their areas and ENT 

conditions. The site provides journals for members on a regular basis and information regarding continuing 

medical education. Each members' CPD points are stored on the site and are available to the member at any 

time. 

 

The Society has recently published a book on the history of the Society which describes its work and 

achievements since its inception. This book will be available in an electronic format for ongoing input for its 

activities in future to ensure that our history is accurately documented. This is available on request. 

 

 

 

Yours sincerely, 

 

 

 

 

                   

  ______________________________                                          ____________________________ 

Dr. Shanil Ramjettan  

B.sc (UDW); MB.cHB (Natal); FCS ORL (SA)  

President, South African Society of  

Otorhinolaryngology, Head and Neck Surgery 

 

Christopher A. Joseph 

Hon. Assoc. Prof. (Univ. Witwatersrand) 

Consultant Surgeon Sandton Head and Neck Forum 

Morningside Mediclinic 
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The Commissioner 

Health Market Inquiry 

 

 

COMMENT ON THE IMPACT OF PRACTITIONER RELATIONSHIPS ON COMPETITION AND THE ROLE 

OF SURGICOM  

HMI Report Chapter 7: 157- 227 and Annexure 7 

 

Surgicom is a public company owned and managed by general surgeons. It represents its members in 

matters that affect the future of the profession and has regular engagements with funders. Surgicom 

currently represents 178 of the approximately 500 general surgeons who regularly submit accounts 

to funders. Membership is open to all practicing surgeons. Surgicom contracts directly with Healthman 

for various secretarial and administrative functions. 

 

In various submissions to the HMI, funders have claimed that management groups facilitate collusion 

among practitioners. Surgicom assists members in interpreting and using the SAMA billing codes, rules 

and modifiers but does not negotiate with funders regarding the rand value of the fees associated 

with these codes. Whereas we may issue guidelines on correct coding practice, we do not advise our 

members on fees.  With regard to preferred provider contracts and network agreements, we 

consistently advise our members to study these agreements carefully and make an individual decision 

best suited to their individual practices. Surgicom does not advise its members on whether to 

participate or not participate in these agreements. 

 

Surgicom has not participated in any collective bargaining process aimed at increasing fees. Surgicom 

currently participates with Medihelp in a voluntary pilot that provides enhanced remuneration for 

members who code their accounts in CPT. Furthermore, Surgicom members may participate in a 

voluntary governance project in conjunction with Discovery Health Medical Scheme that involves 

preparation of an on-line discharge summary for which the surgeon is paid a fee per discharge 

summary.  

 

At no time has Surgicom been involved in collusive tendering, price fixing or dividing markets. 

 

With regard to the allegation noted in Table A7.1 that Surgicom has possibly contravened section 

4(1)(b)(i) of the Competitions Act, we do not believe this allegation to be correct. 

 

Yours sincerely 

 

 
 

P J Matley MB ChB FCS(SA) MMEd (Surg) 

Chairman: Surgicom 
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Mr Clint Oellermann 

 

Dear Mr Oellerman 

 

PMG RESPONSE TO HMI INTERIM REPORT 

 

The Paediatric Management group (PMG) is a member organisation of SAPPF and was registered in 1997, becoming an 

active and representative body of Private Paediatricians in 2003. This specialist group now has a membership of 488 

members which represents more than 70% of Private Paediatricians. We have membership categories for full time 

paediatricians in private practice, paediatricians in their first year of practice and for academic paediatricians in the public 

sector who do hospital consultancy work in the private sector. PMG is the body representing Private sector Paediatricians. 

The South African Paediatric Association (SAPA) is an affiliate of the South African Medical Association (SAMA) but no 

working agreement exists between SAPA and PMG. PMG is a diverse group of paediatricians with level 4 (100% B-BBEE) 

with an Exco that comprises 38% females of various racial groups. 

