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FRAUD, Waste and Abuse
A paper delivered September ‘21—GEMS / BHF conference:
Definitions (CMS 2018)
Fraud refers to an intentional deception, misrepresentation, false statement(s) or false representation of material facts
with the knowledge that the deception could result in unauthorised benefit or payment for which no entitlement would
otherwise exist. These acts may be committed either for the person’s own benefit or for the benefit of some other
party
Waste refers to the extra costs incurred when healthcare services are overused, or when bills for services are prepared
incorrectly. Unlike fraud, waste is usually caused by mistake rather than illegal or intentionally wrongful actions
Abuse refers to practices that are inconsistent with sound fiscal, business or medical practices, and result in an unnecessary cost to a medical
scheme, or in reimbursement for services that are not medically necessary.
Splitting Fraud from Waste and Abuse
I strongly believe that when reporting on fraud, waste and abuse, funders should handle the 3 categories separately when computing the
costs as the 3 entities have very different start and end points.
The final combined totals may be dealt with in a harmonised but separate manner.
I shall confine this article to Fraud in the Medical industry.
Position statement
Since 2017, CPC/Qualicare and IPAF has been involved in looking into the possible causes, genesis
and extent of medical aid fraud.
(CPC/Qualicare is an IPA founded in 1994, in the Western Cape and enjoys active membership of over 500 doctors, dentists, physiotherapists,
occupational therapists, dietitians and other related health care professionals.
The IPA Foundation of RSA, of which CPC/Qualicare is a foundation member, is a voluntary body representing 5,000 Family Practitioners
country wide.)
Both organisations are totally opposed to any form of Medical Aid fraud from whatever quarter whether initiated by patients, brokers,
hospitals, pharmacists or medical and other health care professionals.
Any affiliation to any IPA or other representative organisation, should never be used to shield doctors who have been proven to have
committed fraud, by using the laws available to us in RSA.
Fraudsters, provided they have been found guilty beyond reasonable doubt, should not attempt to claim extenuating circumstances or
selection bias related to the method used in their detection, provided that these detection methods are approved by the authorities and
supported in SA Law.
FRAUD, Waste and Abuse ... Continue to page 3
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FRAUD, Waste and Abuse ... Continue from page 1
Funders have a fiduciary duty to protect the monies collected from and invested for their members, against fraud and theft. No IPA or doctor
organisation can possibly take issue with that.
We are however equally opposed to any attempt to bypass or short circuit the legal principles of Natural Justice in investigating and
addressing this scourge.
For the past five years I have pointed out to various funders the disconnect between doctors and other providers of health care services on
the one hand, and the funders on the other.
The missing link:
The missing piece is the lack of a Health Compact between funders and providers. This is one of the most important areas for improvement
in dealing with fraud in our shared industry. The “disconnect” has had the net effect of polarisation of the profession against the funding
industry and vice versa.
History:
4 years prior to the recent Section 59 debacle, Professor Morgan Chetty and I began a series of meetings
with Funders to look into FWA and in 2017, I first published an article on it in our CPC/Qualicare IPA
newsletter.
In our investigations, we reported that accused doctors voiced their disapproval of certain of the
methodologies used by various Forensic Management Units which were felt to be unorthodox.
They suggested these amounted to entrapment, played unfairly upon the empathically driven emotions
of the doctor when tempted by plants to treat apparently acutely ill patients, who were not registered on
the scheme or had run out of benefits.
Out of touch response by Funders fuel the disconnect
Funder groupings in turn advised that they worked from tip offs, whistle blowers, or from statistical
information and algorithms which revealed out of the ordinary claiming patterns, which trigger closer inspection of the practice profiles, and
which could culminate in the placement of a number of “plants”.
They emphasised that none of the plants were ever acutely ill, none of them were instructed to try to entrap the doctor and that neither
they or their investigators worked on a commission or a % of the amount recovered, nor did they have monthly targets.
After a series of visits, the funder would carefully store all of the evidence (medicines dispensed placed into sealed containers, although they
were not official police exhibits and would not stand up in a court of law), analyse all of the data, view the videotapes taken by hidden
cameras, then await the accounts, reconcile them against the services rendered and medicines dispensed, and note any discrepancies.
These visits would occur up to 6 times, where after, if the evidence suggested fraudulent activities, the doctor would be requested to
produce acquisition invoices for Ethical vs generic medication, vanishing point syringes etc, screen shots of Ultrasound records, ECGs and
LFTs, or print outs of on-site pathology results.
Should the evidence gathered not “stack up”, a meeting would be arranged meet them to discuss their positive findings.
Fuelling the Disconnect further:

•

Certain methodologies used by forensic investigators of schemes, would not stand up to scrutiny in a in a court of law.

•

Furthermore, the conduct at the meetings,

•

the use of “trial by ambush” presenting evidence which has never been shown before, resulting in

•

significant asymmetry of information at the time of the interview and

•

the inability to prepare any form of defence or the opportunity to examine the evidence further or test the mathematics or the logic
behind the permutations of the alleged amounts owing.

All of this flies in the face of Natural Justice.
FRAUD, Waste and Abuse ...Continue to page 5
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FRAUD, Waste and Abuse ... Continue from page 3
Natural Justice
These Roman law principles embrace procedural fairness and ensure a fair decision is reached by an objective decision maker.
Three common law rules ensure procedural fairness.
The Hearing Rule
Both sides must be allowed an adequate opportunity to prepare and present their case and to respond to arguments presented by the
opposite side where certain interests and rights may be adversely affected by a decision-maker.
It is important that the person being complained against is advised of the allegations in as much detail as possible and given the opportunity
to reply to the allegations “audi alteram partem” rule (Right to be heard).
The Bias Rule
The deciding authority must be unbiased when running the hearing or making the decision and when responding to arguments presenting by
both sides, “nemo audex in parte sua (no person can judge a case in which they have an interest.)
Also, investigators and decision-makers must act without bias in all procedures connected with the making of a decision and ensure that there
is no conflict of interest which would make it inappropriate for them to conduct the investigation.
A decision-maker must be impartial and must make a decision without favouring one party over another.
The Evidence Rule
An administrative decision must be based upon logical proof or evidence material. Decision makers should not
base their decisions on mere speculation or suspicion.
Evidence presented by one party must be disclosed to the other party, who may then subject it to scrutiny
Any asymmetry of information, suggestion of coercion, use of unreasonably short time frames to test the other
sides evidence is unacceptable.
We accept that in the event of Fraud proven beyond reasonable doubt, an Acknowledgement of Debt may need to be taken but this must be
done fairly and without undue pressure. It is however currently often done under threat of “co-operate or be reported to the HPCSA. You
have 15 minutes to decide!”
Funders also suspend direct guaranteed payment to the practice in question, even before fraud is proven, thus choking off its lifeline of
income to force an outcome. This is a further symptom of the asymmetry in bargaining power which fuels the disconnect that I have spoken
about.
Why do schemes not just report matters over R100,000 to the SAP? Because they will have to prove their cases beyond reasonable doubt!
The Calculation of Debt:
The current formula is rather simplistic:
•

It is a factor of

•

The number of positive plants divided by the total number of plants, Multiplied by

•

The average overcharged spread across each positive plant, multiplied by

•

The total number of patients from that medical aid seen during that year,

•

Multiplied by 3 years.

From this you will see that the process is neither scientific, mathematically sound nor within the bounds of Natural Justice. Remember that
if we break down the fabric of Natural Justice, the whole of society will soon follow.
Offers of mediation:
Funders have proposed a system of Mediation, a cost effective and successful manner of dispute resolution (I am a Mediator).
Should this fail however, then it’s “sister”, namely Arbitration, is a costly next step and those costs would normally be awarded against the
“loser”, thereby adding to what can already be a crippling debt emanating from the estimated claim of the funder, should the arbitration go
against the doctor.
HPCSAs position:
HPCSA says a clear NO to medical professionals “cutting a deal “with Funders, in return for non- reporting of ethical transgressions by the
funders, and indicate that this, in itself, is an ethical offence without the matter serving before them. HPCSA insists that all fraud must be
reported to Council and that doctors should not become involved in negotiations with funders in mitigation or defence of fraud allegations, or
payment of debts calculated by funders.
FRAUD, Waste and Abuse ...Continue to page 6
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FRAUD, Waste and Abuse … Continue from page 5
Funders are however not subject to the Ethical Codes of the HPCSA and rather want results which speedily address the problems as opposed
to the perceived delays at the HPCSA.
Doctors too fear the matter going to the HPCSA for reasons of negative publicity and possible censure.
Recommendations from IPAF and Qualicare:
First Fix the Disconnect:
Funders need to urgently explore a Partnership Approach with the providers in this country. A
team approach moving into a Health Compact is years overdue.

•
•

both sides need to Mobilize the SILENT HONEST MAJORITY.

•

funders furthermore need to examine their own behavior and analyze the levels of
fairness to the profession. There is no cogent reason to continue to pay tariff codes
0191 /2/ 3 at the same level of remuneration. How can it possibly be fair to expect a
practitioner to be satisfied with a fee constructed on a 15-minute doctor patient interaction when he has spent 55 minutes with that
patient

•

both sides of the health compact need to recognize financial rewards in return for compliance with jointly set guidelines and
algorithms. Doctors achieving high levels of compliance should be rewarded with the ability to order it's more expensive
investigations like CT scans and MRI scans without recourse to a specialist.

