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1. Introduction 

 

1.1 Who is Medscheme? 

 

 

Medscheme is a leading player within the healthcare industry. It has been in existence since the early 1970s 

and has over the years developed extensive expertise in the provision of healthcare funding support services 

i.e. administration, managed care, actuarial services, healthcare provider networks management, health 

intelligence analytics and IT systems. 

 

Medscheme has been actively pursuing solutions for the medical schemes (and their beneficiaries) under our 

administration to address the rising tide of healthcare expenditure increases and over the years we have learnt 

many valuable lessons. Developing effective expenditure containment solutions for healthcare funding requires 

a unique combination of actuarial, operational and clinical expertise. Medscheme’s Health Intelligence Unit 

employs such a blend of expert skills to monitor claims expenditure, fee and healthcare services utilisation 

trends in our client medical schemes and their work underpins the solutions we develop.  

 

Medscheme employs a value-based health risk management strategy in its managed care activities. This 

ensures a patient-centric approach that balances cost with quality and access to healthcare, rather than the 

traditional cost-cutting approach. The focus on better quality healthcare outcomes has led to the expansion of 

Medscheme’s role as active purchaser of medical services on behalf of medical scheme clients.  

 

Medscheme’s active purchasing includes the profiling of healthcare providers (e.g. assessing the manner in 

which some doctors practice medicine relative to cost and healthcare outcomes); the measurement of quality 

indicators (e.g. assessing how some doctors’ diabetic patients get hospitalised more frequently than others 

despite similar health status) and the negotiation of alternative reimbursement models.  We recently piloted 

global fees for hip and knee replacements which showed significant financial savings and reduced the patient’s 

length of stay in hospital without compromising health outcomes).  

 

There are two strategic approaches to managing the health risk of a medical scheme, both of which depend on 

evidence-based clinical funding protocols and complex risk analyses:  

 The first approach is utilisation and price management, with the overall goal to balance cost, quality 

and accessibility in order to ensure affordability of care for a risk pool.  

 The other approach focuses on facilitation of access to quality and affordable care through the 

integration of beneficiary-directed care, disease management interventions and healthcare provider 

network management (based on a healthcare provider strategy) and appropriate reimbursement 

models.  

 

The future of health risk management will be more and more focused on the facilitative approach, backed by 

utilisation and price management. Medscheme has embraced the facilitative approach and our focus on 

healthcare service provider relationships and the use of provider networks is evidence thereof. Medscheme’s 

healthcare service provider network initiatives are used to facilitate and manage equitable access to appropriate 

and cost-effective care, within what is affordable.  

 

Medscheme’s network management activities include the following:  

 Pro-active engagement with healthcare service providers for at least 15 years, aimed at establishing 

and sustaining sound and mutually beneficial relationships.  

 Several leadership and clinical forums are in place (Independent Practitioners’ Associations forum, 

specialist forum, Clinical Care Committees, as well as ongoing engagements with the leadership of key 
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societies) in order to foster relationships and develop sustainable funding and healthcare delivery 

models.  

 Significant experience with establishing, managing and monitoring Family Practitioner (FP) and 

specialist networks. The contracting of a specialist network requires close engagement with the 

specialist societies due to the influence they have over their membership base.  

 Existing peer management capabilities and a strong relationship with the FP Independent Practitioners’ 

Association (IPA) leadership. The same principles are being applied in establishing a similar 

infrastructure for specialists’ services.  

 Medscheme’s hospital network management includes quarterly operational and strategic meetings with 

the various hospital groups:  

o In the operational meetings, operational inefficiencies that affect both the scheme beneficiary 

and the hospital are addressed with viable solutions.  

o Quarterly strategic meetings are also conducted with the hospital groups to address planning, 

inefficiencies, funding models and initiatives that deliver quality, affordable solutions to our 

medical scheme clients and their beneficiaries.  

 

The networks Medscheme manages for medical schemes clients consists of more than: 

 7 500 family practitioners; 

 4 500 specialists 

 2 500 pharmacies 

 2 000 dentists 

 

Medscheme is in the privileged position to have a single view of a patient’s medical care for a large portion of 

individuals cared for in the private healthcare sector. Such an overarching perspective allows us to comment 

meaningfully on issues such as the fragmented care delivered in the private healthcare system as well as the 

quality of care being delivered.  

 

Part of the AfroCentric Group 

 

Medscheme is a wholly owned subsidiary of AfroCentric Health Ltd and is the largest asset in the AfroCentric 

Group.  AfroCentric is the group with the largest black-ownership in the healthcare sector.  Other AfroCentric 

subsidiaries include an IT company, specialising in healthcare, a medicine courier company and an HIV disease 

management company among others. 

 

 

1.2 Response to the HMI Discussion Document issued 28 August 2017 

 

 

Medscheme would like to take this opportunity to recognise the vital importance of effective health outcome 

measurement in improving healthcare, both privately and publicly funded, in South Africa.  

 

This submission, for the HMI’s consideration, provides comments and input on the HMI Discussion Document 

titled Health outcome measurement and reporting:  Improving the cost and effectiveness of clinical care in a 

competitive private healthcare sector in South Africa. The general and specific comments outlined in the 

sections that follow are intended to support the process and foster further engagements between the HMI and 

Medscheme.  

 

The first section of our response outlines our recent experience in quality measurement; subsequent sections 

provide comments on specific sections of the HMI discussion document.   
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2. Medscheme experience in quality measurement 

 

 

This section provides a summary of Medscheme’s current quality measurement initiatives, including 

participation in industry forums. The purpose of this section is to highlight quality measurement focus areas as 

well as industry shortcomings that need to be addressed, to fully realise the potential of quality measurement 

to effect change.  

 

 

2.1 Current industry initiatives 

 

 

Medscheme has been a participant in two recent and ongoing industry quality measurement initiatives: 

 the Council for Medical Schemes (CMS) Industry Technical Advisory Panel (ITAP) task teams 

 Health Quality Assessment (HQA) 

 

The CMS ITAP task teams focus on developing entry criteria, where the entry criteria define the denominator 

populations, and quality indicators for Chronic Disease List conditions. Participation in ITAP is open to all 

medical scheme industry stakeholders. The CMS has published certain measures at a medical scheme benefit 

option level1. 

 

HQA is a voluntary body that defines and measures quality indicators at an industry, medical scheme and 

benefit option level. It is a voluntary non-profit organisation funded by membership fees of participant schemes 

and administrators. Owing to its voluntary nature HQA measurement does not represent the entire privately 

insured population, but most of the major funders – including Bonitas, GEMS and Discovery Health Medical 

Scheme – are currently participants. HQA makes industry-level results available to all members and scheme-

specific results, benchmarked against the industry, available to participant schemes.  

 

While both the CMS and HQA initiatives have advanced industry outcome measurement, the bodies both 

develop definitions and standards of measurement, leading to duplication of effort and potential conflict. Some 

medical schemes and their advisors also define similar quality metrics in other ways, further compounding the 

problem of differing specifications. In addition: 

 the CMS’ (detailed, technical) definitions and standards are generally available to funders (as ITAP 

participants) while HQA’s definitions and standards are not 

 both bodies rely on the submission of claim-based data by third-party administrators – the interpretation 

of the data specifications by these third parties can differ, as can the availability of certain data items 

 data collected by the CMS has typically not been on a granular enough level, with sufficient detail, to 

perform adequate risk adjustment on outcome measures   

 

Differing definitions, standards and datasets may lead to inconsistent results and, where detailed definitions are 

not available to participants, may create difficulty in actioning and monitoring change at a more granular level.  

