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S O U T H E R N  A F R I C A

B H F

elcome to the sixth annual edition of BHF 360o, which as usual complements 
our annual conference focusing on the theme of ‘Convergence 2030 – 
healthcare re-imagined’. We hope that you enjoy the read. 

As usual, it contains updates from our neighbours in the SADC region, which face 
many of the same challenges when it comes to providing equitable access to quality 
healthcare. Despite these challenges, which are acknowledged openly, there have 
been some positive developments and many healthcare players in these countries are 
finding creative ways to improve the health of their populations. 

South Africa’s future social and economic development will depend on a unified, 
equitable and non-discriminatory healthcare system that is efficient and responsive 
to the ‘health citizen’. A converged healthcare system, properly managed, will achieve 
this. This issue of BHF360o contains a number of in-depth features on the subject by 
industry experts. They offer various views on what a converged system will look like as 
well as different strategies for achieving it.

BHF recently convened to develop a set of future scenarios for the South African 
healthcare sector. These identify opportunities to develop the sector for the benefit of its 
members, looking ahead to 2030. The magazine contains an in-depth summary of the 
strategic discussions, which looked at four different scenarios. The 44 industry players 
who participated in the strategy session concluded that a number of considerations 
must be taken into account to ensure that the outcomes of the right scenario result in 
a winning healthcare system, where winning is characterised, inter alia, by an additional 
one million people benefiting from medical aid cover.

Across Africa, women continue to play an increasingly critical role in healthcare. An 
anticipated highlight of this year’s conference is the ‘Women in leadership’ dinner, 
which will take place on the third evening. Keynote addresses from Wits University’s 
Professor Laetitia Rispel and the Council for Medical Schemes’ Grace Khoza will look 
at ways to grow a new generation of African female leaders.

We are excited to host the fifth annual Titanium Awards, which continue to be recognised 
as one of the industry’s top honours, honouring those who do outstanding work in 
South African healthcare. We caught up with several past winners, who brought us up 
to date on what they have been doing in the interim and their achievements further to 
winning.

Zola Mtshiya
Head: Stakeholder Relations: BHF
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s the world inches closer to the 
deadline for the 2030 Sustainable 
Development Goals (SDGs), the global 
healthcare sector is at a watershed 
moment - with shifts in health systems 

around the world pointing to major industry reforms. 
Fuelled by a resurgent optimism, these reforms will 
bring us one step closer to the goal of healthcare 
for all, ensuring the well-being of millions who are 
still not realising their full potential because of poor 
health. This is especially true for the ‘global south’ 
as it grapples with established and emerging health 
and societal challenges at an astronomical financial 
cost to economies and development.

There are new demands on healthcare too, and 
these leave no chance for developing countries to 
rest on their laurels, despite significant strides in 
improved healthcare for millions. 

Dr Katlego Mothudi,
Managing Director: BHF 
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To an outsider, South Africa looks like a success 
story. An observer, unfamiliar with the unique 
challenges the country faces, might be impressed 
with accomplishments in the healthcare sector to 
date. As a country, we have made great headway 
on the policy front - with good traction on key 
policy questions about issues like national health 
insurance (NHI), and the structure of financial 
institutions as reflected in the Conduct of Financial 
Institutions Bill. Supportive legal interventions also 
make the regulatory framework more enabling and 
coherent. 

Some would argue that South Africa already has 
most of the elements of universal health coverage 
(UHC) in place - we are able to tend to the health 
needs of our people and both the private and public 
health sectors are fairly developed. This argument 
is strengthened by the fact that our public health 
system already embraces the principles of UHC, and 
we score 62% on the UHC Index. This translates to 
being in the developing stage of our quest to achieve 
UHC. 

The unprecedented burden of HIV, which first 
appeared with all the hallmarks of an unbearable 
curse, has been a catalyst for creative explorations 
for healthcare solutions. While we still have a long 
way to go before we beat the epidemic, this and 
other similar obstacles are no longer as significant 
or insurmountable as they first appeared. South 
Africa conducts world-class HIV research and has 
developed groundbreaking treatment programmes 
for once-devastating diseases like tuberculosis. 

Although the rollout of NHI has its teething problems, 
it marks a significant milestone for the country and 
its people - an important achievement given that the 
groundwork on an equitable and inclusive health 
system already started as early as 1995, with NHI 
as it’s already been introduced and abbreviated.

As the BHF, we have travelled this road with the 
country and its health systems, and we have often 
been reminded of the enormity of the task when it 
comes to changing a regulatory framework. It is a 
slow and painstaking process. In cases like this, 
when interventions are informed by an overarching 
and long-term vision, there is always the danger 
of waiting too long for the regulatory framework to 

settle. While establishing the policy framework is 
long-term work, there are always several operational 
areas that can be tackled immediately.

 
There are technical aspects that must still be 
considered - health service administration, for 
example, or contracting for value, as well as benefit 
design and the reimagination of the value chain. All 
these need a slight departure in focus, to one where 
there is an emphasis on the functional aspects of 
the health system we aspire to. 

Innovation is another area that needs a renewed 
focus. The best outcomes in health and healthcare 
have often come from putting into action ideas that 
are far from earth-shattering, but rather significant 
breakthroughs from a re-imagining of the basics. One 
example of this is to ingrain primary and preventative 
healthcare instead of promoting the current curative, 
hospital-based model. 

So, while it is obvious that we have made significant 
strides in many areas, our mission has not yet been 
accomplished and the work is far from done. In fact, 
despite advances, all the signs suggest that the 
most crucial part of the work is only starting. 

The conversation around health systems and 
healthcare has changed in the past decade. New 
realities are shaped by new knowledge, and our 
appreciation of healthcare has shifted to include 
the value of accessible, quality healthcare across 
all levels of social development. Studies are 
now also starting to inform policy with a renewed 
understanding that healthcare is also at the heart 
of economic development, and that the lack of 
accessible and quality healthcare is something that 
simply cannot be afforded in terms of a country’s 
economic development. 

The 47 African countries represented by the World 
Health Organization lose more than $2.4 trillion 
in costs to productivity each year due to poor 
health. Of this, around $1 trillion is due to non-
communicable diseases - the greatest contributor to 
lost productivity. Research reveals, however, that the 
benefits of quality healthcare and improved health to 
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economic development are also tangible. Improving 
the average life expectancy by just one year is 
associated with a 4% increase in a country’s gross 
domestic product. In addition, if Africa does reach its 
SDG targets by the year 2030, the economic cost of 
poor health on productivity could be halved. We are 
learning, and we are learning fast, that good health 
is a crucial driver of industry and commerce. 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 
 

 

The second peculiarity is that there are common 
factors seemingly unique to countries that have 
managed to fast-track the shift to UHC. The 
acceleration in health reform in these countries 
has been successful, in part because the process 
has been driven at the highest political level - that 
of the head of state. In these countries, a case is 
being made for centralised oversight without the 
stripping of the roles that other stakeholders have 
to play. When this is done, it becomes easier to drive 

compliance and avoid the implementation pitfalls 
that often result in crippling bottlenecks within plans 
of reform and transformation. 

 

To date, one of the major shortcomings is that 
the sector is fragmented and fails to speak with 
one voice. Private healthcare players would be 
remiss not to harness the growing confidence 
currently enjoyed in the sector. There is ample 
room, now more than ever, for imaginative thinking 
and innovative solutions to find the right mix of 
partnerships to build and then strengthen a broad 
consensus across various platforms and industries. 
Again, this offers yet another opportunity for positive 
leadership, and the opportunity to drive real change 
through engagement. After all, we South Africans are 
known as a people who prefer dialogue when faced 
with adversity. 

The Presidential Summit in 2018 was a moment 
of honest reflection - the deep-seated challenges 
facing health and healthcare were admitted openly 
by a broad set of stakeholders for the first time. 
That conversation is not yet done and needs to be 
continued far beyond the ceremonial veneer and 
formalities. 

As the BHF, what excites us most is how we are 
progressing and starting to see a clear convergence 
of health, ethics, technology and business: an 
imaginative blend of the ancient spirit of ubuntu 
with the latest like blockchain, artificial intelligence 
and machine learning. When combined, these have 
the power to breathe new life into the industry, 
and innovate and adapt as new, more sustainable 
solutions to the challenges the sector faces come 
to the fore. 

The future is here - may its demands on our 
resources, our systems and our admirable heritage 
of healing always remind us, time and again, that 
health is a basic human right for all. 

In February this year members of South Africa’s healthcare sector, led by the CMS, signed a charter as 
a pledge to collaborate to reduce fraud, waste and abuse in the sector.

GEMS’ support for the initiative is a significant step. We represent 1.8-million beneficiaries, nearly 20% 
of the approximately 9-million people in South Africa who, according to Statistics SA, have medical 
cover.
 
GEMS is registered as a restricted membership scheme under the Medical Schemes Act for public 
service employees (and their beneficiaries). How GEMS deals with fraud, waste and abuse is 
important because the Scheme actively supports the phasing in of universal healthcare coverage via 
National Health Insurance.
 
It is noteworthy that the Scheme’s significantly improved financial performance, reported in its 
recently released 2018 annual report, is in part attributable to an increased focus on curbing fraud, 
waste and abuse. GEMS ended the 2018 financial year on a solid footing and,  for the first time since 
its inception in 2005, achieved a reserve ratio of 24.7%, only 0.3% short of the statutory 
requirement of 25%  

Why collaboration works
It is generally agreed that, medical scheme members view their annual contributions as their money 
and members believe they should “get back their money’s worth”.  There is a need to emphasis the 
understanding that medical scheme contributions entitles members to health insurance benefits 
based on the principle of cross-subsidization. 
 
This means the first line of defense against fraud, abuse and waste is awareness 
education and prevention. Medical schemes work because contributions from the 
healthy majority protect those who have had the misfortune of falling ill, or having 
an accident.
 
However, there is a belief that none of these practices will disappear 
entirely, no matter how much awareness education is undertaken. The 
Association of Certified Fraud Examiners of South Africa says one of the 
largest deterrents is simply making it known that Schemes are 
continually investigating fraud, waste and abuse, and acting against 
each and every incident they uncover within legal provisions

Investigating and preventing fraudulent practices is complex 
and time consuming. Medical schemes and administrators 
already collect large amounts of data that can be used to 
detect fraud waste and abuse. Improvements in technology 
mean datasets collated nationally can be analysed to detect 
untoward trends, and more effectively combat fraud, abuse 
and waste.
 
It’s imperative that GEMS, and all medical schemes, 
overcome any reluctance to share data. Together, 
schemes can collaborate and diminish the occurrence of 
fraud, waste and abuse, which the CMS estimates to be 
between 5% and 15% of total claims paid.
 
There is a need to recognise medical scheme fraud for 
what it is – a fundamental threat to the financial integrity 
of both medical schemes and healthcare providers, as well 
as to the industry’s ability to provide healthcare services 
to those who depend on medical schemes.
 
GEMS is looking forward to the development of the 
industry-wide fraud, waste and abuse database. It will 
benefit all medical schemes and, more importantly members 
and their dependents. 

Any suspicious claims or information about possible fraud, waste 
and abuse should be immediately reported to the GEMS Fraud 
Hotline on 0800 21 22 02, or via email to gems@thehotline.co.za.

Fraud in healthcare funding is a challenge to health provision 
across the world. The Government Employees Medical Scheme 
(GEMS) is not immune to this – fraud reduces our ability to 
effectively, and cost-effectively, cover our members’ healthcare 
needs

Fraud is intentional deception or misrepresentation, making false 
statements or false representations of material facts in a criminal 
attempt to gain a benefit – generally financial – that would 
otherwise not be allowed.

While fraud is arguably the most serious financial challenge we 
face, there are others: waste and abuse. 
 
Waste in the industry refers to extra costs incurred when 
healthcare services are overused. Generally waste is caused by not 
following standard protocols of care. Abuse refers to poor 
business or medical practices that result in unnecessary costs.
 
All these practices have a negative effect on the “benefit pool” 
available to Scheme members.
 
Working together within the South African medical schemes 
industry is one way to effectively deal with fraud, waste and 
abuse, which collectively costs the South African medical schemes 
industry an estimated R22-billion a year.

“The Government Employees Medical Scheme (GEMS) is 
committed to combating fraud, waste and abuse by 
advocating a culture of ethics and zero tolerance to fraud; by 
preventing, detecting and responding to malpractices and 
taking appropriate action against them, 

says GEMS Principal Officer Dr Guni Goolab.

“At worst, the effects of fraud, waste and abuse can put 
patients’ lives at risk – they could be exposed to treatment or 
procedures that are not warranted,” Dr Goolab says. 
“Additionally without these practices schemes will be able to 
offer their beneficiaries more services, some of which could 
save lives.

Collaborating to eradicate 
fraud, waste and abuse in 
healthcare funding

”

”
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he delivery of health services in South 
Africa is currently highly fragmented. 
For instance, healthcare service 

providers such as hospitals and doctors are 
separate from the financing component, which 
is health insurance or medical aid schemes.

Also,  South Africa’s private health insurance or 
medical aid cover is based on a fee-for-service 
reimbursement model which can lead to over 
servicing and increases the overall healthcare 
expenditure. This model of fee for services means 
that the service providers have an inherent need 
to increase their income. This inevitably leads 
to over-charging and over servicing, which in 
the long term enables fraud, waste and abuse 
in the system. This is neither an efficient nor 
ideal way of utilising healthcare resources.

To better position themselves, health care funders 
must therefore consider convergence, which in certain 
instances will mean moving up the value chain. For 
example, the hospital sector is dominated by three 
major players. It’s essentially an oligopoly, and there 

is no incentive to compete on price. I truly believe that 
funders have the wherewithal to enter this space, 
and to build hospitals and other services so that they 
can inject some price competition into the sector.

Convergence therefore requires that all players in the 
sector work closer together. There are areas of risk 
that will be shared within the system, to the benefit of 
all and bring down the overall costs. A good example 
is how a diabetic patient would be managed within a 
converged health system. It would be to the benefit 
of the service provider to ensure that the patient 
is managed properly to keep them out of hospital. 

The entire system benefits from a healthier and 
more productive patient who is contributing fully to 
the economy of the country. Once all the players 
are working closely together, it is inevitable that 
the quality of healthcare will improve, with a focus 
on preventative care; and that the risk of fraud, 
waste and abuse in the system will be minimised. 
Most importantly the cost to the end user will be 
reduced, resulting in reduced premiums, affordable 
healthcare and therefore, a healthier society.
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Healthcare providers (professionals and facilities) 
and funders need to converge to create risk-sharing 
business models. Providers’ concerns about ability 
to negotiate reasonable reimbursement rates will 
then give way to a focus on more value for the health 
citizen, while funders demonstrate transparency in 
reimbursing value.

Beneficiaries and schemes need to converge in 
aligning member behaviours that prevent disease 
and promote health. Behavioural economics has 
at its core ownership of one’s health. Where 

digitisation across the health value chain exists, 
it enables such convergence. Data-sharing will 
become very important in this connected care 
approach. Administrators should leverage big data 
and embrace digitisation to address population 
health. 

Public and private sector dialogues need to give 
convergence significant meaning. With mutual 
expertise, convergence occurs when the public sector 
appreciates the value of and the need for rationing 
in healthcare, while the private sector leverages 
its experience of rationing to build sustainable and 
scalable models. 

All players ought to deliver future healthcare through 
innovation. Policies that enable innovators to gain 
entry into the space are needed from regulators 
while pursuing the narrowing of health inequities. 