•

When it comes to Press releases on Fraud, the compact should jointly release approved statements to the press when dealing with
fraud and attempt to avoid hyperbole and exaggeration

providers need training on coding and billing, and this is best done through their
representative groups.

•

Medical schools are sadly lacking by not making the health care system of this country a compulsory undergraduate subject and not
just concentrate on ethics.
Peer review, real time reporting and the end of “Pay and Chase”:
IPAF has been doing Peer review for the past number of years using a variety of methodologies and continues to do this.
We suggest that the Funders move away from their current model of post event peer reviewed data, the so called “Pay and Chase” model.
(Prof Chetty)
Rather supply them with real time peer review with live dashboards, trend evaluations, front end data analytics, and predictive analyses so
that they could see at an early stage that their practice was out of line, and take the necessary remedial action, including avoidance of any
element of fraud.
You can compare this to erecting speeding limit signs well before setting up speed trap cameras.
Information sharing

•

Cloud storage of results and notes, accessible to all treating physicians (with patient permission) across all platforms to address huge
waste is the next frontier to be conquered in healthcare however full portability of healthcare data between schemes and rivals’
schemes must first be ensured.

•

Patients and providers cannot be held to ransom by having the medical data locked into one scheme and this data being withheld
from them should they change providers or schemes

•

We urgently need to establish a Health Information Exchange in South Africa. Organisations such as these in America are essential for
the portability and preservation of health records and are written into law
FSCA schemes:
Medical aids and their administrators should be prevented from promoting and selling low-cost insurance type options which masquerade as
Medical Aid products.
Although the schemes which they administer do not do the selling of these schemes, the administrators frequently market them to the
unsuspected public under the same or similar names to the medical schemes which they administer deliberately causing massive consumer
confusion. They are recklessly oversold by commission driven brokers, not adequately explained to the consumers of health, and sold to
employers as payroll items. They do not however operate under the protection of the MSA.
The disconnect between medical schemes, their administrators and medical providers of service suffers further damage discontent and
suspicion, elements of which fuel provider anger against schemes and test provider resolve and probity.
State lacking in leadership of the medical schemes industry:
The state health sector has long seen the private medical sector as their rival.
The failure to address inflationary drivers of cost such as regulation 8 of the MSA, bears further testimony to the tacit, hands-off attitude
resulting in the medical inflationary spiral, itself used as a justification for NHI.

FRAUD, Waste and Abuse … Continue to page 7
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This contributes to waste through excessive charging on PMBs and has caused a further disconnect between Specialists, Patients, Family
Practitioners and schemes.
The Council for Medical Schemes would do well to address the current number of Funders (69 SCHEMES WITH 4 TO6 OPTIONS EACH 300
PERMUTATIONS) and force further amalgamation into more workable situations with no more than 10 to 15 schemes of choice, each of
which must offer an identical low-cost option. The current system is unworkable.
They should insist on the standardisation and Limitation on the numbers of low-cost medical aid options. Their Color brochures and
advertising on prime-time television belies the true benefits and confuses the users as well as the providers, resulting in over-expectation by
users and non -payment, and resultant fraud at provider level.
Schemes must be forced to issue clear warnings to providers of the limitations of benefits on low-cost options, instead of using misleading
names like Gold, Silver, Platinum etc on prime-time television, and without explaining the limitations and lack of assurances of payment on
the card.
A Mature Health Compact
A mature health compact must seek to explode the Robin Hood Syndrome
thought justifiable by of users and providers when approaching restricted
schemes obo, the lower cost option patients. Huge patient pressures are placed
upon the providers, to commit fraud, as a result of tight benefit restrictions,
often followed by non-payment by the schemes as well as the users, and
self-preservation, followed by annoyance, then avarice and eventually greed
takes over to “get even”.
Clamping down on Card sharing by adding photographs and biometric data to
identify card holders has been on the table for years but funders have failed to
rise to the recommendation, preferring to “Pay and Chase “.
Call Centres, the necessary (?) evil should feature dedicated help lines for graduate professionals manned by educated graduate
professionals instead of impersonal, uncaring, uninformed matriculation students with little or no knowledge of the industry, and even less
lateral thought capability. Long waiting times for incoming pressurised healthcare during which lists of options and blind loops of information
are played deepens the disconnect. This is made worse when electronic voices tell you how important your call is, escalate you to level 2 and
another wait, followed by losing the call disconnect after a long wait. The disconnect grows with frustration, imbalance of power, faceless
funders, and powerless suppliers of healthcare with a DISCONNECTED partnership.
Address BHF shortfalls

•

Numerous PCNS registration errors which have caused heartache and loss to practitioners, are made worse by having no one in the
BHF interested to assist!

•

Why should practitioners be forced to pay for their PCNS number when it is of no use to them? Practitioners have also long
questioned the need to the Group practice number, and to date no one has been able to fully explain its relevance and use to the
doctors. Surely this too should be at the cost of the funders and not the doctors.

Final word from IPAF and Qualicare
Neither IPAF nor Qualicare condone fraud in any form. The third -party payor system acting as a blank cheque however suggests that this
may well continue for years to come.
We know that less than 5% of the profession indulge in fraudulent practices and through a sound heath compact we can all work together to
eradicate this type of behaviour.
We have acquired considerable expertise in managing the problem out of the industry and further pledge our support to the investigative
and educational process, to our dedicated honest cohort of Medical Practitioners, to the funders and administrators and the hard-working
South African public who depend on us all.
We however urgently need to form such a HEALTH COMPACT with the funding organisations to ensure that practice of private medicine, the
medical aid industry and the ability to deliver Quality, Affordable, Accessible, Non-discriminatory private healthcare, survives for all, in
tandem with the future Universal Health Cover.
Dr Tony Behrman M.B.ChB. D.O.H. FFLFM (RCP) DISAC Mediator (UCT)
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Higher HDL and Apolipoprotein A1
Levels Tied to Reduced ALS Risk
Lipid metabolism is associated with the risk of developing amyotrophic lateral sclerosis
(ALS), according to study results published in the Journal of Neurology, Neurosurgery, and
Psychiatry.
Premorbid metabolic profiles can provide insight into relevant biomarkers including high-density lipoprotein (HDL)
and apolipoprotein A1 that may be used as targets for preventative therapies or for ALS screening.
Since factors contributing to the development of ALS are largely unknown, the researchers of this large-scale
cohort study sought to examine a range of metabolic parameters on the risk of developing a subsequent ALS
diagnosis in over half a million individuals enrolled in the UK Biobank.
Data from 502,409 individuals with ALS were examined prospectively, in which incident ALS cases were analyzed in
relation to baseline levels of previously established metabolic biomarkers: blood HDL and low-density lipoprotein
(LDL); total cholesterol; total cholesterol to HDL ratio; apolipoproteins A1 and B; triglycerides; HbA1c; and
creatinine levels. Participants were also evaluated for self-reported physical activity and body mass index.
Individuals with an ALS diagnosis at baseline were left out of the sample.
Researchers performed Cox proportional hazard modeling and controlled for potential confounding variables,
including age, gender, statin use, smoking, and cardiovascular and cerebrovascular disease.
Of 502,409 participants, 343 obtained an ALS diagnosis during
follow-up. Hazard models indicated that a rise in HDL (hazard ratio
[HR] 0.84; 95% CI, 0.73-0.96; P =.010) and apolipoprotein A1 (HR
0.83; 95% CI, 0.72-0.94; P =.005) levels were independently
associated with a reduced risk of developing ALS. However, a rise
in total cholesterol to HDL ratio was associated with an increased
risk of developing ALS (HR 1.17; 95% CI, 1.05-1.31; P =.006). In
combined models incorporating multiple metabolic markers,
higher levels of HDL and apolipoprotein A1 were associated with
lower ALS risk; higher LDL or apolipoprotein B were associated
with increased ALS risk. In addition, for all models, coronary artery disease, cerebrovascular disease, and age were
significantly associated with higher ALS risk.
Study limitations included a specific UK population that does not necessarily reflect the general population and
potential misidentification of ALS cases, which may lead to biased estimates.
Higher baseline levels of the metabolic markers HDL and apolipoprotein A1 — with correspondingly lower total
cholesterol to HDL ratio — were associated with a reduced risk for ALS diagnosis during follow up.
Researchers suggest future studies elucidate the mechanism of HDL and apolipoprotein A1 in the pathogenesis of
ALS.
“Understanding the molecular basis for these changes will inform presymptomatic biomarker development and
therapeutic targeting,” they concluded.
Published: 27 September 2021
Source: https://www.neurologyadvisor.com/topics/neuromuscular-disorders/high-density-lipoproteinapolipoprotein-a1-amyotrophic-lateral-sclerosis-risk/
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FDA Analysis Chills the Rush to
Approve Boosters
The FDA has posted its review of Pfizer’s application for permission to
market a third dose of its COVID-19 vaccine to the public, setting the stage
for what is likely to be a hot debate Friday among an independent panel
of experts that advises that agency on its regulatory decisions.
“It’s going to be a split vote. There’s no way they’re going to reach unanimity
among the advisors,” said John Moore, PhD, professor of microbiology and
immunology at the Weill Cornell School of Medicine in New York.
Moore said while there is evidence that third doses can benefit people who
are immunocompromised or over the age of 65, Pfizer has asked the FDA to
approve boosters at 6 months after the second dose for anyone over the age
of 16, There’s far less evidence to support of boosters for teens and younger adults.
“I just cannot see how everyone on the committee is going to buy into that idea,” said Moore.
The meeting on Friday of the FDA’s Vaccines and Related Biological Products Advisory Committee will be
closely watched. Their vote is not binding, but the FDA typically follows their recommendations.
The FDA’s analysis says that after assessing — but not independently reviewing or verifying — available
evidence, the “overall data indicate that currently U.S.-licensed or authorized COVID-19 vaccines still afford
protection against severe COVID-19 disease and death in the United States.”
The FDA’s consideration of booster doses will likely delve into a complex stew of questions:
•

Should the agency base its regulatory actions on the efficacy of the vaccines as they stand today, or act
based on what could happen in the future as more variants emerge?

