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Disclosures
ADVISORY BOARDS:
Since the Implementation of The Marketing Code of Conduct in SA,
I have stepped down from Pharmaceutical Advisory Boards.

President of SASSM (the South African Sleep Society of Medicine)
I am a member of :
•
The College Of Medicine
•
SAHA
- The South African Heart Society
•
CASSA - Cardiac Arrhythmia Society of Southern Africa
•
SASCI - South African Society of Cardiac Intervention
•
AASM - American Academy of Sleep Medicine
•
SASSM - South African Society of Sleep Medicine
•
EACPR - European Association for Cardiovascular Prevention and Rehabilitation.

NO PREFERRED PROVIDER CONTRACTUAL AGREEMENTS WITH ANY
Medical Scheme Funder
Hospital Group or
3rd Party Healthcare Provider
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Introduction
• The absence of commercial risk or accountability from the funding side of
the industry sets the South African private health system apart from any
other private system in the world, where formalised access (cover) to care
exists on a large scale.

• The highly uneven playing field that it provides in favour of business over
the consumer and the extent to which business has taken advantage of it
must rank the South African private health system among the most
pronounced, if not the biggest, above board scams in the world.

No Excuses - Collapse of the South African Private Health System - Stanley L. Eiser, March 25, 2010
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Definition of Cardiac Protection
• Cardiac Drug & device trials are designed to target Cardiac Protection
• The Primary End Point Objective is Lowering CV Risk :
1. Lifestyle changes, stopping nicotine & tobacco extracts, alcohol in
moderation (15g daily), regular moderate exercise &
2. reducing blood pressure, lipids, blood sugar
to reduce the risk of fatal and nonfatal CV events, mainly strokes,
myocardial infarctions & angina
to reduce mortality and morbidity, hence, promoting survival and longevity.

• A major consideration in management should include major comprehensive
cardiovascular risk co-morbidities eg obesity, Sleep disordered Breathing (SDB)

• SDB is an important underrecognised – undermanaged condition in SA
contributing to CV Risk, probably more prevalent than bronchial asthma

Evidence Based
Medicine

Vs
Eminence Based
Medicine

Evidence Based Medicine

ESC Guidelines

Evidence Based Medicine
Classes of Recommendations
• Evidence and/or general agreement that a given treatment or procedure
is beneficial, useful and effective.

• Conflicting evidence and/or divergence of opinion about the
usefulness/efficacy of the given treatment or procedure:
- Weight of opinion/evidenced is in favour of usefulness/efficacy
- Usefulness/efficacy is less well established by evidences/opinion

• the
I

II
IIa

IIb

• Evidence and/or general agreement that the given treatment or
procedure is not useful/effective and in some cases may be harmful.

ESC Guidelines

III

Evidence Based Medicine
Levels of Evidence
• Data derived from multiple randomised clinical trials or metaanalyses. Mendelian randomisation.

• Data derived from a single randomised control clinical trial or
large non randomised studies.

• Consensus of opinion of the experience and/ or small studies,
retrospective studies, registries or observational studies.

ESC Guidelines

A

B

C

Evidence Based Medicine
Class 3c

Evidence or general agreement
that the given treatment or
procedure is NOT
useful/effective, and in some
cases may be harmful.

Is NOT Recommended.
Being the consensus of
a small group of
medical spin-doctor,
conflicted key opinion
leaders and/or nonexperts

Eminence Based Medicine

ESC Guidelines

Eminence-based Medicine
Definition:
relying on the opinion of Key Opinion Leader (KOL), an Academic Professor, Associate Professor
or
medical specialist (Public or Private) or other prominent health official
Medical Aid Administrator, Hospital Administrator
Pretty, attractive Blonde, Brunette, Black or Handsome Sales Representative of all ethnic origins
without adherence to morality, ethics, professionalism or transparency
without declaring areas of conflict
when it comes to health matters,
rather than relying on a careful assessment of relevant published
scientific peer reviewed research evidence.

As an Individual, You might be asking:
“Who am I to question an ‘expert’,
especially a physician, a specialist or a prominent medical researcher
who you assume knows so much more than me?”

•

Adapted from Alan Cassels Cochrane Reviews 30 Nov 2012.

Eminence-based Medicine
Who is in Control of Regulatory Fiduciary Responsibility ?
Administrators :
1.

Trustees of Medical Schemes

2.

The CMS – Council of Medical Schemes

3.