The need for convergence is clear. Those who 
adapt to population health dynamics focus on how 
much healthcare actually costs, become better at 
leveraging big data and transparently display value 
will be the emergent winners. It is therefore fitting that 
entities like the BHF create convergence sessions as 
platforms for dialogue. Global innovators, legislative 
and macroeconomic pressures are at play, and there 
is an urgent need for dialogue to ensure convergence 
and not collisions. 
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ummary: South Africa’s social and 
economic development needs a unified, 
equitable and non-discriminatory 
healthcare system that is efficient and 
responsive to all our people. It must 

provide high volumes of good-quality care using 
sustainable resources. At the core of the system 
is a patient-centric structure, designed to meet 
local needs. There is regional integration between 
acute and continuous healthcare and mental 
care services, with local social, community and 
environmental support. It is also integrated across 
primary, secondary and tertiary hospital levels of 
care (efficient clusters of similarly complex services) 
so that patients move seamlessly up and down the 
system. 

 

•• The tools of ‘case mix’ that assess patient need
•• An economic model that drives value, i.e. good  	

	 outcomes and prudent use of resources 

System efficiency is based on horizontal and 
vertically integrated multidisciplinary teamwork. 
In countries with weak public management, the 
best mechanism to achieve efficiency is strategic 
purchasing, an example of which is our NHI policy. 
A shared framework for the functions of purchasing 
and providing care will result in convergence between 
our dysfunctional public and private sectors.
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South Africa cannot move forward socially or 
economically without convergence. We need a 
high-functioning universal healthcare system that 
provides high volumes of quality care at low cost, 
that uses available resources and assigns funding 
for services according to need and rewards value 
(the best outcomes at the lowest costs) when 
delivered. Neither our public or private systems 
currently do this: 

•• The private sector is characterised by poor value 
consequent on over-servicing that extracts massive 
resources from society. It is unnecessarily expensive 
because it is disorganised, and the quality of care 
it produces is highly uneven. The practice unit is a 
one-person doctor practice, billing ‘fee-for-service’ 
with no teamwork. The fragmented operating 
model produces low patient volumes at high cost, 
with compromised outcomes. In the absence of 
multidisciplinary teamwork, the needs of chronic 
and complex patients with multiple morbidities 
are poorly served; they ricochet between multiple 
competing doctors who don’t talk to each other. 
Potentially cost-effective primary health care (PHC), 
with coordination by GPs, is marginalised by poor 
benefits and competing specialists. 

•• The public sector produces very poor value as a 
result of poor production and underservicing, despite 
an adequate budget. It has major governance 
and structural issues. Static budgets link to 
organograms, not patient volume and complexity; 
this creates an implicit relationship between service 
and case mix, e.g. the better funded services such 
as tertiary hospital levels of care are expected to 
serve a high case mix of patients. Value production 
is compromised because the case mix of patients is 
not measured, and there is a broken, blocked triage/
referral system of patients between levels of care, 
so well-resourced facilities have many patients of 
too low complexity, while many complex patients are 
trapped at lower levels, which they overwhelm. Long 
stays in hospital are typical, unjustified by the case 

mix. There is no incentive for clinicians to fix this and 
managers lack both the basic data and skills. 

Currently, neither system produces good value, 
essentially because they are badly structured. In 
common is that both are built for the convenience 
of doctors in multiple settings to whom sick patients 
must travel, and between whom communication is 
absent. There is little case mix, productivity and 
outcome data and, consequently, poor process 
management. There are badly misaligned incentives 
for practitioners.

Fixing this will need much experimentation and a mix 
of models. However, a shared understanding of what 
is an effective structural, operational and economic 
framework leads to convergence, and a system 
that produces high volumes of affordable good 
quality care, with patients at the centre, serviced 
by multidisciplinary teams providing continuous, 
integrated and proactive care. 

 
 

a. Multidisciplinary teamwork that is horizontal and 
vertically integrated Multidisciplinary teams (MDTs) 
leverage rare skilled specialist professionals by 
integrating their work as consultants with mid-level 
and community staff, including care co-ordinators 
and allied healthcare workers. MDTs in ‘hub clinic 
and spoke’ service arrangements split clinician time 
between their base and the other sites in the service, 
and in regular MDT meetings that plan individual 
optimal care that is continuous and proactive, not 
driven by crisis. 
MDTs: 
•• Teamwork supports patients (and families); 		

	 facilitates movement through the system 
•• Routine meetings review progress and refine 		

	 care plans 
•• Take accountability for their population 		

	 outcomes 
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b. Case mix measures to match demand and 	
supply Case mix measures are used to understand 
each patient’s care needs, by characterising each 
patient’s episodes of illness and grouping them into 
cohorts of similar patients tomeasure and manage 
the load they represent. Case mix information uses:

•• Planning for local need
•• Managing system productivity and outcomes 		

	 by assessing the match between patient need, 	
	 supply and the utilisation of clinical services 
	 and their costs and outcomes, i.e. value 
·	 A contracting reimbursement mechanism 
	 Groupers: DRGs (for hospital) and episode 		
	 groupers (acute or ongoing diagnoses can 		
	 be used for risk stratification). There is no case 	
	 mix office in South Africa; neither are there 		
	 agreed standards. 
Case mix is key for strong national health financing 
systems, whether directly funded or via contracts. 
They’re the tool behind ‘performance-based funding’ 
or ‘results-based financing’ or ‘pay-for-performance’ 
budget methods, and are the alternative to rigid 
line-item budgets, unmanaged fee-for-service 
reimbursement or crude capitation systems that 
don’t reflect the variances in the covered populations’ 
‘disease burden index’. 

c. Value-based care contracts 
These are contracts between third-party funders and 
the suppliers of clinical care to the members, based 
on case mix-adjusted global fees and outcomes. 
They align the incentives of the patients/members, 
the provider team and the scheme. 

Crucially, value-based care has the effect of 
commissioning new models of patient-centric care 
built around MDTs that collaborate on providing joint 
care for shared patients, because they fund teamwork 
and data-driven continuous improvement. The model 
is agnostic ownership - private (commercial) or not 
for profit, e.g. a university clinic or one co-located in 
a public sector facility.

 

Strategic purchasing: Joe Kutzin (WHO) notes that 
countries cannot simply spend their way to universal 
health coverage; instead, to sustain progress, 
efficiency and accountability they must undertake 
effective purchasing and cease passive funding, 
whether budgets or fee-for-service. 

Since 2000, a major role of medical schemes is to 
undertake active purchasing; but they haven’t gone 
beyond chasing lower prices. Rather than actively 
commissioned new care delivery models, they have 
overseen rapidly rising premiums. The HMI report 
vividly describes how schemes have failed their 
members by not buying overall value for money, 
despite the obvious need.

The NHI is based on the separation of the supply 
of healthcare from the purchasing agency, with 
providers competing for contracts from a large 
purchaser, based on the value they deliver. It also 
sets out how to drive vast improvements in how 
care is delivered, including via a major shift towards 
community-based PHC. It supports multidisciplinary 
teamwork. However, it needs the commercial sector 
to create high-value services with which an NHI 
purchaser can contract. 

We must acknowledge that we have a deteriorating 
public sector with a weak management class, who 
operate without accountability and who serve our 
people poorly. The private sector attracts and trains 
and has experienced and motivated managers who 
work within an environment of short-term financial 
incentives. This cadre can be an asset if their 
energies are directed at achieving public goals in 
value-based care contracts. 

WE ARE ON A JOURNEY FROM BOTH THE FRAGMENTED, 
LOW-PRODUCTIVITY LONE CLINICIAN FEE-FOR SERVICE 
MODEL AND THE POORLY RESPONSIVE, LOW-
PRODUCTIVITY SUPPLY-SIDE BUDGET, GUARANTEED 
SALARY MODEL TO A SYSTEM CONVERGING ON 
TEAMWORK DELIVERING VALUE.
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he legal framework for healthcare in 
South Africa must be viewed as a system. 
It cannot consist of just one piece of 
legislation. Therefore individual laws 
that comprise the system must work 
harmoniously together. Unfortunately this 

systemic perspective has been lost and so harmony 
has not been achieved.

The private health system is not working because 
of patchy regulatory oversight. Medical scheme 
contributions are increasingly unaffordable. The 
high price of private healthcare means that it is 
inaccessible to the vast majority of the population.

The 1997 White Paper for the Transformation of the 
Health System in South Africa set a goal to integrate 
the activities of the public and private health sectors 
in a way that maximises the effectiveness and 
efficiency of all available healthcare resources. It 
stated that policy and regulations pertaining to private 
hospitals would be implemented to encourage cost-
containment in the private sector and ensure that 
private hospitals contribute optimally to the national 
health system. This has not been done. The White 
Paper also says that private health practitioners 
should be integrated with the public sector in respect 
of the provision and management of services. No 

regulation currently gives effect to this. 

The Health Market Inquiry noted in 2018 that ‘the 
overall incomplete regulatory regime can largely 
be attributed to a failure in implementation on the 
part of regulators and inadequate stewardship 
by the Department of Health over the years’. The 
HMI found that the supply-side regulatory system 
is fragmented with little synergy and cooperation 
between various regulatory and oversight bodies 
mandated to oversee providers. It pointed out that 
many of its recommendations are already provided 
for in legislation but that these have not been 
implemented.

THE GOVERNMENT NEEDS 
TO REFRESH ITS MEMORY OF 
LONGSTANDING HEALTH POLICY 
AND RENEW ITS RESOLVE TO 
COMPLETE THE REGULATORY 
ALIGNMENT NECESSARY TO 
OPTIMISE THE HEALTH SYSTEM 
FOR ALL. 
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s part of the broader theme 
of this year’s BHF conference, 
‘Convergence 2030 – Healthcare re-
imagined’, this article looks largely 
at the Health Professions Council of 

South Africa’s (HPCSA) role as health regulator. 
Understanding intersectoral convergence and 
regulatory alignment in the delivery of health 
services is the main focus. 

Healthcare delivery is a multisectoral engagement 
and several role players are involved at various 
levels. It has to be integrated for it to have the full 
tenets of a comprehensive healthcare delivery 
service. These tenets include access, quality, 
equity, efficiency and effectiveness and require 
intersectoral convergence and collaboration. 
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At the centre of healthcare delivery is the patient. 
I wish to highlight the various role-players and the 
roles they play in the intersectoral convergence. 
As a regulator among other healthcare regulators, 
the HPCSA’s role is to ensure quality of healthcare 
delivery for the patient and their community. The 
primary mandate of the HPCSA is to ensure that the 
practitioners we register and license to practise their 
professions have received the requisite education 
and training at a prescribed training institution and 
that they are competent to safely look after the 
health of the population. In fulfilling our mandate 
we carry out two main functions when guiding 
these professionals and protecting the public. The 
following proposed integrated healthcare delivery 
model recognises the key stakeholders in the care 
of the patient; sometimes these have tensions in 
their pursuit of provision of care:

•	 a. The regulator – HPCSA: its role is to ensure 	
		 that we have competent practitioners who 		
		 provide safe and quality care to the patient 
•	 b. The practitioner: their responsibility is to 		
		 provide patient care in a caring and safe 		
		 manner. They may expect to be remunerated for 	
		 the care they provide 
•	 c. The payer: the government or the medical 		
		 aid industry is there to ensure that there 		
		 are adequate funds available 
•	 d. The associations that are representative 		
		 of the practitioners to ensure their well-being 		
		 and at the same time establish peer review 		
		 mechanisms to ensure that practitioners provide 	
		 safe and quality healthcare services 
•	 e. The professional associations that set 		
		 standards and protocols for the practitioner to 	
		 ensure quality care 
•	 f. The training institutions that train competent 	
		 and safe practitioners 
•	 g. The regulator of the medical aid industry. 

Following the Health Market Inquiry the HPCSA has 
been required to consider earnestly the amendment 
of its ethical rules. We were criticised as these rules 
may restrict innovation, entry and/or expansion in 
the market. This understanding has led us to also 
consider extensive legislative review, which we will 

embark on fully in the next year so that all concerns 
raised in the course of doing business and engaging 
stakeholders are covered. 
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INTRODUCTION

South Africa has a long legacy of inequities in 
respect of social determinants and access to 
healthcare. Legislation and government policies 
can be used to improve access to good quality and 
equitable care. Despite progress in pro-equity health 
policy and legislation, there has been inappropriate 
implementation, inadequate enforcement and 
contradictory regulatory decisions. 
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The goal of any health ministry is to ensure citizens 
enjoy universal and equitable access to good quality 
care. The healthcare system (policy/regulations) is 
itself a social determinant of health, influenced by and 
influencing the effect of other social determinants. 
While many public policies contribute to health and 
health equity, improving population health is not the 
sole purpose of societies and their governments. A 
lack of coherence can occur when, on the one hand, 
the government tries to promote health while, on the 
other hand, also seeking to promote economic and 
industrial development. Lack of coherence can also 
occur when the government implements contradictory 
policies that have unintended consequences.

Regulating healthcare is a pre-eminent policy 
challenge in South Africa due to a prominent capital 
private health sector, despondent, non-engaged 
consumers, an inefficient public sector, contradictory 
policies and laws coupled with inadequate 
enforcement. South Africa is characterised by a 
fragmented healthcare system as well as fragmented 
regulation. Implementation of national health 
insurance (NHI) in South Africa will require a review 
of the plethora of legislation within and outside the 
ambit of the health ministry cutting across laws and 
regulation of suppliers, funders of health services 
and the people (citizens and non-citizens).

The Constitution of the Republic of South Africa, 
1996 is the supreme (highest) law of the land and 
important for developing and implementing health 
policies and regulations. Section 27 makes provision 
for socio-economic rights, which include healthcare, 
and places a duty on the state to take reasonable 
legislative and other measures, within its available 
resources, to achieve the progressive realisation of 
the right to healthcare. Protection of this right will 
require the state to make healthcare universally 
accessible; promotion of this right will require the 
state to put in place policies to enable citizens, and 
fulfilment of this right will require the state to actually 
provide health services for all, including emergency 
and reproductive health services. Indeed NHI is a 
progressive measure towards the realisation of 
healthcare for all citizens.

To realise a successful NHI any legislative and 
other measures that the government takes need 
to be coherent and aimed at achieving the goal of 

universal health coverage. Below is an outline of 
some laws that need to be reviewed.

Regulation of health professionals: How health 
practitioners are regulated needs to be revised to 
promote efficiency in healthcare delivery. Rules 
to be reviewed include the scope of practices, 
relationships between practitioners, reimbursement, 
training, the establishment of multidisciplinary 
teams, continuing professional development and 
perverse incentives. Health Professions Act 19 
(and the Health Professions Council (HPCSA) 
created in terms thereof and currently functioning 
inadequately), the Allied Health Professions Act, the 
Nursing Act, the Pharmacy Act and the Traditional 
Health Practitioners Act will need to be reviewed and 
aligned with the objectives of NHI policy.

Regulation of health establishments: Universal 
access to health services requires the equitable 
distribution of health facilities. In South Africa, we have 
an over-serviced and an under-serviced population. 
Control of entry of health establishments will need 
to consider geographical distribution, efficiency, 
accessibility and sustainability (both financially 
and in terms of ability to retain staff). The Office of 
Healthcare Standards (OHSC) will play a significant 
role in ensuring that health establishments meet 
the required standards to provide good quality 
healthcare. Its role in monitoring standards can 
easily be expanded to include monitoring of health 
processes and outcomes, as well as developing 
evidence-based interventions to improve quality of 
care. It is imperative that the OHSC is adequately 
funded to undertake its current and anticipated 
future functions. Therefore, revision of the OHSC 
funding mechanism and revenue generation is 
essential. The independence of the OHSC has 
been questioned, particularly when it comes to the 
regulation of state facilities. In the coming years, 
it will be vital to ensure that it is autonomous and 
does not have conflicted relationships with suppliers 
(practitioners, private and public hospitals) and the 
NHI fund.

