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The Radiological Society of South Africa  
Response to Health Market Inquiry Provisional Report 
7 September 2018 
 
1) The Radiological Society of South Africa (RSSA) is the representative body of radiologists 

in both the public and private sectors and those in training. 
 

2) RSSA will limit its comments to areas specifically affecting radiology in its response to the 
Provisional Report of the Health Market Inquiry. 
 

3) There appears to be a misunderstanding in the report of the HPCSA rules relating to the 
type of practices radiologists may be part of and the use of the term ‘corporate practices’ 
as it applies to radiology. 

 
a) “Certain medical practitioners are approved to form what the HMI calls corporate 

practices (pathologists and radiologists)” (page 301, para 10). This is referenced to a 
section of the HPCSA Business Practices Document, which in turn references the 
Ethical Rules. 

 
b) There is also confusion and lack of consistency in the report in the use of the terms 

“Group Practices” and “Multi-disciplinary Group Practices”. It would be helpful if clear 
definition could be given, in a glossary, for each of the following: 
 
i) Practices involving practitioners, same registration, same council and board. 
ii) Practices involving practitioners, registered in different categories, same Council 

and Board 
iii) Practices involving practitioners registered in different categories, same council 

different boards 
iv) Practices involving practitioners across statutory councils 
 

c) Ethical Rule 8(1)1 allows practitioners to form ”Multi-disciplinary Group Practices”, i.e. 
practices consisting of practitioners from any profession registered under the Health 
Professions Act for example a general practitioner, a medical specialist, a 
physiotherapist and a dietician, unless the annexures to the Ethical Rules prohibit this, 

                                                        
1 1)  A practitioner may practise in partnership or association with or employ only a practitioner who is 
registered under the Act and who is not prohibited under any of the annexures to these rules or any ethical 
rulings from entering into such partnership or association or being so employed: Provided that, in the case of 
employment, the practitioner so employed either provides a supportive health care service to complete or 
supplement the employing practitioner’s healthcare or treatment intervention or is in the same professional 
category as the employing practitioner. 
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and with the further proviso in Rule 8(3)2 that each practitioner shall only practise 
within the Multi-disciplinary Group Practice in the scope of the profession in which he 
or she is registered. This means that within such a practice a physician may only 
practise as a physician and a surgeon as a surgeon. 
 

d) Reading the section of the HMI report:  “Certain medical practitioners are approved 
to form what the HMI calls corporate practices (pathologists and radiologists)” (page 
301, para 10) gives the impression that there is a relaxation in the Ethical Rules as they 
apply to radiology, whereas in fact there is a restriction applied to radiology in 
Annexure 6 of the Ethical Rules: Rule 3(2)(b) and (c)3 4 which only allow radiologists to 
form practices with nuclear medicine physicians and radiographers and no other 
practitioners.  This restriction makes sense as the mode of practice is similar to the 
extent that all are involved in imaging following requests from clinical colleagues. 

  
e) The RSSA supports these clauses in a Fee-For-Service environment, as there will be 

the moral hazard of over-servicing for financial gain if practitioners who refer to 
radiology may form a Multi-disciplinary Group Practice with radiologists. 
 

f) We are not aware of any successful Alternative Reimbursement Models, in which 
radiology can share income with referring practitioners (see below) 
 

g) In summary: 
 
i) Radiologists may practise in exactly the same way as other practitioners i.e. in solo 

practice or as a partnership or in an incorporated company (personal liability 
company under the current Companies Act) with other radiologists. 

ii) Radiologists may form Multi-disciplinary Group Practices with nuclear medicine 
physicians or radiographers. 

iii) There is no HPCSA approval to form “corporate practices”, this is simply a 
restriction applied to radiology.  

 

                                                        
2 3)  A practitioner shall practise in a partnership, association or as a juristic person only within the scope of 
the profession in respect of which he or she is registered under the Act. 
 
