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1. 
Introduction to Submission

1.1. The Hospital Association of South Africa (hereinafter referred to as HASA) welcomes the National Department of Transports attempt to develop a comprehensive program of health care delivery in relation to the obligations of the Fund. As an Association representing the interests of private hospitals we believe that such an initiative is both progressive, and in line with the Constitutional mandate to improve healthcare delivery and access to the people of South Africa.

1.2. In its submission, HASA expresses:

· A commitment to support all positive attempts made by either the public and private sector to improve health care delivery, and thereby ensure greater access to health care services;

· Support for the creation of a mutually beneficial process of debate and deliberation, which recognises the need for equal partnerships between the public and private sector; 

· Support for public-private partnerships;

· Support for responsible and qualified national expenditure in healthcare;

· Support for a negotiated and appropriate medical tariff, applicable to both the public and private sector.

· Support for a provision providing for the provision of emergency medical care, without the element of fault.

· Support for the appropriate payment of service providers.

· Support for a comprehensive and fair dispute resolution process.

1.3. HASA believes that in order for the Fund to effectively negotiate an appropriate tariff, it must commit itself to making payment for such within a prescribed period. Such a guarantee will enable a comprehensive risk evaluation of costs to any provider of a service, who in turn will be in a position to negotiate an appropriate tariff with the Fund.

1.4. Without such a guarantee, HASA is of the opinion that no tariff applied by the Fund will be effective in addressing the concerns of the public and/or private sector. HASA also recommends that the RAF make application to the Competition Authority for exemption to negotiate collectively with the private health sector to collectively negotiate an appropriate tariff.

1.5. Accordingly, all HASA recommendations are made in regards to the provision of such guarantee. Without which, HASA’s submission would be fundamentally different.

2. Introduction to HASA.

2.1. The Hospital Association of South Africa (‘HASA’) is an industry association which represents the collective interests of the majority of private hospital groups and independently-owned private hospitals in the Republic of South Africa. 

2.2. Currently, HASA comprises a total of 173 private hospitals representing 18 653 beds and 73% of the private hospital industry in South Africa. It is a key role-player in South Africa’s healthcare environment. (A full list of member hospitals and groups is attached as Annexure A).

2.3. Governed by a Board of Directors and under the leadership of chief executive officer, Albert Ramukumba, HASA functions as the official mouthpiece of South Africa’s private hospital industry. 

2.4. In particular the Association exists to-

· Promote the development of an economic and social system, based on the principles of equal opportunity, justice, free market economy and individual entrepreneurship;

· On behalf of the private hospital industry, comment on proposed legislation and initiate constructive debate around any such issues;

· Act as an industry representative to commissions, committees or other institutions;

· Forge affiliations with international private hospital bodies;

· Function as an industry communications hub and notify members on national and international affairs which may have ramifications for South Africa’s healthcare sector;

· Investigate complaints and mediate patient or member disputes; and

· Market the industry and its competence to the public.

2.6.
South Africa’s private hospital industry is truly a national asset of which the country and its citizens can be justifiably proud. Standards of medicine and care are rated amongst the finest and most cost-effective in the world. Indeed, our private hospital industry is the envy of many other countries. 

2.7.
Overall, the industry contributes positively, both socially and economically. From an accessibility perspective, the geographical spread of private hospitals is excellent, and their locations ensure that they are able to provide accessible healthcare to millions of South Africans. 

2.8.
Together with the medical aid industry, private hospitals and their associated providers fulfil a vital role in terms of meeting the healthcare needs of over seven million South Africans who would otherwise be dependent upon public sector hospitals for their care. 