Regulation of health goods: Implementation of 
the drug policy in 1996 has, to no small extent, 
promoted access to medicines for the majority 
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of South Africans. However, there are areas for 
improvement. Implementation of NHI requires 
evaluation of national drug policy and related 
legislation. Availability of affordable, essential and 
innovative medicines and devices is key to universal 
health access. Currently, regulation in terms of 
access and availability of medicines is aligned with 
the fragmented health systems. The private health 
sector has access to a wide range of drugs at a higher 
price. The single exit price regulations do not apply 
to the state, and the state can therefore negotiate 
reasonable rates. It is not clear which provisions 
would apply to the NHI fund. Universal access will 
also require improved efficiency in the registration of 
medicines and monitoring. It is therefore imperative 
that the South African Health Products Regulatory 
Agency is adequately resourced and efficiently run. 
Access to cost-effective and affordable medication 
is necessary for sustainability. It is also essential 
to implement at national level policies that promote 
access to them. Revision of patency laws will also 
be necessary.

Apart from the tax-funded public health system, 
other sources of funding include medical schemes 
(Medical Schemes Act), Compensation of 
Occupational Injuries and Diseases (COID Act), Road 
Accident Fund (Road Accident Fund Act of 1996) and 
health insurance products (Short-term Insurance Act 
of 1998). The fragmented risk pools are a threat to 
universal coverage. The World Bank advanced that a 
universal health system requires a single risk pool 
with efficient cross-subsidies between the healthy 
and the sick and between the wealthy and the poor. 
Therefore amendment of these applicable health 
financing laws and any regulatory decisions in the 
interim should aim to establish a single risk pool, 
with efficient health and income cross-subsidies.

Tax laws need to be reviewed to allow pooling of NHI 
funds, while public and finance management need to 
be modernised to improve accountability of the fund.

To facilitate the planning of health services, South 
Africa needs to know the number of people in 
the country. Our constitution makes provision for 

emergency healthcare for all. South Africa currently 
has a reasonable number of undocumented people. 
Undocumented people include internally displaced 
South Africans, illegal immigrants and asylum 
seekers. The Department of Home Affairs has 
backlogs and cannot process asylum applications 
efficiently. Implementation of NHI requires 
modernisation and digitalisation of this department 
as well as revision of the Immigration Act to ensure 
that medical tourists do not abuse the health 
system.
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he fate of health systems around the world 
is very often decided by the quality of data 
at their disposal. For Dr Mothudi, the BHFs 

managing director, this is in keeping with an old 
adage. “There is an old dictum that says whatever is 
measured improves.” 

When data in healthcare systems is poor it invariably 
means decision-makers are hamstrung and cannot 
act on critical issues. “You cannot make informed 
decisions if you cannot have a snapshot on what 
your operations are or the industry is,” he says. 

It is important that the data collected in the 
healthcare system is of good integrity. And here it 
is not just the collection and storing methods that 
must be sound, the human factor also has to be 
anticipated. People can bring errors, and usually do, 
that can compromise important data. 

“All the participants that contribute towards the 
data must have a good insight of what the data is 
required for. In the medical aid industry, to give you 
an example, any interaction will generate the data” 
, he says. From the diagnosis through to medical 
procedures and the treatment eventually given. 

T 
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 “If a person has got maybe two or three diseases 
that they are being treated for and I only capture one 
it misrepresents the health profile of that individual,” 
he explains. Quality of data also assists in monitoring 
compliance and ensuring best practices. 

“If for example there is an algorithm for treating a 
particular condition, with the data collected in these 
interactions we are able to see whether there is 
adherence to those protocols. That gives input to 
the health outcomes.”

 

ne low hanging fruit health systems in 
Southern Africa can pick is standardisation. 
Currently even how countries in the region 

record diagnosis data is uneven. While many health 
systems around the world collect diagnosis data 
through the International Statistical Classification of 
Diseases and Related Health Problems (ICD) system, 
in Southern Africa this is uneven.  Dr Mothudi says 
this lack of consistency leaves the quality of data at 
the region’s disposal with much to be desired. 

According to Dr Mothudi, standardisation is a low 
hanging fruit for improving data quality in SADC 
health systems. “Let’s agree on what sort of data we 
collect and also agree on what type of data points 
are important.”

But first there must be agreement on a minimum set 
of data and the type so there can be synergy across 
the region.“I think that will help us a lot because 
it then aligns how we report common things,” 
Dr Mothudi adds,  saying this will harmonise the 
regional response to major challenges. 

This will also make benchmarking easier. With this 
the region can track progress on key indicators 
and ensure quality outcomes. “If you do not collect 
similar things you can’t report on the same thing. 
Then you can’t compare how well or badly you are 
doing,” Dr Mothudi explains. 

 
he industry seems to be responding warmly to 
the important quality of care questions raised 
by the National Commission on High-Quality 

Health Systems in the Sustainable Development 
Era. The report was released in September 2018. 

Dr Rajesh Patel, who is BHF’s head of Benefit and 
Risk Management, was one of the commissioners 
and says the report is quite an extensive review 
of the South African healthcare system. He adds 
that the lack of negative commentary on it thus 
far can be viewed as  a positive sign. As soon as 
the industry finishes digesting its findings, Dr Patel 
reckons, “People will need to start taking decisions 
and the necessary action.”

“Obviously the regulatory ones will depend on 
regulatory change,” he says, but adds that the 
private sector can also act voluntarily on the findings. 
Among its suggestions is what health systems in 
low-income and middle-income countries can do 
to reach the goal of universal healthcare coverage 
(UHC). “The bottom line is that UHC is something 
that is noble that we need to work towards. Everyone 
around the world has committed to work towards 
this,” he says, especially because UHC is a World 
Health Organization Initiative. Dr Patel uses a simple 
analogy to describe how fast each country can reach 
the goal. He says countries can get there slowly 
using a rundown skorokoro, at a moderate pace 
in a Mazda, or arrive at breakneck speed using a 
Bentley. “One of the important things is to look at 
what monies and resources are available. And then 
you ask the question, what is the best bang for the 
bucks that I’ve got right now? What can I achieve 
maximally with these limited resources that I have.” 

On ensuring quality care outcomes in the region 
he says the first thing role-players can start with is 
measuring what they are doing. In this way people 
can be held to account through performance and 
consequence management at every level in the 
system. “For the doctors, for example, let’s start 
implementing medical audits in your rooms. And 
by you learning to do that, and actually doing it, it 
will help you and change the way you practise.”  For 
the wider health system the recipe for success, he 
says, is to have structures that help institutitutions 
overcome deficiencies that are the real underlying 
cause for deviations from specified norms.

O

T 
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n 2019 global health systems have made 
significant progress on key indicators like 
reducing infant and maternal mortality, 

increasing life expectancy and pushing back against 
several leading causes of death. 

According to BHF’s Head of Research, Charlton 
Murove,  a major concern now is that the trend 
emerging is that of pockets of excellence. Most 
worrying is that in some SADC countries like Lesotho, 
Swaziland and Namibia the figures for infant and 
maternal mortality have recently spiked. To avoid 
this chequered pattern of progress in ensuring 
healthy lives and promoting well-being, the region 
should have a coordinated view on improving health 
systems. The key to this is to adopt an inclusive 
approach that leaves no one behind. 

Murove says the current status quo, where health 
systems work in silos, is entrenched. “People do 
their own thing in their own spaces. And I think 
we need to speak to one another more.” But, he 
adds, this approach will not bear any fruits in the 
absence of positive leadership answerable to tough 
questions from the broader healthcare community. 
“We need to ask those in leadership to do more. 
So it’s increasing accountability and asking the right 
questions.”

In the greater scheme of things individuals can also 
exercise some form of power. “When we talk of 
leadership we should not just look at people who are 
necessarily in power or who hold certain positions. 
I think the responsibility is just too much for one 
single person to get things right on their own.” 

 

he impact of technology on the health system 
in 2019 can be viewed as two starkly different 
races. The two-tiered nature of the system, 
and the vast inequality in infrastructure and 
resources, is also mirrored by the pace of 

innovation in the private and public sectors

According to Eric Rantsho, the BHF’s Head of Shared 
Services, movements to improve Information 
communications technology infrastructure in the 
public sector proceed very slowly and not much 

has happened as far as things like automations are 
concerned.  

He says, however, conversations about innovation 
are already happening at a high level in discussions 
on the National Health Insurance. “There are still 
difficulties obviously with regards to how well this 
is going to be operationalised.” On the other hand, 
stiff competition in the private sector forces players 
to gallop ahead with innovation out of necessity, 
otherwise they would forfeit their competitive their 
edge. “The world is actually changing as far as the 
various technologies that support healthcare are 
concerned.”  

This change is felt everywhere, he says, from 
private healthcare hospitals all the way through to 
managed care organisations and the administration 
level. “There is always an investment from private 
healthcare institutions to remain relevant and drive 
down costs. That’s what they do all the time.” Many 
new technologies are gaining steady traction, and 
healthcare systems would be remiss if they do not 
explore what their benefits are in improving health 
outcomes. These include blockchain, machine 
learning, the Internet of Things and other artificial 
Intelligence based innovations. 

Rantsho says the Southern Africa region is not 
exactly sleeping on these new innovations. “We are 
not necessarily missing out as such. It is basically 
the confluence of all of these, making sure that 
those different technologies that are emerging or 
that are already there work in concert.”

This convergence is becoming even more critical as 
shifts in the logic of economies and value chains 
are becoming more apparent as the conversation on 
the fourth industrial revolution grows louder. What 
is important for SADC is to take advantage of the 
increased connectivity that comes with the rollout of 
broadband technology. 

Rantsho says the speeds that 5G connectivity 
brings is already promising to be a gamechanger in 
healthcare. “The better speed we have, the better 
we can get to do things. Especially when it comes to 
remote operations,” he explains.  

I
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This year, as MedHealth commemorates its first step 
in 2009, allow us to share with you what very few can 
share, our story. It may not be the greatest but we find 
that it is the most MedHealth story there is. Our first 
steps were on rough and rigid paths. This did not stop 
us neither did it deter our members. Eventually, after a 
few stumbles we decided to walk onto a different path. 
One that looked smoother. Unfortunately, this road had 
hidden pebbles and scrapes that affected our morale 
and our pace. When we looked back to where we had 
begun, we saw that we needed to take a different path, 
one that would allow us to carry our members with 
ease and continue to keep our promises to them. We 
felt that we needed to make it easier for everyone else 
who wanted to follow us. And so we stepped off the 
tarmac road and began clearing our own path. 

Setting foot off the set roads has been beneficial for 
us, those we carry and those who follow our lead. The 
rewards cannot be quantified. In 2015, MedHealth 
under the brand name Metropolitan Malawi received the 
first ever ever Service Excellence Award, in the category 
of Health Insurance. In 2016, we were presented with 
the award of First Runner up in the Health Insurance 
Category of the Service Excellence Awards. In 2017, 
MedHealth was granted the award of Second Runner up 
in the General Insurance Category. In 2018 MedHealth 
once again was awarded the Winner in the Service 
Excellence Award, Medical Schemes Category. 

We prioritise and recognised excellence and our 
endeavors have been recognized not only in Malawi 
but also in Africa. In 2017, MedHealth was admitted 
into the Board of Healthcare Funders Southern Africa 
as a member and the Malawian representative. The 
Board of Healthcare Funders together with MedHealth 
has over the years been instrumental in the fight of 
ensuring that medical scheme members are not taken 
advantage of by advocating for fairness, equality and 
morality with various stakeholders within Malawi.

From the time we set foot in Malawi, we have met other 
likeminded people who are determined to change the 
landscape of health in the country and have helped us 
help you. Our partners are dedicated to our cause.

Aerorx, since 2017, has provided assistance in 		
transporting MedHealth members who are in 	
life-threatening situations with their air ambulances. 

Healthshare Health Solutions has continued to look 
after our members where we could not physically be 
present.
 
Thom Kight helps comfort bereaved MedHealth 		
families by assisting to bring back the bodies 		
whose souls have moved onwards, while receiving 		
treatment in South Africa.

Yashoda Group of Hospitals has been instrumental 
in restoring hope by allowing our members to access 
advanced and innovative medical treatment at a 
fraction of the price in India. 

2Cana provide the health management systems that 
bridge the gap between a MedHealth member and a 	
healthcare provider. 

Redstor has and continues to ensure that no data is 
lost with their back-up system. 

Insight Actuaries and Consultants provide advice and 
guidance so that we can service you better.

By working with a vast range of providers in the health, 
finance, and technology industries, both in and outside 
Malawi we try to ensure that we keep our promise to 
all our members. 

Our promise as we continue to clear the path towards 
sufficient healthcare is as follows: firstly, to put you 
at an economic advantage by offering no shortfalls 
for all available benefits. Secondly, to cater for any 
eventuality with emergency cover and foreign referral 
benefits. Thirdly, to provide affordable premiums to all 
beneficiaries. Fourthly, to lessen the burden of families 
with funeral benefits; and lastly to protect our members 
with wellness programmes. We promise to carry you, to 
support you, to be there for you. 

To learn more of how MedHealth can support you call 
us today on +265 1 1771 977, visit our website www.
medhealth.mw or email us info@medhealth.mw. 
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Metropolitan Health looks 
after the administration 
of the Government 
Employees Medical 
Scheme covering over 1.8 
million lives, and provides 
wellness services to a 
number of clients covering 
half a million lives.

As division within the health solutions environment 
of MMI Holdings, Metropolitan Health’s key strategic 
focus is to achieve financial wellness for public 
sector communities by enabling and delivering 
sustainable integrated outcomes-based healthcare 
solutions as a transformed organisation.

MMI Holdings Limited (MMI) is a South African based 
financial services group listed on the Johannesburg 
Stock Exchange and the Namibian Stock Exchange 
and is the first major insurance group to reach Level 
1 Broad-Based Black Economic Empowerment 
(B-BBEE) status under the revised Financial Sector 
Code (FSC). 

Through our client-facing brands Metropolitan and 
Momentum, with Multiply (wellness and rewards 
programme), and our other specialist brands, 
including Guardrisk and Eris Property Group, MMI 
enables business and people from all walks of life 
to achieve their financial goals and life aspirations.

In addition to his role as CEO, Ali also serves as Chairperson: Board of Healthcare Funders 
(BHF). Having served the healthcare industry for over 20 years in many senior positions, Ali 
has developed vast expertise in healthcare business, administration and managed care. 
Ali has a comprehensive understanding of the healthcare ecosystems, identifying critical 
role players in this ecosystem, markets dynamics, inter-dependencies and functioning. He 
has forged strong relationships across the supply side (health practitioners and facilities), 
funder community, regulatory bodies and government leaders, and has developed a 
prominent reputation in the health industry as an industry thought leader. 

Currently the Chief Integration Officer for the health division of MMI, Kobus has vast 
experience in the insurance industry and been at the helm of many businesses’ operations. 
He has headed operations, service transformation and innovation, customer services, 
client services, broker services as well as alternate distribution services at Momentum. 
He has held a director position at iThrive and has also headed operations and employer 
services at FundAtWork.

