
 

 

  

 

 

THE COMPETITION COMMISSION        18 September 2017 

The DTI Campus, 
Mulayo (Block C), 
77 Meintjies Street, 
Sunnyside, 
Pretoria 

By e-mail: submission@healthinquiry.net 

 

Dear Sir(s), 

 

In Re: UNIVERSAL CARE SUBMISSION ON HEALTH MARKET INQUIRY DISCUSSION DOCUMENT 

REGARDING HEALTH OUTCOME MEASUREMENT AND REPORTING 

 

1. Introduction 

Universal Care (herein referred to as “Universal”) is an accredited Managed Care organisation and 

performs a spectrum of managed care services for twelve clients. Fundamental to Universal’s 

managed care philosophy is our emphasis on improving health outcomes. Universal measures and 

reports to our clients on the improved health outcomes that we are able to demonstrate through the 

interventions we perform in our managed care services.    

Universal welcomes the opportunity to comment on the discussion document on Health Outcome 

Measurement and Reporting. 

 

2. Principles of the HMI Discussion Document on Health Outcome Measurement and 

Reporting  

Universal fully supports the noble intent of this proposal which is to improve the health outcomes of 

the population through measuring and reporting outcomes, thereby empowering the consumer to 

make value-based choices and promoting competition between providers. There are, however, a 

number of factors to consider in how this goal is best achieved and our experience in measuring health 

outcomes in a limited setting indicates that there are a number of fundamental practical issues that 

need to be addressed before considering the envisaged independent statutory body.  Some of these 

practical issues will be commented on this document.   
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3. Defining Outcomes, Quality and Value.   

The Discussion Document refers to outcome measurement, but we are of the opinion that outcomes 

cannot be seen in isolation. Outcomes are only one of the various measures of quality care and thus 

outcome measurement in isolation is not a comprehensive measure of quality, nor is it a measure of 

value which incorporates cost as well as quality.   

The Donabedian model is frequently used and respected as a credible framework for evaluating the 

quality of healthcare. This conceptual model addresses three dimensions of care: Structure, Process 

and Outcome:   

- Structure refers to the context in which the healthcare is delivered and includes physical 

facility, equipment, human resources, training etc. Structure is easy to measure and desired 

standards can readily be defined.  

- Process refers to the interactions between patient and provider during the delivery of 

healthcare. This includes the investigations, diagnosis, treatment, patient education and 

preventative care. It is the manner in which healthcare is delivered. According to Donabedian, 

the measurement of process is nearly equivalent to the measurement of quality of care 

because process includes all transactions of care delivery. Process can be measured through 

claims analysis, medical records, and/or engagement with the patient or provider. Thus 

information about process can be readily obtained for measurement.   

- Outcomes refer to the effects of healthcare on the status of patients and includes changes in 

health status as well as health-related quality of life.  Although outcomes are often regarded 

as important measures of quality, they can be considered to be complex and difficult to 

interpret as the measures are often long-term and can also be affected by factors other than 

healthcare alone, such as non-compliance with treatment due to social, economic, cultural or 

economic factors.   

Considering the three classic measures of quality care as summarised above, it is evident why process 

measures are commonly and extensively used as indicators of quality healthcare. In designing any 

system to measure quality of care, all three dimensions need to be incorporated but process measures 

(indicators) are likely to be the most useful and the most commonly used measures to evaluate 

quality of care. 

The Discussion Document refers to the value of healthcare but does not clearly describe how this will 

be taken into account or measured in the proposed envisaged system. Outcome measurement alone 

does not represent Value. Value takes cost as well as quality into consideration and is commonly 

represented as follows:  

 

Value = Quality (structure, process, outcome) 

Cost 

As the overarching goal of healthcare in any system is to improve health outcomes and ensure value 

for money for the consumer/patient and as the document specifically refers to providers being 

incentivised by such a system “to compete on value for money”, it is evident that the Value should be 

a measurable in the envisaged system. This is not evident in the proposal which focuses on “outcome 

measurement”.  

In addition, patient experience is increasingly being regarded as an important measure in evaluating 

quality healthcare.  
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It can be seen from the above that Outcome Measurement’s alone are not ideal to achieve the desired 

intent of this proposal. Outcome measures (defined as the change in health status of a patient) are 

difficult to measure due to non-healthcare factors that can affect the results and they often require 

long term follow-up before the outcome is achieved or able to be measured e.g. the loss of a limb in 

a diabetic. Instead, holistic Quality Healthcare measurement should be used and should be based to 

a large extent on Process measures which are far more readily available and which are regarded as a 

being an equivalent of Quality Care.  In addition, to ensure affordability, cost efficiencies must be taken 

into account in the quality care measures to be used.   

  

4. Indicators  

The Discussion Document refers to considering international indicators and as such refers to the 

International Consortium for Health Outcomes Measures. Universal is of the opinion that the 

indicators should be relevant to the South African situation and as such must be aligned to evidence-

based South African clinical guidelines which are published and used by health practitioners in this 

country. Clinical guidelines specify the latest evidence-based processes expected in the delivery of 

care for a specific medical condition and are thus the standard of care for that condition. We need to 

ensure that we derive our indicators from South African clinical guidelines, where these are available.  

We support the concept that a balance must be struck between collecting useful indicators and not 

imposing too onerous compliance cost on providers.  