3.
HASA’s commitment to an economic and social system, based on the principles of equal opportunity, transformation, justice, free market economy and individual entrepreneurship.
3.1. HASA currently encourages, and where possible supports, it’s membership in regards to the abovestated vision, and actively participates in numerous programs of development, transformation and improved accessibility to all South Africans. 
3.2. In particular, HASA members have proactively sought to become involved in important national initiatives within healthcare delivery including:

· Creating The Healthcare Managers Forum; 

· Participating in appropriate SETAs; 

· Training nurses; 

· Formulating an organ transplant policy; 

· Providing emergency medical treatment and emergency ambulatory services;

· Involvement with the national nurses forum; 
· Recognising, via the national healthcare awards ceremony, those members who have embraced and encouraged aspects of transformation within the industry.
3.3.
In addition, the private and public healthcare sectors have joined forces on numerous occasions to work together in the best interests of patients and, in addition via the creation of Private Public Partnerships (PPPs) eg. Humansdorp (Eastern Cape), Hermanus (Western Cape) and Universitas/Pelonomi (Bloemfontein).

4.
Submission


Suggested legislative text as proposed by HASA is indicated in italics.

4.1. The Provision of Emergency Medical Care.

HASA’s first recommendation to the Road Accident Fund is to make a legal distinction between the provision of ‘emergency medical treatment’ and other health care services. In addition to such distinction, the Fund should make the provision of emergency healthcare for road accidents exempt from the fault element endemic to the RAF Act. In support of such submission, HASA argues;

4.1.1. Section 27(3) of the Constitution of the Republic states that: “No one may be refused emergency medical treatment.”

4.1.2. In terms of which, no distinction is made between patients who are at fault (cause of their injury) or those patients who are not at fault, the right applies to both. Accordingly, it could be argued that the current provision of law (as provided for in the Road Accident Fund Act), is inconsistent with the Constitution of the Republic, but only in so far as it applies to ‘emergency medical treatment’.

4.1.3. The Ethical Rules of the Health Professions Council published in terms of the Health Professions Act, states that no practitioner “may refuse to treat a patient in an emergency.”

4.1.4. Section 5 of the National Health Act stipulates that: “ A health care provider, health worker or health establishment may not refuse a person emergency medical treatment”. Similarly, no distinction is made between citizens of South Africa and non-citizens.

4.2. Proposed Definitions
.

HASA proposes that the following definitions be considered in any amendment relating to the provision of healthcare.

Emergency medical condition means – “an event threatening or causing acute injury and/or illness, which requires the immediate preventative and/or remedial medical intervention, where failure to provide immediate preventative and/or remedial treatment would result in serious impairment to bodily functions and/or a serious dysfunction of a bodily organ and/or part, and/or death of that person”.

Emergency medical treatment means – “the provision of reasonable and appropriate treatment by a registered health professional as may be required to stabilise the emergency medical condition.”

Patient means – “ the person receiving treatment in a private hospital (health establishment), including receiving blood or blood products, or using a health service, and if the person receiving treatment or using a health service is-

(a) below the age contemplated in section 39(4) of the Child Care Act, 1983 [Act No. 74 of 1983], “patient” includes the person’s parent or guardian or another person authorised by law to act on first mentioned person’s behalf; or

incapable of taking decisions, “patient” includes the person’s spouse or partner or, in the absence of such spouse or partner, the person’s parent, grandparent, adult child or brother or sister, or another person authorised by law to act on the first mentioned person’s behalf.”

4.3. Recommended Legislative Text for the Provision of Emergency Medical Treatment.

HASA recommends that the RAF consider the following legislative amendment, in so far as it reads for a general protocol (for the provision of emergency medical care).

4.3.1. Where a hospital has an emergency unit, and accordingly is able to render emergency medical treatment.

4.3.2. Such hospital shall, if any patient comes to, or presents him or herself to the emergency unit of that hospital, provide for an appropriate Triage within the capability of the hospital's emergency unit, including ancillary services routinely available to such emergency unit, to determine whether or not an emergency medical condition exists.

4.3.3. Should such an emergency medical condition exist, then such hospital shall provide the patient with appropriate triage, and shall provide resuscitation, appropriate stabilization and monitoring, until appropriate disposition of the patient has been affected.

4.3.4. Transferring the patient to another health establishment, be it public or private, shall be restricted until such time as the patient receiving such emergency medical treatment for his or her emergency condition has been stabilised.