Dr Ali Hamdulay
CEO: Metropolitan Health

Dr Solly Motuba
Chief Commercial Officer and Business Development

Kelly Manzini
Executive Head: Wellness

Taki Maumela
Client Relations Executive

Kobus Dreyer
Chief Integration Officer

Solly has been a consultant for various medical schemes and corporate entities on the 
rationalisation and structuring of health funds. He has served on a number of medical aid 
boards, in the capacity of a healthcare consultant, or as a trustee. Solly has also served 
as a Principal Officer for two medical schemes and as a CEO for a third-party medical aid 
administrator. Solly co-founded Cure Day Clinics and Vmed medical aid administrators 
and is a former board member of BHF and Mamelodi Hospital.

Kelly has over 20 years’ experience in behavioural and management sciences with a unique 
blend of professional qualifications and experience. He has in-depth health and wellness 
design and innovation experience after serving in national governments, corporate boards, 
financial services, health and retail sectors. Kelly is a Director of EAPA SA, a former CEO 
of Careways Group and former HR Executive for the Clicks Group. Kelly has presented 
thought-leading research papers and articles both in his personal capacity and as a board 
member of EAPA SA.

Having started her career in the nursing industry, Taki has since had 20 years’ experience 
in the industry. She has held many leadership roles across the industry including Clinical 
Executive for Qualsa, General Manager: GEMS at Metropolitan Health, and Divisional 
Manager at Discovery Health. She also serves as a board member of Astral Foods.
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CEO: Metropolitan Health

Dr Solly Motuba
Chief Commercial Officer and Business Development

Kelly Manzini
Executive Head: Wellness

Taki Maumela
Client Relations Executive

Kobus Dreyer
Chief Integration Officer

Solly has been a consultant for various medical schemes and corporate entities on the 
rationalisation and structuring of health funds. He has served on a number of medical aid 
boards, in the capacity of a healthcare consultant, or as a trustee. Solly has also served 
as a Principal Officer for two medical schemes and as a CEO for a third-party medical aid 
administrator. Solly co-founded Cure Day Clinics and Vmed medical aid administrators 
and is a former board member of BHF and Mamelodi Hospital.

Kelly has over 20 years’ experience in behavioural and management sciences with a unique 
blend of professional qualifications and experience. He has in-depth health and wellness 
design and innovation experience after serving in national governments, corporate boards, 
financial services, health and retail sectors. Kelly is a Director of EAPA SA, a former CEO 
of Careways Group and former HR Executive for the Clicks Group. Kelly has presented 
thought-leading research papers and articles both in his personal capacity and as a board 
member of EAPA SA.

Having started her career in the nursing industry, Taki has since had 20 years’ experience 
in the industry. She has held many leadership roles across the industry including Clinical 
Executive for Qualsa, General Manager: GEMS at Metropolitan Health, and Divisional 
Manager at Discovery Health. She also serves as a board member of Astral Foods.
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he Board of Healthcare Funders of 
Southern Africa (BHF) recently convened 
to develop a set of future scenarios for 

the South African healthcare sector. These scenarios 
identify opportunities to develop the sector for the 
benefit of its members, looking ahead to 2030.

Informed by a set of scenario planning methodologies, 
the team conducted a series of engagements that 
focused on defining the game and identifying the 
players, while envisioning what winning would look 
like. Within this context, the regulatory framework 
sets out the rules of the game. 

Facilitated by Chantel Ilbury from Mind of a Fox, 
led by BHF and supported by  healthcare industry 
players. Three scenarios were mapped out, following 
a structured scenario development approach.

The scenarios team recognised that the South 
African healthcare sector is not healthy. It is 
characterised by two noticeably disparate healthcare 

systems – the public sector and the private sector. 
The state healthcare sector trails behind its private 
counterpart in terms of facilities and overall delivery, 
resulting in an uneven distribution of healthcare 
service to the approximately 80% of South Africans 
without medical aid cover who are dependent on it. 
The perception is that the state healthcare sector is 
worsening; problematic issues are, among others, 
maladministration, poor leadership and a growing 
mistrust between certain elements of leadership 
within the Department of Health and the private 
healthcare sector.

Uncertainty and escalating costs are a serious issue
Consolidation in the private healthcare sector has 
led to growing uncertainty, and rapidly increasing 
costs have contributed to making private healthcare 
unaffordable. Criticism continues around the value 
that funders provide as they continue to decline 
personalised treatment solutions or paying for 
treatments that depend on expensive new technology 
offerings and transformative medicines.
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The following scenarios were mapped out:
Scenario 1: Clean Bill of Health, which denotes 
a situation where the doctor is competent, the 
treatment is solid, the patient follows their advice, and 
a clean bill of health emerges. This is the best-case 
scenario. It is based on the fact that if healthcare 
sector cohesion and positive government leadership 
are both present, then clear regulatory guidance, 
combined with collaboration in the sector, will result in 
a level playing field, a clear path to growth and access 
to quality, affordable healthcare. In this scenario, the 
NHI rollout is successful, with provision for the role of 
private funders.

Scenario 2: Non-adherence, which unfolds as the 
doctor provides healthy advice, but the patient either 
ignores it or looks for alternative therapies. In this 
scenario, despite positive leadership by senior 
government, key players within the industry still 
find little ground for agreement and collaboration. A 
protectionist mindset throws down stumbling blocks 
in the path of clear developmental initiatives provided 
by the government. As a result, healthcare provision 
is patchy and the sector flounders overall. The NHI 
is driven by the state and little provision is made for 
private healthcare funders.
Scenario 3: Waiting room. This scenario is characterised 

by a patient who has an idea of what is wrong and has 
done all they can to help the situation but are now 
waiting for the necessary authorities to help. The key 
players in the healthcare sector are collaborating, but 
positive government leadership is not forthcoming. 
There are pockets of excellence within a sector that 
is otherwise characterised by poor delivery. The NHI 
rollout stumbles and private healthcare picks up the 
ball.

Scenario 4: ICU, which describes a situation where the 
patent is being kept alive by the occasional input of 
intensive resources. There is some hope of recovery, 
but the serious nature of their condition means that 
another nasty event could be fatal. This is the worst-
case scenario where there is an ongoing failure by 
government to provide positive leadership. At the same 
time, there is discordance in the healthcare sector. 
There is little hope of growth and the players distrust 
each other, resulting in a highly unequal provision of 
healthcare. The NHI is a failure. 

On this gameboard, the current public healthcare 
sector is placed in the ICU. There is some healthcare 
sector cohesion, but very little positive leadership 
from government role-players. 

The scenario planning team are of the view that a 
number of considerations must then be made to 
ensure that the outcomes of the right scenario result 
in a winning healthcare system, where winning is 
characterised by an additional one million people 
benefiting from medical aid cover, and healthcare 
funders owning health management organisations and 
investing in training institutions, where an electronic 
healthcare information structure is operational. A 
successful private-state cooperative project should 
be established – with a standards blueprint for 
tariffs, reimbursements, quality measurements, and 
an umbrella body providing a unified voice in dealing 
with the government on matters relating to healthcare 
funding and provision.
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By Josua Joubert: 
CEO and Principal Officer, 
CompCare Wellness Medical 
Scheme

The South African private 
healthcare industry has 
undergone considerable 

changes in recent years. So 
much so that most within the 
sector are asking themselves 
quō vādis, or where to from 
here?

One of the most important trends in 
recent years has been the consolidation 
of the medical schemes industry with 
a number of medical schemes having 
amalgamated in recent years. This 
development has been supported and 
endorsed by the Council for Medical 
Schemes (CMS), which has noted “a 
natural consolidation of schemes” 
over the last 20 years, and is aligned 
to the white paper on National Health 
Insurance. But is this development a 
positive one?

With healthcare costs rising steeply 
and medical schemes having to 
provide full coverage for prescribed 
minimum benefits, many of the smaller 
schemes in South Africa have been 
placed under considerable pressure 
to provide the necessary funding to 
members while at the same time 
remaining sustainable. 

On the other hand, larger amalgamated 
schemes are able to achieve 
improved economies of scale and 
cost efficiencies. In addition, larger 
schemes are able to considerably 
enhance bargaining power to enable 
better negotiated rates with providers 
and provider networks, as well as 
achieve a broader national footprint. 
This means that the amalgamated 
schemes are likely to be considerably 
stronger and more sustainable into the 
future. 

Perhaps most crucially, the well-
administered consolidated medical 
schemes are able to enhance cover 
and benefits to its all-important 
members, and keep their future 
contribution increases to a minimum. 

Such funders should therefore be 
able to not only provide benefits 
that offer the best possible bang for 
the member’s buck, but also offer 
lower cost options that provide truly 
meaningful cover, thereby serving to 

Quō vādis the SA 
healthcare industry?
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broaden access to healthcare. This is 
particularly important given that there 
has been a stagnation in medical 
scheme membership in recent years.

Amalgamating schemes should 
complement each other to provide 
a broader, member-centric offering 
to fulfi l member needs. A thorough 
amalgamation analysis conducted 
prior to such a move should establish 
whether the new scheme will be 
stronger and be able to keep annual 
contribution increases to a minimum, 
and ensure that members are 
impacted as minimally and positively 
by the move as possible. 

The proposed amalgamation of 
CompCare Wellness Medical Scheme 
and Selfmed Medical Scheme will 
place the new combined scheme in 
a very strong fi nancial position with 
one of the highest reserve levels of 
open medical schemes in the industry, 
and signifi cantly above the regulated 
25%. The combined balance sheet and 
increased membership size will unlock 
effi ciencies and economies of scale 
that are likely to have considerable 
benefi t for members. 

In addition, it will enable the new 
scheme, which will be known as 
CompCare Wellness Medical Scheme, 
to provide a comprehensive range 
of benefi ts specifi cally structured 
to address individual needs of the 
scheme members.

CompCare has an outstanding 40-
year track record and its success over 
the years is attributed to the strong 
emphasis it places on meeting the 
needs of members. We listen to our 
members in order to give them exactly 
what they need and believe that 
affordability, choice and security are 
non-negotiable. CompCare Wellness Medical Scheme is administered by 

Universal Healthcare Administrators (Pty) Ltd

Quō 
vādis“ “
the SA 
healthcare 
industry?
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ince it became a thriving business, healthcare 
has largely operated under a transactional 
model, with payment rendered for services 
provided. And while the cost and quality of the 

services provided across other industries became 
increasingly more transparent to the end-consumer, 
the complexity of new technologies and procedures 
in healthcare has made it even more difficult for the 
end-user to understand the value equation. 

LACK OF TRANSPARENCY, COUPLED WITH 
THE RISE IN CHRONIC DISEASE, HAS 
INCENTIVISED CLINICIANS TO PROVIDE 
MORE SERVICES TO THEIR PATIENTS 
REGARDLESS OF THEIR VALUE, FURTHER 
INCREASING OVERALL HEALTHCARE 
EXPENDITURE AND LOWERING THE QUALITY 
OF SERVICES PROVIDED. CURRENT PAYMENT 
SYSTEMS OFTEN PENALISE PROVIDERS 
FINANCIALLY FOR KEEPING PEOPLE HEALTHY, 
REDUCING ERRORS AND COMPLICATIONS, 
AND AVOIDING UNNECESSARY CARE, EVEN 
WHEN THAT IS WHAT THEIR PATIENTS 
EXPECT THEM TO PROVIDE. 

This misalignment in healthcare delivery and finance 
is just what new value-based payment models have 
offered to solve, by incentivising providers based on 
healthcare outcomes rather than the total number 
of services provided, requiring greater accountability 
from the provider of care when it comes to 
understanding what people need in relation to 
their healthcare goals. Analyses indicate that 
these models have encouraged patients to select 
more cost-effective providers and have encouraged 
providers to reduce costs while maintaining or 
improving quality to attract consumers. Depending 
on the overall needs of a population, it is likely that 
financers of healthcare may need to utilise different 
value-based payment models to balance cost of 
care with the quality of care provided, offering the 
right care at the right time to the right patient. 
By ensuring that payment is flexible enough to 
provide comprehensive care in a timely manner and 
that there are quality standards by which to hold 
providers accountable, value-based payment has the 
opportunity to redesign a healthcare environment 
from one where sick care is provided to one where 
people can receive the highest quality of care 
possible, from birth through to the end of life. 

Torrie K Fields, MPH: Program Director, High Value Solutions, Blue Shield of California
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he medical industry in general 
is complex and challenging, 
but in Zimbabwe the 

economic challenges that have 
haunted the country for the 
past two decades make the 
operating environment unique 
and exciting. 

The major cost drivers 
healthcare costs in Zimbabwe 
are prescription drugs, 
unnecessary tests, scans 
and surgical procedures. 
There is a high disease burden 
fuelled by low disposal incomes, 
which result in poor diets. In 2009, 
the economy was dollarised; the 
worst outcome of that was the initial 
tariffs, which were set at USA levels. These 
continue to be a problem for medical industry. Since 
a currency reform pronouncement by the Reserve 
Bank of Zimbabwe in October 2018 there has 
been minimal allocation of foreign currency to the 
healthcare sector to import drugs and consumables. 
This has resulted in service providers sourcing forex 
on the black market and passing on speculative 
prices to medical schemes.

First Mutual Health has made several interventions 
to manage the escalation and at times bizarre costs. 

Procurement of drugs
The scheme has become part of a drugprocurement 
programme. Drugs and consumables are procured 
from wholesalers and then distributed to selected 
pharmacies and medical facilities throughout the 
country. Members then access drugs and services 
at reduced cost as the price margins are agreed 
upfront with providers.

Managed healthcare programme
Our wellness brand, 1st Care, in 

partnership with Jumla of South 
Africa, rolled out a managed 

healthcare programme that 
covers members through both 
organisational and individual 
programmes. It includes 
dance and fitness classes, 
and the registering and 
tracking of members with 
chronic conditions.

Specialist procedures
The scheme has entered into 

partnership with providers in 
India, Mauritius and Malawi for 

affordable specialist procedures 
such as organ transplants, hip and knee 

replacements, and heart and spinal surgery.

Lifestyle management
Member education on lifestyle management is 
assisting in reducing the costs. The scheme is 
supporting the programme by rolling out marathons 
and walkathons aimed not only at its members but 
all citizens.

First Mutual Health team makes robust responses 
to the turbulent environment. This has resulted in 
membership growing to 140 000 lives since its 
formation in March 2009.

Forensic investigations
There is a dedicated forensic unit, which is 
instrumental in investigating and recovering money 
from errant service providers. This has had a huge 
impact on service provider behavior and claiming 
patterns.
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Over the last 100 years, healthcare systems 
across the African continent have started to evolve 
and transform slowly, in line with parallel changes 
experienced in the economic growth and social 
development of each country. A few of these 
countries are beginning to witness the birth of 
universal healthcare coverage, driven by the pursuit 
of national health insurance systems, with the 
concomitant reorganisation of the provider market. 
However, most African healthcare systems remain 
disorganised, fragmented, over-burdened and under-
resourced. They are battling to escape the legacies 
of colonial rule, devastating war, natural disasters, 
infectious diseases, extreme income disparities, 
weakened governance and decades of under-
investment in healthcare services and infrastructure.
While the pulse of the continent may be quivering, 
the throb of its heartbeat is strong. Most countries 
have made healthcare development a national 
priority and many vibrant debates are being held, on 
how best to achieve ‘healthcare for all’, within the 
resource-constraints that exist. Bold investments 

are being made into healthcare, by both the public 
and private sector, which hold the promise of greater 
access, better quality and more affordable services. 
Global innovations are bring adapted and adopted 
to suit the local need. And most importantly, the 
everyday African woman and man are beginning to 
value their health and wellbeing like never before, 
creating a new type of healthcare consumer, who is 
no longer willing to accept directives, dismissals, 
denials, disrespect and disdain.