•

Do boosters add collective value by slowing transmission of the virus?

•

Or, do they mostly prevent infections on par with severe colds? Will the continued funneling of limited
vaccine doses to wealthy countries hinder the rest of the world’s ability to vaccinate against the virus?

The US has largely looked to Israel, which has already rolled out third doses, as a clue to what lies ahead
with immunity. Critics say Israel has never released detailed data supporting its contention that the protection
of the Pfizer vaccine against severe COVID outcomes has diminished over time. The FDA briefing document
says some of that data will be reviewed at Friday’s meeting.
The stakes are high. The U.S., as with many other wealthy countries, has
largely pinned its hopes for ending pandemic restrictions on having needed
supplies of high-quality vaccines.
At the same time, the focus on providing boosters to Americans and
citizens of other countries has been called short-sighted when so much of
the world’s population is still unvaccinated. As long as the virus spreads
anywhere, there’s always the risk that it will change and become resistant
to the antibodies the vaccines generate against it, drawing out the cycle of
devastating surges capable of crippling whole countries and regions at a
time.
Qualicare Newsletter– September2021 Edition
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Breakthrough Infections
An FDA-requested analysis of Pfizer’s own study data should further fuel the controversy.
The analysis looked at vaccine breakthrough infections during the Delta surge -- from July
through August of 2021. It showed that a person's risk depended upon when they were last
vaccinated.
The more than 18,000 study participants originally assigned to get the vaccine, who are now
about 10 months away from their last dose, had a higher rate of Delta-caused breakthrough
infections compared to 18,000 study participants who were switched from placebo shots to the vaccines after the study
was unblinded.
There were roughly 70 infections for every 1000 person-years in the originally vaccinated group compared to 51
infections for every 1000 person-years in the more recently vaccinated group, representing a 27% decrease in infections.
The more recently vaccinated study participants are about 5 months away from their last doses. There were only three
serious breakthrough infections out of all the original study participants, however, and they were all in the earliest
vaccinated group.
And there’s another twist: A further analysis that looked at breakthrough infections in very recently vaccinated people,
those who were 4 months or less away from their second doses, found that they more than tripled during the Delta
surge, rising from about 13 cases for every 1000 person-years before Delta to 43 infections per 1000 person-years during
Delta.
The FDA reviewers write that this suggests that while waning immunity is one factor driving breakthrough infections,
there’s likely some quality of the Delta variant itself — the way it is transmitted or how well the vaccine protects against
it — that’s also at play.
The FDA review also concluded that third doses of the Pfizer vaccine,
which was tested in about 300 people, seemed to be safe. Swollen lymph
nodes were the most commonly reported adverse event, affecting about
5% of people.
There were no cases of Bell’s palsy, heart problems, or appendicitis.
The FDA’s brief also notes that because 16 and 17-year-olds were not
included in the booster studies, there’s no direct evidence to support
approval for this age group. Any approval for this age group would depend on use of data from adults.
Foregone Conclusion?
All these issues, and the questions they raise Friday, are not likely to change the ultimate outcome, Moore said.
The Biden administration announced in August that booster doses would be offered to Americans starting on Sept. 20,
which is Monday, undercutting its regulatory agencies and prompting the resignations of two experienced vaccine
reviewers at the FDA.
“The horse is out of the barn on this. There’s going to be boosters,” said Moore. “I think the debate will be whether it
really is appropriate to go for everyone over the age of 16, which is what Pfizer is asking for,” he says.
The CDC’s Advisory Committee on Immunization Practices will meet next week to make recommendations for exactly
who should get the boosters and how they should be given.
Published: 16 September 2021
Source: https://www.webmd.com/vaccines/covid-19-vaccine/news/20210916/fda-analysis-boostesr-push
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Picking up the pace of healthcare innovation
The Covid-19 pandemic has galvanised the development of more than 120 health technology innovations that have been piloted or adopted
in Africa of which nearly 60 of the technologies were ICT-driven, 25% were based on 3D printing and 10.9% were robotic.
South Africa was the country with the most innovations (13%). This is according to an analysis by the World Health Organisation (WHO).
Traditionally innovation in healthcare has unfolded slowly and carefully, with governments, private healthcare funders, regulators and other
stakeholders taking a cautious approach to introducing new technologies to the market.
Scalable solutions
However, the COVID-19 health crisis has forced the sector to pick up the pace of research,
development, and technology innovation to save lives and safeguard economies.
Dr Benji Ozynski, director of business development at Wits Healthcare Innovation (WHI), a
division of Wits Health Consortium, says that the pandemic has shown that it is possible to
move quickly and safely in bringing new solutions to healthcare challenges to market.
WHI catalyses the creation of scalable solutions to South Africa’s most urgent healthcare problems through innovation drives, events and
research.
“Rapid mobilisation of innovations during Covid-19 shows that we can create solutions for real-world problems at a rapid clip when
necessary. Others can be seen in how the pandemic has helped to speed up adoption of robotics and telehealth in many parts of the world,”
he says.
He adds that a more down-to-earth example is how quickly government and private medical schemes managed to build the systems and
processes to support South Africa’s vaccine rollout.
WHI initiatives
Among the initiatives in which WHI is involved, is the Endeavor South Africa and UK-South Africa Tech Hub Ecosystem. WHI and its advisors
ran five ‘Speed Dating’ sessions for 15 of South Africa’s health tech startups for this programme.
WHI has developed a clinic booking system for public health clinics which improves clinic waiting times and continuity of care for patients.
Wits Donald Gordon Medical Centre has partnered with WHI and BetterWork to build on health innovation and digital transformation
strategy at the hospital
The organisation is also conducting research projects with Envisionit Deep AI, one of South Africa’s health tech startups, to validate their
AI-based mammography and breast ultrasound screening algorithms.
It is also looking at the evaluation of the effectiveness of patient generated data and self care by leveraging the technology of Abby Health
Stations and Amazon Web Services to provide quality healthcare to those who have never had the opportunity.
Multidisciplinary approach
“As we move to achieve the UN Sustainable Development Goals, innovation and technology have a key role to play in making healthcare
more accessible, affordable, equitable and patient-centred,” says Ozynski.
“We believe that a multidisciplinary approach is key to unlocking innovation beyond the pandemic. The urgency driving Covid-19
interventions needs to be sustained into the future to address the many critical, systemic health challenges we faced before 2020.”

Published: 22 September 2021
Source: https://www.bizcommunity.com/Article/196/159/220395.html

LOG ONTO YOUR SITE
www.docweb.co.za
17

Qualicare Newsletter - September2021 Edition

Dr Friedel Kerchhoff — Medical Advisor
Friedel joined the Medical Unit at Sanlam in August 2015. Prior to joining Sanlam,
he spent 8 years working in the public health sector in Gauteng as well as in the
Western Cape. Over these earlier years at various health institutions he was
involved in many aspects of the healthcare service, ranging from primary health
care, chronic patient care, casualty duties, HAST services (HIV/AIDS/STI and TB),
antenatal clinic duties and medical ward rounds.
Friedel has a MBChB degree from the University of Stellenbosch and has also
completed a host of other post-graduate medical courses.
He has been an insurance medicine doctor for more than 6 years. In his current
role he is part of a dynamic medical team at Sanlam that assists in all aspects of
insurance – including underwriting, claims assessment, as well as training and
development.
During this time he has read and reviewed in excess of 6000 ECGs. The insights gained from these ECG
interpretations and its application to insurance medicine has been invaluable. Sharing the medical
knowledge of insurance medicine to relevant audiences has been one of his passions.
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UK REMOVES SA FROM TRAVEL RED LIST
In a long-awaited move, South Africa has been removed from the UK travel red list, along with 46 other
countries.
UK Transport Secretary Grant Shapps made the
announcement on Thursday after months of anger and
frustration by the South African government and tourism
bodies about the negative impact the travel restrictions
were having on the South African economy.
Shapps stated that from Monday 11 October, the UK

would be cutting 47 destinations from its red list, including South Africa, with just seven countries and
territories remaining.
As of 11 October, the UK will also recognise South Africa's vaccine certificates.
CEO of the Tourism Business Council of South Africa Tshifhiwa Tshivhengwa said this was exciting news.
“We have been doing some work as the private sector, together with the public sector, and we saw that
when the president gave the COVID-19 update, he talked about the fact that he called the UK prime
minister. So, this is the results of hard work for many people.”
In August, the UK government received a petition with thousands of signatures calling for the travel ban

to be lifted.
But it refused to remove South Africa from its red list countries, saying it couldn’t risk that country's
efforts against COVID-19.
On 1 October, President Ramaphosa announced that he put South Africa’s case about the red list to UK
Prime Minister Boris Johnson, confirming our country would be rolling out vaccination certificates soon.
Published: 07 October 2021
Source: https://ewn.co.za/2021/10/07/uk-removes-sa-from-travel-red-list
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The future of Asthma management – more choice
better control?
Speaker: Prof Richard van Zyl-Smit
Dear Healthcare Professional
Novartis invites you to the CPD accredited talk by Professor Richard van Zyl-Smit
Topic: The future of Asthma management – more choice better control?
Date: 12 Oct 2021
Time: 18h25 – 19h35
Due to the restrictions on face-to-face meetings imposed during COVID-19 pandemic, this talk will be presented via a digital platform, Microsoft Teams. Preregistration is not required for this meeting and a Microsoft Teams meeting can be attended without having the Microsoft Teams application installed. The
meeting can be joined via laptop, smart phone or tablet. We recommend that Google Chrome is used as browser to access the meeting.