4.3.5. A private hospital may not transfer a patient receiving emergency medical treatment and who has not been stabilised, unless:

(a) the patient after being informed of the private hospital's obligations under section 27(3) of the Constitution of the Republic of South Africa, and of the risk of transfer, in writing requests transfer to another health establishment, or

(b) a registered medical practitioner is of the opinion, based on the information available to him or her at the time, that the risks of keeping such a patient in the hospital outweigh the potential risks of transferring such a patient to another facility. Should the practitioner then decide to effect such transfer, he or she shall stipulate such in writing, and record such on the hospital’s record.

4.3.6.
A transfer effect in terms of subsection (number to be included) shall only be effected if:

(a) the facility to which the patient is being transferred is appropriate and has the capacity to render the necessary medical treatment required, and;
(b) the facility to which the patient is being transferred has agreed to such transfer.
4.4. Payment.

4.4.1. The hospital that provides such emergency medical treatment to a patient, shall be entitled to receive payment in accordance with a negotiated tariff, as approved by the Fund. 

4.4.2. Such tariff should not be seen as a clinical algorithm, but rather an approved standard of emergency health care services to be rendered in both the public and private sector.

4.4.3. Disputes in regards to payment should be resolved by a process of arbitration, so as to avoid expensive and at times unnecessary  litigation. 

4.4.4. Provision should be made in the regulations, for the information that should appear on any account submitted by a supplier of a service, as well provision made for disputes in regards to aspects of an account.

4.4.5. Accordingly, HASA recommends the following:

4.4.6. The health care provider and/or establishment that provides such emergency medical treatment in terms of this Act, shall be entitled to claim payment from the Road Accident Fund. 

4.4.7. Charges by suppliers of service;

(1) A supplier of a service who has rendered any emergency medical treatment to a patient in terms of this Act, in terms of which an account has been rendered to the Fund, shall, notwithstanding the provisions of any other law, furnish to the Fund an account or statement reflecting such particulars as may be prescribed.

(2) The Fund shall, in the case of such an account being rendered, subject to the provisions of this Act, pay to the supplier of service, any amount owing to that supplier of service within 60 days after the day on which the claim in respect of such amount was received by the Fund.

(3) Notwithstanding anything contrary contained in any other law the Fund may, in the case of :

(a) any loss which has been sustained by the Fund through theft, fraud, negligence or misconduct which comes to the notice of the Fund, or

(b) any amount which has been paid bona fide in accordance with the provisions of this Act to which a supplier of service is not entitled;

claim such amount, together with damages, from the supplier of such health service.

4.5. Disputes in regards to any amount owing.

4.5.1. Disputes in regards to any amount owing should be settled by a process of arbitration, whereby both parties are subject to the final decision of an independent Arbitrator.

4.5.2. Disputes in regards to any amount reflected on the final account of a supplier of service, should be subject to a process whereby the supplier is afforded the opportunity to rectify such, before such is referred to arbitration for deliberation. Such process should be provided for in the Regulations.

4.5.3. HASA recommends the following:

4.5.4. In the event of any dispute regarding any amount owed to a supplier of a service, such dispute shall be subject to internal dispute resolution process of the Fund as prescribed. In the event of no agreement between the disputing parties after such process, then such dispute shall be referred to an independent Arbitrator. 

4.5.5. HASA recommends the following internal dispute resolution process (which should be provided for in the Regulations to the Act). Proposed regulations shall be indicated in italics and in green.

4.5.6. The account or statement contemplated in section (number to be included) of this Act must contain the following-

(a) The surname and initials of the patient.

(b) The practice code number, group practice number and individual provider registration number issued by the registering authorities for providers of a health related service.

(c) The relevant diagnostic and other such item code numbers that relate to such relevant health service.

(d) The date on which the relevant health service was rendered.

(e) The nature and cost of each relevant health service rendered, including the supply of medicine to the patient, and the name, quantity and dosage of, and net amount payable, which shall include the dispensing fee (where applicable).