3 (b)  a medical specialist who practises in diagnostic radiology shall be excluded from the concession to form 
an incorporated practice in terms of section 54A, or to form a partnership or association with a medical 
practitioner, medical specialist or another practitioner who does not practise in the speciality diagnostic 
radiology; 
 
4 (d)  the only exception to the restriction pertaining to radiology referred to in paragraph (b) hereof shall be 
that a radiologist shall be permitted to form an incorporated practice, partnership or association with a 
nuclear physician or a radiographer registered in the relevant discipline, in view of the fact that the said 
professions are related to each other in terms of the nature of their field of professional practice. 
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4) Page 338 para 147: ‘In investigating the causes of these cost increases, the inquiry found 
a shift from less expensive investigations such as X-rays, which decreased at 1.6% per year, 
to more expensive modalities, such as ultrasound (0.87% increase per year), CT scans 
(1.65% increase per year), and MRIs (1.17% increase per year’ and  Page 338 para 148: 
‘148. ‘The inquiry acknowledges that CT and MRI scans may produce more definitive 
results when used appropriately which means that the change in use may be justified.  
However, without evidence indicating the benefit and value of the shift it is not possible to 
prove or disprove this.’ 

 
a) The final sentence is an extraordinary statement if the converse is considered: the 

postulate is that there are possibly studies being performed by CT and MRI that could 
be done equally well by less expensive conventional X-rays examinations. We are not 
aware of any. 

 
b) Conventional X-rays, apart from their use in the chest and skeleton, have very limited 

residual uses. Conventional X-rays provide images made up by the attenuation of the 
X-ray beam through superimposed structures, 2D imaging, with low specificity and 
sensitivity, CT and MRI produce cross sectional 3D images, improving both the 
specificity and sensitivity of diagnostic outcome. 

 
c) Radiologists follow best imaging practice as taught in the academic departments and 

documented in outcome-based guidelines (see below). CT and MRI were voted by the 
Fellows and Members of the Royal College of Physicians of Edinburgh in 2010 third 
out of the top twenty most important medical developments in the last fifty years, 
being beaten only by antibiotics and vaccination.5 Note that this was a survey of 
clinicians using radiology not radiologists. 
 

d) It is difficult to find examples of cost benefits as there are a limited number of studies 
attempting to show this in self-evident transitions to cross sectional imaging as 
technology advances. Some examples: 
 
i) NICE recommendations: skull X-ray CT in trauma:6 Conclusion: ‘The 

implementation of the NICE guidelines led to a two to fivefold increase in the CT 
head scan rate depending on the cases and baseline departmental practice. 
However, the reduction in SXR and admission appears to more than offset these 
costs without compromising patient outcomes.’ 

 

                                                        
5 https://www.rcpe.ac.uk/sites/default/files/documents/pressreleases/rcpe-top20-list.pdf 
6 https://emj.bmj.com/content/22/12/845 
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ii) NICE recommendations for imaging in prostate cancer7 All staging examinations 
use CT and MRI. 

 
iii) Renal Colic and Haematuria8, conclusion: ‘Multidetector computed tomography 

has become the imaging study of choice for the diagnosis of urinary tract calculi, 
investigation of hematuria, and the characterization of renal masses replacing 
excretory urography.’ 

 
iv) American College of Radiology (ACR) Appropriateness Criteria, staging of colorectal 

cancer for metastatic disease9 CT Chest abdomen and pelvis with IV Contrast given 
appropriateness 9/9 (Chest X-Ray, previously used no longer mentioned) 

 
v) Council for Medical Schemes, Definitions of Care10: Early stage colon and rectal 

cancer ‘A magnetic resonance imaging (MRI) scan of the pelvis is recommended 
for rectal cancer because it provides a precise evaluation of the topographic 
relationship of a tumor to the mesorectal fascia (an important anatomic landmark 
for the feasibility of total mesorectal excision). An MRI scan is currently the only 
imaging modality that is highly accurate in predicting whether or not it is likely that 
a tumor free margin can be achieved, and thus provides important information for 
planning of an effective therapeutic strategy, especially in patients with advanced 
rectal cancer (Kijima, Sasaki, Nagata, Utano, Lefor & Sugimoto, 2014; Klessen et 
al, 2007).’ 

 
e) The above examples show that cross sectional imaging is international best practice, 

is cost effective and radiologists would be derelict in their duty of care attempting to 
replace it with outdated methods. The shift of use, demonstrated, is entirely justified. 
 

f) The cost benefit or radiology can only be fully assessed by patient outcomes. 
 