To join the meeting, kindly click on the hyperlink below or copy the link into your browser
https://teams.microsoft.com/l/meetup-join/19%3ameeting_MTljYzY5NTctNDVhMC00ZmNmLTg3NGMtZmMyN2I1MzYwYjc4%
40thread.v2/0?context=%7b%22Tid%22%3a%22f35a6974-607f-47d4-82d7-ff31d7dc53a5%22%2c%22Oid%22%3a%
222b996dd0-1e6a-40c3-8d33-1d10000d8a12%22%7d

Please note the following:
•
•
•

•

Attendance is limited to the first 350 attendees.
This meeting is intended for healthcare professionals including allied healthcare workers, please do not
forward this invitation to the general public.
The MS Teams platform allows for the storing of all information shared in the chat function for up to three
years. By joining this meeting, you consent for the storage of any information shared during the event for up
to 3 years.
To opt-out of receiving invitations to similar events in future please contact Elrine.de_beer@novartis.com

Professor Richard van Zyl-Smit
Professor Richard van Zyl-Smit is Professor and Consultant
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FDA backs Pfizer COVID-19 boosters for seniors,
high-risk
The U.S. moved a step closer Wednesday to offering booster doses of
Pfizer’s COVID-19 vaccine to senior citizens and others at high risk from the
virus as the Food and Drug Administration signed off on the targeted use of
extra shots.
The FDA authorized booster doses for Americans who are 65 and older,
younger adults with underlying health conditions and those in jobs that put
them at high risk for COVID-19. The ruling represents a drastically scaled
back version of the Biden administration’s sweeping plan to give third
doses to nearly all American adults to shore up their protection amid the
spread of the highly contagious delta variant.
However, more regulatory hurdles lie ahead before the dispensing of boosters can begin.
Advisers to the Centers for Disease Control and Prevention opened a two-day meeting Wednesday to make their
own, more specific recommendations about who should get the extra shots and when. And in their first day of
discussions, some experts were so perplexed by the questions surrounding the rationale for boosters that they
suggested putting off a decision for a month in hopes of more evidence.
The uncertainties were yet another reminder that the science surrounding boosters is more complicated than the
Biden administration suggested when the president and his top aides rolled out their plan at the White House last
month.
The FDA decision Wednesday was expected after the agency’s own panel of advisers last week overwhelmingly
rejected the Biden plan. The panel instead recommended boosters only for those most vulnerable to severe cases
of COVID-19.
FDA acting commissioner Dr. Janet Woodcock said in a statement that the FDA authorization would allow for
boosters in health care workers, teachers, grocery workers and those in homeless shelters or prisons.
“As we learn more about the safety and effectiveness of COVID-19 vaccines, including the use of a booster dose, we
will continue to evaluate the rapidly changing science and keep the public informed,” Woodcock said.
Under the FDA authorization, vaccinated Americans are eligible for a third dose six months after receiving their
second Pfizer shot. That’s different than the Biden proposal announced in August, which called for boosters after
eight months.
“Today’s FDA decision is a major step forward in our effort to provide
Americans with additional protection from COVID-19,” White House press
secretary Jen Psaki tweeted Wednesday night. “We have been preparing
for weeks to administer booster shots to eligible Americans and are ready
to do so following CDC’s final recommendation later this week.”
The timing of the FDA decision was highly unusual given that the agency
typically takes action before the CDC convenes its own experts.
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The CDC panelists heard a series of presentations Wednesday outlining the knotty state of science on boosters. On
one hand, the COVID-19 vaccines continue to offer strong protection against severe illness, hospitalization and
death. On the other hand, there are signs of more low-grade infections among the vaccinated as immunity wanes.
Ultimately the committee must decide who is considered at high enough risk for an extra dose. Data provided by
Pfizer and the Israeli government suggests a strong case for boosters in people 65 and older, but there is less
evidence that extra shots provide much benefit for younger people with underlying health conditions.
Several CDC advisers agreed boosters are also important for keeping health care workers on the job.
“We don’t have enough health care workers to take care of the unvaccinated,” said Dr. Helen Keipp Talbot of
Vanderbilt University. “They just keep coming.”
The CDC has already said it is considering boosters for older people, nursing home residents and front-line health
care workers, rather than all adults.
The World Health Organization and other global health advocates are opposed to wealthy nations dispensing a third
round of shots when poor countries don’t have enough vaccine for their first doses. And many independent
scientists say that the vaccines continue to perform well against the worst effects of COVID-19 and that their ability
to curb the overall trajectory of the epidemic is uncertain.
U.S. regulators will decide at a later date on boosters for people who have received the Moderna or Johnson &
Johnson vaccines. They indicated the Pfizer shots would not be recommended for people who
got a different brand of vaccine initially.
The across-the-board rollout of boosters proposed by the White House was supposed to have
begun this week. Some questioned whether President Joe Biden had gotten ahead of the
science by announcing his plans before government regulators had reached any conclusions.
Despite the resistance in recent days, some top U.S. health officials said they expect boosters
to eventually win broader approval in the coming weeks or months. Dr. Anthony Fauci said
over the weekend that “this is not the end of the story.”
Other administration officials noted that the FDA decision covers tens of millions of Americans and that seniors and
other high-risk groups would have been the first to get boosters even if extra shots had been authorized for the
entire population. Seniors were in the first group of Americans eligible for vaccination last December.
The U.S. has already authorized third doses of the Pfizer and Moderna vaccines for certain people with weakened
immune systems, such as cancer patients and transplant recipients. Other Americans, healthy or not, have managed
to get boosters, in some cases simply by asking.
The U.S. is dispensing around 760,000 vaccinations per day on average, down from a high of 3.4 million a day in mid
-April. About 180 million Americans are fully vaccinated, or 64% of those who are eligible.

Published: 23 September 2021
Source: https://apnews.com/article/science-health-coronavirus-pandemic-coronavirus-vaccine203d8c288858e815175880753cbc9b8f
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The best and worst medical aids, according to
South Africans
Consulta has published its latest South African Customer Satisfaction Index (SAcsi) for the
local medical aid industry, outlining the medical aid schemes with the happiest
customers.
The data shows that the overall customer satisfaction of members of South Africa’s most
prominent medical schemes has sharply declined in 2021, and some have recorded their
lowest customer loyalty scores in six years.
The data is based on a poll of 1,950 medical scheme members during the first half of 2021, with the country’s six largest
medical schemes the main focus of the survey.
In the 2021 index, Bestmed emerges as the leader on overall customer satisfaction, with all other schemes performing on or
below industry par.
Based on the customer satisfaction ratings, Bestmed attained a score of 76.7, above the industry par score of 73.5.
Bonitas (73.7), Discovery (73.7) and Medihelp (72.3) all come in on around the industry par (73.5), while GEMS (69.4) and
Momentum (69.9) are below par.
The least satisfied customers remain those with low to minimal benefit utilisation and who face co-payments and out-of-pocket
expenses on day-to-day primary healthcare needs and chronic medication.
Members on network plans (71.0) and hospital plans (72.5) are less satisfied than those on comprehensive plans (75.5).
Medical aid

