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CHAPTER 1

INTRODUCTION

1 .1 • INTRODUCTION

Professor Weyers, Chairman of the South African Co-

ordinating Consumer Council, recently had the following t o

say about consumerism in South Africa:

"Consumers are finding it increasingly difficult to

protect themselves from dangerous products, decept i on

and economic exploitation. In seeking correction, con -

sumers are amateurs, having to rely on their own

knowledge and experience while facing professionals,

competent ln the newest business methods and t e ch-

nologies" (Weyers 1990:4-6).

Consumerism is clearly in its infancy ln South Af rica .

Little formal research has been conducted into consumer ism

in general and even less into consumer lssue s relat ing to

medical products and services. Yet a substant i al port i on of

personal disposable income is spent on medical products and

services.
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In particular, private medical care appears to be utilised

at an increasing rate, since it is now more accessible to

the Black population as a result of increased membership of

medical aid schemes.

Together with such increasing private sector patronage,

however, there appears to be a growing disenchantment among

consumers with regard to the circumstances pertaining to

their treatment and co~stantly escalating medical care

costs. Moreover, it has become evident that associations

which fulfill vital roles in the administration of the

private health care system, have neither the responsibility

nor the initiative to systematically monitor consumer per­

ceptions.

Numerous press reports suggest that the delivery of private

medical care is assuming an increasingly entrepreneurial

character. Accordingly, consumers might well suspect that

profit maximization is now the main objective of doctors,

rather than high quality of individual patient care.

2



1.2. OBJECTIVES OF STUDY

Traditionally patients trusted their doctors completely, ln

every respect of the reciprocal relationship. Consumer as­

sertiveness would have been inconsistent with such a tradi-

tion. However, in recent decades, mass exposure to media

reports has probably made the consumer less trusting and

more demanding, even as recipients of health services. Ac­

cordingly medical consumerism could well become a major

issue if dissatisfaction became manifest. With this in mind,

it is fitting that current consumer perceptions of private

medical care~be empirically probed. In addition an assess-

ment of consumer rights and responsibilities within the

framework of existing legislation and practice needs to be

undertaken.

If appropriately utilised and combined, marketing instru­

ments can enhance the value of a product or service to con-

sumers. The extent to which this might be true with regard

to medicine will also be evaluated.

3



Patient satisfaction (disconfirmation) is fundamentally de­

pendent on service quality which is "an abstract and elusive

construct because of three features unique to services: in­

tangibility, heterogeneity, and inseparability of production

and consumption" (Parasuraman, zeithaml, and Berry

1988:13). Service quality also stems from a comparison of

consumer's expectations or desires from the service provider

with their perceptions of actual service performance i.e.

the perceived service quality is viewed as the degree and

direction of discrepancy between consumers perceptions and

expectations (Parasuraman et.al. 1988:5).

Although objective measures are not always available for

determining quality, consumer perceptions are often con­

sidered to be appropriate measures of quality. Consequently

this empirical study will focus on consumer perceptions of

service quality.

1.2. LIMITATIONS OF THE STUDY

The study will confine attention to the Durban Magisterial

4



District. In doing so it is acknowledged that the percep-

tions of people in rural areas will be excluded. The percep­

tions of these patients may affect the general validity of

the results, since rural medical consumers experience

greater problems of accessibility, ability to pay and com-

munication. It seems that such consumers also have a greater

reliance on alternative forms of treatment (such as the use

of witch-doctors), before consulting doctors. However, the

findings of this study may be reasonably indicative of urban

populations within South Africa.

1 • 3 . STRUCTURE OF THE STUDY

The study begins with an examination of consumerism in

general, since it is of central importance in this thesis.

The definition of consumerism is considered first, followed

by an examination of the development, causes and goals of

consumerism, as well as an assessment of corporate pol i cy

guidelines.
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Chapter 3 examines consumerism in South Africa, and outlines

consumer rights, responsibilities and the legal and pract i-

cal framework within which consumers function.

Business responses in general, and in South Africa in par-

ticular, receive attention in Chapter 4. The implementation

and enforceability of self-regulatory programmes and govern-

ment regulations are also reviewed.

Chapter 5 reviews the health care system 1n South Afric a,

with particular emphasis on: the marketing mix of priva t e

medical care providers; and the rights and responsibiliti es

of medical care consumers.

The delicate but fundamental relationship between doctor and

patient is examined in Chapter 6. The consumer's propensi t y

to evaluate the service encounter stems from the level of

disconfirmation that ensues from this relat ionship.

Chapter 7 surveys consumer protection in the medical s ector

1n South Africa. It will be seen that med1"cal cons tumers 00 ,

may rely on both statutory and common law protect ion.

6



A normative model of the determinants of patient satisfac­

tion is proposed against the background of the literature

study, in Chapter 8. Numerous hypothesis based on this model

will be stated and statistically tested in the empirical

study which follows.

Chapter 9 is devoted to the research methodology to be

implemented in the study. The empirical study will focus on

the perceptions of patients who receive medical care from

the private medical sector.

The research results will be analysed and interpreted in

Chapter 10. Statistical tests will be applied in order to

determine whether the various hypotheses will be accepted or

rejected.

The concluding chapter will focus on the significant find­

ings of the empirical study, with a view to providing recom­

mendations against the background of the normative model.

7



1.4. CONCLUSION

Private medical care is viewed as an increasingly important

aspect of the delivery of health care in South Africa.

However, some aspects of the delivery of private health care

are thought to be causing some dissatisfaction. The poten­

tial for the manifestation of these dissatisfactions in the

form of medical consumerism is very real. Accordingly)atten­

tion first needs to be focused on aspects of consumerism.

8



CHAPTER 2

CONSUMERISM

2.1 INTRODUCTION

The rise and subsequent intensification of consumerlsm have

posed many problems for many marketers as well as for the

business community · in general. To some marketers, it

signals an acute danger, to others it is viewed as an oppor-

tunity for marketing. Some marketers feel threatened by

public outrage and frustration, while others view

consumerism as a step in the process of the dismantling of

the free enterprise system.

It will be seen that the growth of consumerism 1S based

essentially on the support of consumers. Lancaster and Mas­

singham (1988:280) believe that the existence of consumerism

bears testimony to the failures of marketing. While, at the

same time, it has been responsible for marketing's increas-

ingly important social dimension. In this regard some firms

view consumerism as part of the new and broader dimension of

9



corporate-social responsibility, while others consider it to

be a natural and inevitable outgrowth of our increasingly

sophisticated and affluent society.

In order to gain a better understanding of consumerlsm, it

would be appropriate to begin with a definition and then

proceed with the development, causes, goals and corporate

guidelines for marketers, of consumerism.

2.2 DEFINITION OF CONSUMERISM

Cravens and Hills [1970:21] define consumerism as "a social

force within the environment designed to aid and protect the

consumer by exerting legal, moral and economic pressures on

business". Day and Aaker [1970:12] on the other hand view

it as the "widening range of activities of government, bus i-

ness and independent organizations that are designed to

protect individuals from pract ices that infringe upon their

rights as consumers". While Buskirk and Rothe [1970:62]

maintain that it is "the organ ized efforts of consumers

seeking redress, restitution and remedy for dissa tisfactions

they have accumulated in the acquis ition of their standard

of living". More recently, Kotler and Armstrong (1990:605)

10



have maintained that "it is an organised movement of

citizens and government to improve the rights and power of

buyers in relation to sellers. Stanton, Etzel & Walker

(1991:612) concur that "the consumerism movement protests

perceived injustices in exchange relationships and attempts

to remedy them."

Although various definitions have been proposed for the term

consumerism, all focus attention on the responses of

individuals and organizations to consumers' dissatisfaction

arising from exchange relationships. Some definitions may

however, encompass a wider scope, where, for example, SOC1e-

tal responsibility issues are incorporated.

For the purposes of this study an eclectic definition of

consumerism is: a combined set of activities of government,

independent organizations, businesses and concerned 1n­

dividuals, designed to aid and protect consumers and society

from perceived inequities in exchange relationships between

buyers and sellers, as well as from potentially detrimental

practices towards society at large.

11



2.3 THE DEVELOPMENT OF CONSUMERISM

Consumerism has existed for at least 41 centuries. An ex­

ample of its early recognition is cited by Wentz [1979

531 ) •

"In 2100 BC, the code of Hammurabi, sixth king

of Babylonia, states 'If a wine-seller makes

the measure for drink smaller than the measure

for corn, they shall call that wine-seller

into account, and they shall throw her into

the water'."

Other authors too, (Pride and Ferrel 1977 : 448, Robin 1978

: 377 : Lancaster and Massingham 1988 : 280, Stanton, Etzel

and Walker 1991 : 612) contend that consumerism was a force

in society in both Europe and America well before the In­

dustrial Revolution.

Although consumerism has clearly existed for many centuries,

it has gained momentum only in relatively recent times.

Indeed, it was not until the nineteenth century that the

problems of consumerism were attended to with zeal, espe­

cially in the USA and Britain. For example, in 1898, in the

USA, the first national consumer organization, the National

12



Consumers League, was formed. This League's first undertak­

ing was the promotion of the enactment of pure food laws.

While in Britain, in 1844, the first consumer co-operative

was formed, which was regarded as having pioneered the

modern approach to consumer protection. These organizations

were formed in an attempt to deal with the underlying causes

of consumer discontent.

2.4 CAUSES OF CONSUMERISM

Consumerism was born out of a combination of circumstances

which will be briefly outlined below:

* Problems in the marketplace which were due to the grow­

ing technical complexity of consumer goods, manufactur­

ing processes and the proliferation of products and

materials, which in turn led to increased "acceptable

performance thresholds" in the minds of consumers (Day

and Aaker, 1970

1991:610);

15; Stanton, Etzel and Walker
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* A lack of consumer information on product characteris­

tics, prices and brands which made price and quality

comparisons difficult, which in turn led to confusion

and resentment (Marx and van der waIt 1989:93);

A deterioration of business ethics such as the alleged

avarice and irresponsibility of some marketers with

regard to deceptive advertising, unfulfilled guarantees

and dishonest or abusive selling practices which

*

denuded the consumer of his rights (Lancaster and Mas-

singham 1988 : 280);

A tremendous upsurge in technological development led

to a greater demand for better and more complex

products. However this greater complexity produced a

*

greater potential for malfunction and maintenance.

Another cause of disenchantment in this area was the

increasing depersonalization of business due to com­

puterized systems and rigid customer policies;

Problems in the social fabric were encountered through

profound changes in society, such as higher education,

greater reveience for the environment and an

14
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of the problems of disadvantaged communities. The

problems of environmental pollution have become 1n­

creasingly salient as the tolerance for these abuses

decreased (Day and Aaker 1970 : 14; McCarthy and Per­

reault 1990:604). This area presents a continuing chal-

lenge to consumerism;

* Inflation accelerated in the 1970s in most countries of

the world and this inflation was perce ived by consumers

to be primarily the result of inefficient, noncompeti­

tive, exploitat ive ploys by highly concentrated in-

dustries. The effects of inflation had particularly

*

serious consequences for the poor;

Leisure time and rising incomes,particularly 1n the

USA, in the 1980s, led consumers to respond to claims

of expertise by manufacturers by expecting product per­

fection;

Public concern of consumer 1ssues was fuelled par­

ticularly in the USA by journalistic exposes, for ex-

ample by Ralph Nader's, "Unsafe at any Speed" and

Rachel Carson's, "Silent Spr ing".

15

Threats to health



and safety were also publicized as a result of the

devastating side effects of drugs such as thalidomide

(Kotler and Armstrong 1990:606);

* Consumer advocates such as Ralph Nader (in the USA)

achieved remarkable success in consumerism crusades.

Political support for these forces of consumerism was

secured and this generated a greater momentum for the

movement. Even the professional service sector which

had hitherto escaped the chagrin of activists was

scrutinized and evaluated. Indeed consumer advocates

in the USA published guides to doctor's fees and other

details about doctors in the interest of consumers

(Schrag 1970 425);

Stanton, Etzel and Walker (1991 : 612) believe that the

present consumer movement will continue to address issues

pertaining to

"* discontent with direct buyer-seller exchange relation­

ships between consumers and businesses;

* discontent with non-business,

and governmental agencies; and

16
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* discontent of those indirectly affected by the be-

haviour of others."

The rise of consumerism signalled a non-fulfillment of

fundamental concepts which according to modern marketing

thought ought to guide marketing efforts. In particular the

marketing and societal concepts had been ignored. In this

regard Drucker (1975:64) views consumerism as "the shame of

marketing". He argues that if businesses behaved in strict

accordance with the marketing concept, there would be no

consumerism, adding that consumerism is irrelevant to the

firm that truly meets the needs of its buyers.

2.5 THE MARKETING CONCEPT

Cronje et.al. (1990 : 133) view the marketing concept as

"the ethical code or philosophy according to which the

marketing task is performed."

The marketing concept is a term which pervades marketing

literature and includes three fundamental ideas:-
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a customer orientation,

a total company effort, and

profit, and not just sales, as an objective.

In firms where the marketing concept has been totally

embraced, the entire company becomes a marketing organiza-

tion. Marketing becomes the basic motivating force for the

entire firm and it influences all short term and long-range

company policies. But stanton, Etzel and Walker (1991 : 9)

point out that

"As helpful as it is to stress customer satisfaction,

the motto that the 'Customer is King' must not be al­

lowed to replace achievement of objectives as the fun­

damental rationale for the marketing concept."

Flowing from this, the expectation of some proponents is

that enlightened business communities will unequivocably ac­

cept and implement the marketing concept. However this is

still to be seen. Moreover, those organizations which are

perceived to have embraced the concept, vary widely in their

interpretation and practice thereof, resulting in many forms

and degrees of market orientation among the different firms

which claim adherence to the marketing concept. The propen-
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sity to adopt this concept will depend upon a clear under­

standing of it. However, Kohli and Jaworski (1990 : 1) point

out that "Given its widely acknowledged importance, one

might expect the concept to have a clear meaning, or rich

tradition of theory development, and a related body of em­

pirical findings. On the contrary, a close examination of

the literature reveals a lack of clear definition, little

careful attention to measurement issues, and virtually no

empirically based theory." However despite this, some

progressive firms on the other hand, have gone further and

have in addition embraced the societal concept.

2.6 THE SOCIETAL CONCEPT

The more recent emergence of a "societal concept" requires

marketers to act in a socially responsible manner 1n order

to be successful. For firms that wish to adopt the societal

concept as an integral part of their business philosophy, it

will be noted that profit continues to be essential and

basic to corporate survival but the major challenge to busi­

ness is simultaneously to meet the varying societal needs of

a changing environment. Indeed Stanton Etzel and Walker

(1991 9) assert that "the marketing concept and a
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company's societal responsibility can be quite compatible.

The key to compatibility lies in extending the breadth and

time dimensions of the marketing concept." This could result

in the evolution of a societal marketing orientation.

Greater competitive advantages could ensue as a result of

the adoption of the societal-marketing concept. Nevertheless

the issue of whether or not social responsibility ought to

be part of a firm's philosophy is still being debated. It is

possible that society's views may well be the deciding fac­

tor in the end.

Moreover society's views of corporate social responsibility

have changed over time and have reached new and unprece-

dented dimensions. For those organizations which subscribe

to a social responsibility philosophy, much planning and

organizing is needed to ensure success. In addition peri-

odic audits must be undertaken to measure the gap between

the relevant objectives and actual social performance.

Business apathy, resistance or lip service to the marketing

and perhaps also to the societal concepts merely lncreases

the probability of direct government intervention by regula-
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tion. Such regulation, although intended to be in the in­

terests of consumers, might impose onerous and costly "red

tape" burdens on both producers and consumers.

It is posited that if all the "rights of the consumer" were

addressed by marketers; the marketing and societal concepts

would to a great extent be fulfilled. So called "rights of

the consumer" have crystallized in recent times and will be

more fully discussed later in this study. It seems however,

that consumers believe that their rights are violated so

frequently that there lS a need for organized consumer

action.

2.7 THE GOALS OF CONSUMERISM

Organized consumer action lies at the heart of consumerism

and the setting of goals is a key function. However, no

single consumer body in any particular country has emerged

to protect consumer interests at large because lssues

generally arise in a random manner and elicit varying

degrees of interest from different consumers.
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there is at best one goal which is common to all consumer

movements and that is to improve the welfare of buyers of

goods and services.

Flowing from this central objective, Day and Aaker (1970

13; SACCC Policy Document 1989:2; Stanton et al. 1991:612;

Kotler and Armstrong 1990:604) submit that there are three

broad facets which are representative of the current thrus t

of consumer movements:-

Protection against clear-cut abuses, which include fraud and

deceit, as well as the dangers to health and safety from the

voluntary use of products. Day and Aaker note that there is

"substantial agreement in principle between business and

consumer spokesmen that such abuses must be prevented, but

there is often a wide divergence of opinion on the extent of

the problem". Consequently the government has intervened by

promulgating legislation in the interests of consumer

safety. Firms might, however pre-empt government interven-

tion by effectively formulating and implementing industry

self-regulation 1n the interests of all the participants in

the market place;
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Provision of adequate information in order that the

consumer's economic interests are maximized. It is sub-

mitted that much controversy and confusion revolve around

the issue of whether or not the right to information should

go beyond the right not to be deceived, and to include the

provision of performance information that ensures a wise

purchase.

The question of who should provide the information, has also

not been adequately addressed, i.e. should the information

be provided by the manufacturer or by impartial sources such

as product testing bureau. In some countries independent

consumer organizations assume the responsibility of testing

products and providing relevant information on products.

The purchase and use of the product lS then left to the

discretion of individual consumers.

The protection of consumers against themselves and other

consumers. There is a "growing acceptance of the position

that paternalism is a legitimate policy" in consumerism.

Day and Aaker argue that "there is a sound basis in economic

theory for intervention, whenever the action of a buyer

serves only his own best interest and fails to take into

23



account the effects on others". In this regard the "social

responsibility" of the consumer needs to be addressed as

well. Although the inculcation of socially and environmen-

tally responsible attitudes among consumers is progressing

remarkably in some countries, there are still delicate mat­

ters that present challenges to concerned individuals e.g.

the protection of unsuspecting consumers from the misuse and

abuse of potentially harmful products by other consumers

(e.g. accident victims of alcohol and drug abusers).

In achieving these and other goals of consumerism, Hermann

(1970 : 57) submitted that it is possible to identify three

categories of consumer activists with differing orienta­

tions. These three types of activists may still be found in

the modern consumer movements of today:-

* The Adaptionists, whose emphasis is on educating the

consumer to avoid fraud and deception and to par-

ticipate intelligently in the marketplace. This group

includes consumer specialists and consumer educators

who see little need for new consumer protection legis­

lation;
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* The Protectionists whose emphasis is on health and

safety issues and consists of scientists, nutritionists

and other professionals; and

* The Reformers who emphasize the issues of both the

adaptionists and the protectionists and who also seek

to increase the consumer's voice in the government.

This group includes political liberals and what have

become known as consumer advocates.

Consumer advocates are self-appointed vigilantes of the

business environment. Their roles extend beyond the

exposure of malpractices to active representation in courts

and government agencies. Consumers, especially in America,

have been ably represented by advocates such as Ralph Nader,

Upton Sinclair, Mary Philips, Esther Peterson and Rachel

Carsons, who are able to identify and publicize problems and

implement workable programmes for improvement.

Notwithstanding the differences in approach and the diver

sity of problems addressed by each group, it is clear that

"consumerism expresses itself in efforts to bring pressure

on business firms as well as government to correct business

conduct" [Cravens and Hills 1970 : 21].
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It may also be noted that consumer organizations have

focused attention predominantly on businesses, suggesting

that the major responsibility for dealing with consumer

issues rests with them. However the responsibility is ln

fact tripartite, that is, it ought to be shared among

consumers, businesses and government, so that workable

policies and programmes may be formulated and implemented

with inputs from all three interested parties. In this

regard, some guidelines for corporate policy formulation

have been suggested by some authors, in an attempt to fore­

stall additional government intervention and to elicit

customer support.

2.8 CORPORATE POLICY GUIDELINES

Several authors [Buskirk and Rothe 1970 Adler 1970;

Cravens and Hills 1970; Yohalem 1972; stanton Etzel and

Walker 1991; Kotler and Armstrong 1991], have suggested

several guidelines that may be adopted by marketers who wish

to compete in an economic environment that is not fraught

with standardization and bureaucracy. They have identif ied

certain aspects which they believe need reassessment : viz,
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* Corporate strategy Formulation. In charting the course

of the enterprise management must include an assess­

ment of the nature and importance of relevant environ­

mental forces and consider suitable responses since

corporate strategies impact directly on overall market-

ing strategies. More specifically a consumer affairs

department, that is properly integrated with other

functional departments, needs to be established to ad-

vise management in this regard;

* Marketing Intelligence. The responsibility for iden-

tifying, measuring, interpreting and reporting on

events within society at large is undertaken within the

marketing intelligence function. Marketers need to be-

come cognizant of new environmental scanning methods,

with particular emphasis on qualitative and psychologi-

cal research methods; since assessing and understand-

ing customer attitudes and preferences may provide

marketers with the ability to more effectively

participate in public policy issues associated with the

consumer movement. Although some marketers have allo-

cated substantial resources to conduct research i nt o

customer attitudes and preferences, few have enjoyed
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the benefits of a coordinated and integrated programme

because of the fragmented manner in which such research

programmes are conducted among consumers;

* The Establishment of standards. Marketers need to

review product and service quality standards. Such

standards should emerge from efficient, logical and

democratically representative procedures. Consistent

standards tend to increase the effectiveness of honest

competitors, and may also be used as effective tools in

promotion, production and cost efficiency.

* Development of New Products and Services. It becomes

imperative for marketers to audit their current and

proposed line of products and services ln order to

include attributes desired by consumers, while recog­

nising at the same time, the needs of the community in

which it conducts its business. Such sensitive

marketers are likely to be assured of their long term

viability. There are other areas as well, that present

social and environmental challenges for marketers, such

as environmental development,

28

solid waste management,



*

improvements in public transportation (i.e reduction of

the emission of noxious fumes), thermal pollution and

noise control;

* The Firm's Promotional Efforts. Marketers must ap­

preciate the fact that consumers loathe hypocrisy and

dishonesty. Consequently, they need to adopt a new ap­

proach of truthfulness in their communications func­

tion. As soon as marketers recognize a gap between con­

sumers' expectations and product performance, they need

to initiate programmes to facilitate the flow of infor­

mation from the firm to the consumer, while correcting

the imbalance.

The Corporate Operating Budget. The increased costs of

consumer oriented marketing efforts need to be incor-

porated into the corporate operating budget, since a

lack of financial resources hampers the effectiveness

of the firm's mission. If such costs render the busi-

ness no longer viable the entire corporate strategy

will need revision.
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Should businesses continue to adopt the traditional

complacent or negative attitudes towards consumers, an

inevitable stifling of economic processes would result

through a coalition of consumer forces and government inter­

vention. Thus it is imperative for firms, whether they are

progressive or defensive, to monitor the consumer environ­

ment and to respond imaginatively to consumer demands in

order to ensure that the best interests of all the

participants are served. Indeed, Yohalem (1972 : 754) points

out that

"So long as the business community retains any

appearance of ignoring the revolution in

consumer values, the consumerism train will

gain speed, trip another series of political

signals and the consequences may tangle our

economic tracks to the satisfaction of no-

one".

Consumerism is evidently a force to be reckoned with, even

though the fervour of ~onsumer movements varies at different

times over different issues. I nd e e d some authors (Stanton

et.al. 1991: 613; Kotler and Armstrong 1991 : 606) believe

that consumerism in the 1990's will focus on health, safety,
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social and environmental issues. This sporadic manifestation

of consumerism has prompted some authors to view it as a

"product" with a life cycle.

2.9 THE PRODUCT LIFE CYCLE CONCEPT OF CONSUMERISM

Bloom and Greyser (1981 : 51) in their explanation of con-

sumerism, view it as a product with a distinctive life

cycle, which they add is consistent with opinions in both

the sociology and the political science literature about the

evolution of social movements. In addition, they V1ew many

organizations, institutions and individuals (in the USA at

least) as offering a wide variety of brands of consumerism

to different segments of society. They V1ew those brands as

products competing with one another for funds, workers,

media attention and public opinion, just as businesses com-

pete for capital, managerial talent, retailer support and

customer loyalty. The future of consumerism 1S dependent

upon how this "product" adapts to changes in the various

sub-systems within a particular society. It may be argued

though that such a fragmented approach cannot present a

cohesive countervailing force against the whole spe ctrum of

perceived injustices.
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Bloom and Greyser (1981 52) have speculated that the

consumer movement in the USA is ln the mature stage. They

do however, recognize the fact that renewed periods of

growth may occur in the mature phase of consumerism in

societies where new waves of discontent or frustration fuel

the consumer movement and unleash unprecedented fervour

among the participants. On the other hand, worldwide con­

sumer movements reflect varying degrees of recognition and

maturation.

2.10 CONSUMER MOVEMENTS WORLDWIDE

Consumerism in different countries of the world has

progressed at varying rates. It has grown rapidly ln

advanced nations that have educated consumers, adequate

government inspection services and stringent quality control

tests.

Consumer protection ln Europe, for example, bears a remark-

able resemblance to that within the USA. Furthermore, the

idea of product testing which originated in the USA, was

adopted in Britain after World War 11.
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also adopted in the Netherlands, Belgium, the Scandinavian

countries, Austria, West Germany and France, as well as

Australia and Japan. South Africa, too, has adopted the

idea of product testing. The South African Bureau of Stan-

dards, (SABS) has assumed the greatest responsibility ln

this regard.

Moreover, President Kennedy's consumer charter [in Lancaster

and Massingham 1988 282] which recognized the right to

safety, the right to choose, the right to be heard and the

right to be informed, became widely accepted in Europe and

has often been used as the moral and political foundation of

consumer protection. Indeed these rights are also included

in a set of general guidelines for consumer protection, that

was unanimously adopted by the General Assembly of the

United Nations in April 1985. The guidelines represented

"an initial attempt to create an international

framework within which national consumer protection

policies .a nd measures can be worked out. They are also

intended to assist the international community in its

consideration of the question of consumer protection

policy and to further international co-operation in the

the field" (Harland 1987:246).
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Initially criticisms were made that

"the United Nations was ~nvolving itself in matters

which are essentially within the jurisdiction of states

and that the United Nations should focus on its basic

role of peace-keeper."

However, it was subsequently acknowledged that consumer

policy issues are no longer of purely local concern, and

that it also fell within the ambit of the United Nation's

additional role of "achieving international co-operation in

solving problems of an economic, social, cultural or

humanitarian character" (Harland 1987:247).

Moreover, international co-operation with regard to consumer

protection is needed because of the interdependence of

countries and the adoption of international dimensions of

many business practices.

The adoption of the United Nat ion's Guidelines was welcomed

by the International Organisation of Consumers Union.
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2.10.1. The International Organisation of Consumers Union

The International Organization of Consumers Unions (IOCU)

was lauched at a conference in The Hague, in 1960. The IOCU

stimulated the interchange of test results and educational

material among its affiliates. It has encouraged its members

to persuade their governments to implement the UN guide­

lines, since it views these guidelines as a solid foundation

on which demands for better consumer protection can be

based. However, the IOCU has experienced problems in

countries that have relatively low l e v e l s of business ethics

and consumer competence, since the poor and illiterate are

deprived of even basic protection against dishonest weights

and measures,

products.

misrepresentation and adulteration of

Nevertheless the IOCU noted that consumer movements in well

developed countries such as Canada, Britain, Australia, the

USA as well as some countries in Europe, were involved with

a wide variety of issues, at different times. In an attempt

to secure conformity and create greater awareness of press-
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ing consumer issues worldwide, the TOCU adopted certain

resolutions at its recent world congress in Hong Kong in

July 1991. Some of the more salient resolutions were:-

"* to call on all consumers to value the intrinsic worth

and diversity of natue, and to protect, promote, and

support lifestyles that enrich both cultural diversity

and moderation of wants based on ecologically sus­

tainable principles of growth and development.

to urge governments, international bodies and agencies

to take account of consumers' needs in the application

of information technologies and to involve and support

consumer groups in these activities.

to step up international lobbying of the United Nations

and other appropriate bodies to increase their commit­

ment to consumer education.

to encourage the introduction of appropriate legisla­

tion by governments and to advise consumer groups on

legal issues associated with consumer protection "

<S.A. Consumer Third Quarter 1991:3).
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The IOCU concedes, however, that governments cannot provide

total protection for consumers. Consumers can contribute

towards their own welfare by recognising that it is the duty

of each individual to behave responsibly in the market

place.

2.11 CONCLUSION

Despite the rapid growth of the consumer movement in

advanced nations, consumerlsm nevertheless lacks unified

philosopies and policies of action. However, separate

groups, each with its own particular concerns sometimes form

temporary alliances on certain issues to provide a greater

momentum for consumerism.

It may also be seen that consumerism has failed in many

countries, to consolidate its efforts into a countervailing

force which is effectively able to oppose big businesses.

The main reasons are that consumers are difficult to

organize and represent because of the divers i ty of their
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interests. Reliance upon the United Nation's guidelines on

consumer protection could facilitate the resolution of con­

sumer policy issues.

Consumerism in South Africa too, has encountered similar

problems. It will become evident, in the next chapter, that

mass discontent and public support for social change did not

until fairly recently, produce an active consumer movement

in South Africa. It may also be argued, upon reflection of

the situation, that the relatively feeble efforts of con-

sumer movements in South Africa resulted from a lack of con-

sumerist oriented political vote seekers and independent

vigilantes such as Ralph Nader who have the capacity to mo­

bilize resources and supporters in an attempt to inject

vitality into the movement.

38



CHAPTER 3

CONSUMERISM IN SOUTH AFRICA

3.1 INTRODUCTION

Consumer awareness in South Africa is growing at an increas­

ing rate. Consumers are beginning to realise the importance

of an equal bargaining opportunity in the marketplace!

The South African consumer, has until fairly recently,

regarded himself as a defenceless victim of entrepreneurial

manipulation and exploitation. It will shortly be shown,

however, that the gradual emergence of various consumer­

orientated organisations have contributed substantially to

an improvement in the consumer's position.

3.2 THE DEVELOPMENT OF CONSUMERISM IN SOUTH AFRICA

Consumer activism in South Africa began at the turn of this

century with the establishment of the Women's Institute of

Natal, Zululand and East Griqualand. other organizations

developed later, such as the Suid-Afrikaanse Vrouefederasie
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(1915), the South African Homecrafts Association (1930) and

the Housewives League (1935) (du Plessis, Rousseau & Blem

1990:294). These organizations were initially aimed at

helping women to become better housewives, which included

a continuing appraisal of their effectiveness as spenders of

the household budget. Consumer issues were however seen to

be incidental rather than central to the functioning of

these organisations.

It was not until 1951, that a number of consumer aSSOC1a-

tions as such were formed. They sought to give voice to con-

sumer grievances in an organised and concerted manner.

Eleven of these consumer associations soon joined forces to

form the "Federation of Consumer Association~".

nual Report 1980-81:7>'

(SACCC An-

For a while the Federation flourished, but apathy soon set

1n. By 1957 it had become apparent to all concerned that the

Federation was not strong enough to be an effective repre­

sentative of all consumers.
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In 1961, women from 26 voluntary organizations in the

country, came together to form an umbrella body, today

called the South African National Consumer Union.

The SA National Consumer Union is an independent voluntary

body that represents consumers and "assists them by making

them more aware of their bargaining power, rights and

responsibilities". The Union, inter alia, acts as media tor

between the consumer, commerce and industry, and agricul-

ture; it investigates consumers' complaints and holds con-

ferences on consumer issues. Rousseau (1990:298) believes

that it has also contributed to the establishment of more

than forty acts aimed at protecting the consumer.

However, the affiliation fee paid by constituent bodies and

associate members was insufficient to employ professionals

and it became increasingly difficult to carry out the neces­

sary work on a voluntary basis.

In 1971 the Consumer Union approached the government with a

request for the creation and funding of a via b l e consumer

body. The government then recognised the need for, and
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agreed to finance the SA Co-ordinating Consumer Council

(SACCC). After negotiations with the then Minister of

Finance, the Council was formally constituted, initially

with seven councillors. The number has since then, been in-

creased periodically and it now has 16 councillors (SACCC

Annual Report 1990-91:5).

3.3 THE S.A. CO-ORDINATING COUNCIL

The S.A. Coordinating Consumer Council (SACCC) is a State­

instituted and State-subsidised organisation which functions

autonomously according to the terms of its constitution.

The Council has several clearly defined functions embodied

in its constitution (Appendix A) as follows:

* A co-ordinating function, which involves co-ordinating

consumer interests, consumer-oriented institutions and

campaigns, as well as mediating between consumers and

business;
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* A representative function which involves representing

consumer action, setting up contact with consumers and

acting as spokesman;

* An educational or informational function, where educa­

tional programmes are conducted at schools, colleges

and consumer -oriented organizations; where brochures,

guides and pamphlets are issued to consumers to guide

them in thelr purchasing decisions, and to inform them,

inter alia , about hire-purchase agreements, contracts

and guarartees. In its attempts to foster consumer

awarenesf, the Council distributes its quarterly publi­

cation, the "SA Consumer" free of charge, to sub-

scribe~ (Cronje 1990:96);

* A res~arch and investigative function, aimed at gauging

conSlmer attitudes and preferences, and investigating

sitLations tlat are allegedly suspicious, exploitative

or manipulat~e. It must be pointed out that the policy

of the Counli 1 "is one of consultation before

confrontation.' (Rousseau 1990:297);
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A protective function which is aimed at protecting con­

sumers against exploitation, malpractices, misleading

information, dangerous products, and injudicious con-

sumption behaviour with regard to drugs, alcohol and

cigarettes.

The Council furthermore studies legislation affecting the

consumer; strives for the amendment of legislation, where it

is deemed necessary, and advocates the promulgation of

legislation in the consumer's interests. The Council has

also recently been successful in securlng links with other

countries in Southern Africa as well as abroad.

In this regard, the Director of the Consumer Council, Mr Jan

Cronje represented South Africa for the first time, at the

13th world congress of the International Organisation of

Consumer Unions <IOCU) in Hong Kong in July 1991. Sig­

nificant prospects for South African consumers resulted from

this congress. Cronje <S.A. Consumer Third Quarter 1991:3)

reported that
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"Several African member countries of the IOCD are keen

to form a consumer liaison group for the continent and

have said that South Africa must be included. Delegates

from other countries as well have undertaken to explore

ways and means of co-operating with and assisting local

consumer bodies."