5) Page 338 Para 149: ‘Nevertheless, if high cost machinery is used more often, the unit cost 
(consumables aside) should decrease as they amortise.  So, it seems that there may be 
room to reassess the unit cost of high cost investigations as currently old coding (and 
relative value units (RVUs) still apply' 

 
a) RSSA is aware of the fact that there is an urgent need to revisit the current codes and 

in particular the associated RVU's to, inter alia: 

                                                        
7 https://www.nice.org.uk/guidance/cg175/chapter/1-Recommendations#localised-and-locally-advanced-
prostate-cancer-2 
8 https://www.jacr.org/article/S1546-1440(06)00091-3/pdf 
9 https://www.jacr.org/article/S1546-1440(17)30190-4/fulltext 
10 
http://www.medicalschemes.com/files/PMB%20Definition%20Project/BenDefiEarlyStageColonRectal0409201
7.pdf 
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i) accommodate the higher utilisation and current costs of high-tech equipment. We 

believe that radiology equipment costing is appropriately calculated over the 
expected lifetime of the equipment, making utilisation far less important than 
changes in cost of equipment, infrastructure and professional services.  Of course, 
assuming that higher utilisation does lead to a reduction in the costs associated 
with high tech equipment, it needs to be recognised that changes in utilisation and 
increases in price of equipment for low tech examinations, such as X-Ray, 
ultrasound and mammography may require an upward adjustment of RVUs; 
 

ii) correct coding anomalies which have developed due to improved technology.  As 
an example, due to advanced resolution and contrast of modern CT scanners, the 
need for pre and post contrast CT scans has largely fallen away.  The pre-contrast 
scans are now in many cases redundant.  In addition, whereas early generation CT 
scanners were relatively low dose, modern scanners produce a much higher 
radiation dose. Radiologists have a responsibility to ensure radiation optimization 
and minimization and it is accordingly essential to remove the rare supply side 
incentive to over-radiate patients.  These codes are still present, often with higher 
RVUs, which could lead to inappropriate use. These codes need to either be 
removed or their RVU's adjusted; 
 

iii) allow for new procedures which require new codes.  These new procedures are 
currently being performed using surrogate codes which is sub-optimal because the 
procedures cannot readily be identified; 
 

iv) reduce the scope for possible additional and unnecessary radiology generated by 
‘up-coding’. 

 
b) Unfortunately, and for reasons that the HMI is well aware of, this has not been 

possible because the interactions that would be required for the purpose of 
potentially altering the codes and associated RVU's in particular could place the RSSA 
and more specifically its members at risk of infringing the Competition Act. 
 

c) The RSSA is encouraged by the recognition, on the part of the HMI, that while bi-lateral 
negotiations are feasible for corporate providers such as the large hospital groups and 
pathology practices, they are not feasible for radiology practices, due to the numerous 
billing entities. The logical conclusion of this position is that the RSSA would enter 
multilateral negotiations on behalf of its members.   That said, it is not entirely clear 
to the RSSA how the HMI envisages that such negotiations would take place and it is 
noted in this regard that the HMI is adamant that the multilateral negotiations it 
envisages will not amount to a reversion to the pre 2004 status quo. 
 

d) What the RSSA has inferred from the HMI draft report is that it seems that it is 
intended that multilateral negotiations will be overseen by a (still to be established) 
SSRH.  Given that there may well be a need to revisit the current coding structure and 
given the potential associated consumer benefits, the RSSA feels that it is important 
that the HMI in its final report makes provision for how the RSSA and its members can 
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lawfully interrogate their current coding structure and associated RVU's and, if needs 
be, make appropriate adjustments and in turn share the outcome with the funding 
industry.  In considering this request, the HMI needs to recognise that there may well 
be unforeseen impediments to the establishment of a SSRH and that even if the 
appointment of such a regulator is fully supported it will in any event be some years 
(if ever) before the industry has the benefit of a fully functioning SSRH. 
 

e) In the circumstances, the RSSA urges the HMI to recommend an interim dispensation 
in the form of an exemption from the Competition Commission to permit multi-lateral 
negotiations between the members of the RSSA and funders.   