Score

Bestmed

76.7

Bonitas

73.7

Discovery

73.7

Industry par

73.5

Medihelp

72.3

Momentum

69.9

GEMS

69.4

Downgrade
“As medical schemes enter renewal season in October when they announce benefit changes and premium
increases for 2022, the findings of the latest index are significant,” said Ineke Prinsloo, head of customer insights
at Consulta.
“With customer satisfaction levels and loyalty scores at one of their lowest points in years, and with consumer
price tolerance at equally low levels, there’s likely to be significant shifts of members to lower cost-benefit
plans and between medical schemes as customers try to balance value, quality, necessity and affordability.”
Prinsloo said that this drop in expectations could be a precursor to more significant numbers of people opting out entirely or
downgrading their benefits to basic core plans in the coming months, as they don’t perceive their current use as meeting their
requirements or being reliable in their time of need.
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There is a definite disjoint between quality and value versus price paid, she said.
“This trend of downgrading – or opting out – is already putting the funding model of medical
schemes under pressure. Medical schemes operate on the principle of ‘social solidarity’ where
all members within a scheme contribute equally to a pool of funds, whether young and healthy
or elderly and sickly, expecting that they will all derive equal utility value from the scheme.
“The latest index shows that the healthy and younger members with lower or even minimal benefit utilisation are least
satisfied and loyal.”
Without focused intervention from medical schemes to address the drivers of customer satisfaction in this critical
demographic, medical schemes will soon find that the pool of funds to subsidise older, less healthy, higher utilisation members
is shrinking, bringing the sustainability of the entire private healthcare funding model into question, she said.
Pricing
South Africa’s regulatory framework for the private healthcare sector also holds significant
implications for customer satisfaction, and very few consumers have a grasp of the inner workings of
private healthcare funding models.
Private healthcare costs from 2000 to 2012 doubled in real terms, and by 2028, they will have
doubled again on the current trajectory.
Medical schemes carry the bulk of these costs, and unlike the pharmaceutical industry, there is no pricing regulation on
healthcare provider tariffs. In the case of prescribed minimum benefits (PMBs) – a list of conditions stipulated by the Medical
Schemes Act that all medical schemes must cover at cost – it means that medical schemes have to pay these tariffs no matter
what the healthcare provider charges.
With South Africa facing a dire shortage of healthcare professionals, this also means that most providers charge at rates way
above inflation and way above what is sustainable for medical schemes or consumers.
Medical schemes have established provider networks to manage these hyperinflationary costs and capped the benefits that
members can claim for on lower-cost options (outside of PMBs).
“Today, medical schemes and their members are between a rock and a hard place,” said Ineke.
“Members cannot rely on an overburdened and under-resourced, parlous public healthcare sector, so having some form of
medical scheme benefit is a necessity, and a grudge one at that. In a bid to keep up with the healthcare hyperinflation and high
utilisation of benefits, medical schemes are left with little choice but to increase costs every year to keep pace and reduce the
benefits by offering less comprehensive, core options at more affordable premiums.
“While medical scheme contributions increase every year to keep pace, the reality is that the benefits for the members are
decreasing,” she said.
“This means that members not only pay more for their medical scheme benefit but also have to shell out more for
co-payments, out-of-pocket healthcare costs and penalty fees, especially if they do not use a network/contracted healthcare
provider – this is most prevalent among more affordable, lower benefit options taken up by younger, healthier members,” said
Ineke.
Published: 30 September 2021
Source: https://businesstech.co.za/news/finance/525082/the-best-and-worst-medical-aids-according-to-south-africans/
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Why are we in the dark about how many over50s have been vaccinated in South Africa?
Why are meaningful vaccination statistics at national, provincial and
health district level not readily available in the public domain? Such data
are essential for public health surveillance and for determining the risk
of future severe Covid-19 disease, hospital admissions and death. They
are critical tools in determining vulnerability at the local level so that
action can be taken by public and private organisations and the
community to seek, find, persuade and get the unvaccinated vaccinated as soon as possible. There is not a
moment to spare.
The national Department of Health is letting us down by keeping relevant vaccination statistics out of the
public domain. The vaccination statistics that the department makes available daily on its website have
limited value for Covid-19 surveillance because numbers of vaccinations given are not meaningfully
broken down by age group, province or health district.
From a public health point of view it is essential to adopt a risk-based approach to vaccination
performance at every level in South Africa, from the suburban level all the way up to national level.
Because age is the strongest predictor of Covid-19 severity, hospital admission and death, those over 50
years of age are at greatest risk. Surveillance should be principally directed towards this population
segment. We need to know on a daily basis what proportion of over-50s has been partially vaccinated
with a single dose, and what proportion has been fully vaccinated. Only near-full coverage of those older
than 50 will ensure that the next and fourth wave will not yet again be severe, and result in another
100,000 or more unnecessary and preventable excess deaths.
If we are to find those over-50s who are unvaccinated, we need to
know what proportion of over-50s in the population are vaccinated
nationally, in every province, and in every health district.
Currently our national vaccination coverage with at least one dose is a
miserable 20% of the total population. We have no idea what

percentage of people over 50 are vaccinated. The percentage of the
total population vaccinated hardly moves, creeping slowly from week to week since vaccination began in
earnest on 17 May 2021. Having come to the end of our third wave, we are now in a critical period of
opportunity to prevent severe Covid in an upcoming fourth wave before it is too late.
To my knowledge, and I have made many attempts to find out, relevant vaccine statistics are only made
available by the Western Cape premier in his weekly digicon where some meaningful statistics on
vaccination coverage broken down by age group are provided. Currently in the Western Cape about 60%
of over-60s and 39% of 50- to 59-year-olds have received at least one dose. This coverage is simply not
enough to prevent a severe fourth wave of hospital admissions and deaths, based on experience in other
countries.
Qualicare Newsletter - September2021 Edition
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For the rest of South Africa no information is available at national or other
provincial level for vaccination coverage for these two age categories, for
those who have received at least one dose, and for those who are fully
vaccinated. Yet this is what we really need to know, and it cannot be
calculated from the available information on the Health Department’s
website.
This website only provides the rather meaningless total number of vaccine doses given by age group, not
the number of people partially or fully vaccinated. About 58% (or 9,280,000) of all doses given have been
given to those over the age of 50. We are forced to do only a rough calculation with these unhelpful
figures. There are approximately 16 million over-50s in the population, about eight million between 50
and 59 and another eight million over 60. Assuming that everyone gets two doses and is fully vaccinated,
this translates to a mere 29% vaccination coverage for over-50s. If everyone only received one dose, then
the coverage would rise to 59%. The true number who have received at least one dose will lie between
these two, but will be nearer 29% than 58% as most vaccines administered to date are Pfizer. This
coverage is dangerously low. Moreover, some provinces are likely to have much lower coverage than
others. There is also likely to be unevenness between different health districts and subdistricts.
It is vital that we know as soon as possible where the numbers of vaccinated over-50s are low, so that we
know where the vaccination effort needs to be directed to prevent another dismal wave. If we had this
information in public view (such as on TV every night) we could enlist the whole of society to assist with
this in a targeted way.
We are now entering a brief trough between our third and fourth waves, and as there needs to be a
period after vaccination to achieve protection, we do not have more than a couple of months to play with
before cases once again begin to rise in the fourth wave.
In a perilous situation like this, the question needs to be asked: why
are vaccine rates broken down by age group, by province and by
health district and indeed by subdistrict, not available daily and
published by national and provincial health departments? And a

corollary question: why is there not more agitation from the public
and the media for this crucial information?
Published: 28 September 2021
Source: https://www.dailymaverick.co.za/article/2021-09-28-why-are-we-in-the-dark-about-how-manyover-50s-have-been-vaccinated-in-south-africa/
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Health Department did not
mean for digital vaccination
certificates system to go live
The department of health says its digital vaccination certificates
system for Covid-19 is still being tested, despite it quietly
launching its site earlier today.
To the surprise of many, the department without making any
announcement seemingly opened the digital vaccination
certificates system on its website on Tuesday.
These certificates are seen as as way to relax Covid-19 lockdown
restrictions and to establish proof of vaccination.
In a statement, the department's spokesperson, Foster Mohale
says it was not meant to go live.
"The department is currently at the testing phase of the system to troubleshoot all possible glitches
ahead of the official launch later this week."
He adds: "Thus, the system is not yet officially functional in a live environment which will enable
vaccinated individuals to access and download certificates."

Mohale says the department was taking care to build in security into the system to protect individuals`
personal data as much as possible.
The launch of the digital vaccination certificate was expected to be announced later this week but it
appears that will opened up in a staggered approach.
"The development and release of fully-fledged Covid-19 vaccination certificates will be phased-in over
time."
For now, Mohale is asking those looking to get the certificate to bare with them.
"We request members of the public to exercise patience while we
implement the final refinement as we prepare to officially launch the
first version of the Covid-19 vaccination digital certificate."

He did admit that those who were fortunate enough to access the
system before it was blocked to the public might have got an early
Christmas present.
"We are aware that a few lucky individuals managed to access the
system and download their vaccination certificates."
Published: 05 October 2021
Source: https://www.businessinsider.co.za/trending/health-department-did-not-mean-for-digitalvaccination-certificates-system-to-go-live-2021-10
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Qualicare Electronic Doctor Network.
A free gift (valued at R7,500.00 per year) only for
CPC/Qualicare Members and Shareholders!!
Our highly successful electronic doctors network see www.qualicaredoctors.co.za has rapidly expanded
across the Western Cape Province, and to date has approximately 200 doctors.
As a Member or Shareholder you are still entitled, at NO charge, to list your practice on the “EDN”
showing your name, practice name, GPS coordinates, areas of special interests, and any specific features
which you would like to bring to the attention to prospective patients then please complete and return
the form below at your earliest convenience should you be interested to join the growing network.
This is a limited offer open only to Shareholders and Members which is worth over R7500.00 per year
and is brought to you as a member or shareholder benefit at no charge.
The statistics for the past 30 days speak volumes and show how your practice can benefit by 1,530 new
potential interested patients.