 

Both organisations are also currently constrained by using only claims data to measure quality of care. 

 

Medscheme participates in these, not only in the provision of the data, but also in active engagement regarding 

definitions and standardization.  
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2.2 Profiling and reporting 

 

2.2.1 Family practitioner profiling 

 

Family practitioner (FP) practice profiling, using the Medscheme profiling tool REPI2 (Risk Equalised 

Performance Indicator2) has been based on two dimensions, cost and quality, since 2009. Cost and quality 

measures are weighted equally in determining a composite score – 1, 2 or 3 – for each practice, where 1 is 

better than average and 3 is worse than average. Detailed profiles, comparing cost and quality to peers, are 

made available to each practice on a quarterly basis. In addition to providing information to practices on relative 

performance, REPI2 profiles drive a pay-for-performance reimbursement model in which reimbursement is 

higher for higher scoring practices.  

 

Various FP stakeholder organisations were consulted in the design of the quality measures included in the 

model, and while most of the measures are commonly accepted measures of process related to chronic 

illnesses, there is no common set of measures and definitions for the evaluation of primary care in the industry. 

REPI2 therefore uses different measures and definitions compared to those used by other funders and 

organisations such as HQA. Providers are therefore not measured in a consistent manner across the industry, 

and schemes can be measured differently to the providers delivering the care to their members.  

 

2.2.2 Hospital profiling 

 

Medscheme has developed a number of measures for the quality of hospital care received by scheme 

members. These measures relate to incidents of:  

 surgical site infection 

 retained surgical objects 

 ventilator-associated pneumonia 

 readmission  

 death in hospital 

 

Measure results, in particular readmission and mortality rates, are risk adjusted. In addition to providing the 

results at hospital level, they are also provided at case level to aid investigation. 

 

To date, the measures have been used in engagement with hospital groups and Medscheme continues to build 

consensus on the definitions and risk adjustment with each group. Some groups have been actively involved in 

this process, while others have been more reluctant to participate, fearing the process would be punitive rather 

than in pursuit of improvement. Hospital network contracts now include the agreement to measure quality as 

well as agreement to discuss poor results.  No information has, however, been made available in the public 

domain.  

 

Certain measures, such as readmission rates, can be more completely measured by funders, while other 

measures such as ventilator-associated pneumonia, are better measured by the hospitals themselves. For this 

reason, Medscheme has been actively engaging hospital groups on sharing raw quality data (in addition to the 

“never events” they are currently required to report), although providing this data is already a requirement in 

certain network agreements. Submitting data to multiple funders in multiple formats could however become 

overly onerous for hospital groups and therefore common standards would be desirable. In addition, multiple 
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funders analysing the same data could result in different conclusions without common methodologies. The 

infrequent nature of some events also means that the experience of individual funders could vary significantly.  

 

In addition to the quality indicators measured from the claims data, Medscheme is launching an HCAHPS 

(Hospital Consumer Assessment of Healthcare Providers and Systems)-based patient discharge survey. This 

survey is however, also conducted by some hospital groups and therefore a member may be surveyed twice 

for the same hospital event.   

 

2.2.3 Scheme level reporting 

 

Since 2013 Medscheme has monitored 40 quality of care indicators on an annual, and more recently monthly, 

basis. These mostly process indicators, all measurable from claims data, relate to prevention and screening 

and seven chronic illnesses. Results are benchmarked against the Medscheme universe of medical schemes 

and are available for internal use and reporting to client schemes. They are also used to evaluate the efficacy 

of specific managed care interventions, in particular the High Risk Member component of Active Disease Risk 

Management (ADRM).  

 

A lack of complete, common, publicly available and accepted definitions and methodologies does however 

mean that Medscheme’s scheme-level results can differ from those of both HQA and the CMS. This leads 

stakeholders to question the validity of results, which undermines the goal of quality of care improvement.  

Despite this, these reports do allow for improvements in managed care interventions as well provider-level 

engagements and profiling as discussed above. 

 

 

2.3 Bundled fees 

 

 

In a funding environment dominated by fee-for-service (FFS) reimbursement, alternative reimbursement models 

(ARMs) have been identified as a means to better align incentives within the health economy.  A hip and knee 

arthroplasty bundled fee, where reimbursement is based on the entire episode of care, is a prominent example 

of an ARM which has been implemented successfully to optimise cost and quality. Medscheme’s national 

implementation of a network of surgeons reimbursed on this basis quickly led to other stakeholders proposing 

their own arthroplasty bundled fee products. While competition on this basis is a welcome development, 

Medscheme has noted a lack of standardisation in how the bundles are defined and how the quality of care is 

measured. For example, one organisation is using the WOMAC (Western Ontario and McMaster Universities 

Osteoarthritis Index) score to measure patient-reported outcomes, while another is using the Oxford score. To 

compare quality, the industry requires common standards for patient-reported outcomes.   

 

In general, as reimbursement moves away from FFS to ARMs the ability of funders to independently measure 

quality using claims may be further constrained owing to the loss of detailed line-item data.  

 

 

2.4 Summary remarks 

 

 

Quality measurement is at various stages of maturity and progress to date has resulted in: 

 An established culture of quality measurement and monitoring, in particular with respect to process 

measurement 

 The use of quality indicators for pay-for-performance reimbursement 



 

8 
© Medscheme Holdings (Pty) Ltd – September 2017 

Submission in respect of HMI Health Outcome Measurement and Reporting 

 

 Bundled fee arrangements including patient-reported outcomes 

 Established working relationships between funders, and funders and providers in relation to defining 

quality indicators and data sharing 

 A skills base, both clinical and analytic, in quality measurement 

 

The lack of common, published standards; duplication of effort; the fragmentation of quality data; and the lack 

of published information will however continue to impede progress.  By implication, agreed interventions to 

improve quality are not consistently defined and/or applied.   
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3. Comments on Discussion Document 

 

3.1 Section A - Introduction 

 

 

1. The overarching goal of healthcare in any system including the private healthcare sector in South Africa 

is to improve the health outcomes of the population by ensuring that value-for-money, appropriate, high 

quality of care is available to patients at affordable prices and that neither under- nor over-treatment is 

provided. One way in which a competition based health system can promote improved health outcomes is 

for providers to compete on these very outcomes and for funders and patients to choose based on validated 

and relevant information on healthcare outcomes.  

 

Medscheme endorses this approach and agrees that the availability of validated, relevant and reliable 

information on health outcomes is a critical component in an efficient healthcare system.  

 

 

2. The Terms of Reference of the Health Market Inquiry (HMI) requires the HMI to identify any features of 

the healthcare sector that may harm competition and make recommendations to correct these1. The 

availability of relevant information without a doubt is a relevant factor in this respect. Relevant information 

incentivises and empowers the consumer – be it as a (potential) member of a scheme or as a patient – to 

make value-based choices. And it allows the providers and funders to negotiate terms and condition of 

contracts in a meaningful manner.  

 

Medscheme agrees that the consumer will be empowered by this information, but also encourages a cautious 

and phased approach to implementation as our experience has shown that health outcomes data requires a 

common interpretation framework developed together with healthcare providers, appropriate demographic risk-

adjustment as well as caution in interpreting adverse results so as not to misinterpret or inadvertently obscure 

its true cause.  