Soon after the congress, the Consumer Council invited repre­

sentatives of other countries with a view to an exchange of

meaningful ideas.

In response to this invitation, Dr John Beishon, the chief

executive of the Consumers Association of the United Kingdom

(and an executive member of the IOCU), visited South Africa

in September 1991. The Consumers Association (one of the

largest private consumers' organisations in the world) indi­

cated that it is seeking active co-operation with South

African consumer bodies (SA Consumer Third Quarter 1991:24).
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Such co-operation will augur well for local consumer bodies

which can draw on the experience and knowledge of the Con­

sumers Association, in providing assistance to South African

consumers.

Although consumer awareness lS still not at an ideal level,

the rate of awareness is increasing at a phenomenal rate.

This is reflected in an astronomical increase ln complaint s

received by the Council. The Consumer Council (S.A. Consume r

Third Quarter 1991:20) views the te lephone as an important

means by which consumers can alr their grievances:-

*

*

*

The total number of calls in 1990 was 30 256 while the

total exceeded 19 000 for the first si x months of 1991.

Written complaints which totalled 9 20 2 in 1990 had e x­

ceeded 6 400 for the first six months of 1991.

Several complaints have also been referred to the Coun­

cil by legal firms.
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In response to some of these complaints, the Council as­

sisted in the recovery of goods to the value of R2.7 million

in 1990, while the amount of R2 million was surpassed during

the first six months of 1991.

Evidently consumers have only recently begun to realise that

"they are on the losing side due to their lassitude and

uninvolvement." (Cronje : 1990-91:4).

Cronje (1990-91:4) also believes that the

"consumers challenge lies in sustaining and helping

himself/herself, and insisting on his /her rights. The

consumers' only solution is unanimous, innovative and

purposeful action".

In carrying out its functions, the Council (SACCC Policy

Document 1989, 20 September 19) endorses the consumer

rights enunciated by President J F Kennedy in 1962 which are

specified below.
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3.3.1. Rights of the Consumer

The right to safety:- to be protected against the

marketing of dangerous products, and to be assured that

products purchased will be safe when used in their in­

tended manner.

* The right to be informed:- to be protected against

fraudulent, inadequate and misleading information,

false advertising and warranties, deceptive packaging,

manipulative selling techniques, unfair pricing and

credit terms, and to be given the facts needed to make

an informed choice.

The right to choose:- to be protected against a confus­

ing assortment of products, brands, and package sizes,

against collusion among business firms, against monopo-

lies, and to be assured of satisfactory quality and

service at fair prices.
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* The right to be heard:- to be protected against busi­

ness firms that are unresponsive to consumer grievances

and to be assured that consumer interests will receive

full and sympathetic consideration from business, and

other channels, such as the consumer organisations, or

small claims courts.

The following rights, although not included in President

Kennedy's Bill of Consumer Rights are also endorsed by the

Council.

* The right to consumer education:- to be educated by

marketers as well as the government, the SA Co-

Ordinating Consumer Council, and by concerned independ-

ent organizations. In its attempt to further consumer

education, the Council initiated the establishment of

the Consumer Education Trust which was founded ln

February 1991 (SACCC Annual Report 1990-91:1). The ex-

press purpose of this trust is to:

* improve relations between the business sector and

the consumer;
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* educate consumers about their rights and respon-

sibilities;

* stimulate effective dissemination of information;

* promote the advantages of an economic system based

on market principles; and

* engage in consumer-related research.

* The right to redress:- to be reimbursed or compensated

for wrongs suffered, through legal processes or through

representation to consumer organisations.

Rights are invariably accompanied by responsibilities, and

in order to view the consumer's position in its entirety, an

appreciation of their concomitant responsibilities 1S

necessary. This should facilitate a balanced viewpoint of

the parameters within which the S.A. Coordinating Consumer

Council must function in South Africa.

3.3.2 Responsibilities of the Consumer

Rights claimed by consumers can be legitimate only if

50



reciprocal responsibilities are acknowledged. The author

suggests that it would be logical to expect that at least

the following responsibilities should be acknowledged:

* to express wants and needs to marketers in the form of

unsolicited letters, responses to marketing research

questionnaires or through other methods of communica­

tion available to them;

* to search for and to use information that can

*

*

*

facilitate price, quality and service comparisons;

to reduce purchases of potentially harmful products,

such as cigarettes, drugs and alcohol.

to seek remedies or redress promptly when there is dis­

satisfaction with purchases or upon the delivery of

services;

to be as fair to business, as they expect business to

be to them;

* to appreciate the reality of dwindling natural

*

resources and the need for judicious use of such

resources;

to use products strictly according to the instructions

provided by suppliers; and
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to make market choices which maximize the satisfaction

of personal or family needs.

Flowing from this, a set of rights and the reciprocal

responsibilities are encapsulated i n Table 3.1.
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TABLE 3.1

RIGHTS

RIGHTS AND RESPONSIBILITIES APPLICABLE TO CON­
SUMERS

RESPONSIBILITIES

1.

2 .

3 •

To choose

to be informed

to be heard
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to seek out information and to
make discriminating choices so
that one maximizes one's need
satisfaction. The exercise of
this right incudes an evalua­
tion of personal, family and
societal objectives as wel l
(e.g. by not becoming a burd en
to society by purchasing harm­
ful products that contribute to
the ill-health of the user or
those around him, such as
tobacco) •

to utilize information intel­
ligently and t o determine the
true meaning of the informa­
tion. To inform one's family
as well, about such informat ion
relating to the products o r
serVlces to be used in the home
or by family members.

to make individual and famil y
needs known to marketers
through appropriate channels
and to communicate dissatisfac­
tions regarding products and \or
services to market par­
tic ipants, fa iling which, co n ­
sumer organizations may be ap­
proached.



4.

5.

6.

to safety

to consumer education

to redress
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to acquaint oneself with the
possible risks of potentially
harmful products and services
and to act in one's own best
interest, as well as the inter­
est of others, where they would
be affected. To use poten­
tially harmful products, if
they must be used, with due
care,and according to instruc­
tions of the manufacturer \
seller

to become conversant with
educational and legal pro­
grammes issued by government
departments, consumer organiza­
tions , marketers, consumer ad­
vocates or others concerned
about the welfare of consumers
at large. To inculcate in
one's family members (child­
ren), the benefits of becoming
conversant with such prog­
rammes.

to actively seek remedies from
the party who is the cause of
the grievance. Private action
may involve contacting the
defaulting party with a view to
seeking redress or warn ing
others about the firm or
product. Public action may
take the form of complaints to
business agencies, private or
government agencies or the news
media.



3.4 THE ROLE OF OTHER CONSUMER-ORIENTED ORGANISATIONS

Apart from the S.A. Co-Ordinating Council and the South

African National Consumer Union, there are other government

and private bodies which strive to protect and further the

interests of consumers. These include the Department of Com­

merce, Trade and Tourism, the South African Bureau of Stan-

dards (SABS) which is entrusted with product testing, the

Advertising Standards Authority, a self regulatory and

voluntary body, the National Black Consumer's Union, the

Housewives League as well as various newspaper groups. The

most recent independent consumer body, VATWATCH, has been

launched under the chairmanship of Prof L. Tager, of the Law

Review Project. Vatwatch comprises 10 members who represent

consumer and community groups. The main objective of Vat­

watch is to educate consumers about how the Value Added Tax

(VAT) system operates. Vatwatch also encourages consumers to

report on suspected VAT abuses. (S.A. Consumer Third Quarter

1991:35)
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Although the mass media and vote-seeking politicians played

a significant role in mobilizing consumerism in Britain and

the USA, their involvement has until fairly recently, been

limited in South Africa. As a result, South African con-

sumer interest groups and organizations have been estab­

lished at a slower rate than those in Britain and the USA.

In the past few years, however, South African newspapers

have played a major role in generating and sustaining publ ic

interest in and awareness of consumer-related issues. Con-

sumer journalism has carved a niche in South Africa, as may

be evidenced by the establishment of Action Lines by some

newspapers. Consumers are encouraged to report to Action

Lines, on any problems they encounter in the purchase or us e

of products and services. In response, a consumer journalist

will investigate, seek redress where appl icable and publish

the results. The audio and visual media, that is, radio and

television are also now devoting more time to consumer

issues. Such programmes appeal to consumers of all races and

accordingly, the potential impact on the marketplace is con­

siderable, given the generally recognised potency of these

media.

56



3.5 MULTIPLICITY OF CONSUMER BODIES

Although there are no generally recognized consumer advo­

cates or activists, of the calibre of the American, Ralph

Nader, in South Africa, there are some individuals, as-

sociated with consumer bodies, who strive to promote con­

sumerism whenever the opportunity arises. However, it may be

argued though that despite the work that has been ac­

complished by such people and their organizations, the exis­

tence of too many consumer bodies, represent ing different

constituencies and using different approaches, causes confu­

sion. This would constrain the overall effectiveness of

their efforts.

In 1989 (Daily News 24-8-89:23) the chief executive officer

of a large supermarket chain proposed that all existing

bodies should be replaced by a single profess ionally run or-

ganization. An amount of R500 000 was made available to

fund such a body. It was envisaged as being independent,

well-informed,

staffed.

fully representative and professionall y
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However, it seems that the envisaged organisation has not

yet materialised.

3.6 CONSUMER BOYCOTTS

Organized consumer boycotts have been used from time to time

overseas to enforce consumer rights against recalcitrant

firms. They may be viewed as potent consumer weapons against

commerce and industry. Protracted consumer boycotts may

even result in destabilization of the business environment.

Most of the recent consumer boycotts in RSA have, however

been politically motivated. For example, after the Boksburg

Town Council, which was controlled by the Conservative

Party, decided to prolong petty apartheid locally by barring

non-Whites from public amenities, black and coloured resi­

dents were greatly incensed. Together with representatives

of community groups, black traders, trade unions and Black

local authorities, they organized a consumer boycott against

white-owned stores in Boksburg. The boycott began in Novem­

ber 1988 and lasted until November 1989, when the central

government was able to repeal the underlying laws on which
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the Conservative Party had relied. Until then, the appeals

of White traders to the Town Council to relent, had fallen

on deaf ears.

In March 1989, a Carltonville consumer boycott was also in­

itiated in response to the reintroduction of petty apartheid

policies. The boycott ended in September 1989 after the

Supreme Court overruled the Town Council's policies of petty

apartheid. The court action was brought by White traders who

faced ruin as a result of the boycott.

The leaders of these consumer boycotts believed that their

actions would impact directly on the respective Council's

revenues. However, researchers of the South African In-

stitute of Race Relations found that only a protracted

withdrawal of buying power was likely to affect the

council's financial position since most funding was col-

lected from industry rather than from retailers. The markets

of locally based industries were mostly nation wide or even

international and accordingly they were relatively unaf­

fected by the boycotts. (Witness 30 \6 \89 p.3)
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The chairman of the Boksburg Chamber of Commerce and In­

dustry, reported that surveys in December 1989 had shown

that "there was a drop in sales which ranged from 15%-90% in

different sectors, since Blacks accounted for 50% of the

town's usual purchasing power. Moreover, the boycott led to

an erosion of business confidence which resulted in the can-

cellation of major development projects in Boksburg" (SAIRR

1989:380).

The Carltonville Chamber of Commerce also reported turnover

losses of between 10%-100%, and many stores went out of

business. Similar situations have persisted in other parts

of the country as well, to the detriment of local retailers

(Daily News 17/9/91:3).

Elsewhere in South Africa consumer boycotts have been 1n­

stigated by trade unions against stores which refused to ac­

cede to what were considered to be legitimate employee

demands. The nationwide boycott of O.K. Bazaar's stores as a

result of wage disputes in 1990 is a case in point.
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O.K. Bazaars as well as other stores which are heavily

reliant on black shoppers, have become increasingly vul-

nerable to consumer boycotts which are sometimes

precipitated by events over which they have no control. The

SACCC is of the opinion that politically motivated consumers

boycotts

"create a warped image of the consumer as a militant

citizen who is not prepared to negotiate"

SACCC Annual Report 1990-91:2).

(Weyers

Nevertheless, consumers now realise how much power they have

in concerted action in the market place. Accordingly, it is

probable that once the potential situation in South Africa

has stabilised, consumer boycotts might well continue to be

used to address more specific consumer issues, as is the

case overseas. Social responsibility issues which can easily

be linked to political issues are however,

high on the agenda.
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3.7 LEGAL OR QUASI-LEGAL PROTECTION OF THE CONSUMER

In addition to private individuals and organisations that

strive to protect the interests of the consumer, there is a

considerable amount of legislation which lS designed to

protect the consumer.

Self regulatory codes of practice have also been adopted by

many industries, such as the Grocery Manufacturer's Associa­

tion, the Insurance Broker's Association, the Motor In-

dustries Federation, Furniture Traders Association and the

Direct Mail Association. (Rousseau 1990:299) These codes

have been adopted as an endorsement of consumer rights and

in order to promote the long term interests of industry mem-

bers. It lS no doubt preferable for an industry to dis-

cipline its own members than to invite state intervention

and "overcontrol" through further onerous legislative provi-

slons.

Some of the more important statutes which already exist to

protect the consumer are listed in table 3.2.
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TABLE 3.2 LEGISLATION PROTECTING CONSUMERS IN SOUTH AFRICA

ACTS AND AMENDMENTS

Trade Practices Act 76 of 1976.
As amended and finally repealed
and replaced by Harmful Busi­
ness Practices Act 71 of 1988.

The Harmful Business Practices
Act 71 of 1988

Price Control Act 25 of 1964 as
amended by Price Control Amend­
ment Act 16 of 1984.

Credit Agreements Act 75 of
1980 as amended by Act 53 of
1987

The Liquor Act 31 of 1988

Dairy Industry Act 30 of 1961
as amended by Dairy Industry
Laws Amendment Act, 32 of 1976

Animal Slaughter, Meat and
Animal Products Hygiene Act 87
of 1967 as amended by Health
Act 63 of 1977
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PURPOSE AND PROVISION

Provided for the protection of
the relationship between busi­
ness and consumers.

Established a system of ad­
ministrative control backed by
powerful criminal sanctions,
which is aimed at giving con­
sumer effective protection from
"harmful business practices."

To control abuses of bargaining
power and to fix maximum prices
at which goods may be sold.

Provides for the regulation of
certain financial transactions
in terms of which movable goods
are purchased or leased on ins­
talment credit.

Limits the freedom of persons
to sell liquor in South Africa.

Prohibits particularly the sale
of dairy produce that has been
condemned as being unfit for
consumption by an inspector ap­
pointed under the Act.

Provides for the maintenance of
proper standards of hygiene i n
the slaughtering of animals and
the handling of meat and animal
products.



Health Act 63 of 1977

Foodstuffs Cosmetic and Disin­
fectants Act 54 of 1972 as
amended by Act 97 of 1986

Marketing Act 59 of 1968 as
amended by Marketing Amendment
Act 66 of 1984

Medicines and Related Sub­
stances Control Act 101 of 1965
as amended by Medicines and Re­
lated Substances Control Act 20
of 1981

The Small Claims Court Act 61
of 1984
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Provide for broad ranging
measures for the promotion of
the health of the inhabitants
of the Republic.

To control the sale, manufac­
ture and importation of
foodstuffs/cosmetics and disin­
fectants.

To consolidate the laws provid­
ing for the regulation of the
production and sale of agricul­
tural products. Also provides
for the National Marketing
Council, which assists in the
standardization and grading of
agricultural products in the
interests of consumers.

Provides for the registration
of medicines intended for human
and animal use and for the es­
tablishment of the Medicines
Control Council.

Enables consumers to personally
settle claims up to an amount
of of R2000, without the assis­
tance of attorneys.



3.8 CONCLUSION

There is a noticeable change in South Africa of consumer at-

titudes and values, a growing awareness of the individual's

rights, as well as the need to rectify the imbalance of

power that often exists between buyers and sellers of

products and services. The South African media is now play-

ing a vital role in stimulating consumer awareness espe­

cially with regard to consumer's rights. However, more at­

tention needs to be focused on consumer responsibilities as

well.

The consumer movement has attracted a variety of groups who

tend to operate independent)y. However, greater cooperation

and co-ordination is required to create an effective coun­

tervailing force against the malpractices and abuses whi ch

still exist in the market place.
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Although consumerism in South Africa has not reached the

same stage of development as it has in the United States of

America and Britain, it nevertheless faces similar oppor­

tunities and problems. It has the potential to become a sig­

nificant force in the SA economy.

Firms that disregard the consumer movement, will undoubtedly

find themselves at a distinct disadvantage vis-a-vis those

who recognize the movement and view it as an opportunity for

enlightened marketing effort. It is accordingly appropriate

at this point, to consider more specifically what kinds of

business responses there have so far been to consumerism in

South Africa.
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CHAPTER 4

RESPONSES TO CONSUMERISM

4.1 INTRODUCTION

Responses to consumerism have varied over time and now encom-

pass a broad spectrum. In dealing with an increasingly edu-

cated consumer, it is imperative that "wider areas of so­

cial concerns such as distortions and inequities ln the

economic environment and the declining quality of the physi­

cal and ecological environments" feature prominently in

business's attempt to respond favourably and responsibly

towards these issues (Day & Aaker 1970:14; Lancaster & Mas-

singham 1988:290).

However, not all firms respond with the same degree of

commitment. Indeed, there are many which merely pay lip

service to and do not implement reform programmes in the

interests of a more enlightened consumer. These firms fail

to understand that the nature and scope of consumerism has
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the potential to cost industry untold sums of money in

actions forced by the government and in lost sales to

dissatisfied or militant consumers.

4.2 SPECIFIC RESPONSES TO CONSUMERISM

Studies in the USA in the 1970's revealed that the responses

of firms at that time were generally superficial, negative,

unplanned and uncoordinated even amongst the largest com-

pan1es 1n the country. (Webster, 1973:90). Some of the

remarks by marketers were that:-

*

*

"Consumerism has nothing to do with us because we are

industrial manufacturers;

this consumerism is nothing new and anyway it doesn't

apply to us because we've always been customer-

oriented".

Webster (1973:91) adds that these attitudes overlooked the

facts that:-

new consumerism 1S rooted in changing consumer goals,

attitudes and values; and
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* basic changes are occurring in the marketing environ­

ment as a result of legislation, more powerful govern­

ment involvement and the growing legitimacy of consumer

advocates.

Accordingly it is suggested that businesses ought to adopt

anticipative approaches to consumerism as well, rather than

reactive marketing programmes only. This would demand a con­

stant monitoring and understanding of consumer issues and

complaints as well as programmes of action that are aimed at

consumer satisfaction.

Kotler and Armstrong (1990:609) point out that perceptive

business people, realize that the long-run net results from

consumerism can be social and economic gains for consumers

and marketers alike. Consumerism, when viewed in this man­

ner, could result in fewer unsafe products, more satisfied

and healthy consumers as well as more benefits to businesses

with respect to unlimited marketing opportunities in:-

* the manufacture and marketing of new products and

services to satisfy environmental demands; and

in reaching the increasingly large segment of

environmentally and socially conscious consumers, by

adapting their marketing programmes.
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Recently, many firms in the USA and elsewhere have actively

responded to consumerism by establishing consumer affairs

offices. Assael (1984:656) and Fornell & Westbrook

(1984:68) submit that by 1984 an estimated 600 US co r po r a -

tions had formed consumer affairs units. Some were created

with top management's commitment, while others were created

in order to gain a superficial public relations advantage or

to present an aura of concern, without any real commitment.

According to Stanton et al

departments were formed to:

(1991:614) consumer affairs

*

*

*

deal with consumer complaints and questions;

represent the consumers' interests when policies and

programmes are being formulated; and

ensure that the firm maintains the necessary degree of

societal orientation in its planning.

Consumerism responses can be so varied that they can range

from illegal, questionable, and opportunistic practices to

adaptive, defensive, regulated or supportive practices, as

indicated by Evans and Berman (1982:654) in Table 4.1.
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TABLE 4.1

RESPONSE

RANGE OF BUSINESS RESPONSES TO CONSUMER ISSUES

CHARACTERISTICS

Illegal behaviour

Questionable
behaviour

Opportunistic
behaviour

Adaptive behaviour

a) Co-operative
b) Non co-operative

Defensive behaviour

a) Co-operative

b) Non co-operative

Regulated behaviour

Supportive
behaviour

Business practices that violate
government statutes, such as price
fixing, deceptive advertising, and
price discrimination.

Legal business practices that are
highly criticized, such as advertising
to children.

Practices with which a firm capitalizes
on the difficulties of a competitor,
such as publicizing a product recall.

Actions after new laws or court
rulings.
Complete compliance.
Circumvent ion efforts, such as
withdrawing rather than modifying
popular, but dangerous, products.

Self-protective actions prior to
government mandates.

Voluntary i mp r ov e me nt s , such as unit
pricing and nutritional labelling.
Increased conflict with government,
such as attacks on federal agencies
and lobbying.

Industries operating in heavily
regulated environments, such as
taxicabs, public util ities, and
education.

Voluntary efforts to improve practices
taken at the i n i t i a tiv e of business,
such as label ling toys by the age of
children.

Source Evans and Berman 1982 : 656.
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It would be apposite at this point to examine the extent to

which these responses have been adopted by South African

businesses.

4.3 THE RESPONSE OF SOUTH AFRICAN FIRMS TO CONSUMERISM

Since there is a dearth of secondary information on this

aspect an effort was made to collect primary data. A pilot

study which was exploratory in nature was conducted during

June-July 1988 to determine marketers' attitudes and

responses towards consumerism.

Open ended questionnaires (refer Appendix B) were sent

through the mail to 54 well known South African marketers.

They were addressed to company officers in senior management

positions such as directors, and marketing directors, with a

brief message outlining the purpose of the study, viz. to

acquire and consolidate information on

perceived by South African businesses.
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The questions were brief and addressed the following issues:

* the firm's concept of consumerism;

* whether consumerism is viewed as an opportunity or

threat;

whether consumerism is perceived as increasing the cost

of marketing;

* the existence of consumer departments within the firm;

* the firm's concept of societal responsibility; and

* areas in which the · firm assisted consumers and the

society in general.

The results from the 26 firms that responded to the question­

naire are indicated in Table 4.2.

of the 26 firms, 4 were clearly negatively disposed toward

consumerism. As regards the remaining 22 sets of responses,

several were somewhat ambiguous. Perhaps this was due to an

absence of specifically relevant policies, or an absence of

commitment by top management. Company response highlights

are summarized below:
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4.3.1. Business Responses to Consumerism and Social Res­

ponsibility in South Africa

Company 1 has a policy of customer satisfaction or money back

guarantee within 7 days of purchase of product.

Company 2 does not view consumerism as a threat. Consumer

complaints are investigated and responded to, and needs a re

catered for.

The social responsibilities of company 3 include funds f or

education of Black and White students, conservation and d ona­

tions to charities.

Company 4 highlights priorities such as housing, job

creation, community development, health and education as cor­

porate social responsibility issues.

Company 5 1S committed to soc ial responsib ility but did not

specify what this entailed.
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Company 6 conducts consumer research with regard to price,

quality and service, and responds accordingly. It engages 1n

employee development and staff education via formal in-store

training as well as

employees.

university grants to children of

Company 6 conducts a housing awareness campaign and grants

pledge loans and assists in building houses for

employees. Its commitment to the community 1S expressed 1n

the form of support for charitable and welfare organisations,

relief of disaster victims by granting substantial monetary

and material donations, sponsorship of health conferences,

cultural organisations and assistance to disabled persons. It

also grants a nation-wide discount to all senior

citizens on Pensioner's Day, as a gesture of goodwill.

Company 7 V1ews consumerism in a favourable ligh t . It believes

that a positive attitude towards consumerism 1S a competitive

advantage.

Company 8 1S committed to political, s oc ial, educat ional

human resource development and economi c upliftment of the com-

munity. It also sponsors language programmes in black schools
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to improve literacy. This company also funds in-service train­

ing programmes for Black teachers. It promotes health and wel­

fare among the Zulu community via the Valley Trust, (a

sociomedical-rural-agricultural project); supports conserva-

tion of natural resources; assists in housing of its

employees, human resource development, provides educational

assistance for employees on a part-time basis and grants ter­

tiary educational assistance for children of employees. Their

education trust has most of the universities and colleges as

beneficiaries. Many charitable· organisations also benefit

from their donations.

Company 9 claims total commitment from chairman through line

and corporate management to shop floor. The Chairman "believes

that the fabric of social responsibility is woven completely

through a businessman's whole existence." This company won the

FMI (Food Marketing Institute, USA), special award for social

and corporate responsibility. It has a consumer advice depart-

ment, grants senior citizens membership of VIP (Very Impor-

tant Pensioners) Club (in operation in all 13 hypermarkets).

It also publishes Nutri Care which is a guide to healthy

eating. Its commitment to the community is expressed in the

form of charities to health, welfare, family and other or-
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ganisations for the underprivileged. Ecological improvement is

also one of its vital concepts. This company also assists

staff in housing projects by providing subsidies. It also

takes an active part in assisting victims of national dis-

asters by ' granting donations of money, food and clothing. It

grants educational bursaries for both staff and the community

and was a founder member of the Urban Foundation which is

funded by private enterprise, whose aim is to improve the

quality of life of all South Africans.

Company 10 indicated that there is no printed material on con­

sumer policy with regard to consumerism since they do not deal

with consumers directly. However, they were engaged ln many

social responsibility projects, such as environmental conser-

vation, housing of employees, and educational grants to stu­

dents, among others.

Company 11 claimed sensitivity to consumer needs and lnves­

tigates complaints thoroughly. It maintains high standards and

quality control to ensure customer satisfaction. This company

contributes generously to the community development fund,

which lS intended to assist organisations involved ln ac­

tivities such as cripple care, child welfare , education and
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health. It is also committed to meeting broader needs of the

community and monitors consumer trends 1n order to adapt

timeously to the market.

Company 12 conducts a comprehensive programme to train employ­

ees so that they may attend to customers' queries and com­

plaints satisfactorily. Questionnaires are displayed in stores

requesting customers to state their views on products and

services. It also has liberal exchange policies or money back

guarantees, and liaises with consumer bodies v1a the

Housewives League. This company also provides information on

care of clothing and judicious shopping. It demonstrated con-

siderable interest in consumer awareness. A copy of their con-

sumer bill of rights was also furnished (Appendix C).

The publication of company 13, namely "Taking stock" won the

1987 SA Co-Ordinating Consumer Councils' Media Award. Its

stores have also introduced the Senior Citizen's Privilege

Card which entitles those over 65 years to a 10% discount on

goods purchased on Tuesdays and Wednesdays from any store.

Liberal exchange policies and money back guarantees are grea t

patronage motives for shoppers.
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The philosophy of company 14 is to strive to be flexible and

responsive to the wishes, needs and preferences of viewers and

listeners. It supplements formal education by presenting

programmes on consumer awareness, social responsibility and

co s ume r responsibility towards the environment and the

limited natural resources.

economic issues as well.

It informs consumers on health and

Company 15 believes that its reputation is based on the

quality of product, service and consumer relationships. I t

therefore guarantees satisfaction to the customers or their

money is refunded.

Company 16 has a consumer service department. It provides

nutritional information on all its products; money back

guarantees on all products; maintains contact with all as-

sociate members of the Consumer Union and National Black Con­

sumer Union. Its social responsibility programmes include com­

munity projects ln the educational , medical, agricultural,

business, social and welfare sect ions.
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Company 17 has qualified officers to deal with consumer com-

plaints. As early as 1975 it had a campaign entitled "The

Consumer Has the Right to Know." This company played a vital

role in encouraging and obtaining necessary information for

the establishment of the South African Consumer Union which

was supported by this company since the Union's inception. It

also abides by industry self-regulation.

Company 18 views consumerism as an opportunity but maintains

that consumerism increases the cost of marketing through

research and development. It sponsors sporting events.

Company 19 regards consumerism as an opportunity for gaining

respect and confidence of both readers and advertisers. It

investigates complaints and grievances and responds to com­

plainants.

Company 20 views consumerism as a movement promoting and

protecting consumer interests. As such it provides an oppor-

tunity for the improvement of financial services and products.

It submitted that consumerism does impact upon costs of
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marketing through research and development. This company is

also committed to the improvement of social, educational and

environmental issues.

Company 21 submitted that it has its own established services

of gathering consumer information for both the company and the

industry but that it was not prepared to divulge any further

information.

Company 22 views consumerism as an opportunity and works

closely with some consumer bodies. It submitted that despite

the fact that marketing costs are increased through research,

the benefits obtained through improved sales of the product,

justify such costs. Its golden rule is that "the consumer 1S

always right and therefore it responds to al l complaints".

Company 23 considered the information to be confidential and

thus made no further response.

Company 24 indicated that it did not know about consumerism:

thus it was not able to assist.
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Consumer 25 mentioned that it had no set policy on con-

sumerism but it acts on individual complaints and only grants

meal vouchers if a complaint is viewed as being serious.

With regard to company 26 the Managing Director of this

popular hotel, casino and country club indicated that this

company was not aware of what consumerism entails.

4.4 CONCLUSIONS FROM THE PILOT STUDY

The response rate was 48.1 per cent. Of the 26 firms that

responded, 84.6 per cent indicated that they were aware of

consumerlsm and that they had implemented programmes to

facilitate the communicative and negotiative processes between

consumers and themselves. The fact that 51.9% of firms did not

respond to the short and very basic questionnaire on con-

sumerism and societal responsibility, may in itself reflect

their shortcomings ~ith regard to consumerist policies.

Although retailers could not generally be considered the

representatives of consumers since their profit-seeking goals

are often regarded with some reservations, they would

nevertheless seem qualified to be "protectors of consumers,
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both as catalytic agents to resolve consumer - manufacturer

differences and as surrogate advocates to use their purchasing

power to influence suppliers". (Rosenberg 1975:37)

It is evident that many respondents viewed consumerlsm as a

phenomenon which is compatible with and which may strengthen

retailing, since it is a viable mode of adapting to an ever-

changing environment.

Logically, positive responses by marketers to complaints can

only be in the best interest of both consumers and marketers

in the long term. Moreover, it would curb the promulgation of

restrictive legislation which leads to added costs in the form

of elaborate record keeping and which is ultimately passed on

to the consumer.

It is possible to identify aspects of commitment and innova­

tion in the respondents' philosophies and policies regarding

both consumerism and social responsibility. The consumerism ­

societal-oriented retailer possesses a commitment to serving

consumers directly and to working with other interested or-

ganisations for the benefit of society at large. Thus,
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bilizes resources to implement programmes in the areas of con-

sumer protection, assistance and education, as may be seen

from the responses in Table 4.2
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On the basis of the material examined, thus far,

gested that other marketers attempt to:-

it is sug-

understand the consumer, and develop programmes to ensure

that top management is acquainted with the reality of the

consumers situation, and oriented towards this perspective;

redress grievances and respond to enquiries and suggestions

amicably, while viewing this as an information feedback

system; and

• mobilize resources so that comprehensive consumer

programmes are developed with the aim of disseminating

useful and timeous information to the consumer enabling

him to be better equipped to make intelligent purchasing

decisions.

On the other hand consumer organisations should co-operate

with each other and co-ordinate their efforts in order to

present a countervailing force against malpractices and abuses

that still exist in the marketplace. In responding to consumer

demands it may be seen, that marketers are not without op­

tions.
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The prospect of more stringent and onerous legal regulations,

often prompts firms to co-operate with others in an attempt to

provide self regulation. If self regulation is to enjoy

credibility, it requires the implementation and enforceability

of programmes.

4.5 IMPLEMENTATION AND ENFORCEABILITY OF PROGRAMMES

4.5.1 Self Regulation

Self regulation has many advantages, the most important be ing

that it can be more responsive to changing conditions than

laws and it may be less expensive to establish and implement.

Companies which recognize consumers' rights, may oppose c e r -

tain pieces of legislation on the grounds that such measure s

are not the best solutions to the problems. Indeed, s ome

businesses have adopted the concept of enlightened marketing,

where marketing decisions are mad e not on l y by cons ider ing

consumers' current wants and the company's requ irement s but
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also by considering the consumers' long-run interests as well

as society's long-run interests ( t he societal concept in

marketing).

Self regulation (as opposed to government regulation) 1S

preferred by businessmen, but consumer advocates feel that ef­

forts at self-regulation have not been successful enough

(Koopman 1986:274). In order for self-regulation to be suc-

cessful, an industry must be able to force its members to

comply with industry standards. Koopman (1986:274) also

asserts that government prefers self-regulation because it

genuinely believes that in a number of i ns t a nc e s , self­

regulation may produce better outcomes for the consumer than

the legislative instrument could accomplish.

Stanton, Etzel & Walker (1991:614) believe that a reasonable

solution is some form of industry-government cooperation

whereby the industry sets its own standards, and once ac-

cepted by the government, the government then enforces these

standards.

Finally, the effectiveness of self regu l a t ion 1S limited

because:-
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* It is difficult to get a consensus among industry mem­

bers regarding an acceptable set of standards, thus

resulting in the setting of the least common denominator

as the level for its standards.

* Executives often fail to see anything wrong in various

business practices in their industry, even though they

are highly criticized by outside observers.

Self regulation needs to be enforceable industry-wide if it is

to be meaningful. One of the most common areas of self-

regulation is product standards, which may, inter alia, con-

cern safety, size and style variations. However, according to

Stern (1975:50)

"the principal danger of product standards is that they

may slow product improvement and innovation or deny

reasonable product alternatives to consumers."

In order to protect consumers i n the short-run and preserve

the long-run benefits of freedom, the answer according to

Stern (1975:50) is to:-
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* provide maximum consumer involvement ln the writing

of product standards;

* provide for automatic review of standards at frequent

intervals;

* permit collective action among firms to boycott any firm

whose products conform to neither industry standards nor

labelling requirements.

Another area of self-regulation which is vitally important to

consumer welfare is promotional practices. The difficulty of

self-regulation with regard to promotional practices is two­

fold, viz.

*

* non-perception, which is a fa ilure to perceive any

injustice in questionable practices, and

non-responsibility, where sellers recognize the wrong

but accept no responsibility for it.

Business should ideally aim at generat ing a much higher

confidence level among consumers, bear ing i n mind that self­

regulation can serve as a preemptive force in relation to

consumer advocates and governmenta l action.
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4.5.2 Government Regulation

In terms of a resolution adopted by the General Assembly of

the United Nations, (At the 106th plenary meeting : 9 April

1985) general guidelines were distributed to governments

relating to consumer protection.