Medical Control Council (MCC)

4.

Pharmaceutical Society Of SA / Device Companies

HASA :

Hospital Groups

Healthcare Professionals :

HPCSA

Prescribed Minimum Benefits

CMS - PMB’s

Chronic Drug
Allowance (CDA) Limit

Pharmaceutical Medicines and Related
Substances Act - Section 22F
The Act only permits generic substitution within the criteria set by the section 22F:
5.1. Pharmacists must inform patients with a prescription for dispensing, of the
benefits of the substitution;
5.2. When substitution has taken place, the pharmacist must take reasonable steps to
inform the prescriber of such substitution;
5.3. Pharmacists may dispense the generic instead of the medicine prescribed,

unless
5.3.1. expressly forbidden by the patient to do so;
5.3.2. the prescriber has written in his or her own hand on the prescription the words

“no substitution” next to the item prescribed;
5.3.3. the retail price of the generic is higher than that of the prescribed medicine;
5.3.4. the product has been declared not substitutable by the MCC.
Medicines and Related Substances Act 101 of 1965
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Patient’s
Name &
NaPme
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&
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Address

DR KING DOES NOT AGREE TO ANY THERAPEUTIC OR OTHER GENERIC
SUBSTITUTION AND TAKES NO RESPONSIBILITY FOR ANY SUCH ACTION
TO THE ABOVE PRESCRIPTION BY ANY MEDICAL AID FUNDER,
MEDICAL PRACTITIONER, PHARMACIST OR ANY HEALTHCARE WORKER
WITHOUT ANY PRIOR TELEPHONIC CONSENT.
THERAPEUTIC SUBSTITUTION IS ILLEGAL.

The Consumer Protection Act
also prohibits the substitution of
any goods without the consent of the
consumer (patient).

Consumer Protection Act 68 of 2008

Fundamental principles of medical ethics
• Autonomy (Informed Consent)
the patient has the right to refuse or choose their treatment
(Voluntas aegroti suprema lex)

• Beneficence
a practitioner should act in the best interest of the patient
(Salus aegroti suprema lex)

• Non-maleficence
"first, do no harm” …….. (Primum non nocere)

• Justice
concerns the distribution of scarce health resources, and
the decision of who gets what treatment (fairness and equality)

The World Medical Association,
the Medicines Act and
the Consumer Protection Act,
read with the National Health Act
makes it clear that –

The Introduction of

8.1. Information must be provided on drug choices and the patient’s condition, in
which the practitioner would carefully select medicines options;

The Pharmacist Assistant !

8.2. Once the patient gives his or her consent to the medicine selected, that
medicine should not and cannot be changed without the consent of the
patient.
8.3. In the case of therapeutic substitution, practitioners should review
the patient, and the options and issue a new prescription
Consumer Protection Act 68 of 2008
Medicines and Related Substances Act 101 of 1965
National Health Act 61 of 2003
World Medical Association Statement on Drug Substitution, 2005

Overall, SA getting Poor Performance relative to Cost

Prescribed Minimum Benefits
Modus Operandi

• highly questionable ethical and moral obfuscation, & disruptive behaviour
in contravention of acceptable CMS (Council of Medical Schemes) regulation
• Relegated to medical scheme formularies based on generic equivalents
• Accept only selective ICD 10 codes to subversely justify funding mechanisms
and profiteering.
• Queries often only attended to by pharmacists or general practitioners, whose
primary responsibility is to impose orchestrated funding principles, based on :
- supposed best medical practice
- the advice of their possibly highly conflicted panel of medical advisors,
without reference to a scientifically based framework,
without commercial risk or legal accountabilty or responsibilty

•
Prescribed Minimum Benefits
Nett Therapeutic Outcome

•

Medical Scheme Administrator’s Objective –
- taking no commercial risk with profits protection

• Poor Therapeutic Outcome
- Potentiating poorer CV protection
- Increasing morbidity & mortality
- resulting in increased hospitalisation costs
• Contravention of Medical Fiduciary Responsibility
- firstly to do no harm (primum non nocere) Non-Maleficence &
- to act within the interests of the patient (salus aegroti suprema lex) Benefiscence
• Application of Chronic Drug Allowance – Reducing medical reimbursement