 

There is also mixed evidence that public reporting better informs consumer choice3, so the degree to which 

improved consumer information is cited as a primary reason for measuring outcomes and making them publicly 

available should be considered, as well as the dependencies in ensuring that published information does 

become part of a healthcare consumer’s decision making. These dependencies include consumer education 

and awareness campaigns. Medscheme believes that the primary short- to medium-term value in outcomes 

measurement and private and public reporting thereof will be in spurring improvement amongst providers and 

creating a sound foundation for value-based reimbursement and contracting by funders.  

 

 

3. It has become apparent to the HMI during its investigations, through public sources, submissions, hearings 

and from its research that the availability of relevant, timely and validated information on provider 

performance and clinical outcomes of care in South Africa is poor. Information, if publicly available at all, is 

sporadic, incomplete, not standardized and largely irrelevant for choosing the best value of care. 

 

Medscheme agrees with the characterisation of outcomes information available to a patient as incomplete, not-

standardised and often irrelevant, and generally not available.  However, as noted in section 2, we have, in 
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collaboration with providers, been using cost and quality provider performance information in network 

management and provider profiling – where the goal is to encourage improvement – for a number of years. 

Medscheme’s experience has been that sharing specific information on areas of inefficiency can assist 

providers in improvement, and can lead to innovative, provider-led reimbursement solutions.   

 

 

4. Transparency of patient relevant outcomes of care requires the collection, processing and reporting of 

patient-centred data on pre- and post-intervention outcomes from patients, from registries and from clinicians. 

The proper use of these outcomes is what drives efficient competition and benefits largely in the following 

ways:  

 

Funders, with a rich repository of utilisation, demographic, morbidity and survey data, whether from claims or 

electronic health records, are likely to also be a source of data for certain indicators (in the short- and perhaps 

medium- to long-term).  

 

 

4.1. Consumers – information on healthcare quality enable consumers to choose the most appropriate 

provider of healthcare given their illness and to help the provider choose the best intervention from the 

perspective of the patient. Choosing healthcare providers and schemes based on patient-relevant cost and 

effectiveness of care information in a private, competition driven system, drives competition on the correct 

parameters.  

4.2. Practitioners – the availability of detailed, risk-adjusted and clinician designed data on comparative 

healthcare outcomes in a properly safeguarded environment, allows medical specialists to benchmark 

themselves against peers and improve clinical pathways and performance. There are plenty successful 

examples from other countries on how this effectively changes clinical decisions and contributes to significant 

improvement, both in terms of cost-effectiveness and in quality and safety for the patient2. Also, the 

availability of comparative performance information may assist the GPs with referrals.  

4.3. Facilities – data on comparative healthcare outcomes enables facilities to benchmark internally and 

externally and to improve their clinical processes and engagements with clinical professionals to continually 

improve the services offered to the public and to engage funders in informed negotiating processes.  

4.4. Funders – the availability of comparable, patient-centred outcome information to members of medical 

schemes, will incentivise and enable medical schemes and their administrators to contract on the appropriate 

value-based parameters with providers. It may also allow the identification and contracting of network 

partners based on value of care parameters.  

 

It is important to establish a clear purpose for outcomes measurement, and Medscheme agrees with the three 

primary goals of improvement, assessment of relative performance and consumer information. While these 

purposes are not mutually exclusive, indicators, data, methods of analysis, presentation and interpretation will 

differ depending on the specific aim of a measure4 – the same measures may therefore not be appropriate for 

all purposes.  

 

As noted in earlier comments, 4.1 is likely to be the most difficult to effect, and 4.2 and 4.4 are already to a 

degree a feature of Medscheme’s business through the REPI2 GP profiling model (in which GPs are compared 

to peers on risk-adjusted cost and quality, with comparison used to provide benchmark information to GPs and 

inform pay-for-performance reimbursement).   
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5. Healthcare markets generally are characterised by imperfect and asymmetric information. In South Africa, 

these include inadequate, difficult-to-understand-and-compare, incomplete or absent information on medical 

schemes benefit options. This report will focus on the quality of care and health outcomes of providers in the 

private healthcare sector3.  

 

Medscheme’s original submission to the HMI in October 2014 makes numerous references to the asymmetry 

of information and the negative consequences thereof. Asymmetry is multi-dimensional and improvement 

therefore requires action on multiple fronts, one of which is the availability of reliable and relevant information 

on quality of care.  

 

 

6. In the South African private healthcare system, several problems with respect to information have been 

identified by the HMI, including the following:  

6.1. There is no systematic measurement and reporting of the outcomes and performance in the SA 

healthcare sector. In the absence of data on quality, competition cannot be driven by quality.  

6.2. Some medical schemes and administrators take some aspects of, or a proxy for, quality of care into 

consideration during tariff negotiations with providers. This information may be provided by facilities and/or 

derived from their own claims data. However, without the buy-in of consumers and practitioners, this 

information is largely incomplete and unsuitable as performance indicators to compare providers in a 

comprehensive and standardised manner. The explicit buy-in of consumers and doctors is essential.  

6.3. Hospital groups and related stakeholders collect and use performance data internally, however, these 

data to date is generally not shared with the general public. Even if the data was to be made public it does 

not reach its potential in driving competition because of the lack of uniformity and standardisation of 

measurement of these indicators.  

6.4. And most importantly, there is no common definition of what quality is, what it is that matters most to the 

patient – and therefore there is no comprehensive set of relevant and common indicators that are used across 

the private health sector.  

 

Medscheme agrees that there is no systematic, common and standardised measurement of quality across 

every level of the private health sector. Medscheme also agrees that the explicit buy-in of all stakeholders is 

essential in successfully measuring quality, and also in using that measurement to effect change. Our 

experience in GP profiling corroborates that the confidence of stakeholders in measurement and the data on 

which it is based is critical, in particular confidence that the data is an accurate representation of the entity being 

measured and that measurement is free of bias. In addition, lack of standardisation can undermine the credibility 

of measurement in general, as different providers can be “rated” differently by different entities.  

 

Many hospital groups publicly release overall quality statistics in their annual reports, but we agree that the 

results are seldom comparable. Some progress has however been made between Medscheme and hospitals 

in collaborating on quality measurement. One hospital group has also recently made patient survey results 

available in the public domain5.  

 

 

7. Health outcome measurement may include (1) clinical/biomedical indicators, (2) health-outcome-related 

performance indicators (avoidable adverse events, infection rates, time-to-treatment rates), (3) standardised 

clinical assessments by the treating doctor and (4) patient related outcomes (known as PRO’s or PROMS) 

directly collected in a standardised form from patients, without the involvement of doctors or facilities. 
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A comprehensive definition of quality includes a number of potential domains: safety, effectiveness, outcomes 

of care, patient experience, timely, access, efficient, value for money, capacity, equity, healthy independent 

living and health improvement6. Medscheme recommends that a domain-type framework be adopted to ensure 

that all relevant aspects of quality are adequately defined and measured.  

 

 

8. A general framework defining the nature of desired outcomes, for the healthcare consumer in South Africa, 

needs to be developed, as a first step in the process of providing the South African private healthcare system 

with relevant and comparative information on quality related outcomes. 

 

Medscheme agrees that a framework for defining, measuring and reporting on outcomes needs to be developed 

for the South African private healthcare system.  