It recommends that governments should develop, strengthen or

maintain a strong consumer protection policy, while consider-

ing the guidelines as set out in the report (Appendix D).

Each government may set its own priorities for the protection

of consumers in accordance with the economic and social

circumstances of the country, the needs of its people and the

costs and benefits of proposed measures. In this regard, the

most recent recommendation of the President's Council was

that the South African Coordinating Consumer Council be

restructured and given legislative support within an expanded

Department of Trade, Industry and Consumer Affairs (Daily

News 27/11/91:29). It is uncertain though, whether such an

arrangement would in fact result in an envisaged improvement

of the consumer's position.
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The government's task becomes more complex when it has to

balance the costs against the benefits to be derived from

certain measures. Benefits themselves, being highly in­

dividualistic and subjective are often difficult to appraise ,

thus complicating the problem further.

Consumer protection legislation requires a cost-benefit

analysis before implementation. However, it is submitted

that it is difficult to obtain agreement on the relevant

dimensions of costs and benefits or about the most suitable

measuring instruments, thereby casting a certain amount of

scepticism on the analysis. On the other hand, badly needed

reform may be postponed or prevented by conducting empirical

studies on cost-benefit analyses which are usually very

time-consuming and of dubious validity.

The subject of government versus self-regulation in

consumerism 1S significant since there are many objections to

government regulations,

(1986:283) are that:-

some of which according to Koopman

* it leads to further and repressive legislation;
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* regulations proliferate in order to close loopholes

that have been found by businesses;

* there is a lack of uniformity of application, which may be

regarded as being unfair; and

* regulatory actions take many years to conclude.

Consumer protection may take many forms and may differ

according to the products, services and the prevailing

macro-environmental conditions present within a country at a

given time. However, a major criticism concerns the higher

costs involved, as a result of actions demanded by govern­

ment. Marketers could stern the flow of government interven­

tion if they adopt a firm commitment to consumerism and so­

cial responsibility.

Consumerism, when viewed as a threat, may result in some

undesirable consequences such as stifling of initiative;

development of cumbersome bureaucratic structures, limited

innovation and competition or even misrepresentation of busi­

ness accomplishments.

In order to deal with consumerism successfu l l y and to ensure

protection for the consumer, there should i dea l l y be a mean­

ingful interaction among the various organizations that can
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impact upon consumerism by virtue of the influence of such

organizations on marketers. The interaction of the protective

efforts of state, semi-state, business organisations, con-

sumer journalists and other independent bodies is likely to

produce a positive, synergistic effect on consumer protection

in general. This protection could effectively pre-empt the

promulgation of onerous legislation. A schematic representa­

tion of these protective organisations is depicted in Figure

4.1. This schematic representation has been derived from the

material presented in the preceding chapters. It encapsulates

the idea that optimum consumer protection is a function of

the integrated activities of all consumer directed organisa­

tions.
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FIGURE 4.1 THE CONSUMER PROTECTION MODEL
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4.6 CONCLUSION

The existence of consumerism bears testimony to the failures

of marketing, while at the same time it has been responsible

for an increasingly important social awareness among

marketers, some of whom have responded by implementing valu­

able programmes.

Although there is consensus among firms, government and

consumer organizations, that consumerism is a force to be

reckoned with, there are nevertheless, differences in percep­

tions about the underlying causes and the actions to be taken

to protect consumer interests.

These differences in perception significantly impair co-

operative efforts among the various sectors. Consequently,

the advancement and protection of consumer interests is dif­

ficult to achieve. Thus it is necessary to effect a higher

degree of communication and co-operation among all the par­

ticipants in the marketing system.

Consumers too, should sincerely share in the responsibility

for preserving an efficient business environment.

Finally, it is suggested that the consumer's interests be

more adequately represented at the strategic planning stage,

despite the fact that producer interests have predominated at

such decision-making levels until now.
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In the analysis thus far, attention has been focused on com­

mercial products and services generally. This analysis

provides valuable insights into the general application of

consumerist issues and should constitute an adequate base

from which more specific areas may be viewed and expanded

upon. Against this background, the remainder of this study

will be devoted specifically to consumerism in the medical

sector, which has until recently received scant attention.

Initially the parameters within which private practitioners

function, will be outlined. The patients rights and respon­

sibilities will then be identified in order to ' accommodate

the empirical evaluation of a number of hypotheses which will

emerge from the text.
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CHAPTER 5

5. THE HEALTH CARE SYSTEM IN SOUTH AFRICA

5.1 INTRODUCTION

The health care industry in South Africa is basically a

professional service industry. South Africa has a mixture of

free enterprise and state financed medical care. Despite

the existence of this combination of systems, serious doubts

have been raised regarding the equitable nature of health

care delivery. It has also become apparent that the exis-

tence of apartheid served as a significant obstacle to a

well planned and adequately controlled system of health care

delivery. Health care delivery was initially divided be-

tween "Whites" and "non-Whites" until the inauguration of

the tricameral system in 1983 when the fragmented system of

health administration caused costly and time-consuming

triplication of services. The fragmentation still exists

for three "own affairs" ministeries which pertain to the

health requirements of Whites, Coloureds and Indians and

also among the various independent and

bureaucracies of the African "bantustans".
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According to recent analysts, the cost of providing separate

facilities alone amounted to more than R800 million per an­

num. This amount excluded the cost of maintaining 18 health

administrations and 14 ministries of health, including

deputy ministers and their assistants (Kelly 1988:117).

There is thus a pressing need for the establishment of a

unitary health care system, since fragmentation is both

wasteful and contrary to ethical codes of medicine. Although

South Africa spends about 6% of its G.D.P. on health, this

figure conceals wide variations between geographical, so-

cial, economic and racial sectors. The state's expenditure

on health for 1991/1992 is expected to be 2.7% of the G.D.P.

Of this amount, less than 5 percent 1S devoted to primary

health care. Private sector expenditure on the other hand

already represents 45% of total health spending (RSA Budget

Review 20/3/91).

5.2 THE SYSTEM OF HEALTH CARE DELIVERY IN THE RSA

Among the various problems that South Africa faces, the most

appropriate system of delivery of health care, presents a

particularly difficult dilemma.
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government's generalized commitment to privatization also

extends to the medical services sector. The announcement of

that commitment has met with strong reaction and severe

criticisms from those who have a genuine interest in the

population's health care needs.

Navarro (1982:2) argues that "Privatization is an economical

and political strategy for the transfer of certain public

activities and responsibilities to the private-sector".

While the government espouses this viewpoint in order to

reduce its financial burden in respect of health care, some

concerned medical professionals and others believe that a

healthy life is the democratic right of all South Africans.

Consequently, everyone should receive proper treatment and

care when sick, old or otherwise unable to look after them-

selves. It is felt that free medical care and hospitaliza-

tion should be provided by the 's t a t e and that the state

should initiate and maintain a preventative health scheme

for all its citizens.

Benatar (in Lee 1989: 158) points out that this idea lS not

new. Apparently a plea was made for such a service as long

ago as 1931, and that the Gluckman Commission had strongly
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recommended the setting up of such a service in 1944. But

the system did not materialize. However, the government's

present inclination towards privatized health care has

resulted in renewed calls, within the context 9£ a highly

volatile political climate, for the establishment of a Na-
L

tional Health Service (NHS) which is financed and controlled.---- ------------------- -
by the government. A NHS will provide citizens' with a health

care system where they receive adequate care irrespective of

their ability to pay, the ultimate aim being to reduce dis-

eases in all sections of the population. Proponents of a NHS

believe that health care should not be regarded as a com-

modity ln the capitalistic marketplace, available only to

those who can pay for it at exorbitant prices. Another'con-

cern of NHS proponents is that of overservicing and over-

prescribing by overzealous private practitioners whose

remuneration is related to these aspects of their service.

5.2.1 Private Medical Care

Privatization, on the other hand, views health care as a

commodity and the system of delivery of medicine progresses

along the same route as an enterprise. One's ability to pay

determines the level of health care one may receive.
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dition it is believed that with the increasing sophistica­

tion of practices and procedures and the attempt to recover

the cost of highly complex and expensive technology and

other facilities from patients, much of the humanism that is

so vital to the delivery of health care is bound to disap­

pear, because of the overriding factor of profit maximiza­

tion. Lee (1989:45) warns practitioners that

"a clear distinction must be drawn between privatiza­

tion of medicine and commercialization where this lm-

pinges on traditional professional areas of

responsibility".

Another vehement critic, Prof Benatar (at the 56th Congress

of MASA) said that:

"Commercialization leads to the dominance of the profit

motive and the much vaunted marketplace is random, so-

cially insensitive and exploitat ive".

Advocates of the "free market solutions" to health care

believe that healthcare is a privilege and not a right.

Therefore it must be distributed according to the supply and

demand forces of the market (Critical Health No. 19 April

1987: 22).
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Despite the inherent financial problems of patients in a

privatized system, the present status of public health care

delivery has compelled patients to consult with private

practitioners. Moreover, the government's unwillingness to

improve the method of public health care facilities, and the

consequent movement to the private sector of those who use

medical aid and/or insurance benefits, have contributed to

a significant increase in privatized medical care. Private

medical care costs are increasing constantly and constitute

an ever increasing portion of an individual's personal dis-

posable income. In addition, there appears to be growing

discontent among private patients with regard to the service

they receive from private medical practitioners. Even a

cursory review of the marketplace for medical products and

services suggests that there is an imbalance between sup­

plier and consumer as a result of structural inadequacies

caused by an asymmetrical power distribution and an in­

hibited informational interface.

Medical practitioners are professionals, operating within a

highly scientific system, while their patients are un­

familiar with the products, methods and procedures involved.
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Patients are thus unable to objectively evaluate medical

products and services. Accordingly the need arises to

restrict untenable practices via professional codes of con­

duct. Indeed, statutory regulations are enforced to protect

the public within the privatized system of medical care.

Within this highly regulated system however, it is possible

to easily identify market characteristics which have been

conventionally applied in the marketing of commercial

products. It will short~y be observed that there is an in­

creasing trend toward the adoption of market principles

within the private medical care industry. At the same time

the providers of these services also enjoy greater monopoly

powers than their entrepreneurial counterparts in the com­

mercial sector because of the existence of formidable

professional associations and the absence of a countervail-

ing patients' association.

5.3 SUPPLY AND DEMAND CHARACTERISTICS OF PRIVATE PRACTICE

IN RSA

An understanding of the theory and role of monopoly and com­

petition in the medical service sector is fragmentary,

primarily because the various concepts and philosophies of
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competition and monopoly reflect a predominantly goods

orientation. Moreover, the medical care system in South

Africa is inhibited from following the principles of a

fully market oriented economy, even though substantial

amounts are paid by private individuals for services

received from practitioners. Competition which is of prime

importance in other sectors is restricted in the medical

service sector, although some competition exists between

professional groups: for example, medical doctors versus

chiropractors or osteopaths, and optometrists versus opthal­

mologists.

There 1S also a lack of vital consumer information which

precludes rational purchasing decisions, since health care

is highly specialized with intensive use of sophisticated

and complicated technology. There is also a lack of effec-

tive price competition which often results in increasing

prices. It is believed that a lack of competition also con-

ceals information about the most efficient methods, hospi-

tals and doctors. A further factor is that consumers are

unable to determine when medical services are needed because

of the very unpredictable nature of illness.
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At the centre of the medical care system is the medical

practitioner, who is involved with the patient from the ini-

tial interview to the final discharge. The consumer

"surrenders his sovereignty to the doctor who acts as his

agent by determining needs by diagnosis and implementing

wants by the selection and purchase of available services on

behalf of his client" (Crane et al 1974: 181). Thus it is

evident that the consumer may exercise choice only In

selecting a primary doctor (on the basis of very little in­

formation) but his choice is limited in selecting a

specialist since this is done through a system of referral

by the primary doctor. This professional co-operation with

each other through rigidly defined roles serves as a vital

co-ordinating mechanism in the medical care sector. The ra­

tionale is that specialist's services should be utilised

more efficiently with general practitioners attending to

less complicated ailments.

Another characteristic which restricts choice further is the

fact that demand exceeds supply in the South African

marketplace. The balance of supply and demand becomes a

critical lssue ln the provision of medical services. These

services require large investments in capital and time ln
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order to have qualified people to perform them. A com-

promise in the quality of medical education in order to

match the demand, is likely to have serious reperCUSSlons.

However, a criticism in this regard is that a lack of

central policy direction has led South Africa to cater for

expensive secondary and tertiary health services at the ex-

pense of preventive and primary care, which is desperately

needed by the majority of South Africans. 1 It is also

believed that South Africa's medical schools, through their

specific training procedures, have become highly powered

technocratic institutions churning out first world doctors

who are not " t r a i ne d to deal with the health needs of the

majority of South Africans.

These problems are exacerbated by the emigration of many

young highly skilled practitioners who have been educated in

South Africa at great expense to the taxpayer. This exodus

also has profound implications at the teaching and research

levels, which could result in a lowering of standards of

health care. It is submitted that the medical student

-----------------------------

1. However, Dr R Venter, Minister of National Health and
Population Development, revealed in 1990 that 20 PHC
centres were to be established in the RSA.
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recruitment process needs to be addressed, since rich,

privileged students tend to emigrate when they are faced

with a country in conflict or when they merely prefer to

move to more lucrative practices in other countries.

However, it is difficult to apply a test of intent, and

nothing can be done at the selection level, said Prof Rosen-

dof (Sunday Tribune, 19-7-89:1).

Since the nature of medical services differs from goods in

some major respects, this has a significant impact on the

nature of monopoly and competition in this industry: for

example, market forces are substituted by formal and legal

regulations because it is believed that the structural im-

balances and the critical nature of medical services neces-

sitate statutory regulations for the protection of the

public. Consequently, the South African Medical and Dental

Council (SAMDC) was constituted in terms of the Provisions

of the Medical and Dental and Supplementary Health Services

Professions Act 56 of 1974.
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The South African Medical and Dental Council is made up of

persons nominated by the Minister of National Health and

Population Development, representatives of medical and den­

tal training schools and medical practitioners and dentists

elected by colleagues. Every medical practitioner, dentist

and member of the Supplementary Health Service Profession is

required to register with the SAMDC.

quired to pay an annual prescribed fee.

Each member is re-

The SAMDC promulgates rules and regulations pertaining to

medical training and examinations. It is also responsible

for setting standards of ethics and professional conduct.

The SAMDC must approve all training centres, as well as all

degrees obtained for the purpose of registration with the

Council. The SAMDC is also empowered to investigate mis-

demeanours allegedly committed by registered members, and it

may institute binding punitive or disciplinary measures if

members are found guilty of such misconduct. The Supreme

Court has ruled that ln effect, the SAMDC is the sole

repository of power to decide what is improper or disgrace­

ful conduct on the part of a doctor.
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Although the courts are reluctant to interfere with an SAMDC

decision, the Supreme Court has an inherent power of review

of statutory bodies. The Supreme Court may review and cor­

rect or set aside decisions of the SAMDC on the ground of

procedural irregularities.

Recently, a perturbing situation, was revealed (John Berks

Show 2/8/90 at 20hOO: Medical Malpractice on M-Net) when the

Registrar of the SAMDC acknowledged that not all the deci-

sions taken as a result of inquiries by patients are com­

municated to the complainant or to the media. This could

lead to the belief that a situation could arise where, for

example, a complaint is not even investigated at all, since

there lS no obligation to report the findings of investiga­

tions or inquiries. Indeed, the sentiments expressed by vic­

tims of medical negligence during the show were, that the

SAMDC protects its members to a greater extent than the

public in whose interest it was originally constituted to

serve. This certainly needs to be probed in the e'mpirical

study as well.
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Nevertheless, the SAMDC imposes contraints on competition by

prohibiting various pricing and promotional practices, such

as advertising to the public. The SAMDC regards such ac-

tivities as being "unethical".

Ease of entry into the market is also limited by regulations

requiring registration. Regulations for registration and

maximum pricing schedules are believed to be essential in

order that these services are not allowed to function within

the "chaos of the uncontrolled marketplace", since these

services are critical to the welfare of the community. An

uncontrolled marketplace in respect of ease of entry, could

see a proliferation of quackery which would be disastrous. 2

(Sunday Times 24/3/1991:3).

2. A forty year old bogus "paediatrician" who had been
"practicing medicine" for at least 10 years appeared in
court in connection with charges of, inter-alia, cul­
pable homicide, (since 10 children who were treated by
him died) impersonating a medical doctor and 4 500
cases of fraud arising from payments by medical aid
societies (Sunday Times 24/3/1991: 3).
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Thus the necessity for regulations must flow from the need

to assure the public or market that minimum standards of

performance can be expected, given the inability of the pur­

chaser to examine and evaluate the service 1n advance.

Despite the inability of the purchaser to examine and

evaluate the services in advance, there are nevertheless

aspects of the marketing mix which may be identified by pur­

chasers within the private medical sector.

5.4 THE MARKETING MIX WITHIN THE PRIVATE MEDICAL SERVICE

INDUSTRY

5.4.1 The Product

The "product" in this industry is primarily the "service"

responsible for the maintenance of an individual's well-

being and even more fundamentally, his continuing existence,

as well as some medication which may be dispensed directly

by a doctor or by a pharmacist, who is specifically

qualified therefore The medical practitioner 1S one par-

ticipant 1n this transaction, while the patient is the

other. Rathmell (1974: 171) describes a patient thus:
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"The consumer is a client, not a customer, of the provider

of health care. The distinction is profound. A customer

takes title to a good upon purchase and the seller has no

control over the consumption of the product he can only ad­

vise. The client on the other hand, places himself in the

hands of the provider or seller". Thus the purchase deci-

sion is not a unilateral decision,

is decided upon by the doctor.

since what is purchased,

Medical services involve simultaneous production and con-

sumption as well as the intimate participation of the buyer

in the performance of the service. Services do not have

form utility, but they do have some concept of performance

utility. The satisfaction of this utility may be high or

low depending on the level of professional skill of the

provider. The qualitative element in the delivery of serv-

ice is the overriding factor in determining a measure of

their performance productivity.

Fortunately, to assist them, physicans and hospitals have at

their disposal various sophisticated instruments which may

improve the quality of their performance,provided the doctor

maintains an empathetic attitude towards the patient.
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Although it is difficult to asses s the quality of health

care, there is nevertheless a perception of differences in

quality among discerning consumers, which may be manifested,

inter alia, in the doctors "bed~side-manners", the attitude

of his supporting staff towards the patient, easy access to

the doctor in emergencies, and/or the diagnostic equipment

at his disposal.

If performance were to be measured in terms of the number of

visits to the doctor or by the number of days spent ln a

hospital, then this would be comparable to measuring the

output of any product industry without considering quality,

durability or performance characteristics of the product.

These aspects are becoming increasingly salient in quality

assessments by consumers.

Quality assessments may be made, to some extent, in respect

of medication that doctors dispense personally. There has

been no prohibition against the dispensing of medicines by

doctors. However, since December 1984, in terms of Section

52 (2) of the Medical, Dental and Supplementary Health Serv­

ices Professions Amendment Act, all dispensing doctors are
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required to register as such with the SAMDC. There are 4

800 registered dispensing doctors of whom 2 300 are actively

dispensing. (Daily News 13/6/90: 4). other doctors prescribe

medication which has to be purchased from the pharmacist who

charges a levy for the dispensing of the medication in addi­

tion to the amount for the medication. The reason for

registration as a dispensing practitioner is so that the

SAMDC may be aware of their identities. It may then exercise

its extended disciplinary powers where necessary,since do~-

tors are not obliged to adhere to the Pharmacy Act of 1974

which provides for matters relating to the sale of medicines

to consumers.

5.4.1.1 Dispensing of Medicines

The dispensing of medicines by medical practitioners remains

an area of contention between doctors and pharmacists, who

claim that this is the purpose for which they have trained

and qualified. On the other hand, the voluntary association

of medical practitioners (MASA) as well as the SAMDC recog-

nise the fact that it is the inalienable right of prac­

titioners to dispense medicines for their own patients.
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As a result of patient complaints in the 1980's of the in­

ability to meet the high costs of medication at pharmacies,

many city doctors began dispensing medication. This caused a

furore among the urban pharmacists who felt that they had a

formidable competitor in the prescribing doctor (Kobrin

1990:14).

Dispensing doctors are believed by the author to be more at­

tractive to many patients (an extended product line). Dis-

pensing also improves a doctor's financial position because

profits are also derived from the sale of medicines by doc­

tors. Some believe though, that "the decision to enter the

market as a dispensing practitioner, where readily available

pharmaceutical services exist, is based purely on financial

gains to the practitioner." (Editorial, SAPJ~ 1989 Sept:

314). However, it has been claimed that the total health

care bill is less when a dispensing doctor is consulted

(Kobrin 1990 15).

Undoubtedly, the dispensing doctor serves a vital role in

the community especially in areas where pharmacists do not

operate. Other benefits that accrue to patients through the

use of dispensing doctors are:
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* a higher patient compliance with directions for use and

dosage;

* convenience to the patient who does not have to locate

a pharmacist who is open for business, since business

hours differ among different pharmacists;

* reduction in delays in acquiring the medication since

many patients do not immediately purchase medications

after receiving a script from a doctor; and

* price competition results, which is in the economic in­

terests of the patient, since pharmacists are competing

among each other and with the dispensing doctor as

well. (Price competition is not prohibited among phar-

macists although the advertising of

prohibited by the Pharmacy Council).

ethicals 1S

Although some concede that the doctor may legitimately dis-

pense medicines to his (or his partner's) patients, they

nevertheless contend that the dispensing of medicines and

the diagnosis of diseases require a thorough knowledge in
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different and very specialized areas. Some scepticism

I . . •
therefore exists, as to whether the medical practltl0ner lS

as intensely aware of pharmacological actions and reactions

and the importance of the "quality - chain" of medicines as

his pharmacist counterpart who has comprehensively studied

pharmacy for no less than four years at an approved univer-

sity (Editorial, SAPJ. Sept. 1989:314).

The Medicines Control Council and the Department of Health

and Population Development in its attempt to maintain

product quality and safe storage during the distribution

phase of medicines to the final consumer, have performed in-

spections at dispensing medical practitioner's outlets and

found that consumers have received substandard medicines at

some outlets. It was found that the standard of "good dis-

pensing practice" was embarrassingly compromised in the case

of many dispensing practitioners (SAPJ Sept 1989: 312).

The following irregularities were revealed:

* Unnecessary and/or unsuitable medicines were supplied

to patients as a result of irresponsible purchasing of

large quantities of medicines from highly persuasive
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manufacturer's representatives. Similarily it is said

that in the USA, doctors are falling prey to the

temptation of dispensing medicines that they have 1n

stock, rather than that which is in the patient's in-

terests, (SAPJ Sept. 1989 : 312).

* Medicines stored under poor conditions and which were

consequently "sub-potent" were supplied. Their inspec­

tion revealed that 47% of practitioners did not store

thermolabile medicines correctly;

* Medicines that had passed their expiry dates had been

supplied with grave consequences. It was found that 71 %

of practitioners did not have a system to monitor ex-

piry dates of their medicines. Moreover, 17% did not

*

even separate expired stock from the rest;

Cost saving strategies such as using the same dis­

posable syringes and needles on a number of patients

had placed a number of patients at risk. The inspec-

tion r evealed that one practitioner used the same

syringe and needle to vaccinate 24 persons of different
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population groups against Hepatitis-Bl (SAPJ Sept 1989:

313); Hepatitis B is a highly contagious and poten-

tially fatal disease;

* Unregistered, and therefore illegal medicines were

found. Medicines for veterinary use were also found in

large quantities at medical practitioners offices;

* 26% of practitioners did -not keep a record of names and

addresses of patients for whom they had dispensed

habit-forming drugs, thus making it impossible to con­

trol drug abuse or misuse; and

* Almost 50% of practitioners delegated the dispensing of

medicines to clerks and receptionists with a very

limited knowledge of pharmacy.

In view of these irregularities the Department of National

Health and Population Development, through its Sub-

Directorate, the Medicines Control Council embarked on a

major education programme aimed primarily at introducing the

concept of "good dispensing practice" (GDP), to dispensing

practitioners.
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The Medical Association of South Africa has also embarked on

its own educational programme. The South African Medical

and Dental Association has also been informed by the Depart­

ment of its findings.

The conclusion drawn by the Deputy Minister of National

Health and Health Services from these findings was that the

dispensing practitioner "has committed himself to an ac-

tivity for which he is ill equipped" and therefore so­

called cost savings are negated if the "integrity of the

medicine is not preserved and the drugs are not taken

correctly".

Being placed in a fiduciary relationship with regard to the

patient's interests, and serving as a "proxy consumer' both

in terms of the selection and quantity of medicines sup­

plied, it is essential that the dispensing practitioner's

own financial considerations should never be allowed to

override his clinical discretion and professional ethics"

(SAPJ. 1989 Sept 314).
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It must however, be pointed out that patients cannot expect

guarantees for their purchases of services or products from

their practitioners, either in the form of an improvement in

their conditions or in the non-recurrence of the condition

for which they were treated, they may nevertheless claim for

damages caused as a result of negligence on the part of the

doctor. The nature of medical care is such that despite the

absence of a guarantee for patients, many place implicit

trust in their doctors, which ought not to be compromised.

This implicit trust has no counterpart in other buyer-

seller relationships. Moreover the urgency of medical at-

tent ion and the limited supply of it,

tic price sensitivity.

results in an inelas-

5.4.2 Price

Competitive pricing does not occur in the regulated medical

services industry. Maximum prices are authorized by the

regulatory body, the SAMDC, and the purchasers of these

services have no influence whatsoever.
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Prices have always played a passive role in the marketing

strategy of the providers of private medical care, because

patients do not bargain over prices and do not have a

vociferous patient's association which can negotiate on

their behalf.

Remonstrations made by the Representative Associations of

Medical Schemes have met with little or no success, since

medical costs have risen significantly slnce 1980.

Moreover, price differentiation by the doctor is also absent

ln the case of third party financial intermediaries such as

medical aid schemes or medical insurance where a specified

schedule of payments is used (usually the maximum amount)

irrespective of the financial circumstances of the patient

or the shorter time spent in attending to him/her.

It is submitted that an equitable pricing policy from the

patient's point of view should satisfy the

criteria:

following

* the time taken to perform a particular serv ice;
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* the extent to which capital goods are utilised during

the performance of the service;

* continuity of performance over time; and

the specialization content of the performance.

However, even in this regard, the question may be raised as

to what control measures may be implemented to prevent over-

treatment, and consequent increased costs in order to

satisfy the commercial orientation that some private prac-

tices have assumed. Logically, professional ethics and an

adherence to the spirit of the Oaths i.e. the Hippocratic

Oath and the Geneva Declaration (included as Appendix E)

could serve as control measures. However, in view of the

fact that ethics have a wide grey area, this seems unlikely.

The ability and the means used to purchase health care In

the private sector determine the type and the combinations

of diagnostic and therapeutic services that a patient will

receive.
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Payment for services may be made by one or more financial

intermediaries such as medical aid schemes or health in-

surance plans. However, it is sometimes argued that some

benefit plans are inflationary because of the conditions of

contract, eg. patients have to be admitted to hospital for

tests in order to be eligible for benefits rather than use

an out-patients facility in the case of some benefit

schemes. In order to reap the benefits from such schemes,

the patients and doctors adhere to the terms as stipulated

rather than opt for less costly alternatives, for which

patients do not receive benefits.

5.4.2.1 Medical Aid Schemes

Medical aid schemes provide only for the economically active

and their dependents. It was estimated that 7 125 312

persons enjoyed medical aid cover at the end of 1989 repre-

senting about 23.6% of the total population. 3 However,

--------------------------------

3. Statistics obtained from the annual report of the
Registrar of Medical Schemes and is reflected in Appen­
dix F.
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with the rapid escalation ln medical contributions per mem-

ber, it is possible that not all of the economically active

members will be able to afford these contributions in the

near future. The considerable increase in medical aid sub-

scription rates in recent times can be attributed to soaring

costs of medicine, doctors fees, overuse of benefits, over-

servicing by practitioners, over reliance on secondary and

tertiary means of health care rather than primary and

preventative care, and inefficiencies in administration by

medical aid schemes(Price & de Beer 1989:41).

In this regard Ross (1988:23) submits that third party reim­

bursement leads to greater (and perhaps unnecessary) use of

health care.

"When a third party pays for a service, consumption and

the act of paying are separated in time and place. The

consumer is usually not aware of the true cost of the

service. There is little incentive for consumers or

providers of services to be cost conscious and herein

lies the the biggest issue of the health care problem".
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In addition, the Registrar of Medical Schemes, provided the

following reasons for the increase in his Annual Report on

22/3/91:

"The sharp increases in the cost structures of medical

schemes reflected over several years are, in my view,

mainly attributable to over-utilisation of the system.

Basically, the system lends itself to abuse since first

Rand cover is coupled to fee-for-service guaranteed

•payment. Therefore, there is no incentive for either

the consumer or the supplier of health care services to

be prudent or thrifty".

In order to address some of these problems, it is suggested

that the present legislative restrictions on medical schemes

(in terms of the Medical Schemes Act 72 of 1967), be

reviewed in order to render a more flexible and market-

related health care system possible. Efficient claims

management and successful measures to control fraudulent

claims should be implemented to contain costs. It is also

suggested that members of medical aid schemes become In-

volved in finding a cure for the medical aid malaise, by
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consulting practitioners only when really necessary.

Perhaps, a system based on reduced contributions as a reward

for low claims should be considered.

Practitioners too should exercise restraint in prescribing

tests and expensive treatment unnecessarily. The effect of a

judicious system of consultation on the part of members,

would result in practitioners having more time to practice

"good medicine" on genuine cases, and the use of expenSlve

and harmful drugs would decrease.

Since serious reservations have existed about the solvency,

adequacy and efficiency of several medical aid schemes, com­

plementary health insurance policies have become popular.

Those who are not members of medical aid schemes are also

beginning to perceive the need for health insurance.

5.4.2.2 Health Insurance

Insurance companies are presently offering policies they

claim will assist patients financially when they are in need

of health care. Proponents of private health insurance might

advance the following reasons for their stance:
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* that the policy holder's tax burden would be decreased,

since the premium paid is tax deductible;

* that patients' anxiety would diminish, since they would

at least have the finance to pay for treatment needed

without an erosion of their life savings;

* a competitive response from medical aid societies would

be stimulated.

Proponents might further argue, that health care lnsurers

are not bound by the Medical Schemes Act ( 72 of 1967 as

amended) and that they can offer individually designed

schemes, that would aim at cost containment while offering

increased cover. Private health lnsurance is usually

designed to supplement medical aid schemes by offering, in-

ter alia, hospital and major surgery cover, regular income

in case of accident or illness, financing of nursing and

home care and other convalescence financing.
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Despite the existence of financial intermediaries which as­

sist in the payment of medical services, access to private

health care is still limited because the majority of people

in South Africa cannot afford even the contributions or

premiums involved.

In response to the financial difficulty of gaining access to

medical care, a new concept in health care was recently

launched (Daily News. 28/11/91:12). The concept, initiated

by EMSCorp, the Emergency Medical Services Corporation, was

designed to offer an affordable and efficient service in

emergency medical care. EMSCorp, in conjunction with its

subsidiaries, EMSCare (which deals with patient services)

and EMSPro (which incorporates the ambulance services), of-

fers medical care programmes for the lay public, students,

senior citizens, tourists, family units, as well as nursing,

convalescent,

centres.

rehabilitation and geriatric patient care

Members pay a nominal fee per month for the various services

that they may need. Some of the services provided by the Cor-

poration are: twenty-four- hour medical advisory services,

after-hours house calls, student training services and other
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support programmes. A member of the EMSCorp Board submitted

that they have undertaken these functions in an attempt to

meet the challenges that the private medical sector faces.

5.4.3 Promotion

Promotion plays a modest role in the marketing of services,

since services are intangible and there is a high degree of

buyer dependence on the provider of the service. The

heterogeneous nature of service performance among different

individuals renders communication of some information to the

public difficult and unnecessary.

Promotion is also frowned upon by some, and 1S indeed

prohibited in South Africa by the SAMDC. Although the SAMDC

acknowledges the desirability of informing the public about

medical matters of general interest, it disapproves of ad-

vertising by medical practitioners. The question of whether

practitioners should be allowed to advertise to the public

has been debated on many occassions. Indeed this point 1S

still debated 1n America where the ban on advertising by

practitioners was lifted in 1977. Prior to 1977, advertis­

1ng was prohibited by the codes of ethics of the American
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Medical Association in an attempt to "protect consumers

against their ignorance as well as potential professional

incompetence and misrepresentation" (Labarbera & Reddy 1987:

43). However, several studies conducted in the USA (Wright

and AlIen 1981, Darling and Horckett 1978, Darling and Bus­

som 1977, Shapiro and Majewski 1983, and Meskin 1978 quoted

in Labarbera and Reddy 1987: 44) after the ban was lifted

revealed that the majority of medical professionals believe

that advertising does not help consumers to make more intel­

ligent physician choice. The majority of consumers on the

other hand believe that advertis ing helps them to make In­

telligent choice of physicians.

The entrepreneurial nature of the US health care sector

views health care as a very expensive commodity. Conse-

quently consumers believe that they should be afforded an

opportunity of making their own decisions as to who should

attend to their health care needs. This issue needs to be

probed within the South African private medical sector as

well.

13 3



Because of the present prohibition on promotion some medical

practitioners attempt to communicate with their markets

through exposure or visibility in the form of participation

in community activities, church and school boards. On a

national level practitioners may obtain exposure through

professionally oriented technical articles or papers

presented at conferences or by publishing in accredited

journals.

other practitioners merely rely on their performance to

speak for itself or on their patients'

advertising".

"word of mouth

It is thus submitted that the promotional element of the

marketing mix can contribute to a shift in emphasis from

curative medicine to preventative medicine through the us e

of, inter alia, advertising media, publicity seminars or

even talks at gatherings on critical areas of health care.

Total healthcare costs might as a result be reduced Slg­

nificantly and medical professionals could devote their time

to other, more critical matters in health care.
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Unfortunately, there is little evidence that practitioners

view promotion as an integrated activity in the total serv­

ice concept and therefore not much attention has been paid

to this aspect as yet.