 
6) Page 338 para 150: ‘Radiologists claim that they only respond to requests from other 

medical practitioners and are not directly driving usage. The inquiry notes that in the 
current situation, in which fee-for-service dominates and individual practice is the norm, it 
seems too easy for radiologists to absolve themselves of responsibility for the quantity and 
nature of tests used’ 

 
a) This claim, attributed to radiologists, with a few provisos is largely correct. 

 
b) Radiologists are a referral specialists and the vast majority of their work is generated 

by direct referral from clinicians. 
 

c) Radiologists, as part of their accepted scope of practice, have the responsibility to 
advise referring doctors on the appropriateness of examinations requested and 
recommend additional examinations when abnormalities are detected. 
 

d) Radiologists, however, are not in a position to ‘second guess’ a referring doctor, when 
the indications are correct for the referral. The radiologist cannot manage referring 
doctor profiles by vetting individual cases, when the referral criteria are correct. For 
example: neurologist ‘A’ refers 20% of patients seen for uncomplicated headache for 
a MRI, while neurologist ‘B’ refers 100% of patients seen for the same condition for 
MRI. The radiologist is not in a position, without the benefit of a full clinical history 
and examination, to decide whether or not any individual request is inappropriate. 
The radiologist, in refusing such an examination, when correctly motivated, would be 
at risk of medico-legal challenge, if for example the patient was subsequently found 
to have a brain tumour. The referral profiles need to be peer reviewed by neurology 
peers not radiologists.  
 

e) We believe that FFS remains the appropriate billing method for radiology and though 
the radiology literature is replete with statements such as “ARMS provide an 
opportunity for radiology’, we have yet to find one which will be universally applicable 
in the South African environment. 
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f) There is possible additional and unnecessary radiology generated by ‘up-coding’ the 
solution to this has been presented in the previous section. 
 

g)  The solution is appropriate referrals, through the use of outcome based referral 
guidelines and Clinical Decision Support (CDS). This is dealt with in the next section. 
 

7) Page 151 para 1: ‘However, the HMI believes that radiologists are well-placed to conduct 
research on diagnostically and radiologically worthwhile practices. They are also useful 
team members in making these decisions in conjunction with other care providers. 
However, such models do not exist in the South African private sector. Radiologists are in 
a position to provide data to inform evidence-based guidance which can indicate which 
investigations are diagnostically useful and cost effective.’ 

 
a)  The RSSA covered the issue of evidence based guidelines in its initial submission and 

supports their universal use.  
 

b) The indications for the use of radiology are universal, the relative usage of different 
modalities and examinations will vary due to the local disease burden and resources 
available.  
 

c) South Africa does not have the resources to redevelop evidence based guidelines and 
does not need to as the indications for referral do not vary and the various 
international guidelines are similar.  
 

d) In our original submission we indicated our support for the Royal College of 
Radiologists:  iRefer. At that stage the guidelines were reasonably priced and available 
on phone and tablet platforms.  As they are now only available on a very expensive 
desktop platform, we have after extensive discussions with the RCR withdrawn our 
endorsement for these guidelines. We cannot expect referring doctors to use 
guidelines they can’t see.  
 

e) Our recommended guidelines are now the ACR’s Appropriateness Criteria11 : ‘The 
American College of Radiology Appropriateness Criteria are evidence-based guidelines 
for specific clinical conditions that are reviewed annually by a multidisciplinary expert 
panel. The guideline development and revision include an extensive analysis of current 
medical literature from peer reviewed journals and the application of well-established 
methodologies (RAND/UCLA Appropriateness Method and Grading of 
Recommendations Assessment, Development, and Evaluation or GRADE) to rate the 
appropriateness of imaging and treatment procedures for specific clinical scenarios. In 
those instances where evidence is lacking or equivocal, expert opinion may supplement 

                                                        
11 https://www.acr.org/Clinical-Resources/ACR-Appropriateness-Criteria 
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the available evidence to recommend imaging or treatment.’ These are in the public 
domain. 
 

f) The ACR’s Appropriateness Criteria have been Europeanised and published as the 
European College of Radiology’s (ECR) iGuide . The RSSA is currently involved in 
discussions around iGuide with the ECR. We are in the process of reviewing the 
changes made in adapting these guidelines to the European environment. Any 
agreement with the ECR will allow the RSSA to further amend the guidelines for local 
use, if this is necessary. 
 