Practitioners Details
* Compulsory to complete – for a successful listing
*First Name: ___________________________________________________________________________
*Surname: _____________________________________________________________________________
*Qualifications: _________________________________________________________________________

______________________________________________________________________________________
*Professional Degrees e.g. M.B.ChB._________________________________________________________
______________________________________________________________________________________
Professional Body Memberships: ___________________________________________________________
______________________________________________________________________________________
*HPCSA Number:________________________________________________________________________
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*Board of HealthCare Funders PCNS Number: ________________________________________________
DOH Disp Lic Number (if applicable):________________________________________________________
Areas of Special Interest and Focus: e.g. Paediatrics, Bariatrics, Occupational Health: _________________
______________________________________________________________________________________
About Practitioner: (Short Bio) ____________________________________________________________
______________________________________________________________________________________

Contact Details
*Contact Number:(Practice)_______________________________________________________________
*Email Address: ________________________________________________________________________
*Alternative Number: ___________________________________________________________________
Fax number: ___________________________________________________________________________

Practice Details
*Practice Name: ________________________________________________________________________
Group PCNS: ___________________________________________________________________________

*Practice Address: ______________________________________________________________________
______________________________________________________________________________________
GPS Location: __________________________________________________________________________

Qualicare Electronic… Continue to page 34
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There are limited free listings available – please make use of this and make sure you complete all the
questions on the form with and attach
1.Photo of yourself - So that the patient can familiarize themselves with the Dr they are going to see
2. Photo of the outside of the Practice – So the patient will recognize the correct building and know what
to look out for when coming to visit the practice
3. A short bio – interests, hobbies & education – This gives the patient some trust as they will feel they
know you and will feel at home
Please forward the completed form and if you have any questions – please feel free to contact Yvette
Du Bruyn CPC/Qualicare Consultant at yvette@cpcqualicare.co.za
Alternatively click on the link to complete the form: https://www.qualicaredoctors.co.za/new-form/

I permit CPC/Qualicare to list my name, surname, the name of my practice, my practice details, and
further details provided by me in this application, and my GPS Coordinates on the “Electronic CPC/
Qualicare Doctor Network” at no cost to me or my practice (tick the appropriate block).
Yes I do agree to the above, in terms of POPIA Act 4 of 2013

No I don’t agree to the above

Please forward your responses to Yvette Du Bruyn at yvette@cpcqualicare.co.za

Qualicare Newsletter - September2021 Edition

34

Private and Confidential: For Member & Shareholder circulation only.

LOG ONTO YOUR SITE
www.docweb.co.za
35

Qualicare Newsletter - September2021 Edition

Invitation to become an Associate Member of CPC/Qualicare
Dear Colleagues
As we approach the new era of increased Government involvement in Health Care Delivery, we anticipate an increase in the speed of
implementation of NHI. Holding membership of the CPC/Qualicare Network, the largest and most widely representative Medical
Network of Healthcare Providers in the Western Cape comprising Doctors, Dentists and Allied Health Care Professionals alike, we
believe, will stand you in good stead as Government looks to setting up the new Health Care Delivery system for South Africa.
Associate membership of the CPC/Qualicare Network offers you the following opportunities:

•

Full access to our Monthly newsletter in electronic format

•

Free advertising in our monthly newsletter of your practice related information (max. 200 words)

•

Free advertising for locum services, with no commission charges payable

•

Bi-Annual visits by one of 5 representatives consultants, to your practice

•

Reduced fees to attend all our Qualicare functions, at Associate Member’s rate. (approximately 30% lower than non-members
rates)

•

Reduced fee for our CPD PDF offerings and other CME offerings compared to non-member rates (approximately 30% lower
than non-members rates)

•

Ability to list your practice as part of the Qualicare Western Cape Electronic Network at significantly reduced initial and annual
costs

•

2 Free stationary items 1 Prescription pad 100 leaves, 1 Sick certificate pad, 100 leaves, (for Dentists only) and the ability to
purchase additional stationary at 30% below current market prices (Prescription Pads, Sick Certificates, Specialist Referral Pads
and Appointment Cards)

•

25 Appointment Cards and 1 sick certificate pad to all Allied Health Care Professional members, per month

•

Preferential rates on Practice management software systems

•

Free inclusion into the CPC/Qualicare Mass Email service to receive important healthcare updates

•

Speciality offers from leading banks for you and your practice

•

Conduct into Medical Aids to address billing problems

•

Ethical Advice on practice matters

•

Practice Accreditation documentation for future NHI Contracts

•

Preferred wholesalers and facilitation of opening new accounts with them

•

Assistance with registration on Integrated Pollution and Waste Information System (IPWIS) of the Western Cape Government

•

NHI future possibilities for your practice...Watch this space as NHI starts to roll out!

•

Buying Group currently being formed to purchase disposables and practice requirements at best price ...Watch this space!

Cost of offering of Associate Membership:

•

Dentists: R400.00 VAT Inclusive, per month

•

Allied Health Care Professionals: R310.00 VAT Inclusive, per month

All fees are payable by debit order only
Should you be interested in this offering, please email Marilie at pa@cpcqualicare.co.za and one of our 5 consultants will make contact
with you shortly.

Warm Regards
Dr Tony Behrman
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South Africa faces ‘digital load shedding’ in the
next few months, CEO warns
On top of everything else, businesses must now worry about
the prospect of a major cut in bandwidth for those who
connect through cell phone networks, says BLSA chief
executive Busi Mavuso.
Despite warnings of the damage to the economy and the fight
against the pandemic, Icasa is pressing ahead with a plan to
terminate access to the emergency spectrum at the end of

November, she said.
In April 2020, Icasa released emergency spectrum to allow the country’s mobile operators to meet the
spike in demand for broadband services due to South Africa’s coronavirus lockdown.
The spectrum was expected to ease network congestion, maintain the quality of broadband services, and
enable network operators to lower the cost of access to consumers.
However, in a notice sent to operators at the start of September, the regulator said that the emergency
spectrum will be taken back on 30 November 2021.
“This will make it harder for workers to connect from home, leaving businesses with a difficult choice –
either force workers back into the office, put them on leave or make them redundant,” said Mavuso
“The move by Icasa has particularly hit the business process outsourcing sector, the one area of the
economy that has managed to grow employment during the pandemic.”
Mavuso said that this sector relies on good broadband to connect workers for tasks like call centre
operations.
“Efficient mobile broadband is particularly important for township sectors
which do not have high fixed-line penetration and temporary workers who
do not want the cost and long-term contracts of other forms of access.”
The decision has also damaged confidence in an increasingly part of our
economy in the call centre industry, said Mavuso.
“South Africa’s good English language skills and position relative to US,
European and Asian time zones have enabled it to build a large business
servicing global companies,” she said. “One example is Amazon, which last
year hired 3,000 people for its operations in Cape Town to service its global
business.”
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“Given that there are still 700,000 fewer jobs than before
the pandemic, the last thing we should be doing is damaging
confidence in areas that have been creating jobs. Indeed, we
should be doing everything possible to enable the economy
to recover.”
While Icasa is an independent regulator, Mavuso said she
was ‘astounded’ there hasn’t been a stronger outcry from
the political level, especially given the approaching local government elections.
“The prospect of digital load shedding is surely one that voters will care about.”
Digital load shedding
Telecommunications company MTN has also warned that the Icasa’s decision to take back temporary
radio frequency spectrum on 30 November could lead to ‘digital load shedding’ in South Africa.
MTN SA’s executive for corporate affairs, Jacqui O’Sullivan, told MyBroadband that the decision is a
significant blow given the extra demands placed on its systems.
“Since the start of the pandemic, the amount of data traffic that MTN has needed to carry for its
customers has more than doubled,” she said.
“Removing the temporary spectrum, when the pandemic
remains a reality for all South Africans and before Icasa
completes the spectrum auction, will have a significant impact
on data supply to South Africans.”
The impact of the National State of Disaster has not eased
since the last extension of the temporary spectrum, O’Sullivan
said.
“In fact, since the last extension, South Africa was hit by a record-breaking third wave of infections and

was moved to level 4 risk adjustment level which was only dropped to level 3 on 25 July 2021.”
Published: 27 September 2021
Source: https://businesstech.co.za/news/telecommunications/524032/south-africa-faces-digital-loadshedding-in-the-next-few-months-ceo-warns/
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There’s no place like home…
to track blood pressure
Adults who needed to track their blood pressure regularly to confirm or refute a
hypertension diagnosis preferred monitoring blood pressure at home versus at a clinic,
kiosk or with a 24-hour wearable device, according to preliminary research presented
today at the American Heart Association’s Hypertension Scientific Sessions 2021. The
meeting is the premier scientific exchange focused on recent advances in basic and clinical research on high blood pressure and
its relationship to cardiac and kidney disease, stroke, obesity and genetics, and is being held virtually Sept. 27-29, 2021.
According to the American Heart Association, about 1 of every 2 of U.S. adults has high blood pressure, or hypertension. More
than one in three adults with high blood pressure might not know they have it. High blood pressure is defined as having a
systolic pressure (the top number in a reading) of 130 mm Hg or higher, or a diastolic pressure (the bottom number) of 80 mm
Hg or higher.
“Most hypertension is diagnosed and treated based on blood pressure measurements taken in a doctor’s office, even though
the U.S. Preventive Services Task Force and the American Heart Association recommend that blood pressure measurements be
taken outside of the clinical setting to confirm the diagnosis before starting treatment,” said lead study author Beverly Green,
M.D., M.P.H., senior investigator and family physician at Kaiser Permanente Washington Health Research Institute and Kaiser
Permanente Washington in Seattle. “It is the standard that blood pressure monitoring should be done either using home blood
pressure monitoring or 24-hour ambulatory blood pressure monitoring prior to diagnosing hypertension.”
24-hour ambulatory blood pressure monitoring devices, worn day and night to take
continuous blood pressure readings, are generally considered the “gold standard” for outof-office measurement to determine a diagnosis of high blood pressure. However, blood
pressure measured on a home device, with a traditional blood pressure arm cuff, can be a
more practical and convenient approach.
Green and colleagues studied adherence and acceptability of different blood pressure measuring methods among 510 adults
who had elevated blood pressure yet had not been diagnosed with high blood pressure. They were participants in the Blood
Pressure Checks for Diagnosing Hypertension (BP-CHECK) trial. Participants in the study were an average age of 59 years old;
75% were non-Hispanic white, 7% African American, 6% Asian, 5% Hispanic white and 7% other; half were male; and the
average blood pressure was 150/88 mm Hg. None of the participants were taking blood pressure-lowering medications.
Participants were randomly assigned to one of three groups for determining a new diagnosis of hypertension: clinic
measurements, home monitoring or kiosk blood pressure monitoring.
Those in the group for clinic measurements were asked to return to the clinic for at least one
additional blood pressure check, as is routine in diagnosing hypertension in clinical practice.
The home group received home blood pressure machines, were trained to use them and were
asked to take their blood pressure twice a day with two measurements each time, for five days,
for a total of 20 measurements. The kiosk group was asked to take their blood pressure at a
kiosk in their clinic or at a nearby pharmacy on three separate days, with three measurements
each time, for a total of nine measurements. All participants were asked to complete their
group-assigned diagnostic regimens within 3 weeks, and then to complete 24-hour ambulatory
blood pressure monitoring. Researchers compared adherence to and the acceptability among
each diagnostic method.
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They measured adherence to monitoring by noting the percent of individuals in each group who
completed their assigned measurement method as instructed. They measured acceptability with
questionnaires.
Researchers found:

•

Overall acceptability was highest for the at-home group, followed by the clinic and kiosk groups. 24-hour ambulatory
blood pressure monitoring was the least acceptable option.