 

 

9. Several critical success factors have been identified in this respect4, they include:  

9.1. Clinician engagement – broad and active participation of the clinical community has been key to 

successful outcome measurement and reporting systems. Clinicians are motivated by outcome 

improvements. Outcome measurement, reporting and improvement have been shown to be the greatest 

when clinicians are actively involved in defining data requirements, in collecting and interpreting data as well 

as in leading efforts aimed at clinical improvement.  

9.2. Patients perspective – patients are the best judge of their own health and welfare. Outcome 

measurement must be done from the patients’ perspective, including the patient-driven registration of 

symptoms, quality of life and functional status; pre- and post-intervention. Measurement of PROMs takes 

place without the intervention of doctors or facilities.  

9.3. National infrastructure – effective systems require common standards for tracking diagnoses and 

treatments at a patient level; an appropriate legal framework to support the quality measurement and 

reporting system. IT platforms used by providers should be compatible with those that are used by the registry 

or organisation that collects quality data. In addition, governments providing strategic direction to 

measurement and reporting may be beneficial, and healthcare quality needs to become part of public 

discourse.  

9.4. Comprehensive, high-quality data – it is important to ensure that the data collected by the quality 

measurement and reporting organisation be reliable and comparable as this helps to win the trust of providers 

and broader stakeholders. It requires a combination of both choosing right variables and having an adequate 

number of observations. Data quality control is essential for comparability, common standards for coding 

must be established and followed by all providers and a case mix adjustment mechanisms needs to be 

agreed to and applied.  

9.5. Outcome based incentives – a staged approach to the use of outcome information must be implemented. 

In the first stage, after the identification, registration and analysis of agreed upon data, these detailed data 

must be used by doctors and facilities, primarily to test and to give feedback about their own performance 

and to encourage adoption of processes or change in practice that result in better outcomes. In a later stage, 

it is essential that tested and more high-level performance, outcome related information must be 

disseminated and used by funders and the general public.  

 

While we agree that patient-oriented outcomes are the ultimate goal, measures of process and structure should 

not be discarded, at least not in the short- to medium-term. In particular, in many cases pure patient outcomes 

have too long a time horizon, or are too difficult to define or attribute to a particular event or provider7, to be of 

practical use for the stated aims. 
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In terms of national infrastructure, IT platforms and their interoperability will play a critical role in delivering 

effective data collection, measurement and dissemination of information. In order to ensure the success of any 

value-based care delivery system the collection and analysis of outcomes that matter to the patient is required. 

The obvious mechanism for collection of information at the point of care is the use of Electronic Health Records 

(EHRs). South Africa has developed a National Health Normative Standards Framework for Interoperability in 

eHealth (HNSF) and any outcomes measurement system adopted should be aligned to these standards. 

History has however shown that EHR systems used by healthcare providers or facilities, typically do not 

facilitate the successful collation of information even if national standards are complied with. This is typically 

due to factors such as mistrust, misaligned incentives and differences in interpretation of standards between 

organisations resulting in information not being shared effectively8. 

 

Health Information Exchanges (HIEs) have the potential to fill the information management gap and to play a 

pivotal role in the success of value-based care systems. The objective of an HIE is to collect, analyse and 

disseminate critical information from a range of information systems in order to improve consumer health 

outcomes, quality, safety, efficiency and drive down healthcare system costs.   

 

Although the impact of HIEs on health quality outcomes still require further investigation, a recent study 

reviewed nearly 86,000 emergency department encounters and found that the use of an HIE reduced: The 

average length of stay (LOS) by 7%, the odds of readmission to ER within 30 days of discharge by 5% and the 

odds of a patient being seen by multiple physicians by 12%9.  

 

In addition, both the public and private healthcare industries have invested significant resources in establishing 

various Health Information Exchanges aligned to the HNSF and this investment should be leveraged off.  

 

 

10. This report provides an overview of the HMI’s findings but more importantly lays down proposals for 

possible recommendations that the HMI is considering. The report discusses principles underpinning patient-

centred, value based care. Furthermore, contains a discussion of the key organisational, legal and financial 

conditions for a successful implementation of outcome based registries in South Africa and the use of these 

in selection and negotiation processes throughout the healthcare system. The HMI calls for submissions on 

the contents of this report.  
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3.2 Section B - Defining Outcomes and Other Measures of Quality 

 
 

11. Outcomes refer to results achieved for a patient after a given set of interventions, Outcome measures 

seek to determine the impact of care received on the health status of the patient5.  

• One advantage of measuring outcomes is that they are what ultimately matters to patients. Outcome 

measures, when combined with cost data, enable measurement of value which is an appropriate indicator 

for comparing providers.  

• Whilst health outcomes are what ultimately matters, their measurement is challenging because they depend 

on factors other than medical intervention. These include social determinants of health, the severity of illness, 

age, etc. For outcome measures to be valid, it is necessary to risk-adjust the data to control for these factors.  

• Another challenge in measuring outcomes is that there is sometimes no large enough sample to provide 

statistically meaningful results. Often adverse outcomes are rare, resulting in a sample size that is not large 

enough to draw robust conclusions. This challenge is particularly worse in small hospitals that may have a 

small number of patients for specific procedures.  

 

How rigorous risk-adjustment and volume considerations need to be will depend on the purpose of 

measurement. In Getting the Measure of Quality The King’s Fund sets out the characteristics of measures used 

for judgment, where more rigor is required, versus those used for improvement.  For example, a measure of 

judgment must be unambiguously attributable to a particular event/provider, while for a measure of 

improvement ambiguity is tolerable.  

 

 

12. Process measures seek to determine the extent to which providers follow best practice when offering 

their services. These measures are generally linked to procedures or treatments that are known to improve 

health status.  

• Process measures often reflect professional standards of care. They often derive from research evidence 

which shows processes that reliably improve particular outcomes6. They are therefore actionable in that the 

measure itself prescribes actions that providers need to take to improve their performance. Calculating 

process measures is less complex because there is less need for risk-adjustment. Process measures can 

be collected immediately whereas outcome measures need more time.  

• Overreliance on process measures is however discouraged for a number of reasons. Even though process 

measures often reflect professional standards of care, they do not always predict outcomes. Process 

measures may not directly measure the effectiveness and appropriateness of care, even as they give credit 

for performing a particular action7.  

 

Medscheme agrees that overreliance on process measures is not desirable, but as noted in the comments to 

point 9, it may not be possible or desirable to discard process measures entirely owing to the timing and 

attribution of outcomes, inter alia. This is particularly true in the management of chronic illnesses. 

 

Process measures likely gained prominence in funder-assessments of quality, owing to ease and reliability of 

measurement made possible by rich and readily available claims data.  
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13. Structural measures refer to the attributes of the settings in which healthcare occurs. It includes 

attributes such as number and qualifications of practitioners, equipment, administrative systems, and the 

internal organisation of medical facilities.  

• Structural measures share the same weakness as process measures in that they do not always predict 

outcomes. Structural measures are necessary, but not sufficient, to ensure that providers deliver good 

outcomes. They should, therefore, be considered as an important part of quality measures, but should never 

be relied on as a sole measure of quality.  

 

Medscheme agrees that structural measures should play a complementary role in measuring quality.  

 

 

14. In practice, there appears to be an overreliance on structure and process measures8. However, given 

that these are not good predictors of actual health outcomes, it would be prudent to aim to make use of 

outcome measures. Where necessary, these can be complemented with structure and process measures, 

because outcomes depend on structure and process. Without adequate and skilled clinical staff, effective 

administrative systems and well-equipped facilities it is impossible to achieve good health outcomes. And if 

medical practitioners are not following good clinical practice, it is also not possible to achieve good health 

outcomes.  