(f) Where a pharmacist supplies medicine according to a prescription to a patient, a copy of the original prescription or a certified copy of such prescription, if the Fund requests such.

(g) Where mention is made in such account or statement to the use of a theatre-

(1) the name of the relevant practice number and provider number contemplated in paragraph (e) of the medical practitioner that performed the operation.

(2) The name or names and the relevant practice number and provider number contemplated in paragraph (e) of every medical practitioner who assisted in the performance of the operation; and

(3) All procedures carried out together with the relevant code number contemplated in paragraph (f).

4.5.7. The Fund shall not limit, exclude, retain or withhold any amount to which a supplier of a service is lawfully owed.

4.5.8. If the Fund, is of the opinion that any account, statement or claim, or any item thereon, is erroneous or unacceptable for payment, it must inform the service provider within 30 days after receipt of such account, statement or claim that it is erroneous or unacceptable for payment and state the reasons for such opinion. Payment must however be made, in regards to those amounts which are not erroneous or unacceptable for payment.

4.5.9. After a service provider has been informed as referred to in sub-regulation (number to be included) such service provider must be afforded the opportunity to rectify such account or statement.

4.5.10. Upon the re-submission of such account, statement or claim, payment must be made to the service provider by the Fund within 30 days of receipt of such. Providing such payment is not in dispute.

4.5.11. Should the payment still be in dispute, then such dispute should be referred to an independent Arbitrator for his or her deliberation. The costs of such arbitration may be decided upon by the Arbitrator, or the parties may elect to cover their own costs. In the event of the parties electing to cover their own costs, such decision must be recorded by the Arbitrator in his or her decision.
4.6. Recommended Minimum Standards of Emergency Treatment.

4.6.1. HASA recommends the following basic standards of emergency medical treatment for road accident victims, as these are achievable in both the public and private sector. These should form the basis of the Regulations applicable to the provision of emergency health care.

4.6.2. Life threatening injuries should be treated appropriately, promptly and in accordance with appropriate priorities, so as to maximize the likelihood of survival.

4.6.3. Potentially disabling injuries are treated appropriately, so as to minimize functional impairment and to maximize the return to independence and to participation in community life.

4.6.4. Pain and psychological suffering are minimized.

5. The Provision of other Health Care Benefits.

5.1. HASA is of the opinion that the provision of health care benefits outside the provision of emergency medical treatment, should be in accordance with the general provisions of the Act (subject to the element of fault). Accordingly, such health benefits would only be financed by the Fund, in accordance with the provisions of the Act.

5.2. HASA is of the opinion, that the Fund should consider entering into designated service provider arrangements with any provider of a health-related service, for the provision of these services to road accident victims.

5.3. In particular, arrangements should be made with designated rehabilitation units, both in the public and/or private sector, where such is provided (and may be subject to certain geographical areas). In accordance, with such arrangement, the Fund and the designated provider, shall negotiate an appropriate tariff for the delivery of such health services, and the payment thereof, shall be limited to the terms of the contract between the Fund and the designated provider.

5.4. Application should be made by the RAF for an exemption to negotiate collectively with the private health sector, and accordingly implement a mutually acceptable and negotiated tariff.
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6.
LEGAL OPINION.


Thursday, 25 November 2004

Adv. K. Worrall-Clare BA. LLB. PGDip (ForenAudCrimJust)

Executive Officer: Legal Affairs

Hospital Association of South Africa.

RAF Amendment Bill.
 [1]
PREAMBLE.


I have been requested by the Board of Directors to comment on the proposed Road Accident Amendment Bill (hereinafter referred to as the ‘Amendment’), as forwarded to HASA by Karina Moller, on the 11th of November 2004.


This opinion is a preliminary response to the Amendment Bill, and additional research and/or comment may be added.

[2]
Emergency Medical Treatment.