Membership of the PMG is voluntary and membership fees are charged. The purpose of establishing the PMG was to 

provide a platform for Paediatricians to discuss any issues related to paediatric private practice. These issues include; 

1) Practice management – it is important to be aware that no training is provided in business management, human 

resource management, tax or economics during medical training. This means that any doctor entering the private sector 

requires learning opportunities and discussion opportunities in order to run a successful, legal and tax compliant business. 

 

2) The South African fee for service model that includes: 

a) Billing codes as per the SAMA DBM (coding booklet). Regardless of the weaknesses or strengths of this system it 

is the only system we have and therefore it is essential that Paediatricians be fully conversant with the codes and 

their descriptors. PMG assists its members to comply with accepted coding rules.  

b) Funders/Medical Aids and direct payment arrangements. Many of our members sign up to direct payment 

arrangement not because they believe the remuneration offered is appropriate or commensurate with the work 

performed but because it is convenient. It ensures payment and reduces administration burden on the practice. 

PMG does not agree with funder dictated terms but is restricted from negotiating with funders on our members 

behalf by competition law constraints.  

c) Paediatric ICUs and Designated Service Providers (DSPs) and or network arrangements- This provider 

arrangements can be complex especially when the DSP is not able to accommodate the patient either due to 

unavailability of a bed or the specialised services required. This is further complicated when the facility is required 

after working hours. This unfortunately leads to delayed health care delivery and the unfortunate consequence 
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of patient health compromise. The complexity of these admission requirements often results in difficulties with 

funding the admission. 

d) Prescribed minimum benefits: Members are guided regarding correct application of PMBs. Members will be 

updated once the current policy and guideline is finalised. 

e) Rules around Tariff setting – The PMG advises members to charge what they believe they are worth. Then to use 

the correct billing code to reflect the service provided. The PMG does not discuss tariffs with members. 

Unfortunately the nature of the Billing codes with each code having a rand value unit (RVU) to which is applied a 

specific rand conversion factor (RCF), does mean that any discussion about coding can be seen as a discussion on 

tariffs. There is no other mechanism however to ensure that members use the code descriptors correctly other 

than to teach them how to use the codes. Likewise when discussing billing or coding issues with funders the 

discussions are around the correct use of codes rather than on specific tariffs. 

3)  On-going Medical education (CME) programmes 

a. PMG has a robust annual CME programme that includes at least two large weekend academic conferences 

which we have successfully been hosting for more than 13years. We have between 120 and 150 Paediatricians 

attending these conferences where local speakers of high academic repute and experience keep our members 

up to date on the advances in Paediatric care. We have fully embraced technology and have started live 

streaming these meeting for the benefit of members who are unable to attend. Our experience shows that a 

further 75 members live steam the academic programme 

b. Annual road shows taken to provinces gives us the opportunity to interact face to face with members and 

provide them with academic content. As is the nature of Paediatricians to work closely with nursing staff, 

nurses are invited to these roadshows in order to cement the working academic relationship outside hospital 

setting and to finally deliver quality of care par excellence to our patients.  

c. Subscription to international medical journals available on our website. 

 

4) We offer support to our members via our website, telephone and email and through our management group 

Healthman. The need for this leadership in Private practice is clearly demonstrated by the number of calls and queries 

we receive on a daily basis. 

The PMG does interact with funders on mechanisms to improve cost efficient care. 

 

These have taken the form of profiling and peer review with alternative reimbursement models be tested as a result of 

improved cost efficiencies. Members who are outliers on profiling of admission efficiency, radiology and pathology use 

efficiency are visited by the peer review committee to better understand the complexities of different practices and we 

then give advice on how to offer cost efficient care. These strategies benefit the doctors who are encouraged and 

facilitated to deliver up to date excellent care, the funders benefit because the care is cost efficient and the patients 

benefit from better clinical outcomes – these include reduce length of hospitalisation. 

The Paediatric Management is a strong and robust brand with growing membership. We offer far more than “negotiation 

with funders” and that is certainly not our founding statement. 

 