15. It is however recommended that the mix of performance measures should be biased more towards 

outcome measures9. Examples of each type of measure from the Agency for Healthcare Research and 

Quality (AHRQ) are shown in Table A1 in the appendix. 

 

Medscheme recommends that a balanced approach to quality measurement be adopted, still making use of 

structural and process measures where appropriate or necessary, particularly where they are already well 

accepted by clinicians and demonstrate a relationship with outcomes (as not all process measures are poor 

predictors of outcomes).  

 

 

16. In addition to the above three, there is widespread use of patient experience indicators. Patient 

experience indicators provide feedback on patients’ experiences of care. Measuring patients’ experience is 

important as it captures the idea that good health care should be patient – centred. Patient experience 

indicators can be used to complement clinical information, and to gain an understanding of structure, process 

or outcomes.  

 

Medscheme agrees that patient surveys are an important source of information for patient characteristics and 

risk stratification (which can be used for risk-adjustment) and as quality indicators. It is however important that 

surveys are appropriately validated and administered and that any biases are accounted for when analysing 

the results.  

 

 

17. There is a wide consensus backed by empirical evidence that quality measurement and reporting 

improves health outcomes. The mechanism from measurement to improvement in outcomes entails: (a) the 

collection of high-quality clinical process and outcome data, (b) identification of variations in health outcomes 

and differences in clinical practice at clinic, regional and national level, (c) in- depth analysis of causes in 

clinical outcomes variations to identify adherence to best practice and to enhance best practice, and (d) 

active dissemination of best practice standards and support of practitioners to enable adoption of best clinical 

practice. In a competition based provider system, quality will be included as a choice variable for consumers 
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and as a strategic variable when funders contracts with providers. This is to incentivise providers to compete 

on value for money and this will result in improved outcomes for patients.  

 

 

3.3 Section C - Policy and legal context in the SA private healthcare sector 

 
 

 

18. The provision of quality health services is an important priority for the South African government as 

reflected in several policy documents. These include the National Development Plan, the National Health 

Insurance White Paper, the National Department of Health’s mission and vision, the outcome of a 

consultative conference on health which was facilitated by the Development Bank of Southern Africa and the 

National Department of Health’s policy document titled “A POLICY ON QUALITY IN HEALTH CARE FOR 

SOUTH AFRICA”10. The key aim of this policy document was to provide a way to improve quality of care in 

both the public and private sectors. According to the Policy, this requires measurement of the gap between 

standards and actual quality and finding ways to close the gap.  

19. The importance of measurement and reporting of quality indicators to improve healthcare outcomes is 

generally recognised in South Africa’s policy documents. The policy documents, however, have not been 

translated into action of implementing a quality measurement and reporting system. An exception to this is 

the establishment of the Office of Health Standards Compliance (OHSC). However, it is notable that even 

the role of the OHSC is not strictly quality measurement and reporting but inspection of compliance with 

prescribed norms and standards. And furthermore, it appears that the role of the OHSC in the private sector 

is being questioned by many stakeholders.  

20. The current regulatory landscape is also important to consider at this stage. The relevant laws that apply 

to the collection and dissemination of information on the measure of quality can include the Constitution, the 

Promotion of Access to Information Act (PAIA), the Health Professions Act and the National Health Act, to 

name a few.  

21. To illustrate, section 32 of the Constitution states that everyone has a right of access to any information 

held by another person that is required for the exercise or protection of rights (such as the right contained in 

section 27 of the Constitution to have access to healthcare services). Section 32 further states that national 

legislation must be enacted to give effect to this right.  

22. The PAIA was promulgated to give effect to this right. However, the PAIA applies to recorded information. 

This means that a party can sidestep another party’s right to information by not recording the information. 

Currently, healthcare providers are generally not required to record any information regarding the outcomes 

of healthcare services. Therefore, the disclosure of such information will not be enforceable via the PAIA. 

The information that providers have on outcomes and other quality measures is sparse as is often not 

collected in a standardised form across the industry. Therefore, even a mandate to record information that 

providers are aware of may not substantially change things.  

23. Section 53(1) of the Health Professions Act requires health professionals to inform consumers of the fee 

that will be chargeable before health services are rendered. This Act does not mandate health professionals 

to provide information on quality or outcomes of patients previously treated, notwithstanding the many 

complaints received by the Health Professions Council of South Africa (HPCSA) relating to the quality of 

care, insufficient care, treatment and mismanagement of patients.  

24. Furthermore, both the Health Profession Act and HPCSA Ethical Rules place restrictions on advertising 

and prevent touting. While such rules are said to be in place to protect the public from misleading information 

and unprofessional service, the concern is that they may also prevent health practitioners from competing, 

particularly on outcomes. Information on outcomes is more relevant if it enables comparison of quality from 
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multiple providers. Such comparison might be more effective if there is a body that mediates to facilitate the 

collection, standardisation and dissemination of quality information.  

25. Section 6 of the National Health Act states that healthcare providers must inform consumers of their 

health status, the range of options available to the consumer, the pros and cons related to each option and 

the consumer’s refusal right. Section 74(1) of the same Act requires the National Department of Health to 

facilitate and coordinate the establishment, implementation and maintenance of the health information 

systems by provincial departments, district health councils, municipalities and the private health sector. This 

will help towards reducing the fragmentation of information in the healthcare system. However, it may not 

solve the problem of the lack of information if the information does not exist, and it does not require providers 

to make available such information.  

26. While the objective of improved quality and outcomes can be construed from policy and legislation, little 

exists in relation to the collection and dissemination of quality measure and indicators. The HMI has however 

noted several initiatives that have been introduced in the private healthcare sector, by various stakeholders 

(including facilities, funders and practitioners). These initiatives, however, are largely for the internal purposes 

of these organisations. The measurements are not patient-centred and based on rigorous patient 

involvement, and since these stakeholders largely work on their own, the results are also not comparable 

and are generally not made available to the public. However, these can provide some lessons and illustrate 

the results of the registration of outcome measures as well as other measures of quality.  

 

Sections 7 (c) and (e) of the Medical Schemes Act of 1998 vest power to set standards (or be involved in the 

setting of standards) and collect and disseminate healthcare information, which likely includes quality 

information, in the Council for Medical Schemes. The CMS’s current quality measurement initiatives fall under 

this mandate. It will be important to resolve any conflicts in jurisdiction.  

 

The Protection of Personal Information Act of 2013 is also of relevance in the collection and storage of patient-

level healthcare data.  

 

 

3.4 Section D - Introducing outcome measurement and reporting for      
South Africa 

 

 

3.4.1 Outcomes measurement as an end goal 
 
 

27. Outcomes measurement and reporting are important in that it promotes appropriate competition which in 

turn results in better outcomes. The availability of outcome indicators allows providers to meaningful peer 

review results of their work and improve performance. Furthermore, it allows consumers and funders to 

compare providers on outcomes.  

28. Healthcare outcomes, that is improvements in health and functioning as experienced by the patient, are 

what really matters, structure and process measures matter in so far as they result in better outcomes. Given 

that outcome, indicators are the most useful and the need to minimise the provider cost of collecting data the 

HMI would put forward a proposal that the focus in the healthcare sector should be on collecting information 

on outcome indicators. 