Prescribed Minimum Benefits
Nett Therapeutic Outcome

Quality Care
is
sorely compromised

Prescribed Minimum Benefits
Consumer’s Misconception & Perception

• The consumer mistakenly assumes
- higher premium medical scheme options = better medical benefits
• Co-payments for medication under PMBs apply in the higher options as well
without providing any meaningful objective quality care provision based on
scientific evidence
• The natural conclusion :
- false advertising
- without meaningful cardiac protection and proper therapeutic outcomes

Discovery Health 2010
Practice Management Appraisal

Hospitalisation

R Millions

53.12%

Pathology Costs

R125,180
Radiology Costs

23%
73.8%

Highly Cost-Effective Management with Comprehensive CV Risk Modification

PMB Chronic Conditions in Open & Restricted Schemes 2013

CMS Financial report 2014-2015 June 2015

.

PMB Chronic Conditions in Open & Restricted Schemes 2013

CMS Financial report 2014-2015 June 2015

.

PMB Chronic Conditions in Open & Restricted Schemes 2013
1.
2.
3.
4.
5.
6.
7.

Hypertension
Hyperlipidaemia
Type 2 Diabetes
(Sleep Disorders)
Asthma
Hypothyroidism
HIV

OBESITY

CMS Financial report 2014-2015 June 2015

.

PMB Chronic Conditions in Open & Restricted Schemes 2013
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.

Hypertension
Hyperlipidaemia
Type 2 Diabetes
(Obesity)
(Sleep Disorders)
Asthma
Hypothyroidism
HIV
Coronary Artery Disease
Epilepsy
Type 1 Diabetes
Bipolar Mood Disorder
Arrhythmias

CMS Financial report 2014-2015 June 2015

.

SAGE STUDY
Study on Global Ageing and Adult Health (SAGE)

• The SAGE sample comprises of
35 125 people
aged 50 yearsOver
and older,
randomly.
theselected
Age of
50 years

:

• Hypertension was defined as :
72% Overweight/Obesity Incidence
≥140 mmHg (systolic
blood pressure)
3rd heaviest
nation in or
the world
≥90 mmHg (diastolic blood
or
77.9%pressure)
in South Africa
by currently taking antihypertensives

• World Health Organization’s –
– SAGE examined patterns of hypertension prevalence, awareness, treatment
and control in aged 50 years and over
– in China, Ghana, India, Mexico, the Russian Federation and South Africa.
Peter Lloyd-Sherlock. Int J Epidemiology. Vol 43 Issue 2: April 2014.

SAGE STUDY

>50 yr old
72% Overwt/Obesity
78% Prevalence
8% Control

Peter Lloyd-Sherlock. Int J Epidemiology 6 Feb 2014;43:(2):116-128.

Prescribed Minimum Benefits

Medical Scheme Assumption & Condonement

Assumption that
generic medications are bioequivalent with
equal therapeutic equivalence
is misperceived and misconstrued

Prescribed Minimum Benefits
Generic Medication Costs & Co-payments

Costs of generic medications are still too expensive in South Africa,
Often only 30% less than ethical medication
resulting in high cost generic profiteering,
subject to unacceptably higher generic indirect payment and
often co-payments by consumers

Co-payments in the existent economic crisis in South Africa,
one can only conservatively estimate that the co-payment expenditure figure
exceeds at least R30-50 billion

Total healthcare benefits paid
2004 – 2015: based on 2015 prices
R 136 Billion

The New Entrepreneurial
SA Billionaires

1.
2.
3.

R 45 Billion

30%

46.5%
35.3%; 11.2%

Pathologists & Radiologists 11%
Other Specialists 10%

Dr’s are NOT the cost drivers of HC costs !
Members have a major willingness to pay.
Co-payment Contributions are probably the
highest HC costs superceding medical
premium….Increasing unaffordability?
4. Medicine costs have been static for 10 yrs
until 2014 despite more generic use
(oncology/biologic drug usage increased?)
5. Generic Costs are too high
6. Denial of access & benefit erosion with
incremental high premium contribution is a travesty!

Co-Payment

Private Hospitals
Medical Scheme
Administrators

28%

Medical
Specialists

7%

General
Practitioners

16%

Medicines
Out of Hosp Costs

9.5%

Council of Medical Schemes Annual Report 2014/2015.

Other Benefits
Dentists
Dental Specialists
Support & Allied
Health Professionals
Ex Gratia
payments
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Quality Health Care Provision
Preferred Provider Contracts

• Medical administrators continue to conduct their business independently without
accountability & without commercial risk ensuring profiteering.

Sheer venality!