5.4.4. Distribution/Place

In the case of medical service and products, the relative

importance of time and place utility is greater than in the

case of goods because of the life-saving nature of these

products and services. Location thus refers to the distribu­

tion of people and facilities prepared to perform services,

while the channel may refer to a network designed to deliver

the services, for example, doctor,

(Rathmell ed. 1974:182).

specialist, hospital

Medical services may be highly concentrated, as in the case

of medical centres and hospitals or they may be dispersed as

ln the case of individual practices in suburban and rural

areas. The inability to store such services and the need to

have service facilities to meet intermittent emergency

demands, is invariably reflected in the price. As private

medical care assumes a greater role ln the supply of health
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care,

times,

the prompt and proper rendering of services at all

including after hours services, becomes critical in

satisfying patients/clients.

There appears to be a distinct shift from general to spe­

cialized practice with the patient paying higher prices in

the health care market place. It is believed that while

this trend toward specialization may improve the quality of

medical practice in specialized areas, the patient's search

for appropriate holisitic professional care is made more

difficult since patients need to see many different

specialists for different ailments. This may result in a

postponement of treatment for some ailments, which lS

clearly not in the interests of the patient. In addition

each specialist charges an initial consultation fee In addi­

tion to other fees, which discourages patients from uSlng

their services unless they see an absolute need for it.

It may be observed though that medical clinics or "one stop

medical care facilities" have been established with a Vlew

to solving the problem of searching for specialists In dif-

ferent areas, since they are often situated in the same

medical centre. However, the possibility is greater for
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overservicing, since medical professionals are often the

major shareholders ln these medical centres and private

hospitals, and have a vested interest in its profitable per­

petuity (majority shareholding by medical professionals has

been confirmed in interviews with senior administrators of

8 private hospitals and clinics in the study area).

In the USA, where surgeons are granted facilities at some

private clinics, they are expected to use these facilities

at their maximum. If they do not, the facilities are

withdrawn by the administrators whose sole objective is max-

imization of profits. In this instance too, patients are at

a disadvantage since specialists tend to overservice in or-

der to remain eligible for the convenient facilities. For-

tunately this practice has to date not been repeated in

South Africa.

In other cases, also in the USA, some specialists are barred

from using certain clinics or private hospitals because they

operate their own private clinics or they are shareholders

in other hospitals. This is clearly not in the interests of

patients because it limits their choice of clinics and it

poses a threat to the professional freedom of doctors.
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It is evident that marketing mix options are for medical

practitioners in South Africa, severely constrained by both

legal and professional considerations. Partly as a result of

this, they have felt a need to form associations which will

protect their interests by means of co-ordinated action.

The Medical Association of South Africa (MASA) is one such

body and is recognized as the official mouthpiece of the

medical profession.

5.5 THE MEDICAL ASSOCIATION OF SOUTH AFRICA (MASA)

MASA is described as an exclusive professional body of medi­

cal practitioners without statutory power which is concerned

with the interests of doctors. It is registered as an as­

sociation not for gain under Section 21 of the Companies Act

(MASA 1986: 1). Membership is voluntary.

Among other noteworthy benefits enjoyed by MASA members, 1S

the existence of a comprehensive professional liability in-

surance called the Medical Protection Fund.
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provides assistance to doctors who have legal suits brought

against them by patients or their dependents, for negligence

or malpractice.

The Chairman of MASA, Dr B. Mandell acknowledged (on the

John Berks Show on M Net at 20hOO 2 /8/90) that if a doctor

knows that he has no reasonable defence, the matter will

usually be settled out of court, with a payment being made

from the Medical Protection Fund. This means that a doctor's

negligence or misdemeanour does not affect him financially

or otherwise, since he is not responsible for the payment

and others are not made aware of the legal proceedings.

This can hardly be considered a punitive measure for wrong

suffered by the victims of malpractice.

There are several other associations to which doctors may

belong, whose objectives are to protect the interests of

practitioners and in some cases to facilitate the communica-

tive processes between various organizations and the public.

There is one group of concerned practitioners however, whose

main objective is to promote the well-being of patients

rather than their own. This voluntary vocal group of prac-
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titioners, the National Medical and Dental Association

(NAMDA) is primarily made up of academics and practitioners

in the employ of state or provincial hospitals.

5.6 THE NATIONAL MEDICAL AND DENTAL ASSOCIATION (NAMDA)

NAMDA's main objective is to promote the idea of an equi-

table distribution of health care for all the people of

South Africa, irrespective of their ability to pay for such

care. Annual Conferences and Proceedings are arranged which

serve as a forum for the presentation of their views. Their

constant plea is that all medical personnel should con­

tribute to an efficient and cost effective health care sys­

tem, where the profit motive is subordinate to the patient's

welfare.

However, the voice of NAMDA does not appear to carry much

weight, and there is no recognised patient's association in

South Africa which is vociferous enough to join forces with

NAMDA to present an effective countervailing force against

any perceived injustices that may be perpetrated against

them. Medical Aid Societies are not acknowledged as

patient's associations but as financial intermediaries which
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attempt to address price increases only. Other associations

such as the Heart Foundation and the Cancer Association

provide only an informational and fund raising service and

are not in a position to raise a collective voice against

perceived injustices. It is indeed , doubtful whether con-

sumerism 1n the medical sector in South Africa exists at

all •

. 5.7 MEDICAL CONSUMERISM

An absence of consumerism in the medical marketplace stems

probably from a lack of awareness of the rights of the con-

sumer than from an absence of injustice or inequities.

Moreover, the highly professional character of services and

the apparently powerful doctors' associations that exist

present a daunting task for non medical people who might

wish to mobilize an effective association.

Nevertheless, against the background of consumerism in

general, it is clear that consumers of medical services need

to look after their own interests in a more organised way,

with a view to increasing market power. A greater under-
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standing of medical methods and procedures would be helpful

in this regard but it is doubtful whether any widespread

training programme would be feasible.

However, it is submitted that a campaign to increase aware-

ness of consumers' rights in the medical marketplace would

be an important step towards judicious assessments and

legitimate expectations of performance quality.

The patients/rights in the medical marketplace,as suggested

below, are believed to be logically consistent with the

generally accepted consumer rights outlined in chapter 3.

the right to safety:

the right to be informed:

to be protected against the

marketing of dangerous drugs,

medication and/or health aids;

to be assured products will be

safe, when used or consumed in

their prescribed manner.

to be protected against inade­

quate information in respect

of possible ill-effects, or

142



side-effects of the medication

prescribed, or of the dangers

of using certain medical

equipment in any other manner,

except as prescribed. Rele-

vant information should be

easily understood and easily

obtained.

the right to choose: consumers should have the

right to choose the prac-

titioners they consider most

suitable for their needs. They

should have the right to

change practitioners if dis-

the right to be heard:

satisfied for any reason. They

should also have a free choice

of pharmacists.

the practitioner has a duty to

listen courteously to all and

not only to some of the

patient's medical complaints,
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before making a diagnosis,

since various relationships

exist between different ail-

ments. Further, the prac-

titioner should take cog-

nizance of medication prevl-

ously taken that proved inef-

fective for the purpose diag-

nosed or that caused ill-

effects or side-effects,

the right to consumer

education:

the right to redress:

should the patient inform him

thus.

right to be made aware of the

methods and procedures adopted

by private practitioners and

the state, to reduce the risk

of contracting certain con­

tagious ailments.

to be compensated for loss or

damage suffered despite the

proper
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medication.

To be compensated for negli­

gence or malpractice on the

part of practitioners.

An appreciation of the concomitant responsiblities of

patients should also be highlighted in order that issues are

addressed in a responsible and fair manner. Corresponding

responsibilities are suggested in Table 5.1.
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TABLE 5.1: RIGHTS AND RESPONSIBILITIES OF THE CONSUMERS

OF MEDICAL SERVICES AND PRODUCTS

1

2

RIGHTS

to safety

to be informed

RESPONSIBILITIES

to use medication and medical care

equipment as prescribed. To ac-

quaint oneself with the possible

risks of abusing medication and

equipment and to avoid such risks.

to make a positive attempt to be-

come aware of the characteristics

of the med i cation being used and

the possible ill-effects if abused.

3 to choose legitimate dissatisfaction with

practitioners or pharmacists should

not be tolerated.
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consumer should choose another

4

5

to be heard

to consumer

education

without fear of non-treatment by

the other.

to make known to the practitioner,

medication and treatments that were

clearly non-beneficial when taken

as prescribed. To make known to

others, and to professional boards,

details of misconduct on the part

of the practitioner.

become conversant with rights,

and duties as a citizen with regard

to public health and to adhere to

the methods and procedures pre-

scribed by private practitioners

6 to redress

or state authorities.

seek compensation for damage or

ill-effects caused by prescribed

use of medication or equipment.

This may take the form of com-
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plaints to the supplier or ~ompany

concerned, statements to profes-

sional boards and/or news media and

direct legal action.

Informed, responsible clients are more effectively able to

evaluate the quality of performance received and to make

decisions that would serve their best interests. A high

quality of patient care and the judicious practice of

medicine would translate into an increased recovery rate and

an improvement in the quality of life after medical inter-

vention. In order to ensure quality of performance, prac-

titioners should be periodically subjected to peer reVlew

programmes or professional audits.

Indeed, it has been submitted by academics in the USA that a

formal evaluation (professional audit) of medical graduates,

whereby their competency and/or their professional practices

are examined, would be the most rational way to assess the

extent to which medical professionals achieve their pur-

poses. Such an evaluation would be appropriate among South

African graduates as well.
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It is believed that these assessments would result in fewer

misdemeanours and malpractice actions. However it has also

been submitted that,

"Outcome evaluation is extremely difficult to imple-

ment and to validate, because in its most comprehensive

form, it requires long term prospective studies and the

control of many variables extraneous to the institu­

tional programmes that influence the quality of patient

care and the practice of medicine".

1989, : 1008).

5.8 CONCLUSION

(Jama, Aug. 25,

The debate as to whether South Africa should adopt some form

of national health service or persist with current trends

towards privatization of health care, is unlikely to be

settled soon. There have been renewed calls for a national

health service by high profile political figures who argue

that free access to health care would improve the health of

the nation and solve the escalating cost crisis. Moreover it

is argued that a national health service would avoid the

twin scourges of a privatized system : undertreatment or no
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treatment of the indigent on the one hand, and overtreatment

of those who are able to pay, on the other hand, merely be-

cause it serves as a basis for profit.

The adoption of a national health care delivery system in

South Africa, would alter the whole medical care industry.

There would be no vested interest in the illness of the

people, no conflict of interests between pharmacists and

dispensing doctors, no medical aid scheme malaise, no up-

surge in medical insurance and no ineluctable fear of not

being able to afford medical care. There would also be

little incentive for doctors or pharmacists to work very

hard.

On the other hand, if the current drive to privatize almost

all state medical facilities continues, and self-seeking

medical practitioners are allowed to exercise their quasi­

monopoly powers to the full, current inequalities and iniq­

uities might well fester into an incurable malaise. Only a

strong countervailing patient's association and an en-

lightened public can effectively curb abuse of the system.

Indeed, it is suggested that in the current political

climate, it is only proactive responses to consumerism which
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can save the private system and permit it to serve the In-

terests of both practitioners and patients. There is there­

fore a pressing need for patients to exercise their rights

and to "maximize their health care purchases."

Whatever system ultimately prevails, a fundamental aspect of

the practice of medicine would continue to involve the

subtle and delicate relationship between doctor and patient.

This relationship should ideally go beyond the mere applica­

tion of scientific and technical skills to the humane and

empathetic rendition of services to trusting, yet anXlOUS

individuals. This relationship will be examined in Chapter

6, particularly as it appears to be the subject of much dis­

content among patients. This matter will also be probed in

the empirical study in chapter 10.
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CHAPTER 6

RELATIONSHIP BETWEEN DOCTOR AND PATIENT

6.1. INTRODUCTION

When a medical practitioner accepts a patient for diagnosis

and treatment, both parties acquire legal rights and obliga-

tions. Patients usually turn to, and entrust their health

and their lives to members of the medical profession, when

they are unable to diagnose and treat themselves. They are

usually in a very vulnerable position, willing to grasp at

any form of relief. Their only concern is to regain their

health, rather than a demonstration of a desire to exercise

their rights. Indeed, they often suppress "complaints for

fear of retaliation" (Annas 1991:138). It i s therefore im-

perative that members of the profession respect their essen­

tial humanity and empathize with those they serve. In this

regard Benatar (1987a:733) recommends that:

"The humane application of scientific and technical

skills ln medicine requires a mutually respectful and

trusting doctor-patient relationship. This demands of

the doctor an awareness of the patient as a person in
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the context of his beliefs and values, an empathic,

ethically sensitive, compassionate c o nce r n for his

predicament, and the ability to achieve effective two­

way communication with the patient and his family."

Communication with the patient and/or his family is essen­

tial in developing a feeling of mutual responsibil ity. Com-

munication should include the doctor's endeavours to inform

the patient sufficiently as to the nature of the

treatment/surgery and its possible consequences. In order t o

assume responsibility for his own well-being, a pat i ent c a n

only express a valid comment for his treatment /surgery on a

basis of sufficient information. Gutheil (1984:49) believes

that

"informed consent ••. is not an empty gesture toward

liability reduction but an interaction ... between

physician and patient. Instead of squaring off defen-

sively against each other, doctor and patient are

brought together by the shared acknowledgement of

clinical uncertainty and the fantasies used t o d eny

it."
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Obtaining a valid consent reflects the doctor's recognition

of the patient's right to self-determination. Consent may be

given expressly (i.e. orally or in writing) or impliedly by

conduct. In South Africa, written consent is generally re­

quired when a patient enters a hospital and undergoes

surgery (Giesen 1988:117).

Consent, either express or implied justifies medical treat-

ment. An exception arises in the case of emergencies where

the patient is unconscious and his next of kin is not avail-

able. Consent to medical treatment leads to a contract be­

tween doctor and patient.

6.2. THE CONTRACT BETWEEN DOCTOR AND PATIENT

The contractual relationship between doctor and patient is

usually implied. However, it is difficult to define the ex­

istence, nature and extent of a contract for professional

services.
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The fact that a patient does not or cannot pay for the serv­

ices of the physician does not affect the existence of the

contract or lessen the doctor's liability for negligence

thereunder. Indeed, the doctor is obligated to tre~t the

patient with "due care" and failure to do so constitutes

negligence for which the patient or the patient's depend­

ants, may recover monetary damages under the law of delict.

"The obvious first step in determining due care 1S con-

sideration of the amount of skill possessed and used in

treating the patient. A physician may be liable either

for failure to know what he is doing, if a reasonably

prudent physician would have known, or he may be liable

if he knows what to do, but for some reason does not do

it carefully or omits doing it at all. A physician

may, for example, be liable in negligence if he 1S

remiss in his obligation to realize that he is not

capable of treating the patient and should therefore

send him to a specialist. Failure to visit a hospital­

ized patient sufficiently frequently to keep aware of

his problems, on the other hand, would constitute lack

of diligence" (Holder 1975:42),
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The duty of care may in certain circumstnaces even extend to

third paries. Nelson-Jones and Burton (1990:24) contend that

the duty of care

"adheres to any person who holds himself out as a medi­

cal practitioner and is owed not only to patients but

also to certain classes of third parties recognised by

the law as being so closely and directly affected by

the treatment or advice that the doctor ought to have

them in mind. In medical malpractice actions, such

third parties may be the offspring of women, who while

they were pregnant received treatment which resulted ln

the so-called wrongful birth of the child, such as ln

cases of failed sterilization. In some cases the child

may also be born with disabilities."

The duty of care also extends to employers of health person­

nel.

The general rule in law that the employer (principal) is li­

able for the negligence of his employee (agent), is also ap­

plicable ln the case of a hospital and its employees. This
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is designated as being vicarious liability, according to the

doctrine of "respondent superior" ( let the master

answer) (Mostert 1986:536).

For employees to come under the umbrella of the employer's

coverage, two elements must be established:-

* that there is indeed an employer-employee

relationship; and

* that the employee acted on behalf of the employer

and within the general context of his or her

employment (Mostert 1986:536).

An exception to this form of vicarious liability arises when

an employee acts with intentional malice outside the scope

of employment. In such a case the employee and not the

employer, will be liable for negligence.

6.3. NEGLIGENCE

Doctors in private practice, and hospitals which employ doc­

tors, thus have an implied contractual "duty of care."

Failure to exercise such care would constitute negligence

and render them liable to legal actions by patients
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(Joubert 1983:151). Care and corresponding negligence is

clearly an issue of central importance in the doctor-patient

relationship. Nathan (1957:2) stipulates further, that

"In strict legal analysis, negligence means heedless

or careless conduct, whether in omission or commission:

it properly connotes the complex of duty, breach and

damage thereby suffered by the person to whom the duty

was owing " (Nathan 1957:2).

The complexities that arise in some doctor-patient relation­

ships have prompted legal intervention, which does not al­

ways produce desirable consequences. According to Mason &

McCall Smith (1987:15)

"the defining of a relationship, such as that of doctor

and patient, in legalistic terms leads to a subtle but

important change in the nature of the relationship.

What the law expects of the doctor may mirror closely

what codes of medical ethics expect, but the basis of

compliance in each case is essentially different. Trust

and morality are more likely to flourish in a relation­

ship which 1S governed by morality rather than by legal

rules and, no matter how appropriate the law may be for
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the regulation of many of the other ordinary transac­

tions of life, the injection of formality with exces­

sive caution into the relationship between doctor and

patient is ultimately not in the patient's interest if

it means that each sees the other as a potential

adversary."

Where an allegation of negligence 1S made against a

physician, only another doctor or panel of doctors can as­

sess technically whether the plaintiff has a prima facie

case. Medical negligence is accordingly determined by the

standards of reasonable care set by doctors themselves.

"But a doctor is the very last person who will speak

out on these matters and his refusal to do so under-

mines the legal process, which rests upon expert tes­

timony, thereby tearing at and mutilating the warp and

woof of the social fabric" (Birrer 1976:106).

Powers & Harris (1990:90) have also observed that
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"The major problem for victims of medical accidents is

that the people who should help and are best placed to

help them, the doctors, are least willing to help, and

in many cases obstruct them."

There is no medical body available to address the problems

for doctors who find themselves ln the position where they

have or may have been involved in acts that resulted ln un-

necessary injury to patients medical accidents), other

than in respect of the financial issues.

The time lS long Slnce passed when the medical profession

should set up an organisation to help and advise doctors on

the issue of medical accidents from an ethical, medical and

personal point of view, leaving the defence organisation to

deal with what they are best at doing. Such a step will not

only help doctors but it will fundamentally change the

situation for victims as well.(Powers & Harris 1990:90)

With regard to the camaraderie among doctors, another ques­

tion may be raised. Should a doctor's allegiance to his

professional brother supercede his duty towards humanity it­

self? The logical answer to the question is "No!". Profes-
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sional ethics which are based on the Hypocrat ic Oath plac e

the interests of humanity first. However, a legal system

which allows frivolous actions to be brought against doctors

and which awards sums to plaintiffs whi c h financ iall y

cripple doctors, might well "boomerang" on human ity. In thi s

regard Birrer (1976:106) notes that it is essent ial i n

malpractice litigation to strike a reasonable ba lance be­

tween the protection of the legitimate interests of a

patient injured through medical negligence and protect ion of

the medical profession in its service to mankind. If this

balance is not established, she adds, the everpresent f ear

of legal action might result 1n doctors avoiding proc edure s

which carry great risk, but which might nevertheless be

valuable to patients.

Clearly, leaving a swab inside a patient is gross negl igence

and therefore inexcusable. Such a patient c a n invoke the r e s

ipsa loquitor principle (the thing speaks for itself).

However, for a successful action, the patient must prov e

that the negligence caused an injurious resul t.
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In the prescription of medicine, a doctor might also be

negligent. For example, should a doctor deviate from the

recommendations printed in the package insert provided by

pharmaceutical companies the doctor would, prima faci be

guilty of negligence and be liable for damages if there is

competent medical testimony that the patients' injury or

death resulted from such negligence.

The performance of operations without the consent of the

patient might in some cases also constitute negligence. On

this point, Laskin J.C. (in the English case of Hopp v Lepp

1980 112 DLR 67,70) noted that it is not only a question

whether the doctor has carried out his professional ac­

tivities by applicable professional standards. He added:

"What is under consideration is the patient's right to

know what risks are involved in undergoing or foregoing

certain surgery or treatment .•• There is nothing espe-

cially 'medical' about the requirement that a doctor

must obtain a patient's consent, and that he must some­

times disclose information to the patient before the

patient decides whether to consent. These requirements

are imposed, not in the interests of the patient's
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health, but in the interests of individual liberty. The

basis is the right of a patient to decide what, if any­

thing, should be done with this body."

In this regard, Nelson-Jones & Burton (1990:66) point out

that

"Failures of communication stem from the imbalance of

knowledge, arguably accompanied by an imbalance of

power, which is found at the base of the doctor /patient

relationship".

The courts have, to some extent, sought to redress this

balance in two ways: firstly by holding that any inter­

ference with a patient's body without his consent can amount

to battery, secondly by deeming a practitioner to be

negligent if he falls below the standard of due care in In-

forming or advising his patient.

1990:67).

(Nelson-Jones & Burton

While there has been a multitude of successful court actions

involving medical negligence in the D.S.A., the number of

cases in South Africa is relatively small. Accordingly, the

question has often arisen, as to whether the nature of the
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legal relationship which now exists in South Africa between

doctor and patient is equitable and satisfactory. In this

regard, strauss (1976:15) claims that not one out of a

hundred cases of alleged medical malpractice in which

lawyers are consulted end up in the courts. He suggests

several reasons for this, namely:

There are many difficulties for the plaintiff to dis-

charge the onus of proof which rests on him, since

*

lawyers experience considerable difficulty in obtaining

professional medical witnesses to testify for the

plaintiff.

There lS a spirit of cameraderie "or a conspiracy of

silence" among physicians which precludes their par-

ticipation in the litigation process. Moreover, there

are practical difficulties in getting them to testify,

such as disruption of their lucrative practices,and

consequential financial loss.
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* There is undue financial risk for the plaintiff: if the

case 1S lost the heavy legal costs must be borne per­

sonally. If the doctor loses the case he i s unlikely to

suffer severe financial loss since most members are 1n-

sured against possible malpractice suits. It may also

be speculated that, the South African courts seem

reluctant to find in favour of plaintiffs for fear of

duplicating the D.S.A. experience, where vast numbers

of lawsuits, often trivial, are now brought against

doctors for substantial monetary damages. Although such

a stance if true, is understandable, it does not neces-

sarily result in an equitable system of justice.

The Medical Association of South Africa has stated (MASA

1986:12) that it has resolved to appoint a panel of med i cal

experts to be at the disposal of the South African Medical

and Dental Council for its i nve s t i ga t i o ns into malpracti c e

and negligence. Panel members will also testify in criminal

courts when expert testimony is required. It should,

however, be noted that this service 1S not a va ilable to

litigants in civil cases.
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A complaint to the SAMDC does not receive any monetary award

even if the relative doctor is found guilty of misconduct.

The doctor will be penalized in a manner in which the Dis­

ciplinary Committee considers appropriate. For damages to be

awarded, the complainant would need to win a civil case

against the doctor in a court of law. It seems that the

findings of complaints to the SAMDC are not automatically

published in the press.

It is suggested that there should be mandatory feedback ln

all cases of alleged malpractice and/or negligence, which

are investigated by the disciplinary committee of the SAMDC.

When a doctor has been found guilty for an offence by the

SAMDC, its findings should similarly be made public in the

news media, as a deterrent to other doctors and to create a

greater awareness among patients in respect of the response

that they may expect to complaints.

An analysis of the medical practit ioners' conduct ln a given

situation in relation to accepted standards of practice,

would provide guidelines for other physic ians who are some­

times placed in similar situations. The ana l ysis would also
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constitute a basis for delineating patients' rights in

health care. Information rights enable the consumer to make

rational informed decisions, while considering his own in-

dividual or typical interests. "The concept of information

rights presupposes that consumer self-determination is at-

tainable" (Hart 1989:343).

In response to patients' desire and need for more informa­

tion, the National Council on Patient Information and Educa-

tion (in the USA) called for the re-introduction of good,

clear communication about medicine. The (AMA) American Medi-

cal Association too, is actively promoting improved patient

communication, since communication is an essential component

for increasing patient trust (Borten & Friedman 1990:7).

Moreover, an informed patient would positively acknowledge,

respond to and appreciate a demonstration of professional

ethics and empathy.
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6.4. PROFESSIONAL ETHICS AND EMPATHY

A humane and ethical medical approach by all practitioners

would obviate any call for a patient's ombudsman or a

patients' bill of rights. However this seems to be a ut

opian ideal.

Hospitals and clinics too, would need to adopt a positive

and ethical stance towards patients, inter alia, by not in-

cluding unethical disclaimers in admission forms which strip

the anxious and vulnerable patient of all rights. At that

time patients are seldom in a position to read this fin e

print; let alone question it or refuse to sign it. An ex-

ample of such a disclaimer at a private clinic reads thus:

"It shall be a further condition of admission to and

treatment at this Hospital that the Hospital shall not

be liable for any injury loss or damage of whatsoever

nature to me or anyone on whose behalf I hereby a ct

arising out of any treatment or attention received or

defects in the premises or ways or work or instruments
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of the Hospital and whether due to the negligence of

the Hospital, its servants or professional staff or

not" (SAMJ. 1986. 27) •

It might be argued that a medical code of ethics should In­

ter alia require all involved in the medical "industry" to

respect the patient as a person with feelings and fears. Th e

suffering, frightened patient needs empathy, reassurance and

support, but rarely seems to receive it from the modern

physician.

The distance between patient and doctor is clearly increas­

ing as the technology of medicine advances. Some family

physicians do continue to be familiar, reassurlng and even

therapeutic figures in the complex technological conveyor

belt system of modern health care. However, this demands

much time, and many physicians cannot serve in this capac ity

due to their demanding schedules.

On the other end of the scale there are many practitioners

who have been accused of complete indifference and gross In-

sensitivity. Indeed, a survey conducted in the U.S.A. had
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revealed that many patients would not have sued their doc-

tors but for the doctors' indifference when things went

wrong and for their refusal to admit faults (Birrer

1976:87).

More recently a survey of patients (in Chicago, USA) who in­

itiated malpractice suits against their doctors, revealed

that anger and frustration generated by unmet expectations

of the patient, were significant factors that triggered an

adversarial relationship between patient and doctor (Holzer

in Borten and Friedman 1990:7).

At the Seventh General Practitioners' Congress in South

Africa (Daily News 12/6/90:5) a medical doctor expressed his

"dismay and disillusionment" at how his own dying father and

his family were attended to by the doctors concerned. He

added: "we have managed to develop superb technicians who

lack in counselling skills in general, and empathy In

particular." Furthermore, "we are failing in a crucial area

of care and unless we start addressing the problem soon, we

will be left behind to perform only technical tasks."

Similar sentiments have been expressed by Mappes and Zembaty
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(1991:46) where they feel that current attitudes toward

physicians are different, due to many factors, including the

following.

Firstly, they feel that the physician-patient relationship

has become increasingly impersonal as the growth of medical

knowledge and technology has made modern medicine more com-

plex. Growing complexity has led to an increase 1n

specialization and the growth of large depersonalized medi-

cal institutions.

Secondly the rise of 'iatrogenic illnesses' (illnesses

resulting from medical interventions), has sometimes raised

doubts about the skills of physicians. Publicity about medi­

cal mistakes, and questionable medical practices has further

eroded some of the lay trust in the judgements of physicia n s

and in their selfless dedication to their patients' well­

beings.
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Thirdly, a gro~ing awareness of the economic and educational

difference between physicians and many of their patients has

resulted in doubts about the capacity of physicians to per­

ceive the best interests of their patients and to act

accordingly."

Clearly, there exists a need for an equitable doctor-patient

relationship which reflects the moral responsibilities of

the participants. In response to this, various models of

doctor-patient relationships have been suggested.

6.5. MODELS OF DOCTOR-PATIENT RELATIONSHIPS

Beauchamp and McCullough (1991:59) explore two models of

moral responsiblity among doctors. The first model, the

beneficence model expresses the moral signficance of seeking

the greater balance of good over harm for another. This is

characterised by paternalism which

" is the interference with; limitation of, or usurpa-

tion of individual autonomy justified by reasons refer-

rlng exclusively to the welfare or needs of the person

whose autonomy is being interfered with,
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usurped. In acting paternalistically, physicians in ef­

fect act as if they, and not their patients, are best

able to identify what is in their patients' best inter­

ests as well as the best means to advance these

interests."

It is believed that the Hippocratic Oath reflects the tradi­

tional paternalism of the medical profession since the oath

requires doctors to act so as to "benefit" the sick and

"keep them from harm", but no mention is made of patients'

rights.

Annas (1991:138) has also observed that

"Paternalism is the norm with the majority of

physicians believing that the health and continued life

of their patients 1S much more important than their

patients' rights to self-determination. This belief

system not only leads to conflicts with the individual

patients about their own care, but also to a general

view that sees patients' rights as being a luxury item

in medicine rather than a necessity."
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In the light of this change towards patients' self-

determination, Beuchamp and McCullough (1991:63) posit the

second model, the autonomy mode l which interprets the best

interests of the patient exclusively from the perspective of

the patient. In this instance the doctors' respect for their

patients' values and beliefs is fundamental in determining

the doctors' values and responsibilities.

They contend that although the models appear to be in op-

position, a closer examination of them, reveals that each

model captures only a valid but partial perspective on the

responsibilities of doctors. Consequently, they believe that

medicine is enhanced and dignified by both, although they

may at times appear to confl ict with each other.

Veatch (1991:55) on the other hand/presents four models for

the moral relationship between doctor and patient:

* The Engineering Model where the doctor is an applied

scientist who presents the facts to the lay person, and

leaves decision-making to the latter. This requires the

doctor to divorce himse lf fr om all considerations o f

value;
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* The Priestly Model where the doctor plays a paternalis­

tic role in relation to the patient. This appears to be

consistent with the beneficence model of Beauchamp and

McCullough;

* The Collegial Model where the doctor and patient are

viewed as equal colleagues sharing common interests and

striving for the common goal of eliminating illness and

preserving the health of the patient. Trust and con-

fidence play the most crucial role in this model.

* The Contractual Model where parties are expected to In­

teract in a manner where there are obligations and

benefits for both parties. Although the premlse of

trust and confidence are recognised, a complete

mutuality of interests is lacking. However, the basic

norms of freedom, dignity, truth, promise and justice

are essential to this relationship.
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In the contractual model, the moral abdication of the doctor

in the engineering model, the moral abdication of the

patient in the priestly model, and the false sense of

equality in the collegial model are avoided.

Veatch (1991:58) contends that

"In the contractual model there is a real sharing of

deci~ion-making in a way that there is realistic as­

surance that both patient and physician will retain

their moral integrity. In this contractual context

patient control of decision-making on the individual

level is assured without the necessity of insisting

that the patient participate ln every trivial

decision .•• The locus of decision-making is thus in the

lay community, but the day-to-day medical decisions

can, with trust and confidence, rest with the medical

community. If trust and confidence are broken, the con­

tract is broken."

On the other hand, Pellegrino (1987:33), Director of the

Kennedy Institute of Ethics in Washington, acknowledges the

problem facing medical practice as
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"comprising a progressive erosion of public confidence

in the traditional sources of medical morality, a

gradual decline of professional commitment to all the

injunctions of the Hippocratic Oath and the kind of

life it enjoins, and a wide divergence on values and

opinions on many moral dilemmas in medicine."

In an attempt to address these problems, Pellegrino proposed

that a philosophical reconstruction of professional ethics

be sought, which is derived from the nature of medicine and

medical acts and their interrelationships ln the art of

healing. The obligations for the medical practitioner

within such an ethic are technical competence, respect for

the individualised nature of the doctor - patient relation­

ship and commitment to the autonomy, dignity and moral

agency of the patient. The corresponding obligations which

the patient should meet are trust in the competence of, and

respect for the moral agency of the physician.

Benator (1987:33) advocates that
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"the art with which medicine should be practised refers

to the wisdom, prudence, compassion, patience, sen-

sitivity to ethnical issues with which doctors apply

scientific knowledge to the care of their patients".

Consequently, it can be seen that the adoption of one of the

models described above would be too simplistic, given the

complexities that are inherent in the doctor-patient

relationship. A model that would be conducive to an equl­

table doctor-patient relationship must reflect a prudent ap­

plication of scientific knowledge together with an acknow­

ledgement of the moral/ethical duties and responsibilities

of both doctors and patients.

6.5. CONCLUSION

Modern medicine appears to be sadly lacking in a masterful

blend between humanism and scientific expertise, much to the

detriment of the doctor-patient relationship.

Since it has become clear that the inculcation of humane

values cannot be left solely to the devices of individual

doctors, it is imperative that such a programme be included
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in the formal educational system for medical students. A

reconstruction of professional ethics may materialize upon

an analysis of models of doctor-patient relationships.

However, it appears to be difficult to reach a consensus in

this regard.

It is extremely unlikely that the Utopian ideal of perfect

doctor-patient relationships will ever materialize. Accord­

ingly, the patient needs some form of protection. In the

next chapter, therefore, the extent to which consumers are

protected ln the medical field, will be examined within the

framework of general aspects of consumer protection.
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CHAPTER 7

CONSUMER PROTECTION IN THE MEDICAL SECTOR

7.1. INTRODUCTION

The law relating to consumer protection 1S not a clearly

defined code. In fact there is no consumer law as a single

entity. It is usually made up of extensions and amendments

to contract law, designed to effect specific control over

potential injustices and exploitative actions against the

consumer.

as

Corbett (undated paper) describes consumer law,

"representing an extraction of those principles and

rules of the law of contract which pertain to the legal

position of the person to whom such goods, servlces or

credit had been supplied and more particularly the

principles and rules which inure for his legal protec­

tion in the transaction into which he has entered."

Consumers 1n South Africa are protected by Common Law as

well as by Statute. Some of the more important aspects

thereof will be discussed in this chapter.
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7.2. LEGAL PROTECTION OF THE CONSUMER

Although South Africa appears to lag behind major western

nations in respect of specific consumer protection legisla­

tion, there are nevertheless some statutes that afford

protection to consumers, such as the Foodstuffs, Cosmetics

and Disinfectants Act 54 of 1972; the Harmful Business

Practices Act 71 of 1988 (which superceded the Trade Prac­

tices Act of 1976); Price Control Act 25 of 1964; Cred i t

Agreements Act of 1980; Drugs Control Act 101 of 1965; the

Hazardous Substances Act 15 of 1973; the Weights and

Measures Act 13 of 1958; the Public Health Act 36 of 1919;

the Dairy Industry Act 30 of 1961; the Marketing Act 59 of

1968; and the Standards Act 33 of 1962 which provided for

the establishment of the Council of the South African Bureau

of Standards.