 

As noted in the comments to points 14 and 15, Medscheme recommends that a balanced approach to quality 

measurement be adopted, still making use of structural and process measures where appropriate or necessary, 
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particularly where they are already well accepted by clinicians and demonstrate a relationship with outcomes 

(as not all process measures are poor predictors of outcomes). By focusing only on outcomes measures, it may 

be possible to assess quality of care for only certain procedures or providers. Gaps in measurement could result 

in a biased view of quality, limit value-based contracting and could result in gaming of the system.  

 

 

29. Having considered a number of examples from other jurisdictions, the HMI noted the model used by 

International Consortium for Health Outcomes Measurement (ICHOM). ICHOM ‘organizes global teams of 

physician leaders, outcomes researchers and patient advocates to define Standard Sets of outcomes per 

medical condition, and then drives adoption to enable healthcare providers globally to compare, learn, and 

improve’11. ICHOM currently has standard sets for 21 conditions and is working on 10 more conditions. 

 

Medscheme supports this approach of using multidisciplinary teams to define measures and set standards. It 

is important that such teams are comprised of experts in their field and approach the work on a professional 

basis.  

 

 

30. In selecting indicators consideration should be given to the usefulness of such indicators. Outcome 

measurement and reporting require the submission of data by providers which is costly in terms of financial, 

human and other related resources. Therefore, a balance must be struck between collecting useful indicators 

and not imposing too much compliance cost on providers.  

 

Medscheme agrees that a parsimonious set of indicators is optimal. Not only is data collection and indicator 

development and measurement costly, but limiting indicators to only those necessary will aid decision-making.  

 

 

31. In the long run, public reporting and rewards for better outcomes should incentivise providers to engage 

in broader approaches for quality and outcomes improvement. Outcome measurement, based on the 

rigorous involvement of patients – both at the stage of defining outcome measures and in the stage of 

collecting information – is the goal. Understanding the challenges that exist in getting such a system in place, 

a stepwise approach may be necessary. Before South Africa can get the desired outcomes measured 

approach, structural and process measures can still be useful in the interim.  

 

Medscheme agrees that a stepwise approach to implementing an outcomes measurement framework will be 

most constructive. Not only are certain process measures well accepted and widely used in private healthcare, 

but many are likely to remain relevant.  

 

 

3.4.2 Independent statutory body 

 

 

32. Various stakeholders have told the HMI that they would prefer an independent statutory body to be 

responsible for creating outcome indicators, collecting data, auditing, standardising and publishing it. They 

also prefer mandatory submission of quality data to the statutory body12.  

 

Medscheme shares the preference for an independent statutory body with mandatory submission of data. 

Voluntary, non-statutory bodies can struggle to obtain the required investment (time and money) from 
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participants, could be dominated by one party and may not be credible if all significant parties don’t participate. 

It is also important that any intellectual property created by the statutory body, or by consultants to the body, 

be made available in the public domain for the betterment of health outcomes.  

 

 

33. The independence model of governance is often used when creating regulators such as the Competition 

Commission and the Council for Medical Schemes. It is also used by institutions that provide information to 

the public such as Statistics South Africa and the South African Reserve Bank. The primary reason for 

independence is to insulate the daily operations and decisions of the regulatory entity from day-to-day 

political considerations13. It is important for relevant stakeholders to have trust in the credibility of the 

outcomes measurement and reporting organisation (OMRO). An independent organisation is more likely to 

earn credibility compared to one that is not independent.  

 

It is important that the body is independent of both government and of those entities it regulates or whose 

livelihoods and reputations it can influence. Independence will be essential to ensure widespread buy-in from 

all stakeholders.  

 

 

34. The HMI is considering the option of recommending the creation of an independent statutory organisation 

that will be responsible for outcomes measurement and reporting. Independence requires the OMRO to be 

able to make operational decisions without prior approval of private stakeholders or any government entity. 

It must however also not operate in isolation; the organisation needs the full cooperation and involvement in 

advisory roles of key-private stakeholders and central government. And it must be fully transparent and 

accountable to these structures for any of its decisions.  

 

Medscheme is in agreement. 

 

 

35. The OMRO as currently envisaged must have organisational independence, financial independence and 

management independence. Organisational independence means that the OMRO must be organisationally 

separate from the government or the private sector. It requires the OMRO to be created by primary law, 

rather than by a decree or other subsidiary legislation. Its powers, functions, executive organisational 

structure and funding should be clearly set out in the primary law.  

36. Financial independence means that the level of funding should not depend directly on the associated 

industry (the private healthcare sector in this case) or the Government. This is operationalised by having the 

private healthcare stakeholder pay levies or funds from the State to come through Parliament. Management 

independence means that the executive and staff of the OMRO should have autonomy over the internal 

administration and should be protected from dismissal without due cause. 

36. Financial independence means that the level of funding should not depend directly on the associated 

industry (the private healthcare sector in this case) or the Government. This is operationalised by having the 

private healthcare stakeholder pay levies or funds from the State to come through Parliament. Management 

independence means that the executive and staff of the OMRO should have autonomy over the internal 

administration and should be protected from dismissal without due cause. 

37. Independence does not mean that the primary stakeholders, i.e. patients, practitioners, facilities and 

funders are not involved. On the contrary. The operational structure of the organisation must be such that all 

professional know how of these primary stakeholders is duly secured in its structures. 
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38. Also, it must be recognised that government bears a responsibility for the proper functioning of the 

healthcare sector and as such has a role to play at the strategic level of the outcomes measurement and 

reporting system. Government’s involvement should however not extend to the daily operation of the OMRO, 

nor to its management and consultative structures. 

39. Government is primarily responsible for healthcare policy and the OMRO will be responsible for 

implementing policies and objectives that are set by the Government. Roles and responsibilities of the OMRO 

should be clearly defined in law, this should include how and to who it will account. Independence is difficult 

to achieve if the roles and responsibilities of the OMRO are unclear or ill-defined. 

 

Medscheme agrees that sufficient detail to avoid any doubts about and ambiguity in the OMRO’s purpose, 

functioning and accountability should be set out in primary law and that the body should be indirectly funded by 

all private sector stakeholders in an equitable manner. It is also agreed that while adequate representation of 

stakeholders is essential, the strategic direction of the body should be set by government.  

 

 

3.4.3 Mandatory provision of data 

 

 

40. One of the success factors of an outcomes measurement and reporting system is comprehensive data. 

This requires sufficient participation by providers and the inclusion of a sufficiently high number of patients. 

Under a voluntary reporting system, parties might look at one another and not participate. This may result in 

under reporting thus making the data less comprehensive. Underreporting, in turn, may result in unreliable 

estimates of the quality of healthcare.  

41. The HMI is considering a recommendation for mandatory provision of outcomes data by providers to the 

OMRO. It should be made clear in the legislation that the OMRO has powers to collect patient data from 

providers. The HMI, however, recognises that the outcome measurement and reporting system will only 

succeed if there is sufficient cooperation from healthcare providers from the first day, preferably on a 

voluntary basis. It may require that the statutory powers of the organisations are also introduced in a staged 

manner to allow voluntary participation at the beginning, followed by mandating provisions in later years. 

 

Medscheme agrees that provision of outcomes data should be mandatory. Mandatory provision does however 

in itself not guarantee accuracy or completeness, as evidenced by references in the CMS’ annual reports to 

data quality problems, and therefore validation mechanisms will be required. We do however agree, that a 

pragmatic approach should allow for an initial period of voluntary participation, although only for a defined, 

limited period, with a clear roadmap to mandatory participation. Were indicator and standards development (for 

a significant set of initial quality measures) to be completed during the voluntary period, stakeholders would be 

incentivised to participate to ensure their interests were represented. There are, in addition, various level of 

data and data types that could be required and this will be a critical factor to consider in the roadmap that is 

defined.  

