
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

18 September 2017 

 

Response to Health Market Inquiry call for submissions on Health Outcome 

Measurement and Reporting: Improving the cost effectiveness of clinical care in a 

competitive private healthcare sector in South Africa 

 

Overall 

 

Discovery Health (DH) welcomes the HMI's focus on quality, which should be framed within a patient-

centered, value-based healthcare system in both the public and private sectors. Value incorporates both 

quality of care and cost efficiency gains. DH supports the focus on quality outcomes, but notes that there 

should be a concomitant focus on efficiencies in any value based performance framework. 

 

DH supports the need to use healthcare clinical data to assess quality of care. DH also supports the view 

that such a measurement framework should be rigorous and transparent. The principle of measuring and 

reporting on quality metrics for the purpose of improvement is critical to the success of any healthcare 

system.  

 

While some of the required quality data that the document references is being collected in the private 

sector already, there is certainly the opportunity to dramatically improve sources of clinical data collection, 

as well as to analyse and use this quality data better. 

 

Measures used 

 

The document on Health Outcome Measurement and Reporting considers a range of measures based on 

international practice, which is both relevant and applicable.  It is also essential that local knowledge, 

expertise and contextual factors be considered in establishing such a model so that it is designed for 

success in the local operating environment. 

 

DH suggests that consideration be given to a broader set of measures to complement outcomes.  The 

Institute of Medicine’s Health Care Quality Initiative has developed six “aims” for improving the delivery of 

care set out below. It is DH’s view that these categories of measurement are meaningful and comprehensive 

enough to enable long term sustainability of any healthcare system. Further to outcomes, certain processes 

are also important measures of quality and should be included in assessing quality of care performance 

 

1. Safe: Avoiding preventable injuries, reducing medical errors 

2. Effective: Providing services based on scientific knowledge (clinical guidelines) 
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3. Patient Centered: Care that is respectful and responsive to individuals 

4. Efficient: Avoiding wasting time and other resources 

5. Timely: Reducing wait times, improving the practice flow 

6. Equitable: Consistent care regardless of patient characteristics and demographics 

  

https://www.ahrq.gov/professionals/quality-patient-safety/talkingquality/create/sixdomains.html 

 

We suggest that these principles are incorporated into the quality measurement approach. 

 

The document notes the importance of buy-in from all stakeholders (especially doctors and hospitals) in 

terms of the definition and determination of measures.  This buy-in is critical for them to be effective in 

promoting value based care.  Our experience is that it is vital for the provider community to view such 

initiatives as aiding in the improvement of quality care rather than playing a watchdog or punitive role. 

 

Considerations specific to the private sector in South Africa include the fragmentation of providers and the 

lack of a contractual or employment relationship between hospitals and doctors. This complicates the 

accountability for outcomes.  We have noted in earlier submissions that the HPCSA rules, which prohibits 

hospitals from employing doctors, are a hindrance to developing more effective solutions for delivering 

quality and efficiency, through obstacles currently being experienced to full integration of care teams. More 

recent interventions by the HPCSA have significantly set back other quality focused initiatives, such as the 

use of global fee reimbursement to encourage team work in the healthcare system.  In addition, it is critical 

to ensure that the required data is readily available, and that the quality data published is firstly carefully 

canvassed and understood with providers prior to publication, and thereafter is not punitive to any 

particular provider. DH’s view is that, similar to elsewhere in the world, quality measurement must support 

improvement in the whole system rather than punitively targeting any single provider or set of providers 

for sub-optimal performance. 

 

Current Quality Initiatives in the Private Sector 

 

While DH supports the notion of an independent statutory body holding responsibility for quality 

measurement, it is our view that the capacity for such a function with an outcomes measurement and 

reporting organisation (“OMRO”) could be achieved through consolidating existing structures, rather than 

establishing a completely new structure. Leveraging off current infrastructure will expedite the 

implementation process, ensuring no duplication in the industry, and will build off quality measurement 

work that is already established locally. We have set out details on some of the existing entities below. 

 

The Industry Technical Advisory Panel (ITAP) is a voluntary funder group established by the CMS that has 

done detailed work on identifying outcomes measures for various diseases.  

(www.medicalschemes.com/publications.aspx). 

 

HQA (Health Quality Assessment) is an industry initiative established in 2000, with broad existing 

participation performing an annual assessment of clinical indicators.  It is governed by a board including 

representatives of the South African National Consumer Union and the Board of Healthcare Funders and 

some Schemes belonging to the Health Funders Association, with the Council for Medical Schemes having 

https://www.ahrq.gov/professionals/quality-patient-safety/talkingquality/create/sixdomains.html
http://www.medicalschemes.com/publications.aspx
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an observer role.  The data currently submitted is from medical schemes (currently covering 6.7m lives) and 

this could be enhanced by data submissions from providers. HQA has established a strong clinical advisory 

board that is responsible for reviewing the suitability of quality metrics for reporting purposes. The clinical 

advisory board is also responsible for defining metrics based on local and international practice. HQA 

already exists as an entity aiming to assess clinical quality in healthcare offered by medical schemes.  This 

includes involvement by the CMS and consumer bodies and hence it would be valuable to work with HQA 

to implement any new measurement process.  We suggest an engagement to determine synergies. 