The paper that follows reflects on the current state 
of these African healthcare markets, with respect to 
the key challenges and solutions that exist, which 
could drive rapid and sustainable change, across 
their healthcare ecosystems.

 

Africa’s population boom, rapid rate of urbanisation, 
widespread proliferation of mobile devices, 
increasing access to the internet and social media; 
and drive towards consumerism is leading towards 
an unparalleled level of focus and scrutiny on the 
adequacy of social infrastructure, provided by the 
State to its people, in each of the 54 countries. 

Education, health and social services have become 
key pillars of many political campaigns around the 
Continent and civil society is growing stronger and 
more organised, in terms of voicing its expectations, 
frustrations and demands. High levels of poverty 
and income inequality persist in many countries, 
despite the growth of a new middle class. And the 
remarkable economic power of African communities, 
at the base of the income pyramid, is increasingly 
being recognised as a greater reckoning force. 
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HEALTHCARE ECOSYSTEMS IN AFRICA

“This year, we will take a significant step towards 
universal access to quality healthcare for all South 
Africans. After extensive consultation, the NHI bill 
will soon be ready for submission to Parliament. 
The NHI will enable South Africans to receive free 
services at the point of care in public and private 
quality-accredited health facilities. By applying the 
principle of social solidarity and cross-subsidisation, 
we aim to reduce inequality in access to healthcare.” 
President Cyril Ramaphosa, election campaign 2019

Social media is connecting activism across these 
previously divided classes. And many are beginning 
to accept the view that prosperity should be shared 
and economic growth needs to be inclusive. 
Healthcare is now being seen as both a critical driver 
and output of this transformation.

Historically, most African countries have under-
committed financial resources to the healthcare 
sector, both in absolute and relative terms. This 
lack of investment has led to inadequate or poorly 
maintained healthcare infrastructure, a lack of 
sufficient human resources for health, serious 
challenges with regard to access to safe and 
affordable medicines and a lack of prevention 
of avoidable morbidities and mortalities. These 
unnecessary deaths scar the face of progress and 
remind us of how far we still have to go.

While there is a high degree of variation between 
and within each countries, the similarities are 
remarkable. A common set of solutions exist too, 
which could allow the very different African countries 
to ‘start where they are’ and move forwards, towards 
the goal of better health for all.

Successful investors, entrepreneurs and scholars 
are often defined by their swiftness to see beyond 
negative perceptions – to see, that is, when the tide 
is turning for the better. Today, Africa’s growth areas 
(those cities, countries and regions where business 
is thriving) are fast overturning historic pessimism 
about Africa. 

And the upward trend in investment into the 
healthcare sector in Africa, by both foreign and local 
interests, has been astounding. While governments 

and the elites may or may not invest in national 
health systems, the African consumer is choosing to 
circulate its capital in new offerings of high quality, 
accessible, cost-effective healthcare services that 
are rapidly springing up across the Continent. 

Nurses, doctors, clinics, pharmacy chains, 
diagnostics firms, emergency services, hospitals 
and specialist centres of excellence are rapidly 
reorganising themselves around a patient-centric 
model of care. In many instances, these services are 
provided by the private sector but actively supported 
by the public sector, who is starting to recognise 
their value.

Healthcare is most accurately viewed as an ecosystem 
- a web of specialisation and diversification. In this 
complex system, services for higher-income and 
lower-income groups can impact favourably on each 
other. So too can the management of wellness and 
disease. The greatest synergy is achieved when 
national priorities are delivered upon by both the 
public and private sector.

mHealth and eHealth platforms are providing the 
previously missing links between different points of 
contact with the patient. These valuable connections 
are helping patients to navigate the system, get 
access to better information and connect to the 
right type of service, at the right time and at the 
right price. They are also connecting primary or rural 
health clinics directly to speciality services, which 
are still predominantly found in urban areas. 

The retail revolution is bringing healthcare services 
directly to consumers in the spaces where we work, 
live and play. Shopping malls, places of worship, 
the workplace, community centres, universities and 
schools are all becoming important touch points 
with the healthcare system. As care moves closer 
to the community, population health and wellness 
can be more easily promoted, disease can be 
diagnosed earlier and chronic conditions can be 
managed better. Goodlife Pharmacy in East Africa, 
HealthPlus in Nigeria and Dischem in South Africa 
are all fast-growing retail pharmacy chains, which 
are bringing the apothecary back. They are taking 
health and wellness products into the consumer 
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space, increasing access and convenience. Slick 
supply chain management, economies of scale and 
a strong mixture of products and services, are driving 
growth for these businesses at an incredible rate. In 
addition to the traditional pharmaceutical products, 
they are also providing home-delivery, primary health 
care services, vaccinations and corporate wellness 
screenings to their consumer base. (goodlife.co.ke; 
healthplus.com.ng; dischem.co.za) 

Even the more traditional components of the 
healthcare ecosystem are evolving rapidly. 
Diagnostics firms are pursuing growth into new 
services and new markets, developing a rich 
database of clinical information. These services 
have typically stayed in the background in the past, 
relying on doctors to send tests to them and use 
their results, in the management of their patients. 
But these firms are now recognising the potential 
they hold for greater involvement in the disease 
management continuum. The next step is for them to 
integrate into public and private clinical management 
information systems, support proactive wellness and 
disease screening; connect directly to the consumer 
and provide greater input in the clinical management 
of patients. 

Founded in 2002 during the height of the HIV/AIDS 
epidemic, Global Labs has become one of Africa’s 
fastest-growing pathology providers. It has more 
than 400 staff across South Africa, and operations 
that cover Nigeria, Botswana, Namibia, Malawi and 
Zimbabwe. Its strategy has been to target rural 
populations and primary care centres in some of 
South Africa’s most underserved areas. The business 
model often involves initial entry into a local market 
through large clinical trials contracts. Clients include 
Médecins San Frontières (MSF), Centre for the AIDS 
Programme of Research in South Africa (CAPRISA) 
and the Centers for Disease Control and Prevention 
(CDC). This provides a stable income base from 
which to grow a much larger commercial business 
with doctors, hospitals and patients directly. Global 
Labs has worked hard to bring costs down as low as 
possible without compromising quality. (www.global-
labs.co.za)

Hospitals are also actively seeking to differentiate 
their services, by focusing on attracting the best 
doctors, nurses and allied healthcare specialists. 
Many of the groups are investing in their brands and 
trying to secure their referral networks by creating 
alliances and partnerships with corporates, National 

Health Insurance Funds, private health insurers and 
clinic networks. 

The Aga Khan Hospitals are a network of international 
hospitals found across East Africa in Dar es Salaam, 
Mumbai, Kisumu, Mombasa and Nairobi. The group 
has a strong imperative to provide comprehensive 
non-profit health-care services. They have built a 
hub-and-spoke model around each of their tertiary 
care facilities, with primary healthcare programmes 
in each of their regions, designed to reach vulnerable 
groups, especially rural and remote communities, 
and lower middle-income urban families. Health 
promotion and disease prevention are at the core 
of all their programmes. They aim to ensure a high 
quality of care and invest in measures to improve 
quality, including training, clinical governance, 
organizational audit and accreditation, evidence-
based practice, and continuing education of nurses, 
doctors and other healthcare workers. (www.
agakhanhospitals.org) 

In recent years, many of the private hospital groups 
have grown, expanding their services, extending 
their reach and upgrading their facilities. There is a 
focus on raising of the quality of care to international 
standards. In addition, independent, community-led 
and doctor-based hospitals are also proliferating in 
many regions, offering boutique solutions to defined 
groups of patient. 

Even the clinicians are becoming more organised 
and innovative, expanding their scope into some 
exciting new areas such as home-based care, 
telemedicine, robotic surgery, genomics, eHealth 
apps and alternative reimbursement models.

The Low Cost, High quality public-private healthcare 
model could help drive a revolution in care system 
redesign. This model is particularly well suited to 
African healthcare systems, which are changing 
rapidly, pursuing ambitious targets for population 
health outcomes and understand the need to ‘do 
more with less’. The importance of standardisation 
and consistency have been recognised, as well as 
having a focus on incentivising and delivering value 
across the entire healthcare continuum and driving 
synergies between both the payers and providers of 
care. We look forward to working with supporters of 
this model as we strive to achieve healthcare for all 
Africans.
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he National Development Plan (NDP) 
stipulates that the national health system 
needs to be strengthened by improving 
among others, governance in the health 

system. However, poor leadership and governance 
particularly in the public health sector has given 
rise to acts of fraud and corruption. This has eroded 
much needed resources in the health system, to 
ensure access to quality healthcare.

To give impetus to the NDP and the Presidential 
Health Summit, outcomes which require all sectors 
to collaborate and devise solutions to end the crisis 
in the South African health system has resulted 
in the Special Investigating Unit (SIU) convening 
the Anti-Corruption Task Team (ACTT) programme 
4exercise, to conduct Corruption Risk Assessment 
(CRA) in various vulnerable sectors. The CRA focused 
on those industries, sectors and/or institutions 
(e.g health, construction, transport, mining, finance 

sector, etc) with a high risk or specific vulnerabilities 
to the manifestation of fraud and corrupt practices 
or activities.

Vulnerable sectors
Vulnerable sectors are those that have a high 
vulnerability to the manifestation of corrupt 
activities that could open the development of a 
country or functioning of government up to potential 
exploitation. We identified the following:

Through the CRA, the health sector was identified 
as one of the vulnerable sectors that requires 
immediate attention, due to its high exposure to 
fraud and corrupt activities. 
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The SIU is also collaborating with various Provincial Health Departments to deal with Medico-Legal 
claims in relation to fraud and corruption. This is collusion between attorneys, touts, nurses, doctors 
and specialist in various hospitals across the country to defraud the State through lodging fictitious 
claims purporting doctor negligence in public hospitals. This collaboration has culminated in the arrest 
of an Eastern Cape attorney (Nonxuba) on three (3) counts of fraud to the value of R45 million. 
Through the assessment, the SIU has now established that the Medico-Legal issues are not only 
limited to few Provinces but is a national problem. Therefore, an amendment to the existing 
Proclamation is being drafted that will allow SIU to investigate all Medico-Legal claims matters on a 
National Level.  

 

 

 CHIEF RISK OFFICER 
MR THULANI MKHUNGO 

Thulani Mkhungo, Chief Risk Officer: Special Investigating Unit (SIU)

1

Health

Construction

Education

Transport Energy

Real 
Estate

FinanceICT

Water

(SOEs)

SMMEs

Border 
Management

Mining

Armaments

Local Government

Sport and 
Recreation

Tobacco 
and Alcohol



36

The CRA process further revealed key vulnerabilities in the health system, which included among the following:

The common root cause in all the key vulnerabilities 
identified was “collusion amongst stakeholders”. 
Hence, the key mitigation plan identified through 
CRA was a multi-sector collaboration in the form 
of a Health Sector Anti-Corruption Forum (HSACF), 
which comprises of health sector regulators, law 
enforcement agencies, civil society, the public and 
private sector. The main objective of the HSACF is 
to collaborate with various stakeholders in the fight 
against fraud and corruption, identify areas of co- 
operation to enhance prevention, detection and 
prosecution of fraud and corruption in the health 
system.

Through this collaboration, HSACF has received quite 
a number of fraud and corruption allegations, that 
has culminated in formal investigations in the health 
sector. Amongst them, include allegations of fraud 
and corruption at the Council for Medical Schemes 
of which the motivation for proclamation has been 
made, Health Professional Council of South Africa, 
National Health Laboratory Services, and the South 
African Health Products Regulatory Authority to 
mention just a few. The HSACF meets on a quarterly 

basis, to track progress on the health sector fraud 
and corruption cases that have been reported and 
those that are under investigation.
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he Medical Schemes Act 131 of 1998 states 
in section 7 (e) that the Council for Medical 
Schemes (CMS) must collect and dissemi-
nate information about private healthcare. 

These data include demographic characteristics of 
medical scheme members and beneficiaries, utilisa-
tion of healthcare services and expenditure patterns 
in the medical schemes environment, and provide 
an important single source of information used by 
the industry. The following observations revealed by 
the data analysed by the CMS are worrying, partic-
ularly as they relate to fraud, waste and abuse of 
members’ funds.

SCHEMES PAYING PMBS FROM MEMBERS’ 
PERSONAL MEDICAL SAVINGS ACCOUNTS

The regulations are very clear that medical schemes 
are not allowed to use members’ medical savings 

accounts to pay for prescribed minimum benefits 
(PMBs). However, data collected by the CMS reveal 
that medical schemes consistently continue to con-
travene Regulation 10 (6). The figure below depicts 
that even though the PMB expenditure from med-
ical scheme savings accounts declined from R1.2 
billion in 2014 to 146 million in 2017, the decline 
observed from 2014 was because of intervention 
by the CMS which also included the publication of 
Circular 10 of 2013; this categorically instructed 
schemes to stop the practice of paying PMBs from 
savings account as this practice is against the law. 
However, the trend picked up again from 2016 and 
this is worrying. Medical schemes should not utilise 
personal medical savings accounts to fund PMBs; 
this is viewed as a serious transgression and is a 
clear abuse and waste of members’ funds. 

Figure1: PMBs paid from personal medical savings 
accounts – 2017
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There are disparities in the governing structures of medical schemes and the operating models used. The data 
collected by the CMS revealed significant concerning outliers in fees paid per trustee. In the main there are triv-
ial differences between open and restricted schemes. However, the CMS data reveal two medical schemes that 
paid more than R700 000 in fees per trustee per year in 2017. There are also instances where administration 
expenditure relative to non-healthcare expenditure is significantly higher than the norm. It is worrying that some 
medical schemes spend as much as 60% of non-healthcare costs on administration. 
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Figure 2: Distribution of trustee fees

The data also reveal instances where there are significant broker fees that are not in any way correlated 
with membership growth between respective periods; there are also instances where schemes consistently 
spend millions in consulting fees without any long-term view of insourcing the work. Boards of trustees have a 
responsibility to ensure that member funds are utilised in a manner that will add value to the members who are 
ultimately the owners of the medical scheme. 

 

Value-added contracting between medical schemes and third parties such as managed care companies should 
seek to add value to members by ensuring adequate access to quality care. It is practical for medical schemes 
to properly manage risk if they cannot fully account for their membership profile and utilisation patterns, 
particularly those members claiming or registered for chronic conditions. Critical questions need to be asked 
and answered on whether boards of trustees and third parties properly account in their respective roles when 
they enter into third-party agreements. Figure 3 depicts the top five priority chronic conditions in terms of 
prevalence. The results analysed by the CMS show gross under-reporting of beneficiaries registered on DMPs 
by medical schemes. Several medical schemes report prevalence as low as 2 per 1000 beneficiaries for the 
chronic conditions depicted below. In many instances the under-reporting of prevalence rates is consistent with 
the ageing profile of each individual scheme. 

These observations are worrying particularly from the accountability point of view and the pivotal role of boards 
of trustees in managing risk. Furthermore, there are implications such as downstream cost, funding implications, 
benefit design and poor management of scheme risk, which impact on escalating costs of care.
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Figure 3: Prevalence of chronic conditions - top five priority conditions

The CMS has developed a database that allows for the collection, analysis and monitoring of utilisation trends 
of healthcare services by medical scheme members. The results depicted in Figure 4 depict an increase in the 
number of beneficiaries visiting medical practitioners, which was accompanied by a decrease in the number 
of visits per patient. The way general practitioners are reimbursed by medical schemes, which is mostly on 
a fee-for-service basis, is the most probable explanation for the increase in the number of patients visiting 
general practitioners annually. The fee-for-service reimbursement model is known to encourage wasteful use of 
healthcare resources. 