• This promotes :
- benefit bankruptcy with gross disregard for the consumer, the very
lifeblood of their business.
- Little or hardly any consideration for the healthcare professional

• Is the current private HC system in Contravention of the Consumer Act ?
- HCP ‘illegally’ discloses confidential patient information to 3 rd Party sources
via ICD 10 codes on accounts and scripts & preferred provider contracts
- while ‘unknowingly’ undertakes the medico-legal accountability and
responsibility for these actions,
- in exchange for additional illicit remuneration which is tantamount to
taking a bribe.

DH Terms of Reference 2014

DH Terms of Reference 2015

One would expect adherence to the CMS Regulation as

Regulations 15H & 15I requires adherence to :
current practice,
evidence based medicine,
cost efffectiveness and
affordability
Scheme in its main rules removed its accountability to standards, evidence or
otherwise, and gave itself the power to unilaterally determine what is medically
necessary, whether it is legal or not.

Discovery Limited
• DHMS Risk Profit was R 36.1 billion annual medical aid premium ended Dec 2014

• Total normalised profit of Discovery year end June 2015 was R 5.3 billion
• Profit from the scheme was R1.8 billion being 34% of normalised operating profit
from DHMS business.
• This amount is much higher in cashflow, approximating in excess of 41% of
Discovery’s net after tax cash flow

• For the year ended Dec 14 DH profited an estimated R1.9billion from DHMS
compared to DHMS’ net operating surplus of R753 million

Medical Scheme Administrators
Advantages & Disadvantages

The Imbalance in the HC System :

• The three major administrators or their parent companies have expanded
internationally off a relatively small customer base, shows there is something
fundamentally wrong with the commercial structure of the system.
• The imbalance also exists within the administration segment itself, which
Discovery has taken maximum advantage of.

Discovery Limited

Advantages & Disadvantages – An Imbalance

• In Discovery Limited’s (Discovery) case the scenario is both extreme &
unique.
• Its entire expansion program locally and internationally has been almost
exclusively funded by the profit it extracts from the ‘not for profit’ Discovery
Health Medical Scheme (DHMS), delivering a immense circa 40% profit
margin on which it is highly reliant & dependent for cash received from the fees
Discovery charges the Scheme
•

Meeting Discovery’s demands has led to internal (inter-option) instability and benefit
erosion while the consumer market largely relied on, struggles with ever increasing
copayments and premiums and in making ends meet

• Discovery a JSE listed company, has used the commercial structure of the
industry and the regulatory framework to actively engage in frontline
commercial health insurance through DHMS, without taking insurance risk.

• Resultant achievement is an extreme entrepreneurial highly profitable
enterprise in a ‘not for profit’ medical scheme business without any better
therapeutic outcomes!

Discovery Limited

Disdvantage To Member – No Competition

•

At a presentation to investors on Discovery Limited’s results for the year ended June
30, 2014 the CEO of Discovery Limited, in talking about the growth and financial
success of Discovery Health Medical Scheme (DHMS),

•

“….Someone pointed out to me the simple fact that the mind share of Discovery
Health is remarkable. If you ask people who is second they generally don’t know – you
get different answers – it really commands a huge amount of the mind share.”

•

The Discovery CEO is right about DHMS’ and Discovery Health’s command of the mind
share. There is no second, because DHMS has no competition.

•

Unlike the other two major administrators, MMI and Medscheme, which grew by
taking on as many schemes as possible, including some open schemes in competition
with one another, Discovery made a business out of one scheme, on which it is largely
dependent for cash.

•

No other scheme in the country was developed with anywhere near the commercial
energy and charge as DHMS has and no other Scheme in the country has anywhere
near the dependency on it by a publicly traded company

Medical Scheme Administrators
Disadvantages

• The cost spiral in private health is mainly caused by weak management of
scheme funds by administrators who carry no meaningful risk, if any at all,
for the cost, quality and accessibility to care for scheme beneficiaries. Yet
they effectively control the funding side of the industry and are heavy relied
on by trustees of medical schemes.

• The treating doctor – GPs and clinical specialists - is incorrectly targeted as
the main cost driver. Yet, they only make up collectively 17% of total medical
scheme expenditure, excluding the 11% expenditure for pathologists &
radiologists.
• Administrators are unregulated. Although subject to accreditation
requirements, administrators are unregulated in their conduct in dealing with
doctors and other medical providers, yet have so much influence over where
and how medical scheme money is used..