 

The industry bodies for medical schemes, administrators and managed care organisations (Health Funders 

Association (HFA) and the Board of Healthcare Funders (BHF) are entities that could be engaged in 

establishing the function of quality assessment and monitoring. 

 

Best Care Always (www.bestcare.org.za) is a non-profit organization committed to improving safety in public 

and private hospitals through measurement, reporting and improvement.  This entity includes 

representation from funders, hospitals and notably the public sector. 

 

Various Independent Practitioner Associations (IPAs) also currently play an important role in assisting 

Funders and Administrators to facilitate peer review processes with their constituencies. The collective 

experience of all these stakeholders should be leveraged in the development of a centralized Quality 

OMRO. 

 

The Council for Health Service Accreditation of South Africa (COHSASA) is the accredited by the International 

Society for Quality in Health Care (ISQua), and has established itself over the last two decades in southern 

Africa as a credible quality improvement and accreditation body working in both public and private 

healthcare sectors. Whilst the focus has predominantly been on quality improvement and accreditation of 

healthcare facilities, the organization has expertise in various quality aspects including patient safety and 

could possibly make a valuable contribution towards the setting up of the OMRO. 

 

It is noted that the regulations to the Medical Schemes Act currently stipulates information to be provided 

only for claim submissions, and not for quality measurement.  We suggest that updates to these regulations 

be considered to facilitate the quality assurance processes.  The current requirements are attached as an 

annexure.  CMS is currently collecting and analysing some outcomes-based data and there is significant 

scope to enhance this by mandating that providers should provide more outcomes data to medical 

schemes. Medical schemes could, in turn, include such data in statutory returns submitted to CMS. This will 

not result in costs incurred in respect of a new organization or new systems. 

 

Structure of entity 

 

The document proposes an independent statutory body that would govern the collection, analysis and 

sharing of quality information. In principle, we are in support of such a structure. However, it is essential 

that local knowledge, expertise and contextual factors be very seriously considered in establishing such a 

model so that it is designed for success in our operating environment.  

 

http://www.bestcare.org.za/
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We note that in the UK, the Private Healthcare Information Network has been established as an 

independent government-mandated body on recommendation from the competition authority (CMA).  This 

entity is funded by subscription fees based on privately funded hospital episodes, with mandatory 

submission of data. 

 

We recognize the need for such a function to be subject to independent governance. However it may not 

be necessary to duplicate governance and administration costs, as there are a number of entities which 

could be considered to oversee this process (even in a transitional phase).  Such entities include those noted 

in the section above and the following government-related entities: 

 

- The Office for Health Standards Compliance (OHSC)  

- The Council for Health Service Accreditation (COHSASA) 

- The Council for Medical Schemes (CMS) 

- The Health Commission (per Government Gazette 7 July 2017) 

 

The document proposes an initial voluntary mechanism and this would need to be carefully structured.  It 

then suggests this would evolve into an independent statutory body.  This suggests that existing industry 

bodies (HQA, HFA and BHF) could play a role in this regard. However the extension of the data collection 

process to include provider groups would be required.  It would also need to be established what data can 

feasibly be collected from these groups.  We suggest that there is broad consultation on this point to ensure 

the requisite buy-in by provider groups. 

 

We recognize that it is important that such a body is independent, both in respect of governance and 

funding.  At the same time we need to ensure that increased costs translate into value for consumers. 

 

Implementation process 

 

The new body will come at a cost which may ultimately be borne by medical scheme members. The benefits 

from the new structure must therefore outweigh the costs.  Careful consideration should be given to how 

this function fits in with the existing entities, as noted above, as well as the proposed NHI process. 

 

The role of a powerful standardized and consistent technology platform, allowing clinical data collation and 

clinical registry implementation, is critical. We suggest that detailed consideration be given to this topic.  

This is particularly important in the South African environment where there is an absence of existing 

healthcare information exchanges, nor any regulation that enforces healthcare digitalization. 