Figure 4: Beneficiaries visiting medical practitioners

Fraud, waste and abuse have a direct impact on the total healthcare expenditure of the medical scheme 
population. This affects contribution amounts and hence the solvency requirements of medical schemes – 
currently 25% of gross medical scheme contributions. The CMS, through data collected from schemes and 
research projects, has identified several areas where there is non-compliance with the Medical Schemes Act, 
poor management of DMPs and poor management of scheme funds; all these ultimately result in fraud, waste 
and abuse of member funds. Mitigating fraud, waste and abuse would make it possible to increase benefits 
for medical scheme beneficiaries and decrease their out-of-pocket expenditure, without adversely affecting 
the financial position of medical schemes overall. The CMS, with the use of data analytics, research tools and 
collaboration, continues to engage internally and externally to proactively combat fraud, waste and abuse. Some 
of our findings will help to enhance the accreditation process of managed care entities and proper governance 
of medical schemes. 
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Last year, Dr Sivuyile Madikana took home the 2018 
Titanium Award in the Young Achiever category. 
A medical doctor, digital health innovator, health 
advocate, business consultant, model and fashion 
icon, Dr Madikana is the modern-day Renaissance 
man. He recently graduated from New York University 
with his second master’s degree, this time in public 
health. He also holds a master’s degree in business 
administration (MBA), which he obtained after 
completing his MB BCh at Wits University. 

Dr Madikana is best known for using the power of 
the hashtag to get young people to take charge of 
their health. He is a brand ambassador for Brothers 
for Life and hosts a popular Twitter chat called 
#AskDrSivu which gives people the opportunity to 
ask their medical questions and get reliable health 
information from a professional. Dr Madikana was 
also a researcher for the UN Women’s Health Gender 
Equality & HIV team on digital health communication 
and innovation for youth engagement on HIV. We 
managed to catch up with him to talk about what he 
has been up to since winning the Titanium Award. 

The Titanium Award for Young Achiever recognises 
the contribution that young achievers make to the 
healthcare industry and to the future of the medical 
profession. What would you say contributed the most 
to this achievement?

I believe it’s my utilisation of technology, out-of-the-
box thinking on how we can utilise technology to 
reach people and address their healthcare issues, 
as well as my work in research into the use of digital 
media to change health behaviour. I have worked 
extensively with Brothers for Life on their awareness 
campaigns and during those campaigns discovered 
the power that social media has in influencing young 
people with regard to certain health behaviours. 

Please briefly share some of the contributions that 
you have made towards the healthcare industry.
In terms of advocacy, I was the ambassador for 
Brothers for Life’s health awareness campaign that 
looked at reducing the stigma around HIV/AIDS 
through innovative communication strategies.

I am also a Global Citizens advocate. I advocate for 
Sustainable Development Goal 3, which is ensuring 
healthy lives and promoting well-being for all, and 
Sustainable Development Goal 5 – achieving gender 
equality and empowering all women and girls. 
Together with Global Citizens we achieved 57 major 
commitments worth $5.7 billion. My core focus in 
research is around the use of digital media and 
technology to alter behaviour in health. 

I was a member of the Junior Doctors’ Association 
of South Africa and deputy secretary general for 
the Gauteng branch of the South African Medical 
Association, which advocates for the rights of young 
health professionals. 

How has winning the Titanium Award for Young 
Achiever impacted your life and work?

The award was a great affirmation for me. It not only 
encouraged me to work harder, but also encouraged 
other young people around the country and the 
continent that they too can work towards realising 
their big ideas within the healthcare space – and 
achieve them; we are never too young to achieve 
something. 

What has been the highlight of the year for you?

Graduating from New York University with a master’s 
degree in public health and making some impactful 
contributions to the World Food Programme. I also 
worked for the United Nations while living in New York 
and it was a great experience working with high-level 
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decision-making bodies whose recommendations 
have an impact at a global level. I am also facilitating 
a session at the 20th annual BHF conference.

What inspired you to become a medical doctor?

 I’ve always had a giving nature, and I still believe that 
becoming a medical doctor is a calling, because you 
have to give so much more of yourself, sometimes 
to the detriment of your own good. My mother 
honestly inspired me to get into the profession. She 
is a nurse, who has worked tirelessly over the last 
23 years to help those who need it the most. She is 
definitely my hero. 

What do you enjoy the most about your work?

At the moment I am in a different role. I work as 
a business and project consultant. I mainly work 
on health strategy, new business and business 
development, looking at the role of innovation in 
healthcare. This allows me to contribute enormously 
to how we deliver the best healthcare in the most 
efficient and cost-effective way, without compromising 
on quality. 

What’s your view on strategies to get more young 
people involved in the healthcare profession?

Helping young people understand the different 
professions within the healthcare space will 
encourage and attract them to healthcare. Young 
minds have a lot to contribute with fresh, new and 
daring ideas. These will help us shape the future of 
healthcare. 

In your view, how can healthcare professionals in 
southern Africa play their part in grooming young 
healthcare professionals to become future healthcare 
experts? 

Young people need to be given a chance to bring 
their ideas to life. We need to have leaders with 
knowledge and experience in the healthcare space 
who are willing to take them in and groom them. 
Leaders aren’t built overnight; innovation is a 
process and we need to nurture it, teaching young 
minds to think outside of the norm. We need more 
programmes that are geared towards grooming 
visionary leaders. 

Where do you see yourself in 2030 and what role do 
you envisage you will play in the industry in the next 
11 years? 

In the next decade I see myself becoming a leader in 
healthcare innovation and changing how we conduct 
public-private partnerships in the region. There is a 
lot of work that still needs to be done within that 
space and I am up for the challenge. 

The 20th annual BHF conference is themed 
Convergence 2030 – Healthcare Re-imagined; in your 
view, what would convergence in southern Africa look 
like? Also, what factors will inform the reframing of 
healthcare in the region? 

Convergence is about unifying services to reach the 
greater population in an equitable and cost-effective 
manner. In order to do that, we need a unified strategy 
from regulators, funders, health professionals and 
the Ministry of Health – backed by strong political 
will and buy-in from the public at large. 

 
 
 

The Titanium Award for Best Healthcare Media Content 
seeks to honour health journalists/reporters for their 
contributions to raising awareness of healthcare 
issues across society. This was your second year of 
winning the award, Roselyne. What would you say has 
been the biggest contributor to your success?

My ability to go the extra mile in conducting research 
for the stories that I write continues to play a 
critical role in my work and success. Also, the focus 
on specific healthcare issues, for instance, as I 
specifically work on issue-based health stories and 
solutions-based health features. I also take the 
initiative to travel to rural public health facilities to 
get first-hand information about the stories I write. I 
speak to the people affected by healthcare systems 
and delivery and get to understand their pain and 
frustrations while getting to know more about the 
facilities. One instance of this is my travels to the 
Kangaroo Mother Care ward, which help to give me 
a clear picture of how our public health system is 
coping with preterm deliveries; one could never write 
such stories without seeing the experiences first-
hand and this has helped the way in which I produce 
health content. 
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In your view, what role do journalists play, especially 
in reporting on healthcare issues?

There is more to journalism than just reporting, and 
journalists have a critical role to play in investigating 
and developing content that informs the public 
and holds policy-makers accountable, so that they 
deliver on the promises they make to the people. 
Investigative pieces, in particular, serve to zoom in 
on issues of accountability, for example to follow 
up on whether budgets allocated for healthcare 
were used for such purposes. Also, to critique the 
actions of leaders, policy-makers and government 
when there is poor service delivery, especially where 
the poor and vulnerable are affected, because a lot 
of the time their voices are not heard. The media 
should serve to amplify the voices of these people.

What has been the highlight of the year for you since 
winning the award?

There have been a number of highlights. I was invited 
to take part in several regional meetings on health, 
including a media engagement on the upcoming 
International Conference on Population Development 
(ICPD 25) in Addis Ababa, Ethiopia. I represented 
Zimbabwean media at the Cash Transfers media 
engagement in Arusha, Tanzania. I will be taking part 
in the African Academy of Sciences doing malaria 
research at the DELTAS Africa Scientific Conference 
in July this year and will participate at the 11th Global 
Investigative Journalism Conference.

What impact has winning this award had on your 
personal and professional life?

My responsibilities have expanded professionally, 
and my portfolio has changed from features editor to 
features, health and society editor. I have also been 
given more responsibility in the decision-making 
with regard to health stories for our newspaper. 
Consequently, this has given me the opportunity to 
explore more in-depth stories that benefit readers, 
policy-makers and development partners. 

What have been some of your biggest learnings from 
the work that you do as a healthcare journalist?

My biggest learnings as a healthcare journalist have 
been never to take for granted health issues that 
keep people awake and to keep health issues on 
the radar to ensure policy change and improvements 
in service provision, especially in public health 
institutions. Equally important, l have also learnt 
that every health story is crucial. 

In your view, what would you say is currently the 
biggest debate around healthcare in the SADC region?

The biggest current healthcare debate is that 
of universal coverage and the future of health 
convergence; and it will be interesting to see what 
comes out of the 20th annual BHF conference 
around convergence, as this is a very topical issue 
in healthcare at the moment. 

What role would you say journalism serves in 
healthcare? 

Journalism plays the critical role of informing by 
raising awareness. It keeps governments and policy-
makers accountable and on their toes. Journalism 
is a mouthpiece for healthcare seekers, who are 
sometimes given a raw deal in both public and private 
healthcare facilities. By the same token journalism 
can also take the liberty of uncovering malpractice, 
overcharging and diversion of resources.

How can journalists play a more significant role in 
addressing some of the health challenges facing the 
continent and in particular the region? And by so 
doing, what impact can they make?

Journalists can play a more significant role by being 
factual and objective in their articles. This will 
expose those who are not addressing the health 
challenges people face. Journalists can also focus 
on relevant, pressing health issues that need urgent 
attention. They can similarly set the agenda for 
policy-makers, as this can help in addressing health 
challenges facing the continent and the SADC. If 
journalists do that, policies that make the lives of 
poor communities better can be implemented. At 
the SADC level, countries can police each other on 
whether commitments made on health are ratified. 

What role do you see yourself playing in 2030, 11 
years from now?

I see myself advocating for accessible healthcare 
for poor communities. I also see myself owning a 
monthly magazine that focuses entirely on health 
issues affecting people and success stories in the 
health sector in Zimbabwe and beyond. 

 

Dr Abdul Wahab Barday is a household name in 
medical circles and beyond. His work cuts across 
many disciplines and its impact is far-reaching. Dr 
Barday was the country’s very first Health Professions 
Council of South Africa (HPCSA) ombudsman and the 
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recipient of the 2018 Dr Humphrey Zokufa Lifetime 
Achievement Award, an award named after his long-
time colleague and friend. Dr Barday shared some 
highlights from his illustrious career, spanning an 
impressive four decades. 

The Titanium Lifetime Achievement Award recognises 
any individual who has made a significant contribution 
to the healthcare industry over a number of years. 
What does this award mean to you, and in your view, 
what role do such awards serve in the industry? 

The Titanium Awards recognise those persons or 
organisations who have invested much time and 
effort into the industry. Occasions such as these 
are significant because they reward those who 
have selflessly laboured to advance healthcare 
in the country and access to medical care for all 
South Africans, regardless of their race or socio-
economic background. They honour the lifelong 
work of dedicated professionals who have taken it 
upon themselves to educate and inspire the next 
generation of leaders in the medical field. 

I, too, am inspired by seeing the incredible work 
done by my colleagues such as Dr Rajesh Patel and 
the late Dr Humphrey Zokufa – the awards provide 
an opportunity to showcase impactful work and draw 
key learnings. 

What would you say has been the biggest contributor 
to your success?

The biggest contributor has been the opportunity 
to be involved in various fields of medicine – family 
practice medicine for 48 years, forensic medicine, 
public health and health service management. I 
have been a visiting professor in family medicine 
at the University of Cape Town for 26 years and 
have also taught at the University of Stellenbosch. I 
became the country’s first medical ombudsman for 
the HPCSA. 

What do you find most fulfilling about the work that 
you do?  

As medical ombudsman, I had various opportunities 
to apply the aforementioned fields of medicine to 
a number of matters and complaints that crossed 
my desk. I was also involved in trying to set a 
medical aid tariff for the private health sector. 
The appointment of a medical ombudsman was 
instrumental in reducing the need for protracted 
legal cases in favour of discussions where cases 
arising from misunderstandings were resolved 
through constructive engagements.

What have been some of your biggest industry 
lessons over the years? 

I have learnt that there are a number of medical 
practitioners who are deliberately ‘creatively’ using 
medical practice codes to maximise their income. 

How long have you been practising medicine and 
what inspired you to get involved in the healthcare 
industry?

I had been practising medicine for over 44 years 
when I was approached to apply for the position 
of ombudsman, which I accepted as a personal 
challenge. I was the first ombudsman, a position l 
held for 10 years.

Looking back at the state of healthcare when 
you started and now, what would you say are the 
greatest changes you observed?

The greatest change that I have noticed is the 
increasing cost of private healthcare subscriptions 
without a commensurate increase in healthcare 
benefits, which has a direct impact on ordinary 
citizens’ ability to access quality healthcare. I have 
noticed a worrying trend of people either forgoing the 
use of private healthcare, which results in pressure 
on the already overburdened public healthcare 
system, or opting for plans which may not afford 
them the kind of benefits they truly need.

As we look ahead, what’s your view about the 
changes that still need to be made in the healthcare 
sector?

Going forward, we need to see what the NHI can 
provide for the total population of South Africa, 
but this will depend entirely on how much the 
government can afford to put into the system. How 
the NHI will be funded needs careful consideration 
to ensure that it provides sustainable, equitable and 
quality healthcare to all. 

The 20th annual BHF conference is themed 
Convergence 2030 – Healthcare Re-imagined. In 
your view, what would convergence in Southern 
Africa look like? And what factors will inform the 
reframing of healthcare in the region?

I think this year’s conference will identify and 
acknowledge creative ideas and standards that 
are acceptable for the health and wellbeing of the 
country, provided we put our heads together as state 
and private sectors. And yes, we can re-imagine and 
make it work!
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At the 2018 Titanium Awards, the Office of the 
Health Standards Compliance (OHSC) walked away 
with the Titanium Award for Excellence in creating 
access to Healthcare, we caught up with the team to 
gain better perspective of the role of the OHSC and 
their work in creating access to healthcare; and they 
had this to share: 

What is the role of the Office of Health Standards 
Compliance (OHSC)?

The OHSC is created by the National Health Act of 
2013 was to protect and promote the health and 
safety of users of health services by monitoring and 
enforcing compliance by health establishments with 
norms and standards prescribed by the Minister 
of Health in relation to the national health system; 
and ensuring consideration, investigation and 
disposal of complaints relating to non-compliance 
with prescribed norms and standards for health 
establishments in a procedurally fair, economical and 
expeditious manner. The term health establishment 
refers to both public and private healthcare services 
and facilities (see formal definition below). It includes 
hospitals and primary healthcare clinics and extends 
to emergency medical services, hospices, private 
medical practices and institutions offering frail care.

What is the overall function of the OHSC? 

The functions of the OHSC are set out in Section 29 
of the Act which states that the Office must:

Advise the Minister of Health on determining norms 
and standards that are to be prescribed for the 
national health system and on the review of such 
norms and standards.

Inspect and certify health establishments as 
compliant or non-compliant with prescribed norms 
and standards or, where appropriate, withdraw such 
certification.

Investigate complaints relating to breaches of 
prescribed norms and standards.