2.1. Section 7(a) of the Amendment, provides an exemption from the element of fault, but is limited to the provision of emergency medical treatment, thereby potentially increasing the Fund’s liability to those persons previously excluded in law. 

2.2. It is submitted that this amendment is consistent with the provisions of the Constitution of the Republic, which provides that no person “shall be denied emergency medical treatment”. Importantly the Constitutional provision makes no distinction between persons ‘at fault’ and those who are deemed not at fault. If anything, it is submitted that one would need only to prove that an ‘emergency’ medical situation existed, and the right would then apply. One could therefore, argue that as the obligation applies to the private sector, with no provision for the payment thereof, then there can be no valid cause as to why the Fund would be exempt from the same obligation.

See:
Section 27(3) of the Constitution of the Republic of South Africa, 1996 [Act 108 of 1996].

2.3. Accordingly, I am of the opinion that the current provisions of the Road Accident Fund, which limit emergency medical treatment to those persons who did not directly cause or indirectly cause a motor vehicle accident, may be inconsistent with the provisions of the Constitution of the Republic. Furthermore, I believe that it is a matter of time before such inconsistency is challenged constitutionally.

2.4. Consideration must also be given to the fact that the amendment reads consistently with section 5 of the National Health Act, 2003 [Act No. 61 of 2003], which provides that:

5. A health care provider, health worker or health establishment may not refuse a person emergency medical treatment.

2.4.1. It is submitted that section 5 of the National Health Act, goes further than section 27(3) of the Constitution of the Republic, in that it places the legal obligation not to refuse emergency medical treatment on the “health care provider”, “health worker” or “health establishment”. Furthermore, no distinction is made between the public and private sector, with the obligation applying equally to both.

2.4.2. It is further submitted that the obligation imposed by the National Health Act (as stated in paragraph 2.4.1.) could amount to ‘unfair’ and/or ‘unreasonable’ act, if no provision for the payment thereof is provided in law. This is particularly true of the private sector, which in effect faces an ‘unfunded mandate’ with no subsidy from the State in any way,  and yet must provide the same level of care required of the State. 

2.5. In addition to the Constitution and the National Health Act, all health professionals are obliged to provide emergency medical treatment in terms of the Ethical Rules published by the Health Professions Council of South Africa, in accordance with the Health Professions Act.

[3]
The Definition of Emergency Medical Treatment.

3.1. No formal definition of ‘emergency medical treatment’ exists within the National Health Act, although HASA through the office of Adv. K. Worrall-Clare suggested the following definition:

Emergency medical condition means – “an event threatening or causing acute injury and/or illness, which requires the immediate preventative and/or remedial medical intervention, where failure to provide immediate preventative and/or remedial treatment would result in serious impairment to bodily functions and/or a serious dysfunction of a bodily organ and/or part, and/or death of that person”.

3.2. The Amendment in 7(c) defines an emergency medical condition as: an acute injury or illness which requires immediate preventative or remedial medical intervention, where failure to intervene would result in serious impairment to bodily functions or serious dysfunction of a bodily organ or part, or death of the person concerned.

3.3. It is my submission that the definition is legally sound, but for clarity around the position of pregnant women. In particular, I refer to international attempts to clarify the position of ‘unborn persons’ placed at risk due to the medical condition of the mother.

(1) The term ''emergency medical condition'' means - (A) a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in - (i) placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, (ii) serious impairment to bodily functions, or (iii) serious dysfunction of any bodily organ or part; or (B) with respect to a pregnant women who is having contractions

3.4. I would therefore, recommend that the definition be amended to provide for the position of the pregnant women, and her unborn child. In particular, I would suggest as follows:

emergency medical condition means: an acute injury or illness which requires immediate preventative or remedial medical intervention, where failure to intervene would result in serious impairment to bodily functions or serious dysfunction of a bodily organ or part, or death of the person concerned, or with respect to a pregnant woman, the health of the woman or that of her unborn child.
[4]
Tariffs.
4.1. The Hospital Association of South Africa (HASA) is prohibited in terms of the Competition Act, 1998 [Act No. of 1998] from recommending any particular tariff to the Road Accident Fund, but can however, comment on the proposed law.