g) However guidelines on their own will not ensure appropriate referrals. They need to 
be integrated into Clinical Decision Support (CDS) software.  A document defining the 
definition of CDS software was developed in 201312 
 

h) Our position is that ultimately every radiology referral should go through a CDS 
programme with embedded evidence based guidelines. This will ensure appropriate 
referrals and remove all suggestion that radiologists are able to influence radiology 
volumes. Using CDS, referral to radiology is online, the patient demographics are 
captured, or already part of the Electronic Health Record and the imaging request is 
entered. This can be done in two ways, either by entering a clinical problem and 
allowing the system to select an examination, or by requesting a specific examination 
for a given clinical problem.  In the case of the latter, the system may be set to function 
in three ways: 
 
i) Request allowed through and a referrer profile built up for later analysis; 
ii) Alternatives suggested if appropriate but original request allowed through if not 

changed (soft rejection); and 
iii) Request rejected unless appropriate (hard rejection).   

 
i) CDS has, or will become mandatory in other jurisdictions:  

 
i) In USA under the Protecting Access to Medicare Act (PAMA) of 2014 for possible 

introduction in 2019 – for all advanced imaging Medicare referrals. 
ii) Pilot CDS projects were launched in the European Union in 2016. 

 
j) RSSA PROPOSALS FOR CLINICAL DECISION SUPPORT  

 
i) The ideal situation is that every radiology referral should come via CDS.  As interim 

measure, it could be used for CT and MRI referrals. 
 

                                                        
12 http://cdscoalition.org/wp-content/uploads/2013/05/MRCCDSdefinition.pdf 
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ii) The regulator should consider making the use of CDS mandatory in radiology. 
 

iii) CDS should form part of the Radiology Information System and be installed by 
radiologists in the private sector. 
 

iv) The underlying embedded guidelines must be available in the public domain for 
transparency, understanding and interrogation by referring clinicians. 
 

v) The RSSA should approve the underlying guidelines and assist in modification for 
the South African environment (if needed) 

 
8) Page 338 para 132: ‘Alternatively, team-based models that incorporate radiologists into 

cooperative care may encourage them to assess the diagnostic necessity of tests and 
improve care while decreasing health care costs.’ 

 
a) We support team based care models but not funding models involving radiology, as 

noted above. Radiologists in Multidisciplinary Group practices in a FFS environment 
create the risk of over-servicing and in a budget sharing environment, underservicing.  
 

b) Radiologists currently participate in various multidisciplinary teams providing 
coordinated care through multidisciplinary team clinical meetings. The function of the 
radiologist in this team is to interpret imaging that had been done and advise on 
imaging required.  The decision to image is reached by consensus.  

 
9) Page 474, para 147: CODING SYSTEMS: ‘We recommend that coding systems across the 

sector be standardized to facilitate meaningful sharing of information.’ 
 

a) We support this but suggest that the RSSA 5 digit coding system is adopted, or 
condoned by the SSRH. 
 

b) Radiology and nuclear medicine have, since 2004, used the RSSA 5 digit coding system 
for medical scheme billing. It has been used by the Department of Labour for claims 
to the Compensation Fund since 2015. The rest of the profession uses a hybrid of the 
SAMA 4 digit coding system and CPT. 
 

c) The SAMA coding system is no longer suitable for radiology and nuclear medicine and 
has not been used since 2004.  
 

d) CPT is not suitable for South African radiology as the procedural components are 
traditional in the USA environment and not related to actual costs in South Africa. 
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e) The RSSA coding structure currently has a global fee for the professional and technical 
components aspects but this can be split out into these two components, as in CPT. 

 
 

10) Page 476 para 157: OUTCOMES MEASUREMENT REPORTING SYSTEM   
 
a) RSSA has previously submitted document to HMI: 2017-09-21 Health Outcome 

Measurement and Reporting RSSA Comment Final (attached) which discusses this in 
detail. 
 

b) Healthcare outcomes are almost impossible to measure for radiology: 
 

c) Quality measures for radiology have been documented13: 75 unique quality metrics 
were reported for radiology: 35 structure (46%), 20 process (27%) 20 outcomes (27%).  
This indicates the complexity of radiology metrics. 
  

d) For good outcomes the structural components; good diagnostic equipment and well 
trained and appropriately accredited radiologists are a given. 
 

e) In the paper quoted above for process metrics, the most common metric was the use 
of appropriateness criteria (85%) with report finalisation time (60%) and patient 
waiting time (50%) as the next two most important metrics. 
 

f) This confirms our position above that referral guidelines and CDS are essential for 
good outcomes in radiology. 

 
 

 
 
 
 
 

                                                        
13 NarayanJ,  Am Coll Radiol 2015;12:1173-1181 