Monitor indicators of risk to develop an early warning 
system related to serious breaches of norms and 
standards and report breaches to the Minister 
without delay.

Make recommendations for intervention by national, 
provincial or municipal health departments or 
by individual health establishments to ensure 
compliance with prescribed norms and standards.

Publish information relating to prescribed norms and 
standards through the media and, where appropriate, 
to specific communities.

Recommend to the Minister quality assurance 
and management systems for the national health 
system.

The Act states that the Office may also:

Issue guidelines to help health establishments 
implement the prescribed norms and standards.
Request or collect any information on prescribed 
norms and standards from health establishments 
and health service users.
Liaise with and exchange information with other 
regulatory authorities on matters of common interest 
and specific complaints or investigations.
Negotiate co-operative agreements with any 
regulatory authority in order to co-ordinate and 
harmonise their work where their jurisdictions are 
closely related.

In which areas does the OHSC operate? 

The work of OHSC is structured around the following 
four key areas:

Compliance Inspectorate, Certification and 
Enforcement: This programme manages the 
inspection of health establishments to assess 
compliance with national health systems, norms 
and standards, certify health establishments as 
compliant or non-compliant with prescribed norms 
and standards and take enforcement action against 
non-compliant health establishments. This process 
will also consider information from the Complaints 
Centre and reports of the Early Warning System.

Health Standard Design, Analysis and Support: 
It provides a high-level technical, analytical and 
educational support to the mandate of the Office in 
relation to the research, development and analysis of 
norms and standards; and support, capacity building 
and establishment of communication networks with 
stakeholders.

Complaints management and Office of the Health 
Ombud: It aims to consider, investigate and dispose 
of complaints relating to non-compliance with 
prescribed norms and standards in a procedurally 
fair, economical and expeditious manner.

Administration: It aims to provide the financial, 
human resources, IT and administrative support 
necessary for the OHSC to deliver on its mandate 
and comply with all relevant legislative requirements.
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A market leading actuarial and  

consulting services company.
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CPD Points
Day 1: 4 Ethics points
Day 2: 4 Ethics points
Day 3: 8 Ethics points
Day 4: 4 Ethics points

Theme Summary: Beyond the headline-grabbing 
controversies, a long journey lies ahead as we navigate 
the complexities of our history, ideology and reality. 

Healthcare is fast evolving in response to demands for 
better delivery of health outcomes, universal health 
coverage, improved coordination of care, and the growing 
need for alignment between the private and public sectors. 
Other factors to consider include unemployment, fierce 
competition, emerging technologies, cost-containment, 
access, and better quality of care. Succeeding in this 
tumultuous environment requires significant changes in 
the healthcare ecosystem, fundamentally altering the role, 
structure and relevance of all players in the industry. 

One trend that is facilitating the rapid transformation of 
the industry is convergence, which has facilitated the re-
imagining of our system and acceleration of multisectoral 
stakeholder collaboration outside their individual four 
walls. It has redefined industry boundaries by converging 
business models and leveraging advanced technologies to 
create more value for the health citizen.

We are excited to announce the theme for this year’s 
conference: Convergence 2030 – Healthcare Re-imagined. 

The conference will reflect on the past 20 years, moving 
past the rhetoric, re-imaging our desired end-state for 2030 
and the role of convergence in defining what our future 
healthcare will look like. A major part of the conference will 
be dedicated to understanding the role of multisectoral 
convergence in delivering quality health services and why 
it is important for scaling up. All stakeholders – payers, 
providers, patients, employers and the government – are 
increasingly interconnected. 

Objectives
Defining and understanding our new healthcare 
ecosystem 
•	 Track industry roadmap – patient-centric system 
•	 Multisectoral scenario planning and action plan. 

Strengthening accountability 
•	 Empower medical scheme trustees and principal 		
	 officers with tools to keep up with the rapid 		
	 changes in the system 
•	 How can we fast-forward gender parity in healthcare? 

Defining efficiency
•	 Harness emerging technologies to efficiently and 		
     effectively deliver quality care
•	 Promote the eradication of fraud, waste and abuse 	
	 in the system

Health system reform
•	 Review the need for regulatory change 
•	 Evaluate recent developments and lessons learned. 

 
06h00-24h00     	 Exhibition build-up (for exhibitors only). 				    Halls 8 & 9
	 	 The exhibition hall will be open throughout the 	
		  night for the stand builders.

15h00-18h00     	 Delegate registration.               					     Registration area CTICC 		
										          CTICC 1 foyer registration

TIME SESSION DESCRIPTION VENUE 

07h00-15h00 Exhibition build-up Halls 8 & 9

08h00-15h00 BHF Golf Challenge 2019 (conference delegates only) 
Two tee start

Pearl Valley

08h00-17h30 Delegate registration CTICC 1 foyer registration
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TIME SESSION DESCRIPTION VENUE 

09h00

09h30-10h10

10h10-10h50

10h50-11h20

11h20- 12h00
 

12h00-12h40

12h40-13h40

13h40-14h20

Facilitator: Dr Brenda Kubheka – 
Co-founder and Managing Director, Health IQ Consulting

Workshop: Introduction to medical scheme governance workshop

Description: 
This workshop seeks to address the unique challenges faced by many 
boards of trustees in the medical aid environment. It will be beneficial to 
those wishing to enhance the corporate governance of their organisation by 
applying principles of ethics and effective governance to an organisation. 
The workshop will help strengthen trustees’ understanding of the business 
of a medical scheme, roles and responsibilities of trustees, IT governance 
and fundamental principles of good corporate governance. 
Who can attend: 

•• Newly elected trustees
•• Principal officers
•• Fund managers
•• Professionals in the healthcare industry

 
Topics covered:
•• Defining the business of a medical scheme

     Dr Rajesh Patel: Head – Benefit and Risk, BHF

•• Update – laws and regulations in the SADC region 
     Michelle Beneke: Director, Volvere
 
 Tea break

••  Case studies on companies that have undergone and survived   
      curatorships
      Johannes Malose Seoloane: Curator, Samwumed

•• Ethics re-imagined (post-state capture)
•• The potential challenge of ethics versus the law
•• The impact of ethics as a national deficit
•• What constitutes success relative to ethics?

     Cynthia Schoeman: Managing Director, Ethics Monitor

Lunch

Data governance for medical schemes:
•• Information management and its relevance to the medical scheme 

     environment 
•• IT governance
•• Who owns the data?
•• What type of reports should a trustee receive in this regard?

     Karen Dreyer: Specialist Legal Advisor, Universal Healthcare 

Nerina and Protea (CTICC 2)

13h00-16h20 Africa Healthcare Federation of South Africa 
(Launch and networking function)

Bluebell and Watsonia 
(CTICC 2)
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TIME SESSION DESCRIPTION VENUE 

18h00-20h30 OPENING CEREMONY

Facilitator: Dr Clarence Mini – Chairperson, Council for Medical Schemes

Open and welcome
Dr Ali Hamdulay: BHF Chairman
                         CEO Metropolitan Health
Official opening
Dr Zweli Mkhize: Honourable Minister of Health

Guest Speaker: 
Bringing hope in situations of severe crisis
Dr Imtiaz Sooliman: Gift of the Givers Foundation

Keynote Address:
The Africa I know 
Dr Khama Rogo: Lead Health Sector Specialist & Head of the World Bank 
Group’s Health in Africa (Kenya)

Hall 10

20h30-22h30 RECONNECT – Networking cocktail 
Entertainment: Prince Mafu

Exhibition halls 8 & 9

TIME SESSION DESCRIPTION VENUE 

07h00-08h00 Networking - Tea on arrival Exhibition halls 8 & 9

SESSION 1 WHY CONVERGENCE? HALL 10

08h00-08h05

08h05-08h20

08h20-08h40

Facilitator: Bongani Bingwa – 702 Presenter 

Description:
Convergence is rapidly transforming the healthcare sector, accelerating 
multisectoral collaboration. Industry boundaries are being redefined by 
converging business models that leverage advanced technologies to create 
more value for the health citizen. 

‘Convergence is more than size and scale. It is an opportunity to build 
something that is much greater than a sum of the parts. The keynote and 
guest speakers will showcase how convergence is innovating healthcare 
delivery’.

•• Keynote
      Ms Malebona Precious Matsoso: Director-General: National     
     Department of Health, South Africa

•• Fundamentals of a high-value healthcare delivery system – 
      Dr Katlego Mothudi: Managing Director, BHF



53

SESSION 1 WHY CONVERGENCE? HALL 10

08h40-09h00

09h00-09h30

09h30-09h50

•• Universal Health Coverage
      Global outlook – what’s working and what’s not working 
      Charles Dalton: Senior Health Specialist,  International Finance            
      Corporation (IFC)

•• Healthcare: a key driver of economic growth – Just what the doctor         
      ordered
      Eustace Mashimbye: CEO, Proudly SA

      Dr Skhumbuzo Ngozwana: President and CEO, Kiara Health 

•• The role of intersectoral convergence – patient centricity
      Leon Wang: Executive Vice President International and President    
     (China), AstraZeneca

Networking - Tea break
09h50-10h20

Exhibition halls 8 & 9

SESSION 2 2030 ROADMAP - SUSTAINABLE, INTEGRATED, PATIENT-CENTRIC HEALTH 
SYSTEM

HALL 10

10h20-10h25

10h25-11h20

11h20-12h00

Facilitator: Bongani Bingwa – 702 Presenter 

Description: 
Healthcare is fast evolving in response to demands for better delivery of 
health outcomes; universal health coverage; improved coordination of care; 
the growing need for alignment between the private and public sectors; aging 
population; fierce competition; emerging technologies; cost-containment; 
access and better quality of care. In this session, panel members will discuss 
a roadmap to a sustainable, integrated, patient-centric health system. 

     Case study 1
      Results: industry collaboration on fraud, waste and abuse
     Charlton Murove: Head – Research, BHF

     Barry Childs: Joint CEO,  Insight Actuaries and Consultants

•• Quality and accountability in healthcare – ‘Creating a culture, not   
      just a check list’
     Torrie Fields: Programme Director: High Value Solutions, 
     Blue Shield of California (USA)

12h00-12h10 Q & A session
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Networking - Lunch break 
12h10-14h00

Exhibition 
halls 8 & 9

SESSION 3
14H00-15H30

SCENARIO PLANNING 2030 – NEXT-GENERATION HEALTH SYSTEM HALL 10

14h00-15h00 Facilitator: Dr Sivuyile Madikana – 
Business Consultant at First Care Solutions 

Description: Succeeding in this tumultuous environment requires significant changes in the 
healthcare ecosystem, fundamentally altering the role, structure and relevance of all players in 
the industry. To kickstart this session, various groups of experts were engaged to explore the 
various future states. In this session, scenario planning results will be presented to delegates 
highlighting common denominator strategies that would be successful under various scenarios. 
The results are a starting point to engage further with various stakeholders in the industry to 
stimulate debate and accelerate alignment as we progress towards universal health coverage.

Session keynote speaker: 
Chantell Ilbury, Mind of a Fox

Panel discussion:  Panel members to be confirmed

18H30-01H00  5TH TITANIUM AWARDS – RECOGNISING EXCELLENCE IN HEALTHCARE Exhibition 
halls 6 & 7

Join us as we celebrate the heroes in our sector with the 5th edition of our new and improved 
Titanium Awards. - MC: Jeannie D
Theme: Broadway
Entertainment: Vusi Nova

TIME SESSION DESCRIPTION VENUE

08h00-08h30 Networking – Tea on arrival Exhibition 
halls 8 & 9

SESSION 1 CONVERGENCE FROM DIFFERENT PARADIGMS HALL 10

08h30-10h05

08h35-08h50

08h50-09h05

09h05-09h25

09h25-09h45

09h45-10h05

Facilitator: Dr Ntanganedzeni Muambadzi – 
Specialist nuclear medicine physician, Polokwane Hospital

Speakers include:

•• Achieving medicine price transparency for UHC; What is a fair price?
      Dr Rajesh Narwal: Health Systems Advisor – World Health Organization (WHO)

•• Understanding intersectoral convergence – Fraud waste and abuse                                                           
      Advocate Jan Lekgoa Mothibi: Head, Special Investigating Unit

•• Hospital price transparency will make healthcare more affordable 
     Dr Gunvant Goolab: Principal Officer, GEMS
             

•• Overutilisation, waste and abuse of medical services: a global     
     perspective, drivers, solutions and the South African context
     Nir Kaminer: CEO , Medical Reviews International (Ireland)

•• Human resources for health – Progress, complexities and contestations
     Professor Laetitia Rispel: DST/NRF SARCl Research Chair on the Health Workforce,      
     School of Public Health – University of the Witwatersrand, JHB 

PROGRAMME - TUESDAY, 23 JULY 2019              
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Networking - Tea break 
10h05-10h35

Exhibition halls 8 & 9

WORKSHOP 1
10h35-12h00
Fraud, waste and abuse
Session champion: Nokuthula Mathunda 
(HFMU) 
Venue: Hall 10

WORKSHOP 2
10h35-12h00
Monitoring and evaluation - Part 1 - 
Session champion: Sharon Swanepoel 
(Knowledge Management) 
Venue: Bluebell and Watsonia 

WORKSHOP 3
10h35-12h00 
Evolution of ‘smart healthcare’ Session 
champion: Janine Keeler (PCNS)
Venue: Freesia and Daisy

••  Facilitator: 
       Advocate Nkosinathi Wiseman    
      Bhuka – Chief   
       Legal Officer/ Scheme Secretary,    
      POLMED

•• The use of blockchain in risk 
       mitigation. 
      Dr Ntuthuko Bhengu – Panel     
       Member: Health Market        
      Inquiry, Commissioner: SA National     
      Planning  Commission

••  Fraud, waste and abuse workshop:    
       An internationally proven approach    
       for tackling overutilisation, waste and     
      abuse within the South African    
      context
      Dr Lousine Alpern – Co-founder and  
      Chief Medical Officer of Medical      
      Reviews International – Medical  
      Reviews International, California  
      (USA)

••  Reflection and possible reforms:     
       application of the Act and regulations
       in the payment of benefits
      Advocate Rebaone Gaoraelwe: 
       Council Member – CMS

••  HFMU Report
       Dr Hleli Nhlapo: Chairman – HFMU

••  Data analysis and identifying of    
      trends, red flags, coding, waste and     
      abuse
      Chris Adams: Director, Verirad

•• Investigating and addressing fraud 
      case study 
      Advocate Ashika Lucken: NPA      
      Senior State Advocate

••  Remedial actions, implementation 
      of sanctions a legal and ethical  
      perspective  – include rehabilitation. 
      Vusi Makanda: Fraud Manager,        
      Bonitas 

Q & A (20 minutes)

•• Facilitator: Tryphine Zulu –     
      Senior Manager: Disease     
      Risk Management, GEMS

•• Measuring medical scheme     
      risk profiles. 
      Michael Mncedisi Willie:       
      General Manager, Research and    
     Monitoring – Council for Medical    
      Schemes 

•• How to achieve consistent    
      interpretations of statistics and     
      results of analyses  – burden of   
      disease at an industry level. 
     Johann Van Zyl: HQA 

•• Health economics of  cervical cancer 
      screening
      Dr Tamlyn Eslie Roman:     
      Programme Manager: Cancer, Clinton   
     Health Access Initiative (CHAI)

&   Dr Christian Stoeckigt:    
      Hologic Deutschland  GmbH 
      Wiesbaden, Germany Head of    
      Scientific Affairs EMEAC Diagnostics    
     Solution (GERMANY)