4.2. Section 4(A) of the Amendment provides that the liability of the Fund or an agent working for the Fund, regarding the tariff contemplated in section 4(a) and section 17(7), provides for two categories of payment. In particular, the State is entitled by virtue of 4(A)(a)(i) to determine its own tariff, whereas the private sector by virtue of 4(A)(a)(ii) has a tariff imposed upon it.

4.3. The State is afforded the right to determine its own tariff, based on tariffs “determined for providers of such services, and shall be prescribed by the Minister after consultation with the Minister of Health”, whereas the private sector can only be paid in accordance with the National Price Reference List as published by the Council for Medical Schemes, after “consultation with that Council”. This despite the fact, that the Council for Medical Schemes is a statutory body, established in terms of the Medical Schemes Act, 1998 [Act 131 of 1998], and as such is not a representative of the private health care sector. It is therefore, my submission that the inconsistency of law, is of fundamental concern and seriously undermines the economic independence of the private sector.

[5]
The National Price Reference List.

5.1.
Cognisance must be given to the fact that there is no provision within the Medical Schemes Act, which provides that the Council for Medical Schemes may publish a recommended tariff. Accordingly, it is my submission that the authority of the Council to publish such a reference list, is currently not recognised in law. In fact section 90, the National Health Act would seem to diminish the Council’s right to publish such a reference list, in that:

5.1.1. Such a reference list shall be published by the Director-General of Health, and not the Registrar of the Council for Medical Schemes.

5.1.2. That such reference list shall be the basis upon which a health establishment, health care provider, or health worker shall determine his or her “own fees”.

5.1.3. That such reference list shall not be mandatory.

5.2.
The National Health Act, 2003, which has been signed by the President, but which has not been promulgated into law, provides specifically in section 90(1)(v) that:

90(1) The Minister, after consultation with the National Health Council, may make regulations regarding-

(v) the process of determination and publication by the Director-General of one or more reference price lists for services rendered, procedures performed and consumable and disposable items utilised by categories of health establishments, health care providers or health workers in the private health sector which may be used-

(i) by a medical scheme as a reference to determine its own benefits; and

(ii) by health establishments, health care providers or health workers in the private health sector as a reference to determine their own fees; and

but which are not mandatory; and

5.2.1.
A valid point of law therefore, is that the Council for Medical Schemes is not recognised in terms of section 90(1)(v) as having the legal right to publish a recommended price list, but rather that right vests, with the Director-General. Furthermore, this provision of law is not yet operational, and the regulations referred to in section 90(1) have yet to be drafted. It is therefore, submitted that the National Price Reference List as currently published by the Council for Medical Schemes has no legal basis, and every health care provider would have valid grounds on which to challenge the application of such reference list in the Amendment Act.

5.2.2.
Should however, the Fund disagree with the above stated point, then it is submitted that section 4A(a)(ii) of the Amendment is inconsistent with section 90(1)(v) of the National Health Act, in that the reference list, as stated in the National Health Act, may not be ‘mandatory’. It is therefore, submitted that the Fund does not have the right to elevate a recommended price reference list, to the status of a mandatory tariff, nor does it have the right to prescribe such a tariff.

5.2.3.
The Council for Medical Schemes currently publishes the National Price Reference List with the permission of the Competition Commission of South Africa, although it is not known on what basis such authority has been granted. Notwithstanding which, it could be argued that the Council as the Statutory body responsible for the medical schemes industry, has no jurisdiction and/or authority over the private health sector (providers of a health care service), but that such jurisdiction, is limited to the private health funding sector.  To extend that jurisdiction to the provider of a health care service, would in my opinion amount to a potential conflict of interests, and accordingly, may be inconsistent with the both the Constitution of the Republic, as well as the National Health Act.