 

 

42. A statutory body will require the development of the relevant statute which takes time to develop and 

pass. Even after the statute has been developed, there can be a long time lag before the relevant body starts 

operating. For example, the OHSC was statutorily established in 2003, it, however, became operational as 

an independent body more than 10 years later in 2015. Therefore, one drawback of a new statutory body is 

that it will take time to develop the relevant legislation and there is also a time lag between the finalisation of 

legislation and getting the body to start operating. The HMI, therefore, emphasises that it is imperative that 

key-stakeholders are involved as from the outset of a voluntary – possibly experimental process of outcomes 



 

21 
© Medscheme Holdings (Pty) Ltd – September 2017 

Submission in respect of HMI Health Outcome Measurement and Reporting 

 

measurement and reporting until the processes have been tested and the statutory body is established and 

starts to operate.  

 

Medscheme supports this view. Existing forums such as the CMS’s ITAP could be a starting point. 

 

 

3.4.4 Reporting to the public 

 

 

43. The data collected by the OMRO should ultimately be shared with the public. The OMRO should, 

however, start with collecting data from providers, audit, clean and risk-adjust the data to derive comparable, 

standardised outcome measures for internal purposes only. Comparing clinical outcomes is a highly complex 

and sensitive process; only after some years of collecting, analysing, testing and reviewing the outcomes by 

key-stakeholders internally, the results may be shared wider with patients/members and funders. The data 

should ultimately be made available to the public at a provider level so that the public can be able to compare 

provider performance.  

 

Medscheme agrees that extensive indicator definition, data collection, validation and measurement will need to 

be completed before results are shared with patients. Funders and providers should however be involved in 

this process and hence results should be shared with them prior to publication for patients. 

 

Outcome results should be available at the most appropriate level for decision-making, but must also take into 

account the way in which healthcare is delivered. Multiple providers are responsible for care in many instances 

and the outcomes metrics and the level at which they are reported should reflect that. In some circumstances, 

results should therefore be available at an organisation (for example, hospital) rather than individual clinician 

level10.  Further, the publishing of data must not be for the publication in and of itself.  The action that each 

stakeholder can make with the results presented must be considered in the decision on what and how the 

results are published.  

 

 

44. It has internationally been shown that sharing outcomes data with providers themselves, initially results 

in significant improvement in outcomes and cost-effectiveness. However, experience also shows that results 

are higher when the data is also shared with the public14. Transparency on clinical outcomes encourages 

and facilitates the adoption of best clinical practices which is necessary to improve health outcomes. It also 

empowers consumers by enabling them to make more informed decisions regarding their choice of 

healthcare.  

 

Medscheme agrees that sharing outcomes only within the clinician and facility communities provides limited 

scope for improvement and that the results will be better if the information is made publicly available. As noted 

previously though, there is mixed evidence consumer choice is positively impacted by publication11. Further 

research is suggested to identify factors that would result in greater success in this regard.  
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3.4.5 Staged implementation 

 

 

45. The framework for outcomes measurement should follow a staged process with short and medium term 

goals. The discussion below outlines short and medium term goals for the outcomes measurement and 

reporting system. 

46. Short term (3 – 4 years from January 2018):  

46.1. One of the key factors of successful outcomes measurement and reporting systems is active 

participation of the clinical community. Therefore, any efforts aimed at creating an outcome measurement 

system must win the support of the clinical community. This requires devising strategies that will help to get 

clinicians behind outcomes measurement initiatives.  

46.2. Relevant stakeholders (facilities, practitioners and practitioner groups, patient representative groups, 

funders) should create a collaborative body to be used for developing a voluntary outcomes measurement 

and reporting system. The primary aim of the movement should be to develop a voluntary quality 

measurement and reporting system.  

46.3. The setup of the body could resemble that of the Dutch Institute for Clinical Auditing (DICA). DICA is a 

body that facilitates collaboration around health outcomes measurement and reporting in the Netherlands. 

The organisation maintains 19 national registries covering a range of medical conditions such as breast 

cancer and spinal surgery. It includes professionals from a wide range of disciplines such as analytics, clinical 

medicine, information technology, administration and law. DICA follows a process outlined below in forming 

a registry, measuring and disseminating outcomes data.  

a) DICA and the condition-specific professional medical society agree to collaborate on outcomes 

measurement and reporting.  

b) DICA and the condition specific professional medical society form a Scientific Board of clinicians and 

methodologists to develop a dataset for measurement by participating hospitals.  

c) DICA facilitates measurement at provider sites and the professional medical society advocates 

measurement of the dataset to its clinicians across the Netherlands.  

d) Participating hospitals submit their data to the registry. Once the data is submitted, DICA analyses, risk 

adjust and reports it back to the participating hospitals and professional medical society.  

46.4. The body should, therefore, identify specific conditions for outcome measurement and reporting. For 

each condition, the body must come up with outcome indicators that will be used to measure the performance 

of providers. For each condition, the process must involve clinicians with expertise in that condition and if 

possible a condition specific medical association.  

46.5. There are international organisations such as ICHOM and the AHRQ that develop outcome indicators. 

The body can use indicators that have been developed by these organisations and possibly test and adapt 

them to the local setting. Therefore, it would not need to come up with completely new indicators.  

46.6. Indicators that have been agreed upon, can, for instance, be tested in a sample of hospitals from each 

facility group. Results and experiences from the collaborative body should then be used as an input towards 

developing the OMRO as discussed above.  

They can also be used internally by providers to promote adoption of best practices.  

46.7. In the short term, the data must be shown only to the providers that participate. Each provider can 

receive its own data together with a national aggregate. Each provider can also receive anonymised results 

of other providers, particularly the top performing ones. This will help individual providers to benchmark their 

performance against the aggregate and against top performing providers in the country.  
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46.8. The sharing of results initially with practitioner and facilities will help assess if the voluntary system is 

working effectively. If there are important areas of improvement and differences, they should be resolved 

within this initial period.  

 

Medscheme supports the phased approach of development and testing outlined above as well as using 

successful international bodies as a template for the OMRO. The peculiarities of the South African health 

system will however need to be taken into account in setting up the body.  

 

In identifying conditions and procedures for outcomes measurement, the OMRO should consider both national 

and private health system goals and problems (which may not align perfectly).   

 

Medscheme has adapted or referenced some of the indicators and techniques developed by ICHOM, AHRQ 

and similar bodies active in other health systems, and therefore we agree that the OMRO should build on 

publically available work done internationally. Much investment has however been made in developing certain 

indicators, particularly process indicators, locally, by funders and third parties (in isolation and collaboration), 

and this work should also be drawn upon.  

 

While the absence of publicly reported outcomes is of great concern, Medscheme considers the development 

of a comprehensive set of definitions and standards for the measurement of quality, to be of greatest priority. 

Skills and data currently exist in the private sector to measure outcomes, but the lack of standardisation is 

impeding progress. Medscheme recommends that the development of a comprehensive set of definitions and 

standards be prioritized and completed as a short-term goal. This recommendation could also point to an 

alternative structure where the OMRO is a body that defines and sets standards and collects data, but where 

measurement and reporting, within the prescribed standards, remain in the hands of funders and providers.    