Common Law on the other hand deals with the rights of con­

sumers and the responsibilities of sellers in a very wide

context. Consumers are for example, protected against latent

defects through Common Law, by v i r t ue of an implied war­

ranty.
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7.3. LATENT DEFECTS

A warranty against latent defects and unsatisfactory goods

and services is implied in common law even if the sell er

does not mention that the goods or services are guaranteed.

The buyer can expressly waives h is rights, in which c a s e ,

the buyer cannot bring any action i f a faul t arlse s.

However, there are no warranties against o bv i o u s faults

which are discernible to a reasonable person o r i f produc ts

are sold "as is", "voetstoets" or "with all faults".

The consumer who has discovered a latent defect o r a faul t,

may cancel the sale upon returning the product and 1S e n ­

t itled to a refund of the purchase price of t h e produc t.

Where a seller is a manufacturer, or advertises "skil l a nd

expert knowledge", the buyer may cla im damages as well a s a

refund of the price paid without proving f ault b y th e
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manufacturers, unless he signs a guarantee card which in-

eludes "exemption clauses" or other "unfair" contract terms

(Volpe 1986:116).

7.4. EXEMPTION CLAUSES

Many sellers attempt to protect themselves against actions

by buyers in respect of latent defects or unsatisfactory

goods and services by including "exemption clauses" 1n con-

tracts. By signing the contract the buyer effectively waives

common law rights. For example, exemption clauses are a com­

mon feature of contracts between private clinics or hospi­

tals and their patients which are entered into at the time

of admission. The purpose of these exemption clauses in con-

tracts, signed by patients, is to indemnify the hospital and

staff. Many of the contract terms are considered as being

unfair, since the patient is placed in an extremely com-

promising situation. Being in need of urgent treatment or

surgery, there is little inclination or time to consider or

object to the implications of a contract which has been

carefully drawn by hospital authorities. The patient or

next of kin very often signs such documents without even
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reading them. Should a patient wish to object to certain

clauses, he might still not do so for fear of being denied

admission. A lack of knowledge about the law of contract can

thus prejudice a patient.

The need for consumer protection in the medical field fur­

thermore arises because most patients are uninformed about

health procedures and therefore are unable to judge the type

of service they require, or the quality of service rendered.

7.5. CONSUMER INFORMATION

Undoubtedly, an important element of consumer protection is

consumer information. However, as far as professional medi-

cal services and products are concerned, there are very few

consumers who are well informed, simply because of the

highly scientific, complex and sophisticated practices and

procedures that are employed in the diagnosis and treatment

of ailments. Another important factor is that demand is very

often determined by the suppliers rather than the users,

since practitioners prescribe diagnostic procedures and

treatment and patients merely adhere to their prescriptions.
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Consequently it may be seen that a lack of information and

competence to form opinions on medicinal products are typi-

cal of the patient (Hart 1989:345).

Patients are so vulnerable to overservicing, overtreatment,

exploitation and infringement of personal rights that some

form of legal protection seems to be imperative. At the very

least exemption clauses should be forbidden.

Equitable standard contractual terms should perhaps be drawn

and agreed upon by representatives of both hospital

authorities on the one hand and representatives of patients'

associations on the other. However, before such a step can

be taken, a recognised patients' association would need to

be established in South Africa.

Lest it be thought that patients are at the complete mercy

of the medical fraternity, it is important to note that some

legal protection does already exist. One aspect of such

protection relates to confidentiality.
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During the course of consultations and treatment, prac­

titioners become aware of intimate and private details about

patients, which if divulged to outside parties, might

seriously jeopardise their lives. Whatever information a

doctor has about a patient should thus remain confidential

(Joubert 1983:153).

7.6. PROTECTION OF PRIVACY/MEDICAL CONFIDENTIALITY

The patient has a right to confidentiality which can only

be waived by the patient or by a court order. Taitz

(1990:29) defines medical confidentiality as

"the duty cast upon a medical practitioner, by reason

of his calling and his special relationship with his

patient, to keep secret and confidential all, and any

information, whether relating to a patient's ailment

or otherwise, which information was obtained directly

or indirectly by the practitioner as a result of the

doctor-patient relationship."

A breach of this duty of medical confidentiality, may result

in an action against the doctor under the heading of
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(i) a breach of the doctor-patient contract;

(ii) defamation; or

(iii) invasion of patient's privacy.

In addition to any civil action which may be taken, the doc­

tor may face disciplinary action by the South African Medi­

cal and Dental Council (SAMDC), since a breach of confiden­

tiality is regarded as improper or disgraceful conduct. An

infringement, therefore , of Rule 16 of the SA Medical and

Dental Council Rules, consists 1n

"divulging verbally or in writing any information which

ought not to be divulged regarding the ailments of a

patient except with the express consent of the patient

or in the case of a minor with the consent of his

parent or guardian or in the case of a deceased

person,with the consent of his next-of-kin or the ex­

ecutor of his estate." (McQuoid-Mason 1988:82).

In addition, the International Code of Medical Ethics which

was adopted by the World Medical Association 1n 1949, the

Hippocratic Oath and the Declaration of Geneva of 1948 (See

Appendix E) to which South African practitioners subscribe
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also demand that the patients' secrets be respected.

However, in a legal action, professional secrecy may be

breached if the presiding judicial officer orders the doctor

to do so. (Joubert 1983:155)

The rule of confidentiality extends to prisoners /detainees

as well (McQuoid-Mason 1988:83).

Common law also provides for the protection of the privacy

of the individual (Strauss 1980:60). It is entrenched in the

law of personality. Disclosure by a doctor without t h e con­

sent of the patient or his parent /guardian in the ca s e of a

minor or his next of kin or the executor in the case of a

deceased person, except on a legal ground of j u s t i f i c a t i o n ,

may result in an actionable wrong.

ministrator of Tvl 1957 3 SA 710 T) ~

(Estherhuizen v Ad-

Indeed, the courts have gone further i n that they regard in­

vasion of privacy as an aspect of impairment o f d igni tas un­

der the actio injuriarum (McQuoid-Mason 1978:98 ).

McQuoid-Mason also submits that academ i cs ln South Afri c a

recognize three categories of wrong:-
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(a) intrusion into a person's private life;

(b) public disclosures concerning a person's private life;

and

(c) disruption of a person's quiet or peaceful life.

Furthermore, no indication 1S given as to what the limits of

privacy should be. So it is logical to assume that the

courts have much latitude in determining whether or not i n -

dividual rights to privacy have been infringed.

However, certain instances of disclosure are not actionable:

V1Z, the disclosure to staff and accountants employed by a

doctor, who are traditionally also sworn to secrecy; and the

medical scheme to which the patient belongs.

The aspect of confidentiality must also be observed towards

each marr1age partner individually, unless each partner

waives this right. The confidential relat ionship exists

even if one spouse pays the medical fees o f the other

(Shapiro 1983:5).
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A doctor may also not be compelled to disclose information

to a party involved in a lawsuit, or his attorney. However,

he may be subpoenaed to court as a witness, in which case he

may testify only if so ordered by the court. Indeed, Shapiro

(1983:5) recommends that professional secrecy should be con-

travened only under protest, after direction from the

presiding judicial officer.

In some instances, however, modern codes of medical ethics

have acknowledged that doctor-patient confidentiality is no t

absolute, especially when it becomes necessary to protect

the welfare of the community. Accordingly, some diseases

such as smallpox, tuberculosis, congo fever, cholera and

typhoid fever have been categorised as notifiable diseases.

Patients and /or doctors are compelled by law to inform the

relevant authorities if the patient is suffering from such a

disease so that others may be protected.

However, although AIDS (Acquired Immunodeficiency Syndrome)

1S not a notifiable disease, (Taitz 1990:30; Van Wyk

1991:149) it has nevertheless proven to be a menace to un­

suspecting members of society, especially medical personnel,
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and the families of AIDS victims. Therefore, it has been

submitted that the law may have to make inroads into the

rights of the AIDS victims.

7.7. THE RIGHTS OF AIDS VICTIMS

The SAMDC has presented guidelines concerning ethical con­

siderations regarding AIDS patients (Bulletin of the SAMDC

No.6. Sept. 1989). In terms of these guidelines the doctor

has a duty to discuss fully with the Aids patients, the na­

ture of the illness, treatment and its potential hazards,

the need to inform fellow health care workers and the

patient's sexual partners. In fact, it would seem that the

SAMDC has conferred an obligation on practitioners to dis­

close this information, in a bona fide manner to health of-

ficials, since the relevant resolution states that

"an act or omission on the part of the practitioner

which could lead to the unnecessary exposure to the HIV

infection; would lead to a disciplinary action"

1990:176).

(Lee

In reaching the decision to "inform", the doctor's ethical

responsibility toward the individual patient needs to be

weighed against the interests and health of the community at
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large. However, damages may be awarded for breach of con­

fidentiality if information is divulged to other third

parties (McGeary v Dr. Kruger Daily News 13/9/91:3).

The SAMDC's guidelines evidently point towards protection of

the community, since AIDS is as yet an incurable com-

municable menace which is dreaded by many. Indeed even "the

doctor suffering from AIDS has a moral duty but probably no

legal duty to inform his patients of this" (Van Wyk 1991

148) • It is also submitted that an AIDS patient who does

not warn his/her sexual partner, but who infects the partner

with the HIV virus, could be guilty of "murder" should the

partner die as a result of contracting the HIV virus.

7.8. MEDICAL SECRECY AND MEDICAL CERTIFICATES

When a patient consults a doctor and asks him for a medical

certificate, the doctor 1S entitled to disclose the diag­

nosis ln the absence of a prohibition by the patient. A

statement of the diagnosis usually authenticates the cer-

tificate. However, if the doctor considers that disclosure

of the diagnosis may not be in the interests of the patient,

he may legally omit any reference to it.
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compel doctors to provtde detailed information of an

employee, unless the patient consents to the provision of

such information.

The doctor would not be responsible in any way, should the

employer dismiss the employee who prohibited the doctor from

providing detailed information regarding his diagnos is. On

the other hand, a patient who consults a doctor who IS

employed by the patient's own employer, and "who has a

duty to the employer to examine employees and to record and

report to the employer medical facts pertaining to

employees", may not prohibit the doctor from disclosing In-

formation (strauss 1980:67).

Certain statutes in the field of industrial legislation,

(viz. the Factories, Machinery, Building Work Act 22 of

1941, the Apprenticeship Act 37 of 1944, and the Workmen' s

Compensation Act 30 of 1941) provide for employers t o

specifically request information from doctors pertaining to

their employees' or prospective employees' health. Und e r

these circumstances all information must be surrendered, and

the doctor may not be sued for a breach of conf ident i a l ity.
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A fraudulent medical certificate on the other hand "exposes

the certifying doctor to a criminal charge of fraud, as well

as to disciplinary action by the SAMDC"

1988:79).

7.9. PRACTITIONER'S MEDICAL RECORDS

(McQuoid-Mason

Practitioners are not legally bound to keep records of their

patients. However, proper records have been found to be in­

dispensible to the practitioner in gauging the progress of a

patient's condition. Strauss (1980:70) adds that the

records may be of utmost importance in the event of a

malpractice suit against a doctor.

However, the patient has no rights to these records, unless

the patient has formally instituted action in court by means

of a summons.

Although the law recognizes that medical practitioners have

a legal duty to observe secrecy in the ir profess ional

capacity, this does not release the practitioner from the
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obligation to provide evidence in court if called upon to do

so. Medical practitioners in South Africa, unlike lawyers,

do not enjoy professional privilege. They are obliged to

breach professional secrecy when required by a competent

court or a statute to do so. Indeed, they may be liable for

contempt of court if they refuse to provide the information

required by the court (Shapiro 1983:4).

However, a practitioner who is sued by a patient, or who i s

prosecuted on a criminal charge as a result of a complaint

by a patient does not commit a breach of secrecy if he

divulges confidential information as a necessary part of h is

own defence.

Furthermore, as regards criminal matters, the criminal code

provides that doctors may be summoned to appear before a

magistrate to furnish investigating authorities with infor­

mation pertaining to a suspected crime.A practitioner who

refuses to breach his professional secrecy when ordered t o

do so by a magistrate, may be sentenced to imprisonment

(Shapiro 1983:10).
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It has been suggested by Shapiro (1983:12) that a prac-

titioner who has information concerning a rape or gunshot

accused has a duty to disclose his records when the informa­

tion has been obtained as a result of an examination of the

accused person upon the request of a competent authority.

Ordinarily, there is no legal obligation on a practitioner

or any other person to volunteer information about a crime

(Taitz 1990:31).

With regard to deceased persons, Taitz (1990:30) adds that

confidential information ascertained prior to the demise may

only be disclosed with the consent of the next-of-kin or the

executor of the estate. However, the practitioner is

protected if there is a conflict between the next-of-kin and

the executor.

The findings of a post-mortem examination, undertaken at -the

request of a magistrate, should be communicated only to the

magistrate or to his duly authorized deputy.
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It must also be pointed out that it is not only the prac­

titioner who has a legal duty to observe secrecy. The phar­

macist too, who is a link in the medical sequence of events,

is obliged to observe patients' rights to privacy.

7.10. THE PHARMACIST AND CONFIDENTIALITY

The pharmacist is subject to ethical and legal obligations

which are gazetted in terms of Section 41 of the Pharmacy

Act. The first ethical rule prohibits the disclosure to any

person of the nature of the disease or ailment being

treated, except by order of a court of law (Schnell

1983:19). This prohibition extends to disclosure of the

medication prescribed since such disclosure might lead to

the identification of the disease suffered by the patient.

Section 34 of the Medicine and Related Substances Control

Act 101 of 1974 also forbids the disclosure of any informa­

tion acquired while carrying out any duty, except in certain

specified circumstances. It should be bore in mind, however,

that use of computers by pharmacists renders them vulnerable
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to unintentional infringement of confidentiality, since com­

puter operators are not bound by any statutes or codes of

ethics.

Undoubtedly, use of the computer for the collection,

processing, retrieval and transfer of data, represents one

of the greatest threats to the privacy of individuals. Pos­

sibilities exist for information profiles to be incorrectly

interpreted; to be accessed by unauthorized people; or to b e

used for purposes other than that for which they were col-

lated.

Attempts to control data banks are commendable but they can­

not guarantee inaccessibility, given the nature of the

electronic systems. Control measures may be implemented to

some extent by building in technical safeguards and by

adopting secure administrative procedures. Fortunately for

them, doctors and pharmacists will be protected from law­

suits once they have contracted with computer professionals.
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Similarly, notwithstanding the fact that medical aid scheme

personnel are not sworn to secrecy, they process prescrip­

tion copies and detailed medical statements from prac­

titioners. Logically, the pharmacist and practitioner cannot

be held responsible for infringements within medical aid

societies. By creating a legal obligation on medical aid

personnel to observe secrecy, a form of control measure

might be implemented.

Another area in which patients are afforded protection is 1n

the case of malpractice.

7.11. MALPRACTICE

Malpractice consists of either wilfully wrong or negligent

conduct on the part of a person professing particular

knowledge or skill. It is often referred to as professional

negligence (Nelson-Jones & Burton 1990:97). Negligence

damages the doctor-patient relationship as does the failure

of doctors to explain honestly to patients that they have

been the victims of a medical accident or of negligent or

careless therapy (McClean 1988:149).
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The injured party in a malpractice case has a right of ac­

tion for any pecuniary loss sustained and\or for unnecessary

pain or suffering caused. In this regard Mostert (1986:536)

submits that "it is a fundamental tenet of law that the

tortfeasor is liable to damages awarded to the plaintiff who

is injured by the mishap".

Consequently, a medical doctor, as an expert in the art and

science of medicine, is expected to treat patients with a

higher degree of care than that which is expected of a nurse

or other paramedic, having less training and lower

qualifications. Borten & Friedman (1990:51) submit

"Indeed, it is even possible that the chief of medicine

in a hospital, could be found negligent in his ad­

ministrative capacity for failure to take action that

guaranteed a high standard and quality of care being

rendered within his facility",

if he knows or should have known that a particular doctor is

negligent or incompetent.
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Various aspects of malpractice will now be discussed with

their attendant implications.

7.12. MISDIAGNOSIS

A doctor 1S expected to use the same degree of care in

making a diagnosis, as in the case of treatment and surgery.

A doctor would be liable for a mistake in diagnosis if he

failed to conduct tests which a competent practitioner would

have considered appropriate, or if he fails to notice a con­

dition which a competent practitioner would have noticed

(Lewis 1988:271; Strauss 1980:258).

In addition, failure to have certain patients submitted for

X-rays, when conditions warrant i t , may also be construed as

negligence. A doctor is also l iable if he knows he is not

properly equipped to make a proper diagnosis and fails t o

refer the patient to a qualif ied colleague (Medical Defence

Union Annual Report 1978 : 5).
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It must also be pointed out that failure to inform a patient

of a diagnosis that requires a patient to take precautionary

measures to protect his health, also constitutes negligence

on the part of the practitioner (Strauss 1980 :258).

7.12.1. DIAGNOSIS AND TREATMENT OF NON-EXISTENT DISEASES

A doctor is liable, where a problem exists and he diagnosis

the problem as being of another type and thus treats the

patient inappropriately. For example, unnecessary surgery

performed on a woman for removal of her breast (mastectomy)

after incorrectly diagnosing cancer of the breast renders

the doctor liable for negligence (Lewis 1988:272).

Performing surgery on one healthy part of the body when

surgery was intended for another part is also a form of

negligence eg. operating the healthy right knee, instead of

the left knee which needed the operation.
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Although surgeons do not guarantee successful outcomes when

surgery is performed, the courts hold that it 1S an in­

ference of negligence, when something untoward happens to a

part of the patient's body which should not have been 1n­

volved in surgery.

More significantly conducting an operation without a

patient's or his\her guardian's consent is tantamount to as­

sault and\or battery and consequently renders the doctor li­

able (Lewis 1988:192). Consent may be expressed or implied,

oral or written.

7.13. NEGLIGENCE WITH REGARD TO EQUIPMENT AND FOREIGN

OBJECTS

A fertile field for negligence suits is that of obstetrics

and gynaecology, where the doctor is necessarily involved

with two patients simultaneously. Several cases of brain

and spinal damage have been caused as a result of negligent

use of forceps during delivery. In these cases either the

mother or the baby's guardian has a right to sue (Borten and

Friedman 1990:5).
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Foreign objects such as swabs and needles which are left in

patients' bodies after surgery and which subsequently result

in complications, have often been the subject of legal

suits,

ricians.

particularly against gynaecologists and obstet-

t

(Strauss 1980:272; Lewis 1988:274 ). According to

South African and English cases (van Wyk v Lewis 1924 AD

438; Mahon v Osborne 1939 2KB14 ) the issue was often the

distinction between the liabil ity of the surgeon and that of

the hospital for negligence of its nursing staff.

7.14. ACTIONS FORESEEABLE BY PRACTITIONERS

A psychiatrist may be liable for negligent treatment, if a

patient commits suicide and such a possibility should have

been foreseen. The concept of "due care" ln treatment re-

quires the prevention of the opportunity.

Failure to properly supervise a pat ient, who i s dangerous t o

himself and/or others, may also be a cause for negligence

against the hospital or the psychiatrist.
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Medical negligence may also include a failure to protect

either the patient or a third party from a contagious dis­

ease. Although saving an innocent third party from physical

harm or from contracting a communciable disease, by disclos­

ing confidential information, may constitute a breach of the

rule of confidentiality, it may be justifiably argued ln

these instances, that it is a greater moral ethic to save

life and limb than to observe a professional rule of silence

and allow an innocent third party to be harmed <Burchell,

Milton and Burchell 1983:335).

It may be argued further, that a timeous warning to a third

party by the doctor, prevents the patient from perpetrating

the intended criminal act against the third party and ac­

cordingly saves the patient from the serious consequences of

the act, namely being incarcerated for perpetrating a wrong-

ful act. Taitz (1990:31) submits that from a purely lega l

point of view, a practitioner faced with an action for

damages under these circumstances may have a strong defence

in a plea of necessity.
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Moreover, the SAMDC's recently issued guidelines (Bulletin

of the SAMDC No.6 Sept. 1989) regarding AIDS and medical

confidentiality, support the view that saving an innocent

life is a greater ethic than breaching the rule of confiden-

tiality.

7.15. INJURIES FROM EQUIPMENT ON PREMISES

Doctors and hospitals are liable for failure to inspect

machinery and equipment for obvious defects.

Where a doctor or his assistant is aware that a machine 1S

faulty, he/she must stop using it until it is repaired. Con­

tinued use of faulty equipment which causes harm to a

patient constitutes negligence. This was established in the

case of Bence v Denbo (1970 2 SA :620) where a dentist's X

Ray equipment, which had been attached to a wall by a bolt,

fell onto the patient's face and severely injured her. It

was determined that the bolt had broken. The patient was al­

lowed to recover damages since the court held that the den­

tist should have inspected his machine.
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In Orthopaedic Clinic v Hanson, (LAWSA vol. 2 :991) a tech-

nician continued to use an electrotherapy machine, which he

knew to be faulty. As a result a patient suffered burns. The

court held that the clinic was liable for damages, arising

from the fact that the technician failed to shut off the

machine and seek assistance.

On the other hand, a patient may not recover damages from a

doctor/hospital if an accident resulted from the use of an

item of equipment which had a latent defect.

Black Company quoted in SAMJ Vol 50:6: 373).

7.16. PATIENTS' DISSATISFACTION WITH DENTURES

(Johnston v

As long ago as 1910, the Supreme Court decided 1n the case

of Tulloch v Marsh (1910 TPD 453) that where "a dentist sup­

plies a denture to a patient, the transaction legally

amounts to a sale and not to a letting and hiring of serv-

ices" (strauss 1980:26). Consequently, the patient (the

purchaser) is entitled to reject a patently defective den-
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ture, cancel his contract and claim damages for the breach

of contract on the part of the dentist, or if he has not

paid his fees, then he is entitled not to pay.

In addition, the patient may be entitled to claim recession

of the contract or a reduction on its price, should he

retain the denture, if the denture has a latent defect.

strauss (1980:27) submits that these remedies are available

to the patient even if the dentist did not expressly

guarantee the patient sa-tisfaction.

7.17. PHARMACEUTICAL PRODUCTS

If it is conclusively proven, that pharmaceutical products

have resulted in injury, defects or death, patients or their

dependents, or their guardians may bring an action against

the pharmaceutical company that manufactured the drug.

However, if the drug had been "interfered with" on route to

the dispenser, negligence on the part _o f the pharmaceutical

company must be established in order to hold the company li­

able for the consequences of its products (Powers & Harris

(1990:363).
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Powers & Harris (1990:363) have observed that liability for

injuries associated with the use of medicinal products rep­

resents the type of product liability that engenders not

only the most emotive and often misinformed comment but also

the most complex questions.

The use of drugs is always attended by risks and their ad­

verse effects are sometimes said to appear many years after

its use, or in the offspring of the user rather than in the

user herself.

The basis upon which compensation should be claimed could

vary according to the nature of the legal relationship be­

tween the injured person and those persons in the chain of

supply who are instrumental in bringing the product to the

consumer. Recently, the European Community has embraced

strict liability on the basis that liability without fault

on the part of the producer is the sole means of adequately

solving the problem of a fair apportionment of the risks in­

herent In modern technological production (Powers & Harris

1990:364).
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The principle underlying fault liability is that

"it is the duty of every person in the chain of supply

of a product to take reasonable care to avoid causing

injury to the consumer by his careless act or failure

to act, i.e. by his negligence."

1990:365).

(Powers & Harris

To succeed under fault liability Borgenhammar (1989:280)

submits that

"the injured person must prove not only that he has

been injured by the product and that the relevant per­

son has been negligent but also that for the negligent

act the claimant would not have suffered the injury."

The burden of proving these elements lies with the

claimant and the standard of proof required 1S the

"balance of probabilities".

On the other hand, 1n the case of strict liability the

producer is liable for damage caused by a defect in his

product and the injured person must prove the damage, the

defect and the causal relationship between the defect and
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damage. Most significantly , the person allegedly injured by

a defective medicinal product will therefore still have to

prove that the injury complained of was, in fact, caused by

the product, or the defective nature of the product con-

tributed materially to the injury (Borgenhammar

281) .

1989:280-

Where a doctor has been made aware of a patient's adverse

reactions to certain drugs but neglects to ascertain this

from his records, and injects a person with such drugs (eg.

penicillin) he would be liable. However, if the doctor was

mistakenly informed by the patient that he was not allergic

to a particular drug, the doctor would not be liable, Slnce

he had endeavoured to obtain the facts beforehand. Where a

patient indicates that he is uncertain of allergic reac­

tions, the doctor's duty is to administer a "scratch test"

to establish whether or not the person is allergic. Scratch

tests too have been the subject of controversy, since some

scratch tests have themselves resulted in serious conse-

quences for the patient (strauss 1980 :262).
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Logically, doctors should administer potentially less harm­

ful products, than undertake the risk of administering

potentially fatal products on persons who are uncertain

about their tolerance for such medications.

7.18. EUTHANASIA

Active euthanasia, that is, the intentional killing of a

patient by a doctor, is a criminal offence, as well as un­

ethical conduct.

Indeed the doctor could be liable for murder (Joubert 1983 :

153). This view is also espoused by the American Medical As­

sociation that

"the intentional termination of the life of one human

being by another - mercy killing - is contrary to that

for which the medical profession stands and is contrary

to the policy of the American Medical Association. The

cessation of the employment of extraordinary means to

prolong the life of the body when there is irrefutable

evidence that biological death is imminent is the deci­

sion of the patient and /or his immediate family. The
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advice and judgement of the physician should be freely

available to the patient and/or his immediate family."

(Rachels 1991:367)

The distinction between active and passive euthanasia as­

sists in formulating a framework for medical ethics. It

seems that it is permissible, at least in some cases, to

withhold treatment and allow a patient to die, but it 1S

never permissible to take any direct action designed to kill

the patient (Rachels 1991:367).

The distinction between active and paSS1ve euthanasia 1S

still a contentious issue eliciting emotive rhetoric from

different schools of thought. Nevertheless, strauss

(1987:23) points out that negligent killing of a patient may

be punishable as culpable homicide and may also lead to

civil liability. It also constitutes unethical conduct.

Joubert (1983 :154) submits that "it is lawful to terminate

treatment in hopeless cases after all possible procedures

have failed, so as to allow the patient to die." In such

circumstances the decision should be taken 1n conjunction

with the patient and his family.
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7.19. CONCLUSIONS

Consumer information is an important element of consumer

protection but in the medical service and product industry

meaningful and adequate information to the consumer is often

sadly lacking. Suppliers in the medical service and product

industry have a virtual monopoly of information which they

often fail to share.

It has become apparent that professional disciplinary ac­

tions in South Africa do not always adequately protect the

legitimate interests of consumers. The deterrent element

needs, perhaps, to be reinforced by rules regarding compen-

sation.

Although consumers have the right to institute legal actions

against medical professionals, many onerous practical bar­

riers discourage consumers from doing so. The most striking

obstacle is the onus of proof which must be discharged by

the consumer, who must have a medical professional to tes-

tify on his behalf. Most medical professionals are not

prepared to risk their established camaraderie nor do they
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desire to "waste" time which could be more lucratively spent

in their own practices, by testifying in lengthy courtroom

cases. The alleged "conspiracy of silence" among the medi-

cal fraternity only serves to perpetuate the difficulties

within the existing health care system. However, it has

been submitted in a case by the House of Lords in Britain

that the traditional rule of assesslng negligence by the

standard of competent medical opinion need not necessarily

apply in all cases. Lord Scarmen, ln his dissenting spee ch,

remarked that this Vlew of the law was disturbing because it

left the determination of a legal duty to the judgement of

doctors (South African Medical Journal 1985 Vol.67 No.

25:993).

As regards the onus of proof in respect of medical products,

Borgenhammer (1989:281) feels that the legal situation

should be such that the victim has only to prove that he has

suffered damage and that the damage was caused by the

product. The victim need not prove negligence by the

producer, nor that the product was defective. This reversal

of the traditional principle of liability based o n malicious

intent and negligence stems from the inequality that exists
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between purchasers and sellers of medical products and from

the fact that the producer claims to know the character~stic

traits of his product. Since the manufacturer can more

easily prove the absence of a defect than the victim can

prove its existence. This is the basis of strict product

liability, which is not based upon fault or negligence, but

upon launching a product, which does not provide the safety

that one could legitimately expect.

Although one may be tempted to suggest that the reversal of

the onus of proof should be extended to the providers of

medical services as well, this may lead to unprecedented

complications in both the medical and legal systems.

The material presented thus far suggests that the potential

for dissatisfaction amongst consumers of medical services

and products is high, especially in the complex medical sys­

tem that exists in South Africa. Consequently, a normative

model of patient satisfaction will be developed in the next

chapter. Its tenability will be assessed on the basis of an

analysis of the empirical study which will follow.
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CHAPTER 8

NORMATIVE MODEL OF PATIENT SATISFACTION

8.1 INTRODUCTION

It has become evident from the analyses of the preceding

chapters that private patient satisfaction is dependent upon

a constellation of interdependent and interacting var iables.

However, no established measurement scales appear to be

available for most of the constructs examined in this study,

as a result of a paucity of empirical research in this field.

Moreover there appears to be difficulties inherent in

delineating and measuring the constructs of service quality

models. Accordingly a normative model of the determinants of

private patient satisfaction will be suggested against the

theoretical background of the preceding chapters. The

tenability of this model will be assessed upon an analysis of

the empirical study which follows.
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8.2 DETERMINANTS OF PATIENT SATISFACTION

The model of patient satisfaction relies on an adaptation of

Westbrook's (1981:70) definition of satisfaction as a

positive/pleasant "emotional state that occurs in response to

an evaluation of interaction experiences."

Although some of the variables depicted in this model (Figure

8.1) are cast as reciprocal constructs, each is nevertheless

subject to a variety of interdependent and interacting In­

fluences.
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Some of the variables are controllable by the providers of

medical care, to the extent that they may be integrated, co­

ordinated and adjusted in order to satisfy their patients.

These controllable variables or antecedents are the marketing

mix and the doctor-patient relationship.

other antecedents of significance are: the acknowledgement

of patients' rights by the medical sector, the assistance of

facilitative organisations and the existence of protective

institutions.

Favourable outcomes with ·regard to these antecedents con­

tribute to the consequence of patient satisfaction. Un­

favourable outcomes among one or more of these antecedents

produce patient dissatisfaction.

The model may be symbolically expressed thus:

Patient satisfaction is a function of favourable outcomes in

respect of Patients' Rights (PR), the Marketing Mix (MM), the

Doctor-Patient Relationship (DPR), (the assistance of)

Facilitative Organisations (FO) and (the existence of)

Protective Institutions (PI);
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i.e. PS = f(PR + MM + DPR + FO + PI) ( where f is

a function of)

These constructs are described below.

It must be noted that "patient's responsibilities" in deriv-

ing satisfaction is cast as a reciprocal concept; .i , e. the

perception that patients who do not engage in actions that

reciprocate the relationship among the participants, may be

viewed as dysfunctional in the model.

8.2.1 Patients' Rights and Responsibilities

An acknowledgement of patients' rights and their concomitant

responsibilities is an important step towards judicious as­

sessments and legitimate expectations of performance quality.

Indeed, these rights and responsibilities ought to be ap­

plicable in any system of medical care, whether it is a na-

tional health service, a state-subsidized servlce, a

privatized service or any combination of these. The rights to

be specified below have already been acknowledged by the

General Assembly of the United Nations (See Appendix D) In

respect of commercial products and services. They ne ed to be
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extended to the medical product and services sector as well,

particularly in privatized health care delivery which appears

to be rapidly progressing along the entrepreneurial route.

8.2.1.1 The Right to Safety

Patients should be assured that medical products will be safe

when used as prescribed. Indeed the Proprietary Association

of South Africa has drawn up a Bill of Rights for consumers

of self-medication which includes the right to safety. A

patient's responsibility to act with due care in the use of

medication and equipment 1S fundamental in ensuring this ele­

ment of safety.

8.2.1.2 The Right to be Informed

Patients must be adequately informed of risks by doctors and

drug manufacturers, especially when medications have a ten­

dency to produce side effects which may be dangerous to them.

This right too has been acknowledged by the Proprietary As­

sociation of South Africa in respect of self-medication.
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In the U.K., even the Medical Protection Society advises its

members that they:

"advocate a policy of full and proper communication with

patients. In circumstances where errors and complica-

tions arise it is proper that objective, factual infor-

mation with appropriate clinical reassurance is

provided. Adequate explanations ••• assist in reducing

fear and uncertainty which may give rise to complaints

and claims" (Lewis, 1988:5).

Borgenhammar (1989:284) believes that information about risks

that are related to diagnosis and treatment is

"important for the patient's self-esteem and for the

dialogue that is constitutive of good care, charac-

terized by concern and humanistic values. In the normal

case, the patient should be given information which is

as comprehensive and

requires."

detailed
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A study conducted by Byrne, Napier and Cuschieri in 1988

(cited in Borgenhammer 1989:285), where 100 patients were 1n­

terviewed two to five days after their operations, revealed

that:

"Although all the patients were fully aware that they

had had an operation, 27 did not know which organ had

been operated on, and 44 were unaware of the exact na­

ture of the surgical procedure."

Borgenhammer (1989:285') also confirms that even British

radiologists have agreed on advice regarding consent where

emphasis is placed on the fact

"that doctors owe their patients a duty of care when ad­

vising about the risks inherent in a procedure just as

much as they do when performing the procedure. Any

breach of this duty, that 1S, failure to warn of risks,

may result in a doctor becoming liable in negligence."

The question of the extent to which patients should be in­

formed of risks associated with surgical operations was dis­

cussed at length in the "Sidaway Case" (Sidaway versus Board

of Governors in the Bethlem Royal Hospital and the Maudsley

Hospital [1985] · AC 871:HL) in Britain. The House of Lords
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rejected Mrs Sidaway's claim on the ground ,that she was not

informed of a 1% risk of damage to the spinal cord, but it

was established that a high level of information and consult­

ation is an essential part of good clinical practice. However

it is stated that in the USA, "the concept of informed con-

sent is carried to an absurdity where every conceivable com­

plication of a surgical procedure must be explained to the

patient before consent is given." (SAMJ 1985: 993). In Canada

for example, it was decided that a 10% risk was material

whereas a 1% risk was not. In many other countries too, a

compromise is made between the two extremes, such that the

patient should be provided with information that would enable

him /her to make a balanced judgement.