•

Participants were least likely to adhere to the monitoring regimen in the kiosk group. Adherence was more than 90%
among those in the home testing group; more than 87% in the clinic group; nearly 68% in the kiosk group; and 91% for
24-hour ambulatory monitoring among all participants.

“Home blood pressure monitoring was the most preferred option because it was convenient, easy to do, did not disturb their
daily personal or work routine as much, and was perceived as accurate,” Green said. “Participants reported that ambulatory
blood pressure monitoring disturbed daily and work activities, disrupted sleep and was uncomfortable.”
When asked which diagnostic testing regimen they would prefer, more than half chose
home blood pressure monitoring, especially if they were assigned to the home group,
where almost 80% preferred home monitoring.
Green suggests health care professionals routinely offer home blood pressure monitoring
to their patients with elevated blood pressure. This might involve providing home blood
pressure monitors, training patients and collecting and averaging several days of blood
pressure readings.
The American Heart Association is striving to improve blood pressure control rates in historically under-resourced communities
across the country by providing training, technical assistance and resources to community health centers for proper blood
pressure measurement and management. In addition, collaborations with community-based organizations provide blood
pressure education, monitoring and management information and resources to their neighbors. The Association is also
marketing directly to communities to raise awareness about the importance of self-blood pressure monitoring, and working
with a health care professional on a plan for blood pressure control.
“Health care professionals should work toward relying less on in-clinic visits to diagnose hypertension and supporting their
patients in taking their blood pressure measurements at home,” Green said. “Home blood pressure monitoring is empowering
and improves our ability to identify and treat hypertension, and to prevent strokes, heart attacks, heart failure and
cardiovascular death.”
A study limitation is that participants were mainly white, which is not representative of all people who have high blood
pressure. According to American Heart Association statistics, about 50% of white and Hispanic
men and 40% of white and Hispanic women have high blood pressure, while 58% of Black men
and women have it.
Published: 27 September 2021
Source: https://newsroom.heart.org/news/theres-no-place-like-home-to-track-blood-pressure
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Vaccinating against covid and
flu at same time is safe,
study showsa
Administering an influenza vaccine at the same time as a second dose of
a covid-19 vaccine produced no safety concerns and preserves the
immune response to both vaccines, say researchers.1
The results from the ComFluCOV study have already been presented to
the UK Joint Committee on Vaccination and Immunisation and fed into

the committee’s recent advice that the flu vaccine can be
co-administered with a booster or third dose of a covid-19 vaccine.2
The study, funded by the National Institute for Health Research, has been published as a preprint and has
not yet been peer reviewed.
A total of 679 volunteers were recruited across 12 NHS sites in England and Wales. They were all aged
over 18 and had already received one dose of either the Pfizer-BioNTech or the Oxford-AstraZeneca
vaccine and were waiting for their second dose. Two covid vaccines and three flu vaccines were tested,
giving a total of six combinations.
The volunteers were randomly allocated to receive either
a flu vaccine or a placebo saline injection in the opposite
arm to their second covid-19 vaccine. Three weeks later
the group who received placebo received the flu vaccine
and vice versa. The participants also attended a third study
visit to discuss any side effects they experienced and to
give a blood sample.
The primary endpoint was one or more reported systemic
reactions in the seven days after first trial vaccinations, with a difference of less than 25% considered to
be acceptable. The most common side effects were pain around the injection site and fatigue. No
significant difference was found in four of the six group combinations; in two combinations there was a
slight increase in the number of people who reported at least one side effect when both covid-19 and flu
vaccine were given together, but the reactions were mostly mild or moderate. The study also found that
the immune responses to both the influenza and covid-19 vaccine were preserved when given together.
Vaccinating against covid and … Continue to page 47
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A strength of the study was that it did not exclude people
who were pregnant, had severe uncontrolled medical
problems, were immunocompromised, or aged 65 or over, so
it was representative of the population who were most likely
to receive both flu and covid vaccines. However, two of the
groups had lower recruitment than planned, which was
related to expiry dates of some flu vaccines and the timing of
the roll out of specific covid-19 vaccines in the UK.
Rajeka Lazarus, a consultant in infectious diseases and microbiology at University Hospitals Bristol and

Weston NHS Foundation Trust and the study’s chief investigator, said, “This is a really positive step which
could mean fewer appointments for those who require both vaccines, reducing the burden on those who
have underlying health conditions and would usually be offered the influenza vaccine.” She told a Science
Media Centre briefing that this would be a practical benefit to general practices as it would reduce the
administration burden of making two appointments.
The JCVI guidance states that “where operationally expedient, covid-19 and influenza vaccines may be
co-administered.” However, it advises that the “covid-19 booster vaccine programme should not disrupt
or delay deployment of the annual influenza vaccination programme.” Practices should offer patients
their covid and flu vaccines as soon as they are eligible rather than delaying while waiting for deliveries of

either vaccine so as to administer them at the same time.
Published: 01 October 2021
Source: https://www.bmj.com/content/375/bmj.n2411
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Doctors groups lobby to prevent
pharmacists from dispensing first line
ARV drugs to patients
DURBAN - DOCTORS’ lobby groups are objecting to a proposal that seeks to allow
pharmacists to dispense first-line antiretroviral medicine to patients.
The Unity of Forum of Family Practitioners (UFFP), the African Viral Society (AVCS)
and the Independent Practitioner Association Foundation (Ipaf), are all trying
lobbying to stop the implementation of the proposal.
Recently the Pharmacy Council gazetted the Pharmacist-Initiated Management of
Antiretroviral Therapy (Pimart). It proposed that pharmacists should be allowed
to manage patients for ARV treatment, pre-exposure prophylaxis (PrEP) and
post-exposure prophylaxis (PEP) to increase the public’s access to health services.
Vincent Tlala, registrar and chief executive of the SA Pharmacy Council, said the
introduction of Pimart by the council meant South Africans would now have
increased access to HIV testing, first-line treatment and prevention, as more than 3 600 community pharmacies
would become potential sites for access to testing and treatment.
The council said the role of pharmacists would be to provide first-line treatment in line with the Health
Department’s approved primary health-care guidelines. Stakeholders were given 60 days to comment when the
gazette was tabled in March.
Ipaf chief executive Dr Unben Pillay said the extension of pharmacists to dispense
first-line ARV medicine was too simplistic an approach.
Pillay said the various bodies representing more than 8 500 general practitioners felt
the gazette had been missed by them as they have been focusing on the country’s
vaccine campaign to curb the Covid-19 pandemic.
“There are several factors associated with the proposal that we find deeply
concerning for the safety and well being of patients.
“Although the regulator was not obligated to inform us, in fairness, it should have
alerted doctors of the change. As much as I agree that as a country we have a high disease burden, and that more
should be done to help all health workers and clinicians, it sets a bad precedent.
“What we are asking is that we be allowed to interrogate the proposal further and make our comments. We don’t
want a legal process on Pimart being implemented, but we must always look at patient care first,” said Pillay.
Dr Muhangwi Mulaudzi, managing director of the AVCS, said pharmacists were not clinicians and a few weeks
course would not make them such.
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“Pharmacists are not trained at tertiary level the same as doctors, therefore this
is tantamount to hijacking our profession, and we strongly object to such a
move.”
Mulaudzi said the AVCS was there to support health-care professionals to
manage viral infections, according to the most current guidelines, to allow for
the individual care needs of their patients.
“The identification, confirmation and selection of optimal treatment and patient
education on all aspects of treatment, requires the participation and
co-operation of numerous stakeholders to achieve the optimal outcome.
“The caregivers range from social workers, nurses and pharmacists, to general practitioners and
specialists, depending on the needs of the individual. The Pimart proposal and its conduct amount to a
simplistic papering over the health issues it seeks to address, with the effect of putting patients' health at
an unwarranted risk.
“Pharmacists are not primarily trained to treat patients and the Pimart proposal is therefore tantamount
to the hijacking of the medical profession or practice for an objectionable purpose” said Mulaudzi.
He said the treatment of a viral infection had far-reaching ramifications as incorrect treatment can
influence the long-term outcomes of the patient, and cause harm.
“We believe that each discipline should focus on their role as part of the treatment team, and that
blurring the roles and responsibilities is not in the best interest of the patient.”
Dr Norman Mabasa, chairperson of the UFFP and former chairperson of the South African Medical
Association, said the organisation had requested an urgent meeting with the health ministry about
patients being able to receive, and initiate HIV medicines without a doctor’s script.
Mabasa said the family practitioners were deeply concerned about maintaining the standards of health
care and what the Pimart changes would mean for patient care.
Published: 01 September 2021
Source: https://www.iol.co.za/mercury/news/doctorsgroups-lobby-to-prevent-pharmacists-from-dispensing-firstline-arv-drugs-to-patients-fa58302a-db97-4687-9ffa0063b321fc7c
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Dis-Chem welcomes pharmacists being
allowed to dispense first-line HIV
prevention and treatment drugs
Major commercial pharmacy retailer Dis-Chem Pharmacies has welcomed the news
that South African pharmacists will shortly be able to prescribe and dispense HIV
medication,

including

PrEP

(pre-exposure

prophylaxis)