5.3.
Furthermore, it must be reiterated as a point of law that the current NPRL is merely a ‘reference’ tariff, and not a statutory tariff recognised in terms of current law. It is therefore, my submission that the Fund in terms of it’s Amendment, has both misunderstood the legal basis of the NPRL, as well as it’s application in law. In short, a reference price list, which has no basis in law, cannot be elevated to that of a prescribed tariff. Especially when those affected by that tariff, had played little, if any, part in its formulation.

[6]
Providers of a health care service are entitled to receive payment.

6.1. Generally providers of a health care service would have a legal cause of action against a person (who received the benefit of a health service) if there is a contract between both parties. The right would also exist in terms of the common law.

6.2.
Patients that sign a comprehensive admission policy are usually contractually bound to the provisions contained therein. The provider in turn is limited by the rights conferred in terms of that contract, and may elect to enforce those rights in terms of contract law.

See:
Lillicrap Wassenaar & Partners v Pilkington Brothers (SA)(Pty)Ltd 1985 (1) SA 475 (A).

6.3. Section 7(a) of the Amendment recognises the right of the provider to receive payment, and provides that the Fund “shall compensate such person [provider] directly”. The only qualification however, is that such payment is limited to “the prescribed tariff contemplated in subsection 4A.” Accordingly there is no dispute regarding the receipt of payment, nor is there any dispute that the provider is entitled to receive such payment directly from the provider, rather the dispute is limited to the use of the NPRL as a prescribed tariff (subsection 4A of the Amendment).

[7]
Conclusion.

7.1. The proposed Amendment has made some significant changes to the funding of health care services in reference to motor vehicle accidents, some of which are extremely progressive and positive. However, concern is raised in regards to section 4A and the ‘prescribed tariff’ which in my opinion negate the positive strides made by the Amendment. Furthermore, it is my concern that private practitioners and establishments will not be satisfied to receive payment in relation to the NPRL as it currently exists, particularly, as the Amendment makes no provision for the speedy payment of accounts. I would have liked to see a similar provision as contained in the Medical Schemes Act [section 59(2)] which mandates payment to a provider, upon receipt of final invoice, within 30 days.

7.2. I am also doubtful that the current NPRL has any legal standing, and I am firmly of the opinion that the Council of Medical Schemes is not in a position to prescribe an appropriate tariff for the private health care sector. This concern seems to be re-affirmed in the National Health Act, which clearly states in section 90(1)(v) that any reference price list, published by the Director-General, shall not be ‘mandatory’.

Conclusion.

8. HASA believes that the abovestated recommendations are in line with Constitutional developments in health law, and is in the interests of both the public and private sector. In addition to which, we believe that it is necessary in any amendment dealing with the provision of health care benefits that provision be made for the privacy, confidentiality and informed rights of the patient, and that provision be made in the legislation for the sharing of medical information between the Fund as (Funder) and the provider of a health related service. Without which, the law may be inconsistent with both the national Health Act, as well as other concurrent law.

8.1. Adv. K. Worrall-Clare who has had extensive experience in health law, and the drafting of such law, is willing to assist the RAF in the drafting of such an amendment, and can be contacted at 011 478 0156










� Alternative variations of these definitions as provided for in international law, are as follows: (1) The term ''emergency medical condition'' means - (A) a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that the absence of immediate medical attention could reasonably be expected to result in - (i) placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, (ii) serious impairment to bodily functions, or (iii) serious dysfunction of any bodily organ or part; or (B) with respect to a pregnant women who is having contractions - So in original. Probably should be ''woman''. (i) that there is inadequate time to effect a safe transfer to another hospital before delivery, or (ii) that transfer may pose a threat to the health or safety of the woman or the unborn child. 


� Section 1 of the National Health Bill [Bill No. 32B of 2003]


� Guidelines for Essential Trauma Care. The World Health  Organisation and International Association for the Surgery of Trauma and Surgical Care. 2004 (NLM Classification: WO 700). Pg 11.


� The Ethical Rules of the Health Professions Council, states that no practitioner ‘may refuse to treat  “a patient in an emergency.” 
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