Trustees of Medical Schemes
• Trustees of medical schemes largely act with impunity as they delve deeper into
influencing patient care through the unregulated approach and actions of
administrators and managed care firms mentioned above they hire.
• Trustees are often part-time personnel who have little knowledge to question
administrators or HC professionals at the level needed nor to set specific
measurement criteria along the components of the healthcare equilibrium (cost,
quality, range of service, and level of service) in outsourcing services to
administrators and managed care providers.
• The enormously high sums of Trustees remuneration has been outrageous for the
quality of service provided

• Trustees are NOT truly independent advisors

Private Hospital Groups
• The success achieved by the major hospital groups in expanding internationally
off a relatively very small private medical scheme consumer customer base
shows there is something fundamentally wrong with the commercial structure
of the system.
• The absence of commercial risk from the funding side of the industry
disconnects the industry at institutional level from the medical schemes
consumer market.
• The high profitability of the three major hospital chains and growth therein,
while the consumer market that they largely rely on, struggles with ever
increasing member co-payments and premiums and in making ends meet is
evidence of this allowing the system to slip further into benefit bankruptcy.
• Quality of care suffers as part of benefit degradation and, as with benefits,
deterioration in quality of care is not measured. viz. poor nursing quality, use
of antibiotic generics in ICU’s, therapeutic substitution of hospital
prescriptions.
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The New Managed Code of Conduct

The New Managed Code of Conduct
1.

The MCA code proposed by a group of Ethical and Generic Pharmaceutical,
Device Companies and other members of the MCA, is NOT a legislated code
and is without substantiation by an accepted Statutory Regulatory Independent
Governance Body.

2.

MCA was formed unilaterally by the Pharmaceutical Companies and other
industry associations whose members are also Members of the MCA, without
any input from the more important end clientele (namely, the doctors, who
take all the accountability and the medico legal responsibility, and the
patient/consumer).

3.

Pharmaceutical Companies often hide behind and use the code as an excuse to
justify cost and their primary business agendas.

4.

Ethical and Generic Pharmaceutical and Device Companies are not all members
of the MCA.

•

The New Managed Code of Conduct
5.

Within the MCA membership, there are differing standards of practice between Ethical
and Generic Pharmaceutical Companies and other Device Companies.

6.

The marketing code is self-regulated and is tantamount to subversive collusion to allow
or rule for or against a member. One questions the lack of transparency of their
intentions and possible venality in establishing an accreditation principle for healthcare
professionals.

7.

Their intention is to maintain a biannual accreditation process that incorporates a prerequisite subscription of R288, for healthcare professionals to keep abreast of current
Managed Code of Conduct under the auspices of an anticompetitive, non-regulated,
illegal, non-independent regulatory body without accredited Governmental regulation.

8.

Such a unilateral, unregistered self-referral body,
as a legally-recognised regulatory instrument,
is unacceptable.
Ethical R&D costs need to be taken into account, newer drugs need to be considered.
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Sleep Disordered Breathing (SDB)
Incidence & Importance

• Incidence is 2-4% of the total population
• Accumulating scientific evidence indicates that OSA (obstructive
sleep apnea) and hypopneoa, particularly in the presence of
significant nocturnal hypoxaemia, are now becoming recognised as
significant cardiovascular risk diseases
• Unfortunately SDB in South Africa & Internationally is
most under-recognised and
inappropriately managed

Sleep Disordered Breathing (SDB)
Problems in South Africa

•

OSA has been erroneously confined to patients who snore and have abnormal
AHI (Apnea-Hypopneoa Index) values, ignoring the patients at high CV risk with
endothelial dysfunction due to lack of clinical examination & assessment

•

Irregular Non-Equitable Commercial enterprises prevail :
- Medical Healthcare Professionals cannot legally prescribe & sell devices
- Loopholes in the private healthcare system allows non-medically qualified
personnel to enterprise
- Medical devices are medically registered devices
- Yet …. while Physicians can only prescribe but are not able to sell
- Medically unqualified personnel are allowed to sell & manage patients !

•

Condoning the commercial business aspects of a non-medical person without physical
examination or medico-legal accountability, is a major contradiction in the statutory
regulation, needing urgent attention.