 

 

47. Medium term:10 years from January 2018:  

47.1. The medium-term goals should be to formalise the outcome measurement and reporting system which 

should include finalisation of the legal framework, establishment of a formal organisation that will be 

responsible for outcome measurement and reporting and incorporating quality in reimbursement contracts 

between medical schemes and providers.  

47.2. The legal framework should establish the OMRO. The functions, powers, governance structure and 

funding of the organisation should be clearly explained in the legal framework. The development of a legal 

framework should be undertaken by the National Department of Health in consultation with the relevant 

stakeholders.  

47.3. In addition to creating the legal framework, Government (through the National Department of Health) 

should help in funding outcome measurement efforts, particularly in the initial years. It should also help with 

the political and other support that may be necessary to drive the development of outcome measurement. It 

is important however for the government to be less involved in the daily operations of the OMRO.  

47.4. In many jurisdictions, clinical societies and/or accreditation boards similar to the College of Medicine or 

various societies have taken the lead in collecting data on quality and leading quality improvement initiatives. 

The role of such institutions in South Africa, in particular for specialists, the Colleges of Medicine may have 

a role to play. As in some jurisdictions continued registration as a specialist could be dependent on a 

requirement to report outcome data.  

47.5. The results can be used by facilities and practitioners to identify and disseminate best practices. This 

can be done annually after the OMRO has released its results. In order to promote transparency and to win 

support from the clinical community, the OMRO must invite the clinical community to the presentation of its 
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annual results. The identification of best practices should help providers that are underperforming to improve 

their own relative performance.  

47.6. At some point within the medium term, the data collected by the OMRO should be shared with the 

general public. This is to enable value-based competition in the system. The Council for Medical Scheme 

(CMS) should encourage funders to incorporate healthcare outcomes when contracting with providers, the 

incorporation of outcomes in contracts should occur within the medium term.  

 

Point 47.5 suggests that results will only be updated and released annually. In our experience, where 

performance is linked to reimbursement, more frequent measurement (and hence data submission) may be 

desired by providers. Annual measurement may also not be frequent enough to create momentum in improving 

outcomes or identify emerging trends requiring corrective action.   

 

Medscheme also recommends that the data collected by the OMRO be available to stakeholders and academic 

institutions, as and when requested.  

 

 

3.4.6 Relationship with the public sector 

 

 

48. The National Health Insurance (NHI) aims to provide patients with access to quality healthcare in any 

facility regardless of their ability to pay. The NHI will contract with facilities that meet nationally approved 

minimal quality and safety standards as set by the OHSC15. The mandate of the OHSC differs fundamentally 

from the mandate of the proposed OMRO. The OHSC’s mandate relates to ensuring that the provision of 

healthcare does comply with necessary healthcare standards. The new organisation will be responsible for 

transparency of healthcare outcomes across the full spectrum of healthcare. Primarily to empower the 

patients. Second, to improve choice processes and incentivise providers and funders to compete on the right 

parameters of care.  

49. However, given that the NHI in future will contract with both public and private facilities it is necessary 

that both sets of facilities be subjected to similar outcome standards and registration requirements. The HMI, 

therefore, proposes that the requirement of outcomes measurement and reporting at some time be extended 

to public facilities when the NHI becomes fully operational.  

 

Medscheme supports a similar outcome standards and registration requirements for both public and private 

sectors. 

 

 

3.4.7 Funding 

 

 

50. Consideration should be given to how the OMRO will be financed. The source of funding should be stable, 

reliable and sustainable. There are four funding models that can be used: government funding, levies, 

voluntary funding and a hybrid funding model. Whichever funding model is chosen it is important to ensure 

that the OMRO is adequately funded to enable it to meet all its responsibilities.  

51. Government funding – government funding is more predictable and sustainable. The experience of 

Sweden shows that government played a big role in funding quality measurement and reporting. The 

downside of government funding is that it may undermine the independence of the OMRO. This is particularly 
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the case if the line Ministry can directly influence the amount of funding. It may, therefore, be preferable that 

the funding is allocated through Parliament and for the body to apply directly to Parliament if it requires 

additional funds.  

52. Levies - the source of finance through levies, rather than the government, is considered to be an important 

measure of independence16. Levies should be assessed as a percentage of medical scheme contributions. 

An alternative is to assess levies on the revenues of providers. The former is administratively better as there 

are fewer medical schemes compared to providers.  

53. Voluntary funding – another source of funding could be voluntary contributions from philanthropic 

organisations, corporates or from players in healthcare. When it comes to contributions from players in 

healthcare it is important to ensure that they don’t come with conditions that can affect the credibility of the 

body responsible for outcomes measurement and reporting. This source of funding is less reliable because 

it depends on the generosity of agents who are not compelled to give out such funds.  

54. Hybrid funding – another possible source of funding is a hybrid model which combines any of the above 

three. A hybrid model is used by many organisations in South Africa, for example, the CMS and the National 

Energy Regulator of South Africa (NERSA). Using the CMS as an example we look at the composition of the 

hybrid model. In terms of the Medical Schemes Act, the funds of the CMS shall consist of: (a) appropriations 

from Parliament, (b) fees raised for services rendered, (c) penalties, (d) interest on overdue fees and 

penalties. A large part of CMS’s funds come from levies17 followed by accreditation fees18. In the 2015/16 

financial year levies accounted for 90% of funds received by the CMS while accreditation fees accounted for 

5%19.  

55. As an example of a funding option for an outcomes measurement and reporting initiative, the HMI 

considered the model used by DICA:  

55.1. Funding for each DICA registry is divided into two phases over three years: the Pilot Phase in the first 

two years and the Structural Phase in the third year. The Pilot Phase involves defining the dataset and initial 

implementation, and the Structural Phase involves ongoing measurement and reporting.  

55.2. Each individual hospital participating in a registry must make its own initial investment for the Pilot 

Phase of developing a registry. Once the registry enters the Structural Phase, payers bear the costs of data 

collection. In the Structural Phase, funders pay 33 Euros per patient, the costs of measurement are 

embedded in Diagnostic-Related Group20.  

 

Medscheme supports a hybrid financing model.  

 

 

3.5 Section E - Call for submissions 

 

 

56. The HMI wants to use this opportunity to request stakeholders to make submissions specifically in relation 

to the proposed recommendations made in this document. Stakeholders are also welcome to provide the 

HMI with alternative recommendations, provided they are accompanied by appropriate research and 

justification.  

57. The HMI aims to host a seminar to discuss the recommendations should it deem this to be necessary 

after receiving submissions from stakeholders. If the HMI does proceed with hosting a seminar, a notice will 

be issued to all stakeholders, and an invitation for participation will be sent to relevant stakeholders.  

58. Provide all submissions to the HMI by close of business on 18 September 2017.  
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4. Concluding remarks 
 

 

Medscheme supports the establishment of an independent statutory body, with mandatory participation, to 

define and report on quality of care, and believes that such a body is critical to improving outcomes and 

promoting value in the private healthcare sector. As the body will take a number of years to reach its full 

potential, a pragmatic approach is required in the interim.  

 

Medscheme is open and willing to participate in initiatives in order to share knowledge, experience and the 

context of lessons learnt. As has been indicated in the comments and inputs outlined in the foregoing sections, 

Medscheme believes that it can contribute effectively given its experience in quality measurement – in industry 

forums, internally and in collaboration with providers – and value-based care.   
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