We do not support the concept that the indicators should be per medical condition only. With regard 

to process quality indicators, a number of these do not pertain to a specific medical condition. For 

example: re-admission rates, the chronic use of benzodiazepines, infection rates, preventative 

measures such as flu vaccine in high risk patients. Furthermore, how would using only certain medical 

conditions for outcome indicators affect those providers who might not see or manage those 

particular medical conditions e.g. psychologists, physiotherapists, neurologists? This would mean that 

some providers would be evaluated for quality care/outcome measures whereas others would not.  

   

5. Considerations    

Irrespective of whether we are speaking of outcome measures, quality care measures or value 

measures -  the very basis of measurement depends on the coding used in the medical records and in 

the claims submitted to the funder. At present there is no single body that officially regulates all the 

codes used in healthcare in South Africa. Diagnosis codes (ICD10 codes) are under the Department of 

Health who license these from the World Health Organisation. Clinical procedure codes are managed 

by SAMA as CCSA codes. Medicine codes in the private sector are owned by MediKredit, but placed in 

the public domain for use. NAPPI codes are used for medicines in the private sector, but are not used 

in the public sector which has its own coding system for medicines. The billing tariff codes (for 

consultations, surgical and diagnostic procedures, as well as therapy tariff codes for auxiliary and allied 

healthcare professionals) were under the Department of Health as the NRPL but this has not been 

maintained since 2009. Currently private organisations, such as healthcare professional associations 

decide what codes will be added or deleted and utilised as tariff codes pertaining to their respective 

areas of practice and they then propose these to the healthcare industry.   

 



4 | P a g e  

This fragmented, unregulated situation regarding codes used in healthcare leads to much confusion 

and frustration for many stakeholders. Providers decide individually what codes they want to use; 

funders individually decide what codes they are prepared to accept. None of these codes are officially 

regulated and/or recognised.  

The situation with codes as described supra often leads to difficulties in collecting, analysing and 

interpreting data. Considering the importance of the very ingredients of any outcome or quality 

measurement, the possibility of establishing a body that is responsible for overseeing or regulating all 

codes used in healthcare in South Africa should be seriously considered.  

The need for standards apply not only to the various codes used in healthcare, but also to data 

standards, as well as the indicators used for quality/outcome measures. As such, the formation of a 

South African Healthcare Standards authority should be a consideration as a pre-cursor to the 

formation of an Outcomes Measurement and Reporting Organisation.  This Healthcare Standards 

authority could have a span of responsibility including Standard Treatment Guidelines/Approved 

Clinical Guidelines, data sets, codes and coding systems, and process and outcome quality indicators 

and their respective benchmarks. 

 

6. Envisaged statutory body (OMRO) 

It is important for relevant stakeholders to have trust in the credibility of the envisaged outcomes 

measurement and reporting organisation (OMRO). We do not believe that such a body should be 

completely independent and have no reporting duties to anyone or any oversight body. As such it is 

recommended that OMRO should report to the Minister of Health and should be listed as a national 

public entity in terms of the Public Finance Management Act and therefore be funded by the 

Government. 

 

If OMRO were to be completely independent, as envisaged, the implementation and enforceability of 

their rules, policies and guidelines would be completely voluntary and create another conundrum as 

described supra pertaining to various diagnosis and tariff codes.  

 

7. Funding of OMRO  

The Discussion Document refers to a phased-in approach with initial implementation in the private 

sector. One of the funding models proposed includes levies that would be assessed on the percentage 

of medical scheme contributions. Universal does not support using medical schemes contributions to 

fund OMRO.  Funding should be sourced from those who stand to benefit most from this initiative. As 

repeatedly stated in the document, this initiative is “primarily to empower patients” and hence 

funding should be by the State in the interests of enhancing patient care and empowering patients.   

It should furthermore be noted that funders in the private sector include not only medical schemes, 

but also health insurance companies, occupational health organisations, employers and the very many 

consumers who utilise healthcare in the private sector and pay from their own pockets.  
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8. Recommendations  

Universal recommends that:  

1. Priority be given instead to establishing a Healthcare Standards Authority (“HSA”) for the 

creation and/or oversight and/or regulation and/or prescribing standards to be used for 

uniform codes and coding systems utilised in healthcare, a set of quality care/outcome 

indicators and their respective benchmarks, and data standards to be used in healthcare. 

This should precede the implementation of an authority for measuring and reporting of 

health outcomes.  

2. Funding for the envisaged and proposed authorities should be provided through 

Government funding. 

3. HQA be involved and consulted in collaborating with and/or providing services pertaining 

to outcome measurement as this Not-for-Profit organisation has extensive experience in 

measuring and reporting on quality care in South Africa.   

4. The Protection of Personal Information Act 4 of 2013 (POPI) should be taken into 

consideration, especially pertaining to collecting and disseminating clinical and/or health 

seeking information, once promulgated in full.  

 

We would also prefer to reserve our rights to add to this submission, after attending the HMI 

seminar on Health Outcome Measurement and Reporting on 22 September 2017. 

 

Should you have any additional queries, please feel free to contact us directly. 

 

Trust you find this in order. 

 

Yours sincerely, 

 

Geraldine Bartlett 

Managing Director: Care Management 