Raised
Cholesterol
Hypertension

Sleep Apneoa
Testosterone
Deficiency

Morbid
Obesity

Diabetes

The Pathogenesis of Cardio-metabolic Risk
1. World Health Organization (WHO). A Global Brief on Hypertension. 2013.
www.who.int/cardiovascular_diseases/publications/global_brief_hypertension/en/

Hormone
Deficiency
Sleep - Hypoxia &
SNS Stimulation

OSA
Hypopneoa
OHS

CV Outcome - HT caused
75% deaths – Stroke
45% deaths – Heart Dis

American Diabetes Association 2007.

OSA & CV Effects
Obstructive Sleep Apnea

PNA

Arousals

SNS
CO

HR

BP

pO2

Hypoxia

Intrathoracic
Pressure

pCO2

Oxidative Stress
Inflammation
Endothelial Dysfunction

Hypertension
Atherosclerosis
Myocardial Ischaemia
LV Hypertrophy
Heart Failure
Cardiac Arrhythmias
Cerebrovascular Dis

LV Wall Tension
Cardiac O2 demand

TD Bradley & JS Floras. The Lancet;2009:373:82-93.
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Vascular
Cardiac
Arrhythmias
Dis &
MI
Failure
CV Dysfunction

Arousals

CNS
Appetite
Inhibition

Systemic
HT, HR
& LVH

Lipids

ProCoagulant
State
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We Need A New Healthcare Reform
allied to
Performance Risk Reimbursement
for all role players
Until now, private HC
members in SA have
been short-changed.
Proper HC provision has
been sacrificed
for immense profit in a
non-profit based
medical scheme arena
offering & achieving no
better cardiac
protection !!!

Is this not tantamount
to a well-orchestrated
entrepreneurial
Scam ?

Medico-legal scenarios are on the horison !!!

Therapeutic Target Goals achieved for CV Risk Factors
remains poor becoming unattainable,
providing subtherapeutic management without CV Protection

29%
53%
35%

<8% - 41%

8% - 48%

CMS Dec 2015
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Time (years)

Diagnose Earlier
Provide Therapy
Sooner
Protect Earlier
Prevent Disease
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Holistic approach
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Concept: Jeff King 2010

Time (years)

Diagnose Earlier
Provide Therapy
Sooner
Protect Earlier
Prevent Disease
Save Costs & Lives !!!

The Glaring Problem
Big Business – CARTELS
(The NEW SPIN DR on the Block)

has omitted the clinician & patient
attempting to balance
a ‘non-profit based medical scheme’
vs
entrepreneural medical scheme administrators
maximising profit
with lacking trusteeship fiduciary responsibility .

Conclusions
• The Commission of Inquiry needs to address the following issues
• Dr’s need to take back the control of Medical formularies & devices

Performance risk reimbursement for all
• The Purpose of Medication : stakeholders
Ensure

Evidenced-based approach
Dose & frequency of drug administration
Corrective
of the
healthcare
Age group of study
& patient’s balance
age; sex; ethnic
origin
budget
expenditure
needstherapeutic
to be applied
Bioequivalence
& Therapeutic
Equivalence….No
substitution
Safety & tolerance with low adverse profile
…
Start Rx Earlier ……… the Earlier, “the Lower”, the Better !!!!

Preventing big business to continue this

• Increase quality assurance with proven better therapeutic outcome with multihigh cost
unsustainable
healthcare
disciplinary transparent
cost effectiveness
across all
role players.
system
skewed
profiteering.
Change the modus
operandiwith
of penalties
& denial
to cost-effective access to PMB &
other treatment.
Introduce the principle performance risk reimbursement for all stakeholders

Conclusions
• Choose highly efficacious drugs & scientifically proven devices with
proper adjudication of licensure for dispensing and sale of drugs and
devices for the HCP
to enhance safer, improved & approved cardiac protection …..
embracing the Unmet Clinical Need

• HCP’s must implement Comprehensive Risk Management
viz Personalised Medicine :
Holistic/Comprehensive Protocol Adherence
Do Not Concentrate on One Co-Morbidity in a single indivdual
Based on area of expertise or specialisation …….
It’s usually One Disease with a number of Co-Morbidities
in a variety of different individuals !!!
The Same One Brush does not cover all patients !

Cost has not dictated outcome for Volume usage
in HC management
Volume
through comprehensive CV Risk Management
should dictate Cost
with ultimate true cost-effectiveness
in Healthcare !
Price does not determine Volume usage

Volume will dictate better Price Control !
(Through Comprehensive Risk Management with
Performance Based Reimbursement)