•• Measuring outcomes in a      
      hospital setting
      Masimba Mareverwa:     
      Insight Actuaries & Consultants 

Q & A (20 minutes)

•• Facilitator: Victoria Barr – 
      Economist and Senior    
     Director, FTI Consulting

•• The state of digital transformation in  
      healthcare: 2019 – What’s   
      worth investing in?
      Dr Mosima Mabunda:   
      Innovation Principal Director      
      Accenture

•• Contactless - the future of biometrics
      Nicolas Garcia: Regional   
      Director of Sales – Middle   
      East and Africa IDEMIA

•• Transforming healthcare      
      administration through empowering     
      patients and creating differentiated     
      value
      Mark Bayley: Managing    
      Director – Administration
      Universal HealthCare 

Q & A (20 minutes)
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Networking - Lunch 
12h00-13h00

WORKSHOP 4
13h00-14h30
SADC workshop
Session champion: Alicia Elijah (PCNS)
Venue: Hall 10

WORKSHOP 5
13h00-14h30
Monitoring and evaluation 
Part 2 - Session champion: Priscilla 
Marakalla (Shared Services) Venue: 
Bluebell and Watsonia

WORKSHOP 6
13h00-14h30
Breast cancer (Case study 5)
Session champion: Caren Cupido (MD 
Office)
Venue: Nerina and Protea

Facilitator: Callie Schafer: BHF Board 
Member and Principal Officer, Namdeb 
Medical Aid Scheme 

•• Managing healthcare cost drivers       
      (Case study 3)
      Vulindlela Ndlovu: CEO , CIMAS
 
      Stephen Tjiuoro: CEO, NAMAF 
      (Namibia) 

••  UHC prospects (Malawi) (Case study 4)
      Dr Neil Nyirongo (Malawi)

•• Student visa – way forward

Q & A (20 minutes)

Facilitator: Tryphine Zulu – Senior 
Manager: Disease Risk Management , 
GEMS

•	 Effective coverage – pilot study results
      Dr Rajesh Patel: Head       
      Benefit and Risk, BHF  
    
      Neo Khauoe: Principal Officer, Polmed

•• Implementation of an effective     
      coverage framework
      Evan Bradley: Partner &
      Consulting Actuary,  3ONE  
      Consulting Actuaries

Q & A (20 minutes)

Facilitator: Dr Liana Roodt – Breast 
surgeon, Groote Schuur

A multidisciplinary approach to breast 
cancer

Speakers include: 

Galima Gamieldien (Sr Fish) – Groote 
Schuur

Dr Jeannette Parkes – Oncology, Groote 
Schuur

Dr Tselane Thebe – Oncology, Groote 
Schuur

Dr Dashni Chetty – Pathologist NHLS

Dr Lydia Cairncross – Breast surgeon 
Groote Schuur

Dr Jenny Edge – Breast surgeon 
Tygerberg

Prof Bonginkosi Chiliza – Head of 
Psychiatry 

 

Q & A (20 minutes)
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Networking - Tea Break 
14h30-14h55

WORKSHOP 7
14h55-17h00
Managing non-communicable diseases
Session champion: Sharon Swanepoel 
(Knowledge Management) 
Venue: Freesia and Daisy

WORKSHOP 8 
14h55-17h00
Contracting for value – improving health 
system performanceSession champion: 
Caren Cupido (MD Office)
Venue: Bluebell and Watsonia

WORKSHOP 9
14h55-17h00
Benefit Review 
Session champion: Lesley Mogano 
(Research) 
Venue: Hall 10

Facilitators: Mhlengi Magubane
Health Care Consultant

•• Innovation in Diabetes Management    
      – The Next Big Thing  
      Dr Joel Dave: Associate     
      Professor, Groote Schuur Hospital

•• Patient experience of care survey  
      (A pilot study of beneficiaries     
      diagnosed with diabetes) 
      Michael Mncedisi Willie:    
      General Manager, Research     
      and Monitoring – Council      
      for Medical Schemes

••  Managing Communicable Diseases – 
      Innovation in Diabetes Management
      Ms Sarah Bennett 
      Head: Actuarial Oversight, 
      Health Intelligence Unit, Medscheme

      & Ms Aimee Wesso
      Research and Product Development    
      Specialist

Q & A (20 minutes)

Facilitator: Dr Odwa Mazwai, Clinical and 
Operations Executive – Sizwe Medical 
Fund

•• Value-based contracting – 
      Payer perspective 
      Dr Michael D. Fratkin: Founder/ 
      Director – ResolutionCare (USA)

      Torrie Fields: Senior Manager,       
      Advanced Illness Care – Blue Shield     
      of California (USA)

•• Value proposition for efficiency:  
      discounted options 
      Mondi Govuzela:  Senior     
      Researcher,  Council for Medical    
      Schemes
 

•• The devil is in the detail – a value-
      based contracting model 
      Shivani Ranchod: Co-founder and      
      CEO, Percept  

•	  Is cost effective standardised care     
      just cheap and nasty?-
      Patient reported outcomes of    
      standardised
      arthroplasty care pathway?
      Dr Grant Rex: Improved Clinical    
      Pathways

•	 Implementing the GP care Cell pilot 
      project: contracting out PHC services
      Dr. Visegan Subrayen: PPO Serve

Q & A (20 minutes)  

Facilitator: Kristin-Ann Cronje, Trustee - 
Libcare

•	 Social determinants of health
      Dr Yogan Pillay:  DDG - HIV/AIDS,      
      TB and MCWH, Department of     
      Health

•• Why the need to revise the PMBs 
      is urgent
      Vishal Brijlal – Clinton Health 
      Access Initiative (CHAI)

•• Ideal PMB benefits
      Dr Rajesh Patel: Head Benefit     
      and Risk BHF

•• Case study – Revised PMBs 
      Dr Stanley Moloabi: COO , GEMS

•• Low-cost options – Why they 
      should be part of medical     
      schemes and not insurance 
      Charlton Murove: Head of     
      Research, BHF

Q & A (20 minutes)
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AGM: Members ONLY 
17h00-17h50, followed 
by BHF board meeting

Venue: Freesia and Daisy 

18h30 for 19h00 Until 
21h00

‘Women in leadership’ dinner

Guest speakers:

Growing the next generation of women in leadership: reflections, 
survival and when to surrender
Professor Laetitia Rispel: DST/NRF SARCl Research Chair on the Health 
Workforce, School of Public Health – University of the Witwatersrand, 
Johannesburg

The relevance of being a tempered radical in a workplace
Grace Khoza: General Manager, Stakeholder Relations – Council for Medical 
Schemes

Westin Hotel

TIME SESSION DESCRIPTION VENUE 

08h00-08h30 Networking - Tea on arrival Exhibition halls 8 & 9

HEALTH SYSTEM REFORM – BLUEPRINT FOR CHANGE HALL 10

08h30-12h30 Facilitator: Anthony Pedersen – CEO: Medscheme

Understanding the role of intersectoral convergence and regulatory alignment 
in the delivery of health services

Panel members will include:

Dr Katlego Mothudi: Managing Director, Board of Healthcare Funders of 
Southern Africa (BHF)  

Vuyo Mafata: Commissioner, Compensation Fund

Dr Raymond Billa: Registrar, HPCSA

Dr Selaelo Mametja: Head of Knowledge Management, SAMA 

Dr Sipho Kabane: Registrar, Council for Medical Schemes 

Dr Anban Pillay: DDG – NHI Fund, Department of Health

Hardin Ratshisusu: Deputy Commissioner: Competition Commission (TBC)

12H30 CLOSURE 
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Dr Jenny Edge

Dr Jenny Edge is a general surgeon working as head of the unit of breast and 
endocrine surgery in the Division of Surgery, Tygerberg Hospital. She is a lecturer at 
Stellenbosch University and her work areas embrace clinical work, administration, 
teaching and research. 

She is the founder and director of the Breast Course for Nurses, a not-for-profit 
organisation aimed at increasing breast knowledge in healthcare workers in 
primary clinics. This training has been adopted by the national Department of 
Health and a national programme is being implemented. To date over 600 nurses 
have been trained in South Africa, Namibia, Malawi and Zimbabwe. A pilot study will 
be done in Khayelitsha (a large area draining to Tygerberg Hospital) to evaluate the 
effectiveness of education. She holds a BSc (Honours): Epidemiology and Statistics and 
MMed (Surgery) from the University of Stellenbosch. She is also an FRCS: Royal College of Surgeons, Edinburgh, UK, 
and holds a MB BS and BSc: Anthropology from University College, London, UK. She has published extensively, has 
received many 

Dr Anban Pillay

Dr Anban Pillay currently holds the position of Deputy Director-General for National 
Health Insurance (NHI) at the national Department of Health. He is also a 
member of the board of the Medicines Patent Pool, Unicef Advisory Board and 
the TB Market Shaping Action Group. 

Dr Pillay’s responsibilities include medicine policy and regulation as well as 
the National Health Insurance policy. He earned his PhD from the University of 
Newcastle, Australia, and also holds a Master’s in Clinical Pharmacology from the 
Nelson Mandela School of Medicine and a Bachelor of Pharmacy from the University 
of KwaZulu-Natal.

Dr Rajesh Narwal

Dr Rajesh Narwal is the Health Systems Advisor at the World Health Organization’s country office for South Africa. 
His current work focuses on strengthening health governance and financing policies, 
integrated people-centred service delivery, human resources and health intelligence 
aimed at promoting universal health coverage in South Africa.

In the past, he has worked at leadership positions within the WHO and the 
Ministry of Health in India, Medical Emergency Relief International: UK, Centers 
for Disease Control: USA and the London School of Hygiene and Tropical 
Medicine, leading the work on health systems strengthening, health policy and 
research, conceptualisation and management of public health, emergency and 
development programmes in south Asia, the Middle East and Africa. He is a 
medical doctor and earned his Master’s in Public Health from the London School 
of Hygiene and Tropical Medicine. 

SPEAKER BIOS FOR THE 20th ANNUAL BHF CONFERENCE
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Advocate Andy Mothibi 

Advocate Andy Mothibi started his career as public prosecutor in the Magistrate’s and 
Regional Courts. He also served on the bench as a magistrate in the Johannesburg 
and Soweto Magistrate’s Courts. He was appointed head: employee relations at 
the then Department of Finance in 1995. He was part of the project that led to 
the establishment of the South African Revenue Service (SARS). At SARS he also 
served as head of corporate legal services and head of governance. In 2005 he was 
appointed head of compliance at South African Airways (SAA). After completing the 
implementation of SAA’s enterprise and compliance risk management framework, 
he was appointed senior manager: enterprise risk management at Nedbank in 
2007.

Within six months he became general manager: group operational risk management. 
After successfully completing the implementation of the Basel II Operational Risk Management Framework (Basel 
II ORMF), in 2012 he was appointed head of operational risk for Standard Bank of South Africa. After successful 
implementation of Basel II ORMF there he became head: Standard Bank group operational risk management. Basel 
II ORMF implementation entailed assessing operational risks, which included the development of anti-fraud and anti-
money laundering scenarios.

In October 2013 he was appointed as an executive director at Medscheme Holdings, a subsidiary of AfroCentric 
Health. His role at Medscheme was equivalent to that of a chief risk officer, which provided for wider career growth. 
The role included leading group legal services, governance, risk and compliance. He was also responsible for the 
Medscheme Road Accident Fund business unit. At AfroCentric Group he championed the successful implementation 
of the AfroCentric enterprise risk management framework. One of the key initiatives was the reorganisation of the 
group forensic investigations business unit, which improved forensic investigations capability and recoveries. On 1 
May 2016, he was appointed head of the Special Investigating Unit (SIU) by the president of South Africa.

Celebrating 30 years of service excellence 

Our journey of providing medicine management services started in 1989. This year we celebrate 30 years of 
being the largest independent Pharmaceutical Benefit Management company in southern Africa.   

How? All our efforts, resources and investments are directed at medicine management and on constantly 
improving our products. Mediscor’s core claims-processing software and intelligent product database enables 
us to manage the medicine benefits of 1.8 million lives for more than 50 clients located in South Africa,    
Botswana, Eswatini, Lesotho and Namibia.  

Our solutions provide tangible medicine savings. The cumulative effect of our interventions over the past  
seven years has benefited our clients as their escalation in medicine expenditure was 30% below that of  
industry’s experience (as per CMS annual reports), and for 2018 our clients’ average cost per  beneficiary per 
annum on medicine spend only increased by 2.8%. We are also proud to report over the last fifteen years 
our generic utilisation rate increased from 35% to 60%. 

We thank each and every client for your support over the past three decades, and will continue to provide 
“Solutions Together”. 

www.mediscor.co.za 
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he Africa Healthcare Federation (AHF) is 
an independent entity that serves to unify, 
integrate and advocate for the private health 

sector of Africa with the goal of ensuring the scaling 
up and strengthening of health systems, thereby 
spurring greater investment as well as increasing 
access to affordable and quality healthcare delivery 
across the continent; raising it to global standards. 
Its launch in 2016 during the inaugural Africa Health 
Business Symposium hosted in Nairobi, Kenya, was 
the beginning of a historic unification of the five 
regional healthcare federations of Africa. 

“As an umbrella body, the AHF will be a world-class 
private health sector apex body and will ensure 
continuous improvement in the overall health sector 
of Africa by working together with governments and 
stakeholders,” said Dr Amit N Thakker, President of 
the AHF. 

The founding members of the AHF include: 
•	 East Africa Healthcare Federation (EAHF)  		
	 Established 2012 
•	 West African Private Health Federation (WAPHF) 	
	 Established 2016 
•	 Southern African Healthcare Federation (SAHF) 	
	 Established 2017 
•	 Upcoming northern and central private health 		
	 regional federations - 2019 

“The private sector plays an integral part in improving 
healthcare in Africa. The African Union is delighted 
with the initiative of the AHF and provides its full 
support in any manner, including collaboration with 
the stakeholders and governments as we move 
towards achieving Agenda 2063: The Africa We Want,” 
commented H E Amira El Fadil in Johannesburg. The 
private sector in South Africa, like in the rest of Africa, 
is growing and is resource rich. However, when viewed 
on its own it is fragmented, lacks accountability 
and lacks a collective voice. As an approach, and 
if structured well, private public partnerships hold 
tremendous promise for pulling in resources and 
expanding capacities beyond what the public sector 

and any one developmental agency can do on its 
own. It is time for governments to harness the local 
private sector, not just big multilateral organisations, 
multinational cooperations and NGOs, as partners 
in health system strengthening. The Healthcare 
Federation of South Africa (HFSA) is a formalised 
platform of all healthcare stakeholders who will work 
with government to deliver healthcare to all citizens 
via the NHI programme. The vision must be to seek 
solutions from a collective perspective and must 
have common purpose. The goal of the platform, 
against the background of a resource-deficient 
public sector, is to find partners that will include 
key decision-makers working with government. The 
intention is that this will be a partnership, and not a 
private solution to public problems. 

The fundamental objective is a system that has 
governance, accountability and joint decision-making 
capability; this solution must be sustainable. With 
the new NHI bill being effected, unification of the 
private sector is key to creating a joint public private 
partnership programme to work with government 
to assist in implementing the bill and other health 
programmes. The launch of the HFSA will take place 
on Sunday, 21 July 2019, during the BHF conference 
and the federation will aim to unify non-state health 
organisations to promote strategic public private 
partnerships for increasing access to quality, 
affordable healthcare for all in South Africa. Many 
countries in Africa have successfully demonstrated 
the benefit of public private partnerships at national 
and regional levels through efforts coordinated by 
the AHF. 
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