PEP

(post-exposure

prophylaxis) and first-line anti-retrovirals, without patients first having to obtain a
script from a doctor.
It said the PIMART (Pharmacist-Initiated Management of Antiretroviral Treatment)
programme, the first of its kind globally, will improve the accessibility of HIV
treatment and prevention therapy among under-reached and under-served groups
and communities by employing health-care service opportunities available in
pharmacies.
Tanya Ponter, executive manager for Dis-Chem, responsible for dispensaries across the group, said the pharmacy retail chain was in
full agreement with the initiative.
“It’s long overdue that pharmacists are able to best use their clinical expertise to play a valuable role in contributing to ending the
high burden of HIV in South Africa. Any endeavour that will serve to broaden the accessibility of treatment protocols to patients and
which will support the fight against HIV infections and illness should be applauded by the broader medical community.”
The group said pharmacies allowed for easier access to HIV-related treatment and
care as they were open after hours and on weekends and have a broad national
footprint. It said furthermore that as pharmacy environments serviced many
customers with different needs, they provided a greater level of anonymity and were
less stigmatising.
She said: “Anyone who has HIV symptoms or who tests positive for HIV will qualify for
this treatment. This initiative aligns with Dis-Chem’s philosophy of prioritising its
primary health-care mandate and increasing its focus on providing health-care access
to broader segments of the population.”
Ponter said Dis-Chem has (at least) one pharmacist and nurse in each of its pharmacies that have already completed the PIMART
training. She also said that Dis-Chem’s clinic department has submitted almost 300 applications for the permit, of which 30% have
already been approved.
“At present, the group is relying on telemedicine to expedite this service – pharmacists who have completed the PIMART course can
prescribe HIV medication via an online link to HIV clinicians who endorse the script, while Dis-Chem clinics can assist with ARV
treatment via a videomed doctor’s consultation. Once all permits are received from the South African Pharmacy Council (SAPC), the
full-service offering will be available in Dis-Chem clinics and plans are to offer this service by March 2022.
“We believe that this initiative will go a long way to closing the gap in the fight against HIV by expanding access to the members of
the hard-to-reach populations. We are looking forward to receiving full approvals for course accreditation from the SAPC and
National Department of Health, which will confirm the endorsement for our pharmacists to prescribe this vital treatment,” Ponter
says.
Published: 04 October 2021
Source: https://www.iol.co.za/mercury/news/dis-chem-welcomes-pharmacists-being-allowed-to-dispense-first-line-hiv-preventionand-treatment-drugs-b6998857-5d8f-450e-8c17-a6d1c6e48409
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5 big changes coming for Discovery medical aid
members in 2022
Financial services group Discovery has announced several new innovations
and changes within its Discovery Health portfolio, at its annual
product-update event this week, including a Discovery Hospital service and
international coverage.
“The golden thread running through the various elements we shared with the
financial adviser community and media today, was our focus on personalisation of healthcare through
digitally-powered processes,” said Dr Ryan Noach, CEO of Discovery health.
He said that the new features, with a particular focus on four ground-breaking areas, will be made available in 2022
on a phased basis.
Discovery Hospital at Home
From January 2022, DHMS members will have access to Discovery Hospital at Home – hospital-level care delivered
in a patient’s home for several medical and surgical conditions that would otherwise require admission to the
hospital.
Noach said that the system would work as follows:
•

DHMS members are admitted to Discovery Hospital at home through a referral by their doctor.

•

Once admitted, they access integrated, cutting-edge technology that allows for real-time remote monitoring
24/7 of patients’ vital signs.

•

Medical providers continually assess the patient’s health status, monitor their medical stability, track
treatment compliance, and recommend interventions when necessary.

•

When patient deterioration is detected, actionable notifications enable caregivers to deliver real-time clinical
interventions.

“Overall, members are supported by highly personalised care team with skilled clinical staff, clinical protocols and
best clinical practices, and appropriate medical scheme benefits,” said Noach.
“Together, these benefits and services ensure a seamless healthcare experience for patients. Services are funded
from members” hospital benefits and are subject to pre-authorisations. Patients can always reach a clinician if they
have questions or concerns.
“Family members are kept up to date on the patient’s progress, either during the home visits
or through a virtual consultation. Depending on a patient’s specific needs, consultations with
allied healthcare professionals may be incorporated into their personalised care plan.”
Qualifying members also have access to transport services, daily meals to cater for specific
dietary requirements, and a 24-hour carer for elderly members.
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Chronic conditions
Discovery pointed to the emergence of Long Covid trends
following almost 20 months of the Covid-19 pandemic, with one
in every 10 people who contract Covid-19 experiencing symptoms
for longer than three weeks following an acute phase of illness.
“While Long Covid is not yet fully understood, people across the world who are experiencing long Covid symptoms
have reported that they are struggling to manage their symptoms while feeling stigmatised and unsupported,” Dr
Noach said.
Discovery Health has partnered with myHealthTeams to provide DHMS members living with diabetes or heart
disease and those impacted by Long-Covid, with access to a digital community of patients living with the same
illness. This offering will take effect in January 2022, Noach said.
He said that the system will work as follows:
•

It connects patients living with the same chronic illness to exchange real-world health experiences and
stories.

•

It brings in active engagement by medical experts to ensure all conversations and patient-to-patient
exchanges are clinically moderated.

•

Allows access to regular blogs and live Q&A sessions with local and international medical experts.

•

Allows patients to access condition-specific curated content, including the latest clinical treatments and
advances in research.
International service
Vitality Health International will extend Discovery’s footprint into the
rest of Africa with launch of “Travel for Treatment” and “International
Health Insurance Products”.
From 2022, employers with operations in several African countries will
be able to offer their employees living and working in Africa access to
healthcare through Vitality Health International.

“We have drawn on our extensive experience in the design of this fully digital, innovative health insurance product.
It meets the needs of customers in each market, though four plan options,” said Dr Jonathan Broomberg, chief
executive of Vitality Health International.
“Cover will be available from 1 January 2022 and initially only for Nigeria, Ghana, Zambia, Kenya. We aim to expand
into a large number of other countries on the continent throughout 2022.”
“We have health insurance operations in China, US, Australia and UK and we are very pleased to announce today
our expansion into several African countries outside of our home country of South Africa,” said Dr Broomberg.

Qualicare Newsletter - September2021 Edition

52

5 Big changes coming for… Continue to page 53

5 Big changes coming for … Continue from page 52

Discovery Pay
Discovery Bank launched Discovery Pay at the end of 2020, a platform
that promises secure payments between Discovery contacts with just
a cellphone number, no matter where they bank.
In 2022, all Discovery Health Medical Scheme members can use Discovery Pay to transact across the
healthcare system. Members can also access Pay as you Gym facilities nationwide and pay Discovery Bank
clients using a single number.
•

Activation of Discovery Pay is once-off and activates all features, including payments for healthcare

and Pay As You Gym.
•

There is no additional cost for activating and using Discovery Pay.

“By linking their digital Discovery Bank service, DHMS clients will transact seamlessly anywhere in the
healthcare system, such as instantly settle any outstanding co-payments or medical payments without the
hassle of reconciling part-payments, across a network of the more than 6,400 general practitioners
nationwide,” said Noach.
“The Discovery Pay integration also extends to members engaged in Vitality, where they can access to
more than 150 Virgin Active or Planet Fitness facilities nationwide on a Pay As You Gym basis, at

discounted rates, from as little as R75 per visit, depending on the retail rate of the specific club.”
Three months of free Vitality for DHMS members
Vitality will extend its ‘three months offer for free’ to members of most medical schemes administered by
Discovery Health, including DHMS.
Clients can choose to try Vitality or Vitality Active free for
three months, enjoying all the benefits of that programme,
with the option to cancel at any time within the three
months

Published: 05 October 2021
Source: https://businesstech.co.za/news/finance/526570/5-big-changes-coming-for-discovery-medicalaid-members-in-2022/
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Disclaimer:
The entire contents of the CPC/Qualicare Newsletter was the latest and up to date upon sending.
Due to the fluency of the current situation, information change daily. Please visit our website for the latest, updated information.
The Newsletter are subject to the provisions of the Protection of Personal Information (POPI) Act (Act 4 of 2013), as well as the General Data
Protection Regulations of the European Union (GDPR EU). The content of this sites and/or attachments, must be treated with confidentiality
and only used in accordance with the purpose for which they are intended.
Neither CPC/Qualicare (PTY)LTD or CPC Holdings (PTY)LTD, their Directors & staff accept any liability whatsoever for any loss, whether it be
direct, indirect or consequential, arising from information made available in the Newsletter & actions resulting therefrom. Any disclosure,
re-transmission, dissemination or any other use of this information is prohibited.
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