 

It is essential that while a new process is implemented for centralized measurement, funders and 

administrators should be enabled to continue with existing measurement, reporting, improvement and 

contracting on the basis of value. It would be detrimental to member value if existing work was in any way 

marginalized while a new process was being established. 
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Publication strategy and purpose of quality metrics 

 

The mandate of the OMRO must be precisely defined to ensure the objectives of the body are met. If the 

key objectives are consumer empowerment and value based contracting, the expected benefits must be 

weighed up against any unintended consequences. Careful consideration must be given to how these 

objectives are met through independent and centralized data collection and analysis. In our view the central 

aim of data collection and analysis should be to stimulate competition on quality in order to ultimately 

support better health outcomes for consumers across the industry.  Hence the reporting of the data to 

funders should be in a manner that enables pro-competition initiatives such as network development and 

contracting on value. Similarly providers should receive reports that stimulate improvement efforts.  

 

One potential complexity is that the quality of treatment experienced by members of a particular medical 

scheme in a particular facility may well differ from the quality of treatment received by all members of 

medical schemes in that same facility. To the extent that the members of a particular medical scheme have 

different disease profiles, benefits, or even socio-economic status, their outcomes may be different to the 

average. It would therefore be problematic if the centralized body publishes figures showing that quality in 

a particular hospital is sub-optimal, whilst a medical scheme may observe different results in its data, and 

choose to include such a hospital in its quality network on that basis.  

 

It should also be noted that some administrators have developed extensive intellectual property on the 

measurement of quality, even in the absence of mandated quality data from providers. As such, their 

capacity to advise client schemes on quality networks is an aspect on which they compete amongst each 

other. The centralization of measurement and reporting on quality may therefore have the unintended 

consequence of reducing competition on quality measures. Our view is that this should be avoided at all 

costs.  

 

Consumer empowerment is a goal that we also strongly support and publication may be an effective means 

to achieving this. Since funders establish differentiated initiatives with providers for the purpose of 

improvement, we believe it is preferable for funders to publish their own data, rather than for a funder’s 

data to be centrally aggregated with that of other funders, where there is the risk that the initiatives led by 

a funder will be diluted with that of others. The “OMRO” could instead consider mandatory publishing by 

funders/provider or/and establish incentives for funders and providers to publish quality data, but in a 

standardized way that enables consumers to differentiate and compare funders and providers.  

 

There is international evidence1 that there is consumer apathy in the selection of a healthcare provider 

even where there is access to significant information on prices and quality.  Further work would therefore 

be required to define metrics that are accessible and useful at the consumer level.  

 

  

                                                                 
1 European Observatory on Health Systems and Policies, Policy Summary 13, Public reporting in health and long term care 
to facilitate provider choice, WHO, 2014 
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Link to the public sector 

 

There is an urgent need to improve the quality of healthcare for all South Africans and putting measures in 

place to collect and analyse data on public sector services is also essential.  It is therefore important that 

any initiative takes the role of Government into consideration as well as the opportunity for a contribution 

to be made by the private sector in supporting and improving service delivery in the public sector.   

 

Engagement 

 

We would welcome the opportunity to engage further on this topic.  Overall we are in support of the 

initiative, but we suggest that further work is required on the data collection and management processes, 

relationships with healthcare providers, definition of metrics, the feasibility of leveraging off existing entities 

and the principle of publication, with consideration of unintended consequences. 

  

Regulations to MSA Chapter 2 section 5  

 

The account or statement contemplated in section 59(1) of the Act must contain the following— 

a) The surname and initials of the member; 

b) the surname, first name and other initials, if any, of the patient; 

c) the name of the medical scheme concerned; 

d) the membership number of the member; 

e) the practice code number, group practice number and individual provider registration number 

issued by the registering authorities for providers, if applicable, of the supplier of service and, in the 

case of a group practice, the name of the practitioner who provided the service; 

f) the relevant diagnostic and such other item code numbers that relate to such relevant health 

service; 

g) the date on which each relevant health service was rendered; 

h) the nature and cost of each relevant health service rendered, including the supply of medicine to 

the member concerned or to a dependant of that member; and the name, quantity and dosage of 

and net amount payable by the member in respect of the medicine; 

i) where a pharmacist supplies medicine according to a prescription to a member or to a dependant 

of a member of a medical scheme, a copy of the original prescription or a certified copy of such 

prescription, if the scheme requires it; 

j) where mention is made in such account or statement of the use of a theatre— 

k) the name and relevant practice number and provider number contemplated in paragraph (e) of the 

medical practitioner or dentist who performed the operation; 

l) the name or names and the relevant practice number and provider number contemplated in 

paragraph (e) of every medical practitioner or dentist who assisted in the performance of the 

operation; and 

m) all procedures carried out together with the relevant item code number contemplated in paragraph 

(f); and 

n) in the case of a first account or statement in respect of orthodontic treatment or other advanced 

dentistry, a treatment plan indicating— 
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i) the expected total amount in respect of the treatment; 

ii) the expected duration of the treatment; 

iii) the initial amount payable; and 

iv) the monthly amount payable. 

 

 

 

 

 

 

 

Dr Jonathan Broomberg 

Chief Executive Officer 

DISCOVERY HEALTH (PTY) LTD 

 