Mason and McCall Smith (1987:157) have however observed that

"the consent doctrine in the USA resulted in greater

sensitivity on the part of the American medical profes­

sion to the need to inform patients of the implications

of treatment but this positive result has only been

achieved at the price of heightened distrust and an In-

crease ln the practice of l egalistic and defens ive

medicine."
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In an attempt to prevent such a situation arising in South

Africa it would be advisable to follow the course proposed by

Braham (in Mason and McCall Smith 1987:159), namely that

"it is up to us to persuade doctors to alter their prac­

tice so as to divulge more information routinely and

bring their standards up to what a prudent patient would

like to know without intervention of -law."

Ideally patients should also be informed of the possible

risks of surgery or treatment before they consent to such

procedures. The patient's responsibility would be to make at­

tempts to acquaint himself/herself with pertinent information

in order to prevent the occurrence of conditions hazardous to

his/her health or safety. Patients should also have the right

to be informed about the merits of their doctors and

specialists, especially with regard to their expertise and

qualifications.
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8.2.1.3 The Right to Choose

Since patients have limited knowledge about surgical proce­

dures, diseases and medicines, they cannot effectively exer­

cise a choice in terms of what is suitable for their needs.

This is done by their doctors or pharmacists. However, with

regard to self-medication which is advertised widely, they

may exercise some choice, in respect of brands and distribu-

tion outlets. Patients should also have the r ight to choose

their general practitioners and specialists. However, this

choice is restricted because of the prohibition of advertis­

ing by doctors in South Africa, resulting ln a lack of

knowledge about doctors, their qualifications and their

speciality. The responsibility associated with this right

should be exercised by the patient's choice of other doctors

or specialists for second or further opinions should he /she

experience dissatisfaction in any manner, with his /her at­

tending doctors.
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8.2.1.4 The Right to be Heard

Patients should be given a hearing with regard to problems

they encounter with the services rendered or with the

products prescribed. Products that produce adverse reactions

should be noted and the information should be communicated to

the manufacturing company and the Medicines Control Council

in order that they may undertake further research to improve

upon the product. Responsible patients must avail themselves

of this opportunity in order to improve their position vis­

a-vis the providers of products and services.

8.2.1.5 The Right to Education

Patients and citizens in general ought to be educated about

matters regarding their well-being, so that they may take

steps timeously to remedy problematic situations that may

develop. Responsible patients and citizens should make con­

certed efforts to become aware of practices and procedures

that would enhance their position within the health care

delivery system. Education could contribute towards:- preven­

tion and/or recurrence of diseases, promotion and preserva-
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tion of health; assistance in freeing the community from ig­

norance and misconceptions as well as from an overdependence

on the doctor. The doctor himself appears to be pre-eminently

suited to this educational task. Among other channels of com­

munication the public media are effective instruments ln ful-

filling this role.

8.2.1.6 The Right to Redress

This right has various implications because of the very na­

ture of medical products and services and the absence of any

guarantees. However, negligence and malpractice constitute

grounds for recourse.

In addition, pharmaceutical manufacturers may be liable for

damages caused by defective products. Jager (1980:234) points

out that

"In assessing the liability of the manufacturer,

regard must be had to the developing process of a new

medicine and the statutory requirements f or marketing

medicines."
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In South Africa, no medicine can be sold unless it has been

approved and registered by the Medicines Control Council

(MCC) which is a statutory body. The MCC is entrusted with

the protection of the public against inefficacious, defective

and dangerous medicines, as well as against misrepresenta­

tions regarding the therapeutic effects of any specified

medicine.

Since the Proprietary Association has also included the right

to efficacy for self medication, it is logical to assume that

should such products not be efficacious, then the patient

should have the right to recourse, either in the form of a

refund or a substitute, or else this right falls away.

The responsibility of the patient lies in pursuing those ac­

tions that would redress the wrongs suffered. Although a lack

of finance can be viewed as a severely restricting factor 1n

the pursuance of some courses of action, such as litigation

against doctors, other avenues of recourse should be made

available in the interests of equity. Regulatory councils are
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in existence but their roles are criticized. Thus there is a

need for a voluntary association that can serve the patient

in a protective capacity.

8.2.2 Protection of the Patient

Owing to a great informational chasm that exists between the

doctor and the patient, a need exists for the protection of

the patient. The South African Medical and Dental Council

(SAMDC), the Pharmacy Council and the Medicines Control Coun-

cil have been established, with this objective as one of the

basic considerations. However, the procedures involved ln

redressing issues, especially with the SAMDC are often per­

ceived to be cumbersome and inadequate. Thus the need exists

to probe the perceptions of patients in this regard.

Litigation as a form of recourse is costly and assumes two

forms, viz. a contractual action and a delictual action.

Patients may bring an action on the basis of a breach of con-

tract or on the basis of damages suffered as a result of

negligence on the part of the doctor or pharmac eut i cal com­

pany.
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The process of litigation as may be recalled from chapters 6

and 7 is very onerous indeed. Against these procedural dif­

ficulties, patients' attempts at recourse will be analysed in

this empirical survey as well.

8.2.3 Facilitative Organisations

Facilitative organisations usually e xis t to assist patients

who may experience difficulties in various a venues. In

privatized medical care,

In response to this,

financing 1S a fundamental co nc e r n .

financial fac ilitating organisations

were established. With regard to other problems, however

there appears to be no voluntary association such as a

patients' association which could serve as an avenue f o r t he

negotiative and communicative processes. The necessity o f

these organizations as constructs of the normat ive model ar e

examined briefly.
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8.2.3.1 Financial Organisations

8.2.3.1.1 Medical Aid Schemes

Medical Aid Schemes which are registered in terms of the

Medical Schemes Act No.2 of 1967 were established with the

objective of assisting members with their medical expenses.

Employees and employers contribute a predetermined amount on

a regular basis irrespective of whether the employee wishes

to be a member or not. In most cases med ical aid schemes

provide only for the economically active and their depend-

ents. In some instances retired persons who were members of

schemes before retirement may continue to be members for a

stipulated fee. However, medical aid schemes have, at times,

been criticised for inefficient claims management and inade­

quate safeguards against fraudulent claims.

Indeed Ross (1988:23) submits that thi~d party reimbursement

leads to greater and perhaps unnecessary use of health care.

"When a third party pays for a service, c o ns umpti o n and

the act of paying are separated in time and place. Th e

consumer is not aware of the cost of the service. There
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is little incentive for consumers or providers of serv­

ices to be cost conscious and herein lies the biggest

issue of the health care problem."

In an attempt to curtail this problem amendments to the

regulations of the Medical Schemes Act were affected in 1989,

which created an avenue for medical schemes to introduce no-

claim and low claim bonuses (Annual Report of the Registrar

of Medical Schemes. 22/03/91: 2). The Registrar submitted

though, that only a few schemes have offered such bonuses to

their members.

The Registrar of Medical Schemes also submitted that there

was until 1989 no incentive for either the consumer or the

supplier of health care services to be prudent or thrifty. He

added that "according to the International Federation of

Health Funds, South Africans are amongst the highest claimers

in the world". (Annual Report of the Registrar of Medical

Scheme 22/03/91 : 10).
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In addition, present legislative restrictions on medical

schemes, render the introduction of flexible and market-

related benefits difficult. Medical aid schemes should be

viewed by patients as organisations that facilitate the

procurement of private health care. Membership of a par­

ticular scheme should ideally be left to the discretion of

the individual but in most cases in South Africa membership

of a particular scheme is a condition of service. Medical aid

schemes do attempt to negotiate reasonable fees on behalf of

patients and a Scale of Benefits is proposed which

"contracted-in" doctors subscribe to. However, there appears

to be an increasing number of doctors who have "contracted-

out" and who are implementing the Masa tariffs which are much

higher, only partly reimbursable from medical aid schemes and

accordingly more burdensome for patients. Consequently the

need exists to determine whether patients are indeed ex­

periencing difficulty in discharging their accounts, perhaps

by looking to other sources of financing.

235



8.2.3.1.2. Health Insurance

Health insurance, which may be individually tailored to the

needs of the patient, is not bound by the Medical Schemes Act

and is being viewed as a challenge to the medical schemes.

The success of health insurance policies appears to depend

largely upon the perception of patients with regard to their

effectiveness as a means of procuring private medical care.

Health insurance policies appear to be more flexible in ap­

plication than medical schemes. They are designed to either

supplement the benefits of medical aid schemes or to assist

those who have no other financial cover. They tend to focus

particularly on the funding of hospitalisation and major

surgery, accidents or protracted illnesses, as well as the

financing of nursing or home care. Its rate of acceptance by

private patients will be assessed in this study.
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8.2.3.2. A Patients' Association

A voluntary independent patient's association that would

facilitate the communicative and negotiative processes be­

tween patients and doctors is absent in South Af rica. But it

is perceived as being desirable, especially in view of the

formidable medical professional associations that exis t to

foster the interests of the medical profession. By contrast,

Britain has a well established patient's associat ion despite

the fact that a national health service predominates in tha t

country.

The need for a patient's association appears to be more

relevant in an environment where procedural difficulties

abound in attempting to redress dissatisfactions, negligenc e

or malpractice. Such an association could facilitate an im-

provement in the informational, educational and pro tec tive

aspects of patients. The desirability of such an associa t i on

from patients' points of view will also be probed i n this

study.
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other constructs that are considered to be significant in

contributing to patient satisfaction are the elements of the

marketing mix utilised by medical service providers.

8.2.4. Service Marketing Mix

8.2.4.1. Price

Competitive pricing of services is virtually non-existent 1n

this highly regulated industry. Individual patients whose

main concern 1S regaining their health, are not in a position

to bargain over prices. Moreover, membership of medical aid

schemes provides no incentive to do so. However, there ap-

pears to be dissatisfaction among patients with regard to

their inability to influence pricing decisions, especially 1n

view of the increasing number of doctors who have

"contracted-out" of the medical aid schemes and who expect

their higher fees to be paid directly by patients.

It is suggested that a more flexible pricing policy be per­

mitted and that doctors be allowed to advertise their rates

for each consultation and/or form of treatment.
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8.2.4.2. Place

Private medical practitioners have in the past two decades

tended to locate their practices in medical centres or

clinics in CBD areas. These centres are considered to be

"catchment" areas for patients. For those living outside the

CBD areas, place utility is at a premium, especially in the

case of emergencies. Although it is argued that one-stop

medical care facilities at medical centres solve the problem

of searching for specialists in different areas, it compounds

the problem of overservicing, since medical professionals are

often major shareholders in these centres, and its profitable

perpetuity appears to be of some concern to them.

The establishment of clinics in strategic areas with a number

of specialists who could consult with each other in determin-

ing holistic care for patients, would obviate the problem of

overservicing and misdiagnosis. Private practitioners inter­

ested in serving rural communities could do so in mobile
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clinics. Emergency treatment throughout the day and night

could also be ensured if practitioners arrange to work on a

"shift" basis.

8.2.4.3. Promotion

Promotion in the media is not currently a marketing mlX op-

tion for medical practitioners in South Africa, since it is

frowned upon and indeed prohibited by the South African Medi-

cal and Dental Council except in instances where information

is deemed to be of interest to the community at large.

In contrast however, in the late 1970's, (in the USA) members

of the government viewed the banning of advertising as a

means to limit competition and therefore declared the profes-

sional codes which discouraged advertising,

(Labarbera & Reddy 1987:43).

as illegal

However studies conducted ln America, after t h e ban was

lifted, revealed that the majority of medical professi onals

believed that advertising would not help consumer s t o mak e
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more intelligent physician choice, but the majority of con­

sumers on the other hand believed that advertising would help

them to make intelligent choices of physicians.

Health care is viewed as a commodity - a very expensive com-

modity - because of the entrepreneurial nature of the us

health care sector. Consequently consumers believe that they

should be afforded an opportunity of making their own deci­

sions as to who will attend to their health care needs.

The South African consumer should also be given the oppor­

tunity of making an intelligent choice of his/her doctor.

The South African Medical & Dental Council, in its attempt to

protect the patient, presumes that the patient 1S not suffi­

ciently knowledgeable in assessing the credibility of promo­

tional efforts by practitioners. It must be pointed out that

direct communication by practitioners with regard to their

specialities, qualifications, success rates, fee structures

and consultation policies during emergencies could sig-
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nificantly impact upon the patient's decision making process.

The perception of patients in this regard also needs to be

probed in this study.

8.2.4.4. Performance of Services

Medical services involve simultaneous production and consump-

tion. Moreover they do not have form utility but they do have

performance utility. The qualitative element is the overrid­

ing factor in determining a measure of the practitioner's

performance productivity, which ultimately determines the

dimension of satisfaction that patients derive.

Many of the elements that contribute to patient satisfaction

are controllable at the point of interaction between doctors

and their patients. These controllable antecedents influence

patient evaluations and perceptions of service quality.

Research suggests that variations 1n controllable variables

can affect perceptions of an exper1ence independently of the

actual outcome (Bitner 1990 : 72). For example, where a

doctor's treatment per se may be considered to b e excellent,
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the circumstances pertaining to the delivery of that service,

such as untidy waiting rooms and unpleasa?t staff may be per­

ceived as_ being undesirable.

Parasuraman, Ziethaml and Berry (1988:23) have also iden-

tified five dimensions of service quality (SERVQUAL : a mul-

tiple item scale for measuring consumer perceptions of serv-

ice quality). These dimensions which should ideally feature

as integral components of medical services are:

"Tangibles :

Reliability:

Physical facilities, equipment and ap-

pearance of personnel.

Ability to perform the promised serVlce

dependably and accurately.

Responsiveness: Willingness to help customers and

Assurance

Empathy

provide prompt service.

Knowledge and courtesy of employees and

their ability to inspire trust and con­

fidence.

Caring, individualised attention the firm

provides its customers."
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Bitner (1990 : 70) also postulates that because of distin-

guishing characteristics of services, service firms have ad-

ditional variables beyond the traditional "4P's" that can

satisfy target markets. For example, because services are

produced and consumed simultaneously, customers are often

present "in the firm's factory" and interact directly with

the firm's personnel.

Consequently in a medical practice, the doctor and his staff

play marketing roles as well as provide valuable operational

functions. Bitner, adds that "because services are essen-

tially intangible processes, customers are frequently search­

ing for surrogates or 'cues' to help them determine the firms

capabilities." Thus the patients' cues may be, inter alia,

the waiting room, the types of equipment used, the degree of

care rendered by supporting staff, efficiency and general

bedside manners. There appears to be no doubt therefore, that

service satisfaction and service quality are nested within

peripheral issues as well.
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Although service satisfaction or service quality defy rigid

definition, it can be operationally defined within the con-

text of the disconfirmation of expectations paradigm as ex-

plained by Bitner (1990 : 70). "The theory underlying this

paradigm is that consumers reach satisfaction decisions by

comparing product or service performance with prior expecta­

tions about how the product or service would or should per­

form. Each individual consumer is assumed to have expecta­

tions about how each individual service /product will perform.

These expectations are compared with actual perceptions of

performance as the service is being received. If expectations

exceed performance, dissatisfaction results. When expecta-

tions are met or exceeded, satisfaction results. Parasuraman,

Ziethaml and Berry (1985 44) are also of the opin ion that

patient satisfaction depends directly on the management and

monitoring of individual service encounters.

Invariably service encounters represent a crystalization of

the Marketing Mix of the provider of a service. Accord ingly

factors that positively influence service evaluations ought

to be critical to these providers.
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It must be pointed out that the dynamic, sometimes complex,

role performed by doctors over time, increases the importance

of the customer's perceptions and evaluation of his efforts

to manage their relationship; especially since interactions

between doctor and patient tend to be recurring rather than

single encounters.

Thus anticipated levels of satisfaction or performance are

likely to affect the patient's decision of whether or not a

particular doctor's serV1ces should be retained or sub-

stituted. Accordingly the long term interests of the patient

may be best served by initiating and maintaining an enduring

relationship.

8.2.5 Doctor-Patient Relationship

Trust and faith in the practitioner as well as confidence in

his consistently satisfactory performances 1n the past may

imply that the patient will rely on the practitioners' 1n­

tegrity and expertise for future performances as well. The

patients' best assurance of sat isfaction i s a continuous

error-free interaction.
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The patient's perception of the practitioner's dynamic and

complex yet well performed role in a multifaceted relation­

ship over time, enhances the evaluation of the practitioner

and results in satisfaction.

Trust and faith are particularly important where uncertainty

prevails; where risks in procedures are inherent and where

contracts of guarantees are non-existent.

In order to evaluate the tenability of this normative model

it 1S now necessary to formulate the underlying hypotheses

which will be statistically tested in the empirical study

which follows. It should be noted that formulations are

specified in null hypothesis terms together with the alterna­

tive hypothesis which would become relevant i n the event of

rejection of the null hypothesis. It is expected that the

null hypotheses will in fact be rejected in the study.
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8.3. RESEARCH HYPOTHESES

8.3.1. The Central Null Hypothesis

Consumers of private medical products and services are

satisfied with the present system of private medical care.

Alternate Consumers of private medical products and

services are dissatisfied with the present

system of pr ivate medical care.

8.3.2. Subsidiary Null Hypotheses

H1 The majority of residents in the Durban Magisterial

District do not receive private medical care.

Alternate: The majority of residents in t he Durban

Magisterial District receive private medi-

cal care.

H2 Medical consumers are opposed to the establishment of a

National Health Service.
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Alternate: Consumers would prefer the establishment of

a National Health Service.

H3 The use of private medical care is not related to medi­

cal aid membership.

Alternate: The use of private medical care lS pOS1­

tively related to medical aid membership.

H4 Private medical consumers are satisfied with services

provided by private practitioners.

Alternate: Private medical consumers are dissatisfied

with services provided by private practitioners.

H5 Private medical consumers would avoid state facilities

even if there were an improvement ln the methods of

delivery of public medical care.

Alternate: Private medical c o ns ume r s would utilize

state facilities if there were an improve­

ment ln the methods of delivery of state

subsidized medical care.
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H6 Medical consumers believe that the maln purpose of

private practitioners is profit maximization.

Alternate: Medical consumers do not believe that the

main purpose of private practitioners is

\

profit maximization.

H7 Medical aid members believe that medical aid membership

is not necessary in order to receive private medical

care.

Alternate: Medical aid members believe that medical

aid membership is necessary in order to

receive private medical care.

H8 Medical aid members do not believe that medical aid

schemes are being abused by members.

Alternate: Medical aid members believe that medical

aid schemes are being abused by members.

H9 Medical aid members do not believe that medical aid

schemes are being abused by doctors.

Alternate: Medical aid members believe that medical

aid schemes are being abused by doctors.
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H10 Medical aid members believe that medical aid schemes do

not result in higher costs of medical care.

Alternate: Medical aid members believe that medical

aid schemes result in higher costs of medi-

cal care.

H11 Members of medical aid schemes would not visit their

practitioners less often if they were not members of

medical aid schemes.

Alternate: Members of medical aid schemes would visit

their practitioners less often even if they

were not members of medical aid schemes.

H12 Medical aid schemes provide adequate financial cover

for the needs of their members.

Alternate: Medical aid schemes do not provide adequate

financial cover for the needs of their mem-

bers.

H13 Medical aid members regard medical aid schemes as their

representative organisations.
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Alternate: Medical aid members do not regard medical

aid schemes as th e ir representative or-

ganisations.

HI4 Medical consumers would not support the establishment

of a Patient's Association.

Alternate: Medical consumers would support the estab-

lishment of a patient's association.

HIS Medical Consumers do not consider the cost of pr i vate

medical care to be excessive.

Alternate: Medical consumers consider the cost of

private medical care to be excessive.

H16 Private medical consumers do not believe that d octor' s

fees should be based on a number of different fa ctors.

Alternate: Private medical consumers believ e tha t

doctor's fees should be based o n a numbe r

of different factors.

HI7 Private medical consumers do not have a n i nforme d

choice with regard to private pract it ione rs.
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Alternate: Private medical consumers have an informed

choice with regard

titioners.

to private prac-

HI8 Private medical consumers should not be able to consult

specialists without referral by their general prac-

titioners.

Alternate: Private medical consumers should b e abl e t o

consult specialists without r eferral by

their general practitioners.

HI9 Private medical consumers do not complain about their

unpleasant medical experiences.

Alternate: Medical consumers always complain about

their unpleasant med ical experiences.

H20 Private medical consumers believe that the South

African Medical and Dental Council protects them ade­

quately through their disciplinary n r oc e s s e s .

Alternate: Pr ivate medical consumers beli e v e that th e

South African Medi c a l and Den t a l Counci l

does no t adequately protect pa t i e nt s.
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H21 Private medical consumers do not prefer to know about

medicines that have been prescribed for them.

Alternate: Private medical consumers prefer to know

about medicines that have been prescribed

for them.

H22 Doctors and pharmacists do not inform their patients

adequately about medication.

Alternate: Doctors and pharmacists inform their

patients adequately about medication.

H23 Private medical consumers do not initiate actions to

redress problems pertaining to medical products and

services.

Alternate: Private medical consumers initiate actions

to redress problems pertaining to medical

products and services.

H24 Private medical consumers do not believe that they

should be allowed to return and be reimbursed for

medicines that cause adverse reactions.
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Alternate: Private medical consumers believe that they

should be allowed to return and be reim-

bursed for medicines that cause adverse

reactions.

H25 Private medical consumers do not believe that doctors

should be allowed to advertise.

Alternate: Private medical consumers believe that doc-

tors should be allowed to advertise.

H26 Private medical consumers do not become annoyed when

they have to wait for long periods to be attended to,

after arriving punctually for their appointments.

Alternate: Private medical consumers become annoyed

when they have to wait for long periods

after arriving punctually for their ap­

pointments.

H27 Private medical consumers can easily consult with their

doctors by telephone in order to clarify doubts and ob­

tain results.
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Alternate: Private medical consumers have difficulty

in clarifying doubts and obtaining test

results from their doctors, by telephone.

H28 Private medical consumers do not believe that their

practitioners overservice.

Alternate: Private medical consumers believe that

8.4. SUMMARY

their practitioners tend to overservice.

Few researchers in South Africa have focused on serVlce

quality models because of the difficulties inherent in

delineating and measuring the constructs of varlOUS serv-

ices.

However a normative model of the determinants of private

patient satisfaction was suggested against the theoretical

background of the preceding chapters.

Antecedents which are controllable by practitioners were

identified as the marketing mix optiqns and the doctor­

patient relationship. Other antecedents which significantly
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contribute to the consequence of patient satisfaction were

identified as: an acknowledgement of patients' rights by the

medical sector; the assistance of facilitative organisations

and the existence of protective institutions. The patient's

responsibility to address dysfunctional elements in the sys-

tern in attempting to derive satisfaction, was cast as a

reciprocal concept.

The patient satisfaction model presented 1n figure 8.1.

depicts the interrelationships among the antecedents and

consequences.

Finally the underlying hypotheses which will be tested in

the empirical study were formulated.

Accordingly, the research methodology pertaining to this em­

pirical study will be examined in the next chapter.
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CHAPTER 9

RESEARCH METHODOLOGY

9.1 INTRODUCTION

This study focuses on the perceptions of patients who recelve

medical care from the private medical sector. Private medical

care, as suggested in chapter 5, is the treatment received by

patients from medical practitioners who have their own prac­

tices and who charge a fee which is paid by the patient and/or

a medical aid scheme and/or an insurance fund. It is distin-

guished from the state subsidized health service for which

patients pay nominal fees based on their financial capability.

In the latter instance, patients receive treatment in primary

health care centres, government subsidized clinics and hospi-

.. tal s.

Private medical care appears to be utilized at an increasing

rate, apparently because of the great inconvenience that

patients presently undergo at State subsidized institutions.
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Moreover, it is being made more accessible to the Black

population as a result of an increasing rate of membership of

medical aid schemes by Blacks.

Together with such increasing private sector patronage,

however, there appears to be a growing disenchantment among

consumers with regard to their treatment and the circumstances

pertaining to their treatment. Moreover, it has become evi-

dent that associations which fulfill vital roles in the ad-

ministration of the private health care system, have neither

the responsibility nor the initiative to systematically

monitor consumer perceptions. It is also becoming apparent

that the delivery of private medical care lS assumlng an

entrepreneurial character, which in itself is eliciting much

criticism.

Accordingly, a need exists to empirically probe the existing

treatment of consumers, their perceptions of that treatment

and their rights to redress within the framework of existing

legislation and practice. The area selected for this empirical

study was the Durban Magisterial District.
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9.2. THE STUDY AREA THE DURBAN MAGISTERIAL DISTRICT

The Durban Magisterial District consists of Amanzimtoti, Ches-

terville, the Durban Municipal Area, Isipingo, Kingsburgh,

Lamontville, Lower Illovo, Queensburgh and Umbogintwini. This

area has been selected for the investigation since it has a

sufficiently large household population from which an adequate

sample can be chosen.

The population within the Durban Magisterial District has easy

access to private medical practitioners who are also situated

within the area being studied. It probably has the highest

density of private medical practitioners in Natal, as well as

the highest density of State employed medical practitioners.

Moreover, a wide variety of population groups and" SOC 10­

economic conditions exist among the population i n th is area,

which would facilitate cross tabulations and other pertinent

analyses based on these factors.
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9.3. LIMITATIONS OF THE STUDY

By confining attention to the Durban Magisterial District it

is acknowledged, that the perceptions of significant rural

populations, who are served by private medical practitioners

because of the absence of adequate State subsidized health

care facilities are excluded. The perceptions of these

patients could affect the general validity of these results in

view of the greater problems of accessibility, ability to pay,

communication and a greater reliance upon alternative forms of

treatment such as the use of witch doctors. To extend this

study into rural areas would involve considerable expense:

since interpreters would be required in the personal inter­

viewing method because many are not conversant with Engl ish.

Furthermore research in rural areas involve great risks to in-

terviewers because of the highly unstable conditions that per­

sist in some of these areas at present. However these findings

could be reasonably representative of urban populations within

South Africa.
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9.4. SELECTION OF THE SURVEY METHOD

Survey research is the systematic gathering of data from

respondents through questionnaires. Questionnaires may be ad­

ministered via the mail, by telephone or through the personal

interview method. In the selection of an appropriate survey

method these three traditional methods as well as one other

were considered.

It is logical that when collecting information from respon-

dents, researchers should strive to uti lize methods that

secure accurate information in the shortest period, with the

least cost, while allowing flexibility and minimum supervi­

sion. Unfortunately none of the methods considered possess all

these characteristics. This necessitated an assessment of the

relative strengths and weaknesses of each before an ap-

propriate method was adopted. Nothing precludes the use of

more than one survey method at a time, although the cost may

become prohibitive.
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This study consists of two phases. Phase one addresses the ad­

ministration of a survey to medical consumers, while phase two

deals with the administration of specially designed short

questionnaires to varlOUS providers of medical products and

services, as well as to other participating intermediaries who

have an interest in the provision of health care.

Because of the nature of this survey, more than one survey

method was utilized. These methods, and the reasons for their

adoption are described below.

9.4.1. Telephone Surveys

Telephone surveys are cost effective for getting quick answers

to simple, non-personal questions. A good telephone inter­

Vlewer may vary questions to suit the interviewee and adapt

questions according to earlier responses.

Telephone interviewing has increased in popularity because of

widespread telephone ownership, the increased cost of personal

interviews, and reduction in the problems associated with un­

listed numbers, through sophisticated techniques.
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The advent of Computer-Assisted Telephone Interviewing (CATI)

has further improved the potential for telephone surveys. The

CATI system involves programming a survey questionnaire

directly into a computer, while the interviewer reads the

questions from the screen and records the answers on the ter-

minal keyboard or directly onto the screen with a light pen.

(Tull & Hawkins 1984 124-125). The computer facilitates

flexibility and the creation of an "individualized" question­

naire, as well as speedy analysis. The response rate is fair

and supervision over interviewers is easy, especially if 1n-

terviewers are based in a central facility.

The major drawback of telephone surveys is that the question-

na1re must be short and relatively non personal. In this

study, neither condition held:

lengthy and very personal.

9.4.2. Personal Interviews

the questionnaire would be

The personal interview method which is also wi del y used and

which requires an immediate response, was not selected for

264



phase one of the survey since the responses, ideally, had to

be well considered and discussed between spouses to facilitate

consistency and recall with regard to their responses. Per­

sonal interviews are also costly and time-consuming Slnce the

sample units are usually widely dispersed and much travelling

needs to be undertaken by interviewers.

Researchers sometimes attempt to reduce cost and time per 1n­

terview by conducting shopping mall interviews. But this too

could not be adopted for phase one of this study for reasons

already mentioned.

9.4.3. Mail Surveys

A mail survey involves the mailing of a questionnaire to each

potential respondent, usually with instructions and a self-

addressed stamped return envelope. The questionnaires are

returned upon completion, by mail to the researcher. In a mail

survey, the desired respondent is more likely to be reached

since more time is available to answer the questionnaire ap-
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propriately. Moreover, answers could be well considered and a

greater degree of accuracy could be ensured since respondents

could review the responses to eliminate inconsistencies.

However, a major drawback of mail surveys is the low response

rate. Some researchers attempt to increase the response rate

by offering a reward upon the return of the completed ques­

tionnaire. This undoubtedly increases the cost of mail sur-

veys.

Mail surveys obviate the great need for survey research

validation and monitoring which are essential in the personal

interviewing method to ascertain whether interviewer cheating

has occurred.

9.4.4. Evaluation of Survey Methods

None of the above methods was considered appropriate for phase

one of the survey.
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The method which was selected is seldom discussed by authors

but is less costly than the personal interviewing method, en­

sures a considerably higher response rate than mail surveys,

permits the r~searcher to probe personal and confidential

questions, and possesses all the merits of a mail survey. This

method involves the personal distribution (by research aSS1S­

tants) of questionnaires to desired respondents who are glven

a specified period within which to complete the questionnaire

at their convenience. This also provides an opportunity for

well considered responses.

The completed questionnaires are then collected by the aSS1S­

tants after the stipulated period and forwarded to the

researcher. A degree of anonymity may be ensured if no names

are requested on the questionnaire.

This method was furthermore selected because it was felt that

the nature of the questions were such that respondents would

have been interested enough to complete the questionnaire per­

sonally: health issues affect every individual and responsible

individuals would be interested in an envisaged improvement 1n

the status of the present system of private medical care.
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With regard to phase two of the survey, however, different

methods were employed to elicit the responses of the providers

and facilitators in the health care sector. Telephone surveys,

personal interviews and interviews through the telefax method

were adopted as a result of such requests from the desired

respondents. Moreover, questionnaires were designed to suit

the various types of respondents, resulting in many different

interview schedules for different categories of respondents.

9.5. THE SAMPLING PROCEDURE

Sampling is an essential element in research design since con­

siderations of cost, and time constraints make it impractical

to take a census.

Although sampling may involve sampling errors, representative

samples may substantially reduce the nonsampling errors in a

sample relative to those in a census. Indeed, Tull & Hawkins

(1984 : 378) assert that "the nonsampling errors can often be

reduced to the point at which the sum of the sampling and non­

sampling errors of the sample are less than the nonsampling
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error alone in the census. When this is the case, it is pos-

sible to obtain a more accurate measurement from a sample than

from a census."

Samples may be divided into two categories, namely probability

samples and non-probability samples. A probability sample lS

chosen such that each member of the universe has a known

chance of being selected, that is the sample 1S objectively

selected while in a non-probability sample, the chance of any

particular unit in the population being selected is unknown,

that is, the sample is subjectively selected. The random sam­

pling method was selected for phase one of this survey and for

parts of phase two.

9.5.1. Defining the Population

The population in phase one of this study lS defined as

households ln the Durban Magisterial District.

Households are basic units in society and may vary 1n Slze. It

usually consists of a household head, the spouse and dependent

family members.
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The population in phase two consists of private practitioners,

medical professionals in academic institutions, professional

association representatives, representatives of statutory con-

trol councils, pharmaceutical manufacturers, representatives

of medical aid schemes as well as some attorneys who are per­

ceived to be experts in medical litigation.

9.5.2. The Sampling Frame

A sampling frame is a means of representing the units of a

population, such as a telephone directory, an employee roster

or student enrolment list. A sampling frame is a prerequisite

for extraction of probability samples.

Perfect sampling frames, in which every element of the popula-

tion is represented once only, are rare; therefore researchers

utilize the best possible frames and acknowledge frame errors

in their studies.
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The most widely used frame for sampling human populations is

the telephone directory, although it must be conceded that the

distribution of telephone ownership is not even across all

groups of people. Additionally many homes with telephones do

not have their numbers listed in the directory.

A sampling frame which contained a list of addresses was

desired in the first phase of this study, Slnce assistants

were required to distribute questionnaires to the households

which were randomly selected from the list contained ln the

1990/1991 Durban telephone directory. Only those households

that were located within the Durban Magisterial District were

selected.

In the second phase of the study too, only private medical

practitioners who were located within the Durban Magisterial

District were randomly selected from a list of practitioners

appearing in the Durban telephone directory.

271



While pharmaceutical manufacturers were chosen on the basis of

their placing on the PMSA list which was kindly provided by

one pharmaceutical manufacturer's representative, other

respondents were deliberately selected by virtue of their oc­

cupational status within the other associations.

9.5.3. THE SAMPLING UNIT

The sampling unit is the basic unit containing the elements of

the population to be sampled (Tull & Hawkins : 1984 : 385).

The sampling unit of an address is required in mail question-

naires, in home personal interviews and the personal dis-

tribution method. The desired respondent in each household may

also be indicated, for example, the researcher who wishes to

interview the adult population, must have a random sample of

the adult residents of each household. In this survey the

adult residents were expected to confer with each other in the

completion of the questionnaire.
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9.6. THE SAMPLE SIZE

According to latest figures obtained from the various Town

Councils within the Durban Magisterial District there were

113 125 households in the study area. Households were decided

upon as sampling units with the household head or spouse as

the respondent since either or both are usually aware of the

health needs of the entire unit and are jointly responsible

for the costs thereof.

A sample Slze of 170 was decided upon in phase one in order to

facilitate the computation of statistical tests pertaining to

the hypotheses that were formulated. Such a sample size would

be adequate for appropriate application of either parametric

or non-parametric techniques. 170 households were selected at

random. If a household was unoccupied at the time of calling

the next door neighbour was approached instead.

In phase two of the study the sample sizes varied in different

categories, for example, 25 private practitioners from the

Durban Magisterial District were selected, whereas 15 phar­

maceutical manufacturers from the whole of RSA were selected,
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while others were selected because of their membership of

professional associations. In most cases just one member of

each association was selected.

Having described the rationale of this study, as well as the

sampling procedures selected, it is pertinent at this stage,

to explain the statistical techniques that will be employed in

the analysis of the data.

9.7. STATISTICAL TESTS

Research is conducted in order to determine the acceptability

of hypotheses that have been derived from theories of be-

haviour. In order to arrive at a decision about a hypothesis,

an objective procedure must be selected from alternative

statistical lists that are available. Owing to the paucity of

prior research in this field, and the absence of evidence to

support the assumptions about the patient population, it was

decided to employ nonparametric statistical techniques to test

the hypothesis. Nonparametric statistics result in

"conclusions which require fewer qualifications: (Siegel

1956:3). In addition, some nonparametric tests may focus on
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the order or ranking of scores, while others are useful with

classificatory data. The different types of tests employed in

this analysis is explained below.

9.7.1. The One Sample Test

"The one sample nonparametric test is usually of the

goodness-of-fit type. In the typical case, one draws a random

sample and then tests the hypothesis that this sample was

drawn from a population with a specified distribution. Thus

the one sample test can be used to determine whether there is

a significant difference between the observed frequency and

the expected frequency, or between observed and expected

proportions. Usually the chi-square one sample test evaluates

the null hypothesis that there is no difference between ob-

served values and expected values.

The formula for the x2 = (Oi-Ei)2

Ei

where 0 is observed value and E is the expected value
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9.7.2. The Binomial Sign Test

The binomial sign test is employed with data that are in the

form of a dichotomous variable. This test is also of the

goodness-of-fit type. Generally a frequency distribution of

scores on a single sample of subjects "is evaluated with

regard to the likelihood of observed frequencies, glven a

priori expected probabilities for the two response cate­

gories." (Sheskin 1984:17)

In the case of large samples, extensions of the binomial sign

test utilising the normal and chi-square distribution are com-

monly employed. "When the normal distribution 1S used, the

test 1S referred to as the normal test or the z-test for a

single sample or proportion. When the chi-square distribution

1S employed, the test is referred to as the chi-square one­

sample test and it yields results equivalent to those obtained

with the normal test".

test is

(Sheskin 1984:17) The formula for this
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where Y equals the number of observed signs and n is the

sample size.

Where a single random sample is classified on two dimensions,

resulting in a two-dimensional contingency table, the chi­

square test of independence on r x c contingency tables lS

employed to evaluate the null hypothesis that the two dimen­

sions are independent of one another, or that the correlation

between the two dimensions is zero.

The formula for computing this test is

x 2 =

L
(Oij - Eij)~

Eij

with df = degrees of freedom = (r-l) (c-l)

where r = number of rows

c = number of columns

Oij = observed frequency ln cell ij.

Eij = expected frequency ln c e ll ij.
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9.7.3. Measures of Correlation/Association

In general, measures of association/correlation are employed

to test the hypotheses that:

i) In the case of the Null Hypothesis (Ho); the true

association/correlation between the populations (or con-

ditions) equals zero;

ii) In the case of the Alternate Hypothesis, Hi, the true as-

sociation between the populations (or conditions) equals

some value other than zero, up to 1.

The Contingency Coefficient C

(Freund & Williams 1977:343)

The application of objective statistical tests to the data ac-

quired during the survey enables one to assess whether or not

the results were likely to have occurred by chance.
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It is also essential to indicate the level of significance for

the statistical tests to be employed.

The '0 , 05 level of significance, which is less stringent than

the 0,01 level was selected as the level of significance for

all the relevant tests, unless otherwise stated.

9.8. CONSTRUCTION OF THE QUESTIONNAIRE

A questionnaire is a formal list of questions designed to

elicit responses from desired respondents on a given topic. It

is the major instrument used in obtaining prlmary data from

respondents through the survey method.

A non-disguised questionnaire which reveals the purpose of the

study to the respondent was used in both phases of this sur­

vey. The questions ranged from the structured form in phase

one to the unstructured form in phase two.

Structured questions which are synonomous with closed-ended

predetermined choices are presented to every respondent. It

obliges respondents to choose the most appropriate alterna-
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tives. The researcher is also expected to include as many al­

ternatives as possible in order to derive a meaningful

response. Some researchers include an "other" specify alterna-

tive to include every possible option, which may be

categorised after the questionnaires have been received. The

advantages of structured questionnaires are ease of ad­

ministr"ation, computation and tabulation by the researcher, as

well as speed in analysis.

Open ended or unstructured questions generate a variety of

responses which may be as large as the sample size itself,

consumes more time and is difficult to tabulate.

In view of the large sample size and the complex nature of

phase one of the survey, only structured questions were posed

to medical consumers, while open-ended questions were posed to

the participants and facilitators in the medical sector. The

sample size was small enough in each of the cases of phase two

of the survey and the questions were few and simple, but the

responses were expected to be detailed.
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9.8.1 The Questionnaire

A total of 58 structured questions were posed to respondents.

A copy of the questionnaire is included as Appendix G. The

reasons for posing each of the questions will be discussed and

the statistical tests to be utilised in testing the hypotheses

will be specified.

Questions 1-10 address the system of delivery of medical

treatment, the preference for either or both systems and the

reasons for satisfaction or dissatisfaction of the system

utilised.

Question 1 addresses the null hypothesis that the majority of

households in the Durban Magisterial District do not receive

private medical care. The binomial large sample sign test will

be adopted to test this hypothesis. It is expected that som e

respondents would receive treatment from both private and

state subsidised facilities, since nothing prohibits them from

doing so. Those who fall in this c a t e go r y and use pr ivate

medical care to a greater extent than state subsidised

facilities would also be considered as private consumers.
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Question 2 probes the preference for the system of health care

delivery in South Africa in the absence of a National Health

Service.

Question 3 pertains to the null hypothesis that consumers do

not prefer a National Health Service (NHS). Since it was ex­

pected that some consumers would not know what a National

Health Service 1S, a brief explanation of it was furnished in

this question. This question probes the preference for a sys­

tem of delivery of health care, which 1S presently being

debated among the government, health authorities and other in­

terested parties. The large sample sign test will be imple­

mented to determine whether yes answers for the establishment

of an NHS will predominate, Slnce the acceptance or rejection

of this null hypothesis depends on yes and no responses.

A correlation coefficient test may be employed to test the

relationship among the respondents in various income levels

and their preference for a particular system of health care

delivery.
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Question 4

Answers to question 4 would reflect the reasons for the use of

private medical facilities.

Question 5 relates to the central null hypothesis viz. that

consumers of private medical products and services are not

dissatisfied with the present system of private medical care.

Since this question could elicit three categories of

responses, the chi-square test would be employed to test this

hypothesis.

Answers to question 6 would reflect the variety of reasons for

dissatisfaction while answers to question 7 would reflect the

variety of reasons for the respondent's satisfaction. It would

be possible to ordinally rank these responses in both ques­

tions for each of the categories namely family doctor,

specialist and hospital. Cross tabulations will be used to in­

dicate the relationship among the variables.

Question 8 addresses the null hypothesis that there would not

be an increase in public sector usage even if there were an

improvement in the method of public medical care delivery. The
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large sample sign test would be implemented to test this

hypothesis as well. Reasons for yes and no responses would

also be provided to explain the decision taken.

Reasons for the use of state subsidised facilities, are probed

in question 9.

Answers to question lOa would reflect the variety of reasons

for dissatisfaction among users of state subsidised

facilities, while question lOb reflects the reasons for satis ­

faction among users of state subsidised facilities.

Question 11 reflects the perception of consumers with regard

to the reason for the existence of private practitioners.

Their perceptions may indicate whether they view private prac­

titioners as entrepreneurs or as socially responsible pro~es­

sionals whose main interest is the welfare of the population.

Questions 12-14 relate to medical aid schemes, the consumer's

perceptions of the medical aid schemes and several nul l

hypothesis. Question 14 addresses the various null hypotheses

pertaining to medical aid schemes. These hypotheses will be
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either accepted or rejected on the basis of the implementation

of the binomial large sample sign test. Question 12 also

probes membership of medical insurance policies and the extent

to which members of medical aid schemes also accept insurance

policies as well. Question 13 addresses the null hypothesis

that consumers would not visit their practitioners less often

if they were not members of medical aid schemes. The binomial

sign test would also be used to either accept or reject the

hypothesis.

Question 15 probes the desirability of a Patient's Association

among medical consumers.

Question 16a pertains to the perceived cost of private health

care and consequently addresses the hypothesis that consumers

consider the cost of private health care to be excessive.

Chi-squared tests would be employed to test the perceptions of

lower lncome groups and higher income groups. The income

classes would be ascertained from Question 56.

Question 16b and 17 address the lssue of pricing flexibility

on the part of the doctor.
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Question 18-42 address issues pertaining to the rights and

responsibilities of private medical consumers as suggested 1n

Chapter 5. Question 18-20 pertain to the issue of the right to

an informed choice in respect of private practitioners, and

the sources of their information given the fact that the

profession itself is prohibited from providing any information

about themselves or their specialities. These questions relate

to the null hypothesis that consumers have an informed choice

with regard to their doctors. The chi-square sign test would

be implemented to validate this hypothesis.

Question 21 to 22 pertain to the medical consumer's right to

choose. This right is severely restricted because of the

limited information available and because of rules laid down

by medical aid schemes in respect of treatment by specialists.

Questions 23-25 relate to the medical consumer's right to be

heard and his/her concomitant responsibility of pursuing a

course of action in this regard. Question 23 also addresses

the null hypothesis that patients do not discuss their un-
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pleasant medical experiences with friends and family. The

Chi-square test will be employed to either accept or reject

the hypothesis.

Questions 27-32 address the delicate and subtle relationship

between the doctor and the patient, and investigates the

patient's awareness of what course he/she may follow when

problems arise between doctor and patient, and where the doc­

tor is viewed as acting contrary to professional ethics. The

yes and no responses to question 28b will facilitate the lm­

plementation of the large sample sign test. These results

would determine whether the hypothesis, that the SAMDC

protects patients adequately through

process, will be accepted or rejected.

their disciplinary

Question 31 also relates to the hypothesis that victims of

malpractice actions sue their doctors for damages. The large

sample sign test would also be implemented here. A correlation

coefficient test may be employed to test the responses in

question 31 and 32 to determine whether victims who sue for

malpractice are successful or not.
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Questions 33-35 relate to the medical consumer's right to be

informed. The decision as to what information should be

provided to the -p a t i e n t is more difficult to arrive at, than

that which should be provided to the consumer of goods. The

reasons are varied and may include the fact that non­

disclosure of a possible adverse situation that may ·o r may not

materialize, when medical products are used, may be less harm­

ful to a patient than the disclosure itself which may cause

the patient to be afraid and risk not using the

medication/treatment, when it could help him/her. The

consumer's reasons for wanting to be informed of what he /she

is taking, may be gauged from question 34.

Question 36 provides an opportunity to implement the chi­

square test on the proportion of respondents who indicate that

information on medication is provided by doctors, specialists

and pharmacists.
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Question 37 addresses the hypothesis that private patients in­

itiate actions to redress problems encountered with medical

products and services. The chi-square test would be employed

to gauge whether or not consumers are responsible enough to

initiate actions for redress.

Questions 38-40 pertain to the responses that consumers

receive after complaining, and what the form of redress should

be in their opinion. These questions would enable the lm­

plementation of a chi-square test which would determine

whether the hypothesis, that patients have an adequate system

of redress for unsatisfactory products and services, should be

accepted or rejected.

The hypothesis addressed in question 41, that patients would

not prefer medicines to be accompanied by samples to test for

allergic reactions, would be decided upon the implementation

of the binomial large sample sign test. This question also ad­

dresses the right to safety (of medical products) and the

provision of a method to test for the possible danger rather

than the efficacy of the product.
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Question 42 embraces a controversial issue among members in

the medical fraternity:- whether doctors should advertise or

not. The response to this question may indicate how consumers

feel in this regard. Opportunity is provided in questions 42

and 43 for an explanation for their choice and for an iden­

tification of aspects that they would like to be informed

about.

Service quality performance aspects, are addressed in ques­

tions 44-52. The basic aspects of appointments for consult­

ation, the time spent waiting to be attended by family doctors

and specialists and the sentiments of patients who have to

wait are dealt with in questions 44-48.

The difference in duration of the waiting period between

family doctors and specialists would be subjected to a Chi­

square test.

The ease or difficulty of making appointments with specialists

is addressed in question 49.
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Telephonic accessibility in cases of misunderstandings, aller­

gic reactions and results of tests, are addressed in questions

50-51. The patients opinions on inaccessibility via the

telephone are addressed in question 52. The hypothesis that

doctors are accessible for urgent attention via the telephone

would be subjected to a large sample sign test to determine

the acceptance or rejection of the hypothesis.

Overservicing, which has been cited as a bone of contention in

the private medical sector viz. proponents of a national

health service in Chapter 5, is addressed in question 53.

Questions 54-58 embrace personal details, which are necessary

to facilitate cross tabulations between a variety of aspects

such as the level of education, or race, or income and the

various other aspects covered in the questionnaire.

Income may also be correlated with the patronage of private

medical services in question 1 and may be subjected to a chi­

square test to evaluate the null hypothesis that higher income

groups do not make use of private medical care fa c i l ities.
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9.9. PILOT SURVEY

The preliminary questionnaire was randomly distributed to 20

respondents (household heads and/or spouses) to ascertain the

suitability of the questionnaire, and to elicit additional

responses to the prestructured questions. The answers to the

prestructured questions were intended to serve as probes as

well as to assist in recall. In addition, it facilitated

preparation for recording and coding. Respondents were also

asked to indicate any semantic difficulties that they encoun­

tered whilst completing the questionnaire. This pilot study

was concluded during April 1991. Seventeen completed question­

naires were collected. Although none of the participants indi­

cated an unwillingness to participate in the pilot study, 3

respondents did not complete their questionnaires on or before

the stipulated date of return. Indeed, many respondents ex­

pressed an interest in the nature of this investigation.

After the perusal of the completed preliminary questionnaires,

a decision was made to insert new response options to some

292



categories, and to include two more pertinent questions. Apart

from these amendments, the questionnaire remained unaltered. A

copy of the final questionnaire is included as Appendix G.

9.10. FIRST PHASE OF THE SURVEY

The survey commenced during the first week in May 1991, when

research assistants participated ln the distribution of 170

questionnaires to respondents within the Durban Magisterial

District, who had been randomly selected by the researcher.

In a number of cases assistants reported that respondents had

expressed reservations about completing the questionnaires,

because they were afraid that victimization could result.

However, upon being reassured that the questionnaire was

anonymous and that the names of medical practitioners were

not required, they then participated willingly.

The survey was concluded during the last week in May when 137
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completed questionnaires were collected. This indicated a

response rate of 80.59%, (137 X 100) which was considered to

170 1

be adequate for the envisaged statistical tests.

9.11. THE SECOND PHASE OF THE SURVEY

The second phase of the survey involved data collection from

providers and facilitators of medical products and services,

with the alm of elucidating on certain pertinent aspects of

the health care system. This exercise also provided an oppor­

tunity to compare the views of the providers and facilitators

on some common variables that were researched in the first

phase of the study.

The most striking feature of this phase was the great dif-

ficulty experienced in obtaining interviews with the medical

practitioners. Some medical practitioners were understandably

busy and their receptionists indicated that they "were un­

likely to grant an interview, since they did not even have the

opportunity to return their patients' calls." In view of the

difficulty experienced in gairiing access to the doctors at
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their offices, attempts were made to telephone them at their

homes to request either a telephonic or personal interview

that lasted less than 5 minutes. Of the 25 specialists and

general practitioners that were asked to participate in the

survey, 8 specialists and 3 general practitioners refused to

participate in the survey. Of the 14 that consented, some were

very cautious about their responses, while the others were

very helpful.

Representatives of medical associations and other related as­

sociations were also extremely cautious during the interviews.

Administrators of the 6 private hospitals and clinics in the

study area, also provided information with some reservations.

Pharmaceutical manufacturing companies represented the lowest

response rate with only 6 responses out of 15. Some companies

requested a written commitment that the information provided

by them would be treated confidentially.

Administrative associations of medica l aid schemes were very

responsive and expressed interest in the nature of this study.
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The information obtained during this subsidiary phase would

also be incorporated in the interpretation of the results of

the first phase of the study. However, this data will not be

subjected to statistical tests, but the information is ex­

pected to provide meaningful insights with regard to some

critical issues embraced in the first phase of this study as

well.

9.12. SUMMARY

The rationale of the study namely, to determine the percep­

tions of private patients with regard to private medical care

was recalled with a view to appropriately designing the

research methodology.

The Durban Magisterial District was selected, since it is

believed to have a high density of private medical consumers

as well as private practitioners. However, by confining atten­

tion to the Durban Magisterial District, the perceptions of

the rural populations would be excluded. I t i s a c knowl e dge d

that the perceptions of these patients could affect the
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general validity of these results in view of the greater

problems of accessibility, ability to pay, lower levels of

education, and a greater reliance on alternative forms of

treatment.

The survey method selected for the first phase of the study

was the personal distribution and collection method. This was

found to be the most appropriate since it enjoys a combination

of advantages of the other methods that were analysed.

All other available methods were used for phase two of the

study in an attempt to secure the co-operation of the profes­

sionals in the medical sector.

The random sampling method was selected for phase one and for

parts of phase two. Many respondents ln phase two were

deliberately sought because of their positions within the

relevant organisations.
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A sample of 170 respondents was decided upon in phase one in

order to facilitate the statistical computation of various

hypotheses. A sample of 50 was selected for the second phase

of the study.

Non-parametric statistical techniques to be applied in testing

the validity of the hypotheses were explained, together with

the motivation for the questionnaire.

Given the limitations in a study of this nature, it lS

nevertheless expected that the results would contribute to an

understanding of the factors that impact on patient disconfir­

mation. The results of this study will be anal ysed and inter­

preted in the next chapter.

298



CHAPTER 10

ANALYSIS AND INTERPRETATION

10.1. INTRODUCTION

The first step, upon receipt of the questionnaires, was to

develop a basic data array. A basic data array is a table com­

prising the value of each variable for each sample un it.

Each completed questionnaire was examined by the researcher in

order to obviate inconsistencies, before it was entered into

the computer.

Some questionnaires were returned with some questions un-

answered, because those variables were not applicable to those

respondents.

One way frequency distributions or simple tabulations were

generated by the computer. These nominal data were employed to
)

test some of the hypotheses.

Cross tabulations were also generated by the computer. These

were used in the construction of tables to see how respondents

with a given value on one variable responded to one or more

other variables. Some of these were also used to test other

hypotheses.

Since the central null hypothesis 1S a function of the sub­

sidiary hypotheses, it would only be possible to determine its

acceptance or rejection upon an analysis of the others. Conse­

quentl~ it will be the final hypothesis to be tested.
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Although information on the socio-economic status of the

respondents was gathered in the last section of the question­

naire, it is nevertheless presented and analysed first in or­

der to facilitate useful comparisons and correlations with

other pertinent variables.

10.2. SOCIO-ECONOMIC PROFILE OF RESPONDENTS

Socio-economic 'a t t r i bu t e s were collected in order to present a

profile of the private patient.

The attributes that were considered to be pertinent to this

study were education, income level, age of household head /

spouse, household size and the race of respondents as well as

their doctors.

10.2.1. Educational level

When the educational level of respondents and spouses were ex­

amined, at least 167 (75.57%) were matriculated, while 83

(49.7%) of these had post matric qualifications, and 27

(12.21%) were post matric students. It may therefore be in­

ferred from this that the average household head and spouse

had a fairly high level of education which could enable them

to make intelligent assessments of their medical needs and the

circumstances surrounding the fulfilment of tho s e needs.
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Moreover, education has often been positively related to an

increasing awareness of a person's rights and a desire to know

more about what affects the quality of his /her life. Conse-

quently assessments of service quality can be made more mean-

ingfully.

TABLE 10.1: EDUCATIONAL LEVEL OF RESPONDENTS AND SPOUSES

RESPONDENTS CUMULATIVE FREQ UENC Y

NO. % NO. %

1 . Less than matric 54 24.43 54 24.43

2 . Matric 57 25.79 111 50.22

3 . Post matric student 27 12.17 138 62.39

4 • Graduate 25 11.31 163 73.7

5 . Post matric diploma 30 13.57 193 87.27

6 . Post graduate 28 12.67 221 100

TOTAL 221

The level of education of the respondents and their spouses 1S

depicted in the bar chart below.

FIGURE 10.1: EDUCATIONAL LEVEL OF RESPONDENTS AND SPOUSES
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10.2.2. Race

Although the issue of indicating one's race has raised much

controversy recently, it was found that all the respondents

provided this information without any reservation. Although it

may be seen that the majority of respondents were Whites and

Indians, the majority of those who did not return the ques­

tionnaires were Coloureds and Blacks. Although researchers at­

tempted to collect the completed questionnaires on three fur­

ther visits, they did not succeed. The respondents had not

completed the questionnaires and appeared to have no inclina­

tion to do so.

Tables 10.2. and 10.3. indicate the extent to which inter­

racial patronage of medical professionals exist.

TABLE 10.2: INTER-RACIAL PATRONAGE OF GENERAL PRACTITIONERS

RESPONDENT'S GENERAL PRACTITIONER'S RACE

RACE WHITE BLACK INDIAN COLOURED TOTAL

WHITE 35 2 2 1 40

BLACK 0 2 3 1 6

INDIAN 2 0 76 0 78

COLOURED 2 0 6 5 13

TOTAL 39 4 87 7 137

The majority of respondents tend to patronize ge ~ ra l prac­

titioners who belong to the same racial groups as themselves.

However there appears to be a greater degree of inter-racial

patronage of specialists.
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TABLE 10.3: INTER-RACIAL PATRONAGE OF SPECIALIST

SPECIALIST'S RACE

RESPONDENTS RACE WHITE BLACK INDIAN COLOURED TOTAL

WHITE 29 0 3 0 32

BLACK 3 1 0 0 4

INDIAN 10 0 58 0 68

COLOURED 0 0 6 1 7

TOTAL 42 1 67 1 111

10.2.3. Household Income

Total household income per month indicated that 16 [11.68%]

received a low income (less than RI 500), 76 [55.47] were in

the middle income group [RI 500 - R4 500] while 45 [32.85 %]

were in the higher income group [4 500 - 7 500 and more than

7 500].

10.2.4. Age of respondents

The ages of the household heads and spouses is presented in

Table 10.4.

TABLE 10.4: AGE OF RESPONDENTS AND SPOUSES

AGE

RESPONDENTS

SPOUSES

UNDER 30

16

17
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30 - 45

58

55

45 - 60

44

3

OVER 60

15

3



10.2.5. Household Size

Household size is presented in Table 10.2.5.

TABLE 10.5: HOUSEHOLD SIZE

0-2

HOUSEHOLD SIZE

2 - 6 6 - 10 MORE THAN 10

NO. OF

RESPONDENTS 21 97 16 3

Having presented a socio-economic profile of the respondents,

in the Durban-Magisterial District, it is now pertinent to ex­

amine their perceptions of the system of health care delivery

that is available to them before an analysis is made of the

satisfaction that they derive from the system. Patients have a

choice between a privatized health care serVlce, a state­

subsidized health service or a combination of both. Their

choice of either system depends on various factors which will

also be examined in this study.

10.3. SYSTEM OF HEALTH CARE DELIVERY

H1 The majority of residents in the Durban Magisterial Dis­

trict do not receive private medical care.

Alternate: The majority of residents 1n the Durban

Magisterial District receive private medical

care.

The majority of the respondents i.e. 93 (67.9 %) received medi­

cal treatment from private practitioners only, while only 4

(2.9%) received medical treatment from government subsidized

facilities only. Forty (29.2%) received treatment from both

private and government subsidized facilities, but of those 30
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(22%) used the services of private practitioners to a greater

extent than government subsidized facilities. Effectively the

private sector patronage by respondents increases to 123

(89.78%).

The binomial large sample sign test was implemented to deter-

mine private

produced a

sector patronage among the respondents. It
~

value of 9.316 which is larger than the critical

value of 1.645 at the 0.~5 level of significance. Accordingly

the null hypothesis must be rejected in favour of the alterna­

tive which states that the majority of households in the Dur-

ban Magisterial District receive private medical care.

When preferences for systems of delivery in general were

probed, 99 L72.3%] respondents preferred the establishment of

a National Health Service in the Republic of South Africa. 62

[62.63%] of these respondents patronize private practitioners

only. 30 respondents [21.89%] still prefer the existing system

of health care delivery. However in the absence of a National

Health Service, 107 respondents [78.1%] prefer private medical

treatment while 30 [21.89%] prefer treatment from government

subsidized facilities.

H2 Medical cons~ers are opposed to the establishment of a

National Health Service.

Alternate: Consumers would prefer the establishment of a

National Health Service.

When the preference for a National Health Service was sub­

jected to the binomial large sample sign test, a value of

5.212 was obtained. Since this value is greater than 1.645 at

the 0,05 level of significance the null hypothesis must be
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rejected, in favour of the alternative, which states that

medical consumers prefer the establishment of a National

Health Service in South Africa. A chi-square test was imple­

mented to determine whether there was a significant difference

among the various income groups with regard to their

preference for either National Health Service or the existing

system of delivery.

TABLE 10.6. PREFERENCE FOR SYSTEM OF DELIVERY AMONG VARIOUS

INCOME GROUPS

INCOME GROUPS PREFERENCE FOR SYSTEM OF DELIVERY

EXISTING SYSTEM NHS TOTAL

Low Income 4 12 16

Middle Income 15 56 71

Higher Income 11 31 42

TOTAL 30 99 129
(

An observed x 2 value of 0,46 was obtained which is less than

5.99; d.f = 2' p < 0,05. Consequently there appears to be no

significant difference in the preference for the system of

delivery among various lncome groups. The degree of relation­

ship between income groups and preference for the system of

delivery based on the contingency coefficient test is 0,04.
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TABLE 10.7. PREFERENCE FOR NATIONAL HEALTH SERVICE BY EDUC­

ATIONAL LEVELS OF RESPONDENTS AND SPOUSES

EDUCATIONAL LEVEL PREFERENCE FOR NHS

OF RESPONDENTS AND SPOUSES YES NO

Less than matric 44 2

Matric 37 5

Post matric student 20 1

Graduate 16 2

Post matric diploma 26 0

Post graduate 21 1

TOTAL 164 11

It is also clear that the educational . l e ve l of respondents

played no part in the overwhelming support for a NHS. Of the

25 participants in the second phase of the survey who com­

mented on the National Health Service, 14 of them indicated

that an NHS would best serve the majority of the population,

especially the indigent and the aged. The others (11) were of

the opinion that the NHS is not feasible in South Africa. Some

private practitioners who had served within the British NHS

believed that "the long waiting period for surgical procedures

did not justify its establishment." A specialist consultant

who is serving under the British NHS agreed that long waiting

periods for surgical procedures is indeed a problem but steps

are being implemented to reduce this. Despite some of the

problems inherent in an NHS, he believed that it was neverthe­

less "a better option than the present system of private medi­

cal care in South Africa where the 'mercenary' aspect appears

to be the predominant feature, much to the detriment of

patients."
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On the other hand the Health Policy Directorate of Masa, views

the establishment of a national insurance system as a feasible

alternative to cater for the funding of state health care

responsibilities. The Directorate also believes that private

insurance through restructured private medical schemes is also

an "acceptable approach for the funding of private sector

health care delivery."

H3 The use of private medical care is not related to medical

aid membership.

Alternate: The use of private medical care is positively

related to medical aid membership.

Preference for private medical treatment in the present C1r­

cumstances seems to be related to medical aid membership,

since 84 (61.3%) of respondents indicated that one of their

reasons for private sector patronage is that they are members

of medical aid schemes. The implementation of the binomial

sign test produced a value of 2.65. Since the observed value

1S greater than the critical value of 1.645 at the 0.05 level

of significance, the alternative hypothesis that the use of

private medical care is related to medical aid membership, may

be accepted.

Table 10.8 presents an ordinal ranking of the reasons for the

use of private facilities:
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TABLE 10.8: REASONS FOR USE OF PRIVATE MEDICAL CARE

NO. % RANK

Because of Medical Aid Membership

Better treatment than at state sub­

sidized facilities

Facilities are better

Personal preference even though

total payment made personally

Available after working hours

Proximity to home

Waiting periods are not as long

84 61.3

55 40.1

39 29.5

1 2 8.8

8 5.8

5 3.6

4 2.9

1

2

3

4

5

6

7

As regards waiting time, out-patient hours of operation at

state subsidized centres tends to limit access to employed

people who are unable to take long breaks ln order to be

treated at these centres.

10.4. PATIENT SATISFACTION

The measurement of patient satisfaction is complicated by the

fact that satisfaction depends on individual levels of aspira­

tion or expectations as well as the individual's perception or

evaluation of outcomes. Carman (1990:47) believes that

"it is reasonable to expect that percept ions of quality

are influenced by expectations."

In addition Carman (1990:33) asserts that

"the conceptualization and measurement of service quality

(upon whiqh satisfaction is based) has been an elusive

concept primarily because of service intangibility, the



problems associated with simultaneous production and

receipt of a service and the difference between mechanis­

tic and humanistic quality."

Rudd and Glanz (1989:254) submit that

"patient satisfaction is a concept that appears to be

correlated with evaluation of the quality of care. Typi­

cally, favourable perceptions of quality are associated

with greater satisfaction. When viewed within a framework

of consumer information processing, patient satisfaction

represents postpurchase evaluation, and thus becomes part

of the cumulative consumer learning used for future deci­

sion rules and processes."

Private patients had to select one of 3 options with regard to

the general degree of satisfaction they derived from their

family doctors, specialists and private hospitals. This is

reflected in Table 10.9.

TABLE 10.9: LEVELS OF SATISFACTION BY DIFFERENT CATEGORIES

OF HEALTH CARE PROVIDERS

NOT FAIRLY VERY

SATISFIED SATISFIED SATISFIED ROW TOTAL

NO. % NO. % NO. %

FAMILY DOCTOR 8 5.8 57 41.6 61 44.5 126

SPECIALIST 6 4.4 46 33.6 47 34.3 99

PRIVATE HOSPITAL 11 8 48 35 31 22.6 90

COLUMN TOTAL 25 151 139 315

84 Private medical consumers are satisfied with services

provided by private practitioners.
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Alternate: Private medical consumers are dissatisfied

with services provided by private prac-

titioners.

It was noticed that 7 of the respondents did not respond to

this question. They could have been respondent's who

patronised state subsidized facilities to a greater extent

than private facilities and thus considered themselves

"unqualified to comment". The observed x 2 value was 6.22 which

is less than the critical value of 9.49; d.f = 4; p < 0,05.

Consequently the hypothesis that consumers of private medical

services are satisfied with the services provided by private

practitioners, could not be rejected. However, upon a reflec­

tion of Table 10.11, it will become evident that many factors

dissatisfied patients even though they were, in general,

satisfied with private medical care. The degree of relation­

ship between private health care providers and the level o f

satisfaction based on the contingency coeff icient test was

0,347.

Despite the fact that 61 respondents (44.5%), 47 respondents

(34.3%) and 31 respondents (22.6 %) indicated that they were

very satisfied with their family doctors, specialists and/or

private hospitals respectively, there were nevertheless many

aspects related to the delivery of medical care, with which

they were dissatisfied. This appears to be consistent wi th

Bitner's (1990:72) study, where she found that variations i n

physical environment and attitudes and behav i ours of service

participants, affect perceptions of an exper i enc e independ­

ently of the actual outcome.
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TABLE 10.10: LEVELS OF SATISFACTION BY FACTORS CONTRIBUTING TO

SATISFACTION

FACTORS CONTRIBUTING NOT FAIRLY VERY

TO SATISFACTION SATISFIED SATISFIED SATISFIED
GP SP HP GP SP HP GP SP HP TOTAL RANK

Kind and caring
attitude of doctor 3 2 1 34 16 5 60 32 8 161 1

Kind and caring att-
itude of staff 3 0 2 21 10 9 50 23 10 118 3

Available after hours 3 0 2 18 8 7 44 11 9 102 6

Proper explanation of
illness 1 1 0 22 17 1 44 26 5 117 4

Clean and pleasant
waiting rooms 3 1 2 28 21 5 43 27 9 139 2

Answers telephone
queries 2 1 1 22 10 2 44 22 5 109 5

Other 4 2 2 8 7

TOTAL 19 5 8 145 82 29 277 143 46 754

GP = General Practitioner

SP = Specialist

HP = Hospital

PH = Pharmacist

The most important factor contributing to satisfaction among the

various providers of private health care, was cited as the "kind

and caring attitude" of doctor, specialist and hospital doctor.

This is consistent with the findings of Swedish researchers

Reader, Pratt, and Mudd (1957:90) and Gochman, Stukenborg and

Feler (1986:23). Although there is a difference of about 30

years between these two studies, the conclusions were neverthe-

less the same. With regard to patients' concept of a good doc­

tor, "kindness, understanding, interest, sympathy and encourage­

ment" were the most desired attributes in a doctor.



Rudd and Glanz · (1989:254) also noted "significant intercor­

relations among the major dimensions of patient attitudes

towards physician conduct, availability of services,

continuity/convenience and access.

Fiedler (1981:138) also found that

"Various characteristics and practices of providers

contribute to patient satisfaction. Patients were more

satisfied when providers:-

* provided more information;

* counselled patients;

* explained payment plans;

* had a favourable attitude toward the patient;

* spent more time with the patient;

* treated patients in pleasant rooms; and

* attended to patients punctually.

Fiedler also believes that patient satisfaction is a power­

ful predictor of patient compliance, preventative care and

of continued service encounters with the same doctor.

Table 10.11 reflects the correlation between the levels of

satisfaction indicated by respondents and factors that con­

tribute to some degree of dissatisfaction.
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TABLE 10.11: LEVELS OF SATISFACTION BY FACTORS CONTRIBUTING TO

DISSATISFACTION

RESPONDENTS

FACTORS CONTRIBUTING NOT FAIRLY VERY

TO DISSATISFACTION SATISFIED SATISFIED SATISFIED

GP SP HP GP SP HP GP SP HP TOTAL RANK

Long waiting period 4 4 4 20 11 11 17 10 7 88 2

Unpleasant staff 1 1 4 10 3 11 0 2 5 "37 4

Wrong diagnosis 6 1 1 11 1 4 1 2 1 28 7

Overcharging 4 2 4 30 27 19 10 17 11 124 1

III mannered doctor 2 2 1 2 4 3 0 0 1 15 9

Treated with no

respect 0 0 2 2 3 2 0 0 3 12 10

No assistance ln

emergencies or at

night 6 3 1 30 15 2 13 9 4 83 3

Submits account

for telephone

consultation 0 0 1 4 3 1 0 0 2 11 11

Answer non urgent

calls while attend-

ing to patient 2 0 0 12 4 0 6 1 0 25 8

Doctors hours of

consultation too

limited 2 1 0 12 6 2 5 3 0 31 5
Untidy, gloomy

waiting rooms 3 0 2 14 1 5 4 0 1 30 6

TOTAL 30 14 20 147 78 60 56 44 35 484
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The table reflects that even though the majority of respon­

dents might have indicated that they were either fairly

satisfied or very satisfied with the services rendered by

private practitioners or private hospitals, there were

nevertheless, attendent circumstances which produced varying

degrees of dissatisfaction. This is likely to impact nega­

tively upon the total service encounter.

Respondents' perceptions that private medical providers were

overcharging appeared to be the most striking factor that

contributed to dissatisfaction since this was ranked first.

Long waiting periods and the fact that respondents had dif­

ficulty in seeking assistance in emergencies also contributed

towards a considerable degree of dissatisfaction among

respondents, since these factors were ranked second and third

respectively.

The following table reflects

sumers of different educational

satisfaction they experienced.
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TABLE 10.12 LEVEL OF SATISFACTION BY EDUCATIONAL LEVEL

OF RESPONDENTS AND SPOUSES

EDUCATIORAL LEVEL ROT FAIRLY VERY

OF RESPOHDERTS AND SATISFIED SATISFIED SATISFIED

SPOUSES GP SP HP TOT GP SP HP TOT GP SP HP TOT TOTAL

Less than Iatric 5 15 13 15 43 27 19 15 61 109

Matric 2 21 20 24 65 32 23 19 74 145

Post matric student 4 15 13 11 39 9 16 59

Graduate 4 14 10 5 29 10 10 6 26 59

Post Iatric diplola 6 4 13 14 8 16 38 12 10 25 76

Post graduate 6 8 13 12 11 36 10 9 24 68

TOTAL 12 10 18 40 92 76 82 250 100 76 50 226 516

TABLE 10.13 PROPORTION OF RESPONDENTS AND SPOUSES OF

VARIOUS EDUCATIONAL LEVELS WHO ARE NOT

SATISFIED WITH SERVICES RENDERED BY PRIVATE

PRACTITIONERS

EDUCATIONAL LEVEL OF

RESPONDENTS AND

SPOUSES

Less than matric

Matric

Post matric student

Graduate

Post matric diploma

Post graduate

RESPONDENTS & SPOUSES NOT SATISFIED

PROPORTION PERCENTAGE

5 /J..09 4.5

6/J..45 4.1

4 / 5 9 6.78

4 / 5 9 6.78

J..3 /
7 6 17.10

8 / 6 8 11.76
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A chi-square value was computed on the totals obtained from

the 3 levels of satisfaction. A value of 34.78 was obtained

which is higher than the critical value of 18.3 d.f = 10; p <

0,05. Evidently there was a significant difference in the

perception of satisfaction by consumers of different educa­

tional levels. It might be observed that the higher the level

of education, the greater the expectation of respondents and

spouses in the higher educational levels indicated that they

were dissatisfied. These proportions are also indicated in

Table 10.13. An interesting point to observe is that, al­

though 19 (14.28%), 5 (3.75%) and 8 (6%) respondents indi­

cated that t he y were dissatisfied with the services of

general practitioners, specialists and hospitals respec­

tively, 53 (39.8%) of the respondents indicated that they ex­

perienced dissatisfactions with their general practitioners

and 21 (21.2%) of the 99 respondents who consulted

specialists experienced dissatisfaction as addressed in ques­

tion 24. It may be presumed that the responses to question 24

included all aspects of the delivery of services, that is the

total marketing mix, rather than the actual performance of

service by the practitioner.

10.5. USE OF STATE SUBSIDIZED FACILITIES

Although the focus of thii study is on private patients, these

questions were posed because some patients use both forms of

health care. The questions regarding state subsidized

facilities were intended to probe the reasons for its

patronage; and the factors that contributed to satisfaction or

dissatisfaction, with a view to serving as a f orm of com­

parison with private facilities.

317



These results are reflected in Table 10.14, 10.15 ad 10.16.

The number of respondents in Table 10.15 exceeded 44 (which

was the number actually using only state subsidized

facilities), since some private patients who had used state

facilities previously also provided responses to these ques­

tions.

Table 10.14 depicts the reasons given by respondents for the

use of state facilities.

TABLE 10.14: REASONS FOR USE OF STATE FACILITIES

RESPONDENTS

REASONS NUMBER PERCENTAGE RANK

Not enough money to pay for

private medical care 21 15.3 1

Better equipment 15 10.9 2

Not a member of medical aid

scheme 13 9.5 3

Other 8 5.8 4

Total 57 41.5

The inability of patients to pay for private medical care is

the major reason for the use of State subsidized facilities.

The perception by 15 respondents that State subsidized

facilities have better equipment may be attributed to the fact

that all diagnostic procedures and equipment are in a central

location as opposed to private facilities where patients must

go from one doctor to another to yet another, each in a dif­

ferent location. However, it is not being suggested that state
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subsidized centres do not have better equipment. Only a

thorough assessment of the facilities in both state subsidized

centres and private practices could confirm this.

Factors that contribute to dissatisfaction and satisfaction

are indicated in Tables 10.15 and 10.16 respectively.

TABLE 10.15: FACTORS CONTRIBUTING TO DISSATISFACTION AT STATE

SUBSIDISED CENTRES

FACTORS CONTRIBUTING RESPONDENTS

TO DISSATISFACTION NUMBER PERCENTAGE RANK

Long waiting periods 53 38.7 1

Untidy, unpleasant waiting rooms 42 30.7 2

Lack of respect/compassion of

staff 37 27 3

Lack of sufficient treatment

facilities 36 26.3 4

Lack of respect/compassion of

doctors 22 16.1 5

Other 5 3.6 6
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TABLE 10.16.: FACTORS CONTRIBUTING TO SATISFACTION AT STATE

SUBSIDISED CENTRES

FACTORS CONTRIBUTING RESPONDENTS

TO SATISFACTION NUMBER PERCENTAGE RANK

Low cost of treatment 40 29.2 1

Greater value for money 24 17.5 2

Ca~ing doctors 19 13.9 3

Caring staff 12 8.8 4

Easily accessible at all times 12 8.8 4

Although these findings may be viewed with some reservation

because of the smaller number of respondents patronizing State

facilities, in this study, they are nevertheless consistent

with the results obtained by Thomson and Myrdal (1985 : 59) in

their South African study of the reasons for patients' use of

State subsidized primary health care centres. The major factor

contributing to satisfaction in their study was also the

"lower cost of treatment" and the major reason for dissatis­

faction was the "long waiting period."

10.6. USE OF STATE SUBSIDIZED FACILITIES BY PRIVATE PATIENTS

85 Private medical consumers would avoid state facilities

even if there were an improvement in the methods of

delivery of public medical care.

Alternate: Private medical consumers would utilize state

facilities if there were an improvement 1n

the methods of delivery of state subsidized

medical care.
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Of the 123 "private patient" respondents, 82 indicated that

they would use state subsidized facilities if conditions im­

proved substantially. The binomial sample sign test revealed a

critical value of 1.645 for a one tailed test at the 0,05

level of significance. Since the observed statistic of 3.73 is

larger than the critical value, the alternative hypothesis

that private consumers would utilize public facilities i f

there is an improvement in the method of delivery of public

medical care, must be accepted. Table 10.17. reflects the

responses of various income groups in this regard.

TABLE 10.17: ENVISAGED USE OF STATE SUBSIDIZED FACILITIES BY

PRIVATE PATIENTS WITH VARYING INCOME LEVELS

INCOME LEVELS ENVISAGED USE OF STATE SUBSIDIZED FACILITIES

Low Income

Middle Income

Higher Income

TOTAL

YES

8

49

25

82

NO

8

27

20

55

TOTAL

16

76

45

137

When the responses of respondents of various income groups

were considered an observed chi-square value of 1.67 was ob­

tained which is less than 5.99; d.f = 2; p < 0,05. Conse­

quently there is no significant difference among the responses

of the various income groups as regards the envisaged use of

state subsidized facilities. The degree of re l a t i onship be­

tween these variables based on the contingenc y coefficient

test was 0,142.
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10.7. PERCEPTION OF PRIVATE PRACTITIONERS' ROLE IN THE HEALTH

CARE SYSTEM

86 Medical c onsume r s believe that the main purpose of

private p ractitioners is profit maximization.

Alternate: Me d i c a l consumers do not believe that the

main purpose of private practitioners is

profit maximization.

It has often been alleged by critics of privat i zation that

private practitioners assume an entrepreneurial role and con-

sequently consider profit to be their main objective. The fo1-

lowing table reflects private patients' perceptions of pr ivate

practitioners' objectives in the health care system.

TABLE 10.18: RESPONDENT'S PERCEPTIONS OF MEDICAL PRACTIT-

lONERS' OBJECTIVES IN THE PRIVATE SECTOR

MEDICAL PRACTITIONER
OBJECTIVES GP RANK SP RANK

RESPONDENTS RESPONDENTS
NO. % NO. %

To assist the p op u l a t i o n
with their health
problems 57 41.6 2 27 19.7 3

To offer better services
than state institutions 52 38 3 37 27 2

To make as much money
as possible 67 48.9 1 50 36 .5 1

Other 5 3.6 4 1 7 4

The totals in each column exceed 133 and 99 respec t ive l y Slnce

respondents provided more than one answer in each c a t e go r y . It

appears that the private patients in this study also tended to
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consider the primary objective of private practit ioners to be

profit maximization, since this was ranked first . Moreover,

the null hypothesis that medical consumers believe that the

main purpose of private practitioners 1S profit maximization

cannot be rejected, since the observed value upon the im­

plementation of the chi-square test is 2.43 which i s less than

5.99; d.f = 2; p < 0,05. Although a significant proportion of

respondents (48.9%) tended to consider the primary ob jective

of private practitioners to be profit maximization, a no t h e r

significant proportion (41.6%) also perceived the pr ivate

practitioners' objective to be, to assist the population with

their health care needs.

10.8 FACILITATIVE ORGANISATIONS

10.8.1. Medical Aid Schemes

87 Medical aid members believe that medical aid membership

is not necessary ln order to receive private medical

care.

Alternate: Medical aid members believe that medical aid

membership is necessary in order to receive

private medical care.

Membership of medical aid schemes has been cited as an 1mpor­

tant reason for patronage of private medical s ervices. 96

respondents (72.18%) are members of medical aid schemes. Use

of the large sample sign test yielded a value of 4.7 whi ch 1S

larger than the critical value of 1.645 at the 0. 05 l e vel o f

significance. Thus the alternative hypothesis that pat i ents

who use the services of private practit ioners are usuall y mem­

bers of medical aid schemes may be accepted. The r ecent emer­

gence and the increasing use of the medical insurance policies
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does not appear to have made its impact as yet, as an alterna­

tive means of accessing private medical care. Medical in­

surance policies were held by 24 respondents (17.5%).

The number of respondents who actually desired to be members

of medical aid schemes was 66 (48.2%).

TABLE 10.19: PREFERENCE FOR MEMBERSHIP OF MEDICAL AID SCHEMES

BY INCOME GROUPS

INCOME GROUP PREFERENCE FOR MEDICAL AID MEMBERSHIP

YES NO TOTAL

Low income 7 3 10

Middle income 34 20 54

Higher income 25 7 32

TOTAL 66 29 96

The observed x 2 value was 1.37 which is less than the critical

value of 5.99; d.f = 2; p < 0,05. This implies that there is

no significant difference between the various income groups

with regard to preference for medical aid membership. The de­

gree of relationship between these variables is 0,138.

According to Table 10.20. it appears that the Slze of the

household also does not impact significantly on preference for

medical aid membership. The observed x 2 value was 2.2 which

was less than the critical value of 5.99 d.f = 2 ; p < 0,05.
/

The degree of relationship between household size and

preference for membership was 0,222.
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TABLE 10.20: PREFERENCE FOR MEDICAL AID MEMBERSHIP BY HOUSE­

HOLD SIZE

HOUSEHOLD SIZE PREFERENCE FOR MEDICAL AID MEMBERSHIP

YES NO TOTAL

0-2 members 9 6 15

2-6 members 50 18 68

More than 6

members 7 6 13

TOTAL 66 29 96

However, only 52 (54.17%) of the existing 96 medical aid mem­

bers actually preferred to be members of medical aid schemes

and 13 respondents who were members of medical aid schemes

also held medical insurance policies.

In many instances employees do not have an option of medical

aid membership. They are compelled to become members upon

employment, irrespective of their desire or need for it. The

young and healthy might therefore consider their monthly con­

tributions to be far in excess of needs and resent having to

subsidize the sick and the elderly. The Registrar of Medical

Schemes [Annual Report 1991:03:22] submits that this manner of

spreading the risk of health care is one of the major prin­

ciples on which medical schemes function. He adds that if a

trend of resistance manifests itself in the system, other ways

and means of subsidizing the elderly would have to be found.

H8 Medical aid members do not believe that medical aid

schemes are being abused by members.
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Alternate: Medical aid members believe that medical aid

schemes are being abused by members.

Abuse of medical aid benefits perhaps, stemming from the

member's perception of "his unfairly high contribution in lieu

of benefits derived," has become increasingly evident. Table

10.21 reflects a high degree of awareness of abuse by medical

aid members: 71 [73.96%] indicated that they were aware of

abuse by members and 87 (90.63%) were aware of abuse by doc­

tors. (The sample size was taken as 96 since only med ical aid

members had to answer these questions ). Ninety five percent of

the participants in the second phase of the survey who were

asked about medical aid abuse, indicated that they were aware

of abuse, not only by members, but by medical pract itioners

and pharmacists as well.
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TABLE 10.21: MEDICAL AID MEMBERS' RESPONSES WITH REGARD TO

MEDICAL AID SCHEMES

MEDICAL AID SCHEMES MEDICAL AID MEMBERS

RESPONDENTS

YES % NO % TOTAL

Are necessary in order to

receive private medical care 71

Result in higher costs of

medical care 85

Are being abused by members 71

Are being abused by doctors 87

Provide adequate financial

cover 31

Act as representative

organizations with regard

to medical problems 22

73.96 25

88.54 11

73.96 25

90.63 9

32.29 65

22.92 74

26.04

11.46

26.04

9.38

67.7

77.08

96

96

96

96

96

96

The binomial sign test implemented to test the null hypothesis

that medical aid schemes are not being abused by members

resulted ln an observed value of 4.69 which is greater than

the critical figure of 1.645 at the 0,05 level of sig­

nificance. Accordingly the alternate hypothesis, that medical

aid schemes are being abused by their members can be accepted.

89 Medical aid members do not believe that medical aid

schemes are being abused by doctors.

Alternate: Medical aid members believe that medical aid

schemes are being abused by doctors.
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The binomial sign test was also implemented to test the null

hypothesis that medical aid schemes are not being abused by

doctors. The observed value of 7.96 was greater than the

critical 1.645 at the 0.05 level of significance. Consequently

the alternate hypothesis must again be accepted.

The types of abuse that were revealed by respondents include

the following:-

*

*

*

*

requests by members from doctors to prescribe greater

quantities of medication than necessary, so that either

the levy and the member's portion could be covered, or

members could take other products from the pharmacist in

lieu of the unnecessarily prescribed medication. Evi­

dently a tacit collusion takes place among the three par­

ticipants.

members allow non-members to use their membership cards,

in return for a fee.

doctors charge for consultations that never take place,

and the subsequent medical aid benefit is shared between

the doctor and the member.

Overservicing by some doctors such as unnecessary con­

sultations; unnecessary procedures such as induced labour

even in the case of normal pregnancies; unnecessary

prescription of medication when medicat i on c a n be avoided

and unnecessary pathological tests, the results of which

are never communicated to the patient.
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810 Medical aid members believe that medical aid schemes do

not result in higher costs of medical care.

Alternate: Medical aid members believe that medical

aid schemes result in higher costs of

medical care.

The binomial large sample sign test was utilized to test mem­

bers' perceptions as to whether or not the existence of medi­

cal aid schemes resulted in higher costs of medical care: 85

members believed that medical aid schemes resulted ln higher

costs of medical care. The observed value of 7.55 was larger

than the critical value of 1.645. Thus the alternative

hypothesis that medical aid schemes are perceived to result in

higher costs of medical care was accepted. It would appear

that the high degree of abuse discussed earlier is a con­

tributory factor to this perception.

811 Members of medical aid schemes would not visit their

practitioners less often if they were not members of

medical aid schemes.

Alternate: Members of medical aid schemes would visit

their practitioners less often if they were

not members of medical aid schemes.

The suggestion that members of medical aid schemes consult

doctors for trivial medical problems, which can easily be

self-treated, was probed by question 13. Fifty of the 96

respondents who were members of medical aid schemes indicated

that they would continue to consult their doctors in similar

circumstances as in the past, even if they were no longer mem­

bers.
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Application of the binomial large sample sign test to this

response pattern produced a value of 0,408 which is less than

the critical value of 1.645 for a one tailed test at the 0,05

level of significance. The null hypothesis could thus not be

rejected (medical aid members would not visit their prac­

titioners less often if they were not members of medical aid

schemes). Although this finding appears to contradict the

findings provided by Ross (1988:23) and the Registrar of Medi­

cal Aid Schemes, [Annual Report 1991: 3:22] that third party

payment results in unnecessary use of private health care, it

must be accepted with some reservation, since 16 respondents

(16.66%) were uncertain of how they would react if they were

faced with such a situation.

812 Medical aid schemes do not provide inadequate financial

cover for the needs of their members.

Alternate: Medical aid schemes provide inadequate finan­

cial cover for the needs of their members.

The perceived adequacy of financial cover was subjected to a

binomial large sample sign test: 75 of the 96 members felt

that the financial cover was inadequate.

The observed value was 3.47. Since this is greater than the

required 1.645 at the 0,05 level of significance, the alterna­

tive hypothesis may be accepted.

H13 Medical aid members regard medical aid schemes as their

representative organisations.

Alternate: Medical aid members do not regard medical aid

schemes as their representative organisa­

tions.



The perceptions of respondents seems to differ from those of

medical scheme administrators and Representative Associations

of Medical Schemes.

Seventy four respondents who were members thought that medical

aid schemes did not act as their representative organisations

with regard to medical problems. As the observed value of 5.31

was greater than the critical value of 1.645, at the 0,05

level of significance, the null hypothesis that medical aid

members do not regard medical aid schemes as their representa­

tive organizations, could be rejected in favour of the alter­

native.

Medical scheme administrators and the Representative Associa­

tions of Medical Schemes claim that they are vociferous repre­

sentatives in trying to prevent escalating medical fees,inter

alia by establishing a Scale of Benefits which doctors must

adhere to. However, many doctors have "contracted out". In

such cases members must pay the full, and much higher MASA

amount charged, directly to the doctor and then claim for a

refund which is based on the lower Scale of Benefits estab­

lished by the medical aid schemes. Effectively, patients bear

the cost of amounts charged in excess of the Scale of Benefits

in addition to their obligatory proportion in terms of the

relevant medical scheme benefits structure. Members whose doc­

tors are "contracted-in" with medical schemes, are at an ad­

vantage since the Scale of Benefits Fees are lower than the

Masa tariffs.
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10.8.2. The Establishment of a Patients' Association

814 Medical consumers would not support the establishment of

a Patients' Association.

Alternate: Medical consumers would support the estab­

lishment of a Patients' Association.

Patients in South Africa do not have a voluntary representa­

tive association which promotes and protects the interests of

patient's generally. Patients cannot present their views to a

body which is independent of the government, health profes­

sions or the drug industry. Moreover they are unable to

jointly promote understanding and goodwill between themselves

and members of the medical profession. The medical profession

on the other hand has a formidable group of associations whose

aims are to promote and protect their interests.

The only association that is intended to serve the interests

of the patients is the South African Medical and Dental Coun­

cil. It is a regulatory body, made up primarily of members of

the medical profession. It has been suggested that the role of

the Council is not convincing to the majority of the patients

and this appears to be verified by the responses to question

28b. Only 19.7% of the respondents indicated that they con­

sider the SAMDC to be an adequate protector of their inter­

ests. One hundred and four respondents indicated that they

preferred the establishment of a pat ients' association; 12 d id

not prefer one, while another 12 were uncertain. The nul l

hypothesis, that the majority of pat ients are opposed to the

establishment of patients' associat ion was subjected to a

large sample sign test. An observed s tatistic of 6.5 which is
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larger than the critical value of 1.645 for a one tailed test

at the 0,05 level of significance was obtained. Accordingly

the alternative hypothesis may be accepted.

When a chi-square test was applied to determine whether there

was a significant difference among the different income groups

for the establishment of a Patient's Association, a value of

6.64 was obtained. Since the observed value is greater than

the critical value of 5.99; d.f. = 2; p < 0.05, it is evident

that there is a difference in desire among the different In­

come levels for the establishment of a patient's association.

The degree of relationship between these variables based on

the contingency coefficient was 0,554.

Table 10.22. reflects the wishes of respondents of various In­

come groups with regard to the establishment of a patients'

association.

TABLE 10.22.: PREFERENCE FOR THE ESTABLISHMENT OF A PATIENTS'

ASSOCIATION BY RESPONDENTS OF VARIOUS INCOME GROUPS

INCOME LEVEL ESTABLISHMENT OF PATIENT'S ASSOCIATION

Low

Middle

Higher

TOTAL

YES

8

63

33

104

NO/UNCERTAIN

7

13

13

33

TOTAL

15

76

46

137

Among the 25 providers and facilitators of medical services

and products with whom the issue of a patients' association

was raised (i.e. participants in the second phase of the
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survey), 17 (68%) believed that the establishment of an inde-

o d 0 bl of 1't 1'S staffedpendent patients' association 1S eS1ra e 1

with people who have expert knowledge in the related fields,

and who would be able to exercise judgement impartially. The

other 8 participants (32%) felt that such an association is

unnecessary where professionals conduct themselves ethically

and in the interests of the patients. The latter is clearly a

utopian ideal which does not exist in South Afr ica.

10.9. COST OF PRIVATE HEALTH CARE

H15 Medical consumers do not consider the cost of private

medical care to be excessive.

Alternate: Medical consumers consider the cost of

private medical care to be excessive.

Health care costs are a function of the various services and

products purchased, and the price of these serV1ces and

products. Medical care costs have consistently outpaced price

increases for many categories of consumer goods and services.

Indeed 97 respondents (72.9%) considered the cos t of private

medical care to be excessive.

Apropos medical services, practitioners have attributed the

increasing costs to the high costs of sophisticated diagnost ic

equipment which is claimed to produce more accurate diagnoses,

upon which effective treatment can be based. Medical prac­

titioners have also claimed that the costs o f administering

their practices have also increased substantiall y mak ing fee

increases imperative (Sunday Times 19 /5 /91:3). On the other

hand, the majority (78.52%) of respondents ( in the second

phase of study), felt that overservicing o f med ical aid



patients contributed to the cost spiral for patients. It has

been found in the USA that doctors who are owners or

shareholders of medical equipment companies and clinics, such

as T2 Medical, are only prescribing products of that company.

The prices of products of such companies are perceived by

patients to be more costly than products of other companies.

Indeed the earnings of that company rose by 75% in the third

quarter [CNN Health Week: 26.7.91]. Critics have stated

that such practices were so unethical, that they ought to be

outlawed. Such a study has not been 'conducted in the RSA as

yet, even though the majority of shareholders in private

hospitals and clinics in the Durban Magisterial District are

medical practitioners (information derived from interviews of

hospital administrators during second phase of study).

With regard to medication however, a National Productivity In­

stitute survey of the pharmaceutical industry revealed that

"inadequate productivity was the most important reason

for escalating costs. Because of the amount of capital

invested in machinery, capital productivity is a very lm­

portant productivity determinant in the industry and it

was found that the state Tender system had a negative im­

pact on the industry's capital productivity since it im­

pairs the industry's ability to set production goals or

delivery times. Fifty percent of the sample companies

agreed that tender prices were subsidised by prices ln

the private market while 17% disagreed" [SAPJ Nov 1989 :

383].

The survey, conducted in 1988, revealed a recorded decrease in

production volumes of 5.4% from 1984-1988 which was not accom­

panied by a decrease in employment. The NPI observed that al-



though labour represented only 4.6% of manufacturing costs,

labour productivity could easily be improved on average by

31.5%.

Another factor that contributes to the high cost of medicines

is that 80% of raw materials have to be imported from overseas

associate companies at high cost. Unfavourable exchange rates

aggravate the situation when industries are dependent on im­

ports.

Another factor that would contribute to the high cost of

private medical care is the recent imposition of value added

tax (VAT) on medical services and products.

However, it was reported that "medicine prices could drop by

as much as 36% if medical aid schemes had the right to run

pharmacies. This emerged from figures supplied by Transmed

which is one of a few schemes that is allowed to run phar-

macies" (Sunday Times Business; 15 /9/91 1). Transmed

revealed that "the average cost of an ethical medicine dis­

pensed to its members by retail pharmacies was R43,80 compared

to R27,80 for the identical one provided by Transmed's

pharmacies". It was stressed that "the figure of R27,80 in­

cluded overheads and was thus directly comparable." (Sunday

Times Business; 15/9/91 : 1).

Requests have been made by medical aid administrators to amend

the Pharmacy Act so that all schemes may be allowed to operate

pharmacies. However present legislation prohibits this. This

issue is bound to result in much controversy since pharmacists

would consider this as a dismantling of the free enterprise

system in the pharmaceutical industry.



When the perception of the cost of medical care was correlated

with the household size, no significant difference was found

to exist, since the observed x 2 value was 1,171. This was

greater than the critical value of 5.99; d.f = 2 , p > 0,05.

The degree of relationship based on the contingency coeffi­

cient test was 0,101.

Consequently, it appears that the perception of the cost of

medical care is not dependent on varying household sizes.

TABLE 10.23.: PERCEPTION OF COST OF MEDICAL CARE BY HOUSEHOLD

SIZE

HOUSEHOLD SIZE COST OF MEDICAL CARE

0-2 members

2-6 members

More than 6 members

TOTAL

TOO HIGH

18

76

11

105

REASONABLE

4

19

5

28

TOTAL

22

95

16

133

The hypothesis that consumers do not consider the cost of

private medical care to be excessive was subjected to a bino­

mial sign test resulting in an observed value of 4.871 (97

respondents believed that the cost of private medical care was

excessive>. Since the critical value of 1.645 at the 0,05

level of significance is less than the observed va l ue , the al­

ternative hypothesis that consumers cons ider t he cost of

private medical care to be excessive can be a c c epted.
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Cash payments to private doctors by medical aid members who

constitute the majority of the respondents in this survey, are

not a common occurrence if the doctor is "contracted in".

Therefore the figure of 15 (10.9%) attained in this question

(Q.16b) on cash discounts by doctors to patients seems insig-

nificant. Since 96 respondents were medical aid members, cash

payments were unlikely except in the case of "contracted out

doctors" and non medical aid members.

10.10. PRICING POLICY BY PRACTITIONERS

816 Private medical consumers do not believe that doctor's

fees should be based on a number of different factors.

Alternate: Private medical consumers believe that doc­

tors fees should be based on various factors.

Pricing policy is an important factor in the exchange of

products and services. It has become increasingly important in

the private medical sector because of the increasingly higher

costs of such services.

Consultations vary in terms of duration, diagnostic proce­

dures, the nature of illnesses, and the equipment used. The

null hypothesis that doctor's fees should not be based on a

fixed fee per consultation was subjected to a chi-square test.

The observed value of 18.56 was obtained. Since this was

higher than the critical value of 5.99; d.f. = 2; p < 0,05,

the alternative hypothesis, that doctors' fees should be based

on various factors should be accepted. Moreover the degree of

relationship between consultation fees and the factors to be

considered, was high. The contingency coefficient value was

0,895.



Table 10.24 depicts the responses of private patients with

regard to the factors that should be considered in determining

the fees for consultation.

TABLE 10.24: FACTORS TO BE CONSIDERED IN DETERMINING CONSULT­

ATION FEES

FACTORS RESPONDENTS

YES NO TOTAL

Time spent with patients 89 48 137

Types of diagnostic equipment used 85 52 137

Nature of the treatment 115 22 137

TOTAL 289 122 411

The totals exceed 133 since more than one factor was cited by

the respondents.

10.11. PATIENTS' RIGHTS AND RESPONSIBILITIES

10.11.1. Right to Information

H17 Private medical consumers do not have an informed choice

with regard to private practitioners.

Alternate: Private medical consumers have an informed

choice with regard to private practitioners.

The problem of acquisition of information about doctors is ex­

acerbated by the fact that doctors are not allowed to adver­

tise even with some ethical controls. The task of eliciting

information seems to be formidable for patients who are "too

respectful of professionals and are reticent to ask them or
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their assistants, about their expertise, their training and

education, and about their most recent success rates in their

fields of specialization ... " [Dr Levin M.D. American der-

matologist in a television programme Looking Good Part 7

viewed on TV1 on 15-7-91 at 14hOOl

This lack of knowledge is not likely to contribute to a

relationship of implicit trust in the doctors/specialist Slnce

more pertinent information leads to greater confidence in the

doctor's capability.

Consumers in the USA, Britain, Canada, Sweden and Germany have

in some instances organised to promote increased availability

of information about health care services and to educate con-

sumers in its use. (Rudd & Glantz 267)

TABLE 10.25: INFORMATION OBTAINED ABOUT PRIVATE PRACTITIONERS

INFORMATION OBTAINED

NO VERY LITTLE YES, SUFFICIENT

DOCTOR

SPECIALIST

24

25

38

38

54

41

The null hypothesis that patients do not have an informed

choice was subjected to a chi-square test which produced a

value of 1.147 which is less than 5.99; d.f.

Thus the null hypothesis could not be rejected.
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The majority of respondents 117 (85.4%) preferred to have in­

formation about their general practitioners while 109 (79.6%)

indicated that they preferred to have information about the

specialists before consulting with them.

The sources of information about general practitioners and

specialists are indicated in Table 10.26.

TABLE 10.26: SOURCES OF INFORMATION ON PRIVATE PRACTITIONERS

PRIVATE PRACTITIONERS
SOURCES OF INFORMATION GP SP

NO. % RANK NO. % RANK

Family doctor 23 16.8 4 52 38 1
Other doctors 32 23.4 3 15 10.9 4
Friends 76 55.5 1 37 27 2
Family 62 45.3 2 28 20.4 3
Other 3 2.2 5 2 1.5 5

The totals exceed the sample size since more than one source

was cited by respondents. Friends appear to be the chief

source of information for general practitioners, while general

practitioners are the chief source of information for

specialists. However, it must be pointed out that only 54

(39.42%) respondents considered that the informat i on was suf-

ficient, while 38 respondents (27.7%) considered the informa-

tion insufficient to enable them to make an informed choice

about their general practitioner. Only 41 respondents (29.9 %)

considered the information about their specialists to be suf­

ficient.
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TABLE 10.27:

INCOME GROUPS

INFORMATION ABOUT DOCTOR/SPECIALIST BY VARIOUS

GENERAL PRACTITIONER SPECIALIST
SUFFI- VERY SUFFI- VERY
CIENT LITTLE NO CIENT LITTLE NO

Low income 5 4 2 1 5 2
Middle income 26 26 13 23 20 17
Higher income 23 8 9 17 13 6
TOTAL 54 38 24 41 38 25

In addition, there appears to be no significant difference

among the various income groups with regard to the degree of

information obtained about specialists and doctors, since the

observed x 2 value of 5,163 was obtained which is less than

9.49; d.f = 41 : p < 0,05.

When preference for information about practitioners was corre-

lated by income levels of respondents, a chi-square value of

1.054 was obtained which is less than 5.99; d.f = 2; p < 0,05.

Consequently, there appears to be no significant difference

among the various income groups with regard

preference for information about practitioners.

their

TABLE 10.28: PREFERENCE FOR INFORMATION ABOUT PRACTITIONERS

BY INCOME GROUPS

PREFERENCE FOR INFORMATION ABOUT

GP SPECIALIST TOTAL

Low income 12 7 16
Middle income 68 64 76
Higher income 37 38 45
TOTAL 117 109 137



Patients' preference for information about practitioners and

the amount of information obtained before consulting with such

practitioners is indicated in Table 10.29.

TABLE 10.29: DEGREE OF INFORMATION OBTAINED BY PREFERENCE FOR

SUCH INFORMATION

INFORMATION OBTAINEDPREFERENCE

FOR INFORMATION

G.P.

Specialist

TOTAL

SUFFICIENT

52

40

92

VERY LITTLE

35

35

70

NONE

21

20

41

TOTAL

108

95

203

The observed x 2 value was 0,75 which is less than 5.99; d.f =

2; p < 0,05. Accordingly there appears to be no significant

relationship between the degree of information obtained and

the preference for such information, i.e. patients received

less information than they preferred. The degree of relation­

ship between these two variables, based on the contingency

coefficient test was 0,052.

10.11.2. Right to Choose

It appeared from responses to question 21 that 77 respondents

consult with more than one general practitioner. Thirty-one

respondents stated that different members of the family

preferred different doctors; 28 stated that they went to

either one of the general practitioners who was not perceived

to be too busy, while 18 indicated other reasons such as 1)
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"they preferred a second opinion in some cases" and 2) "they

went to a doctor that was available at the time that suited

them."

818 Private medical patients should not be able to consult

specialists without referral by general practitioners.

Alternate: Private medical patients should be able to

consult specialists without referral by gen­

eral practitioners.

Although 40 (29.2%) respondents indicated that patients should

be referred to specialists by their general practitioners, 97

(72.9%) respondents believed that they should be free to con­

sult a specialist without referral by a general practitioner.

The binomial test produced a value of 5.29. Since it lS

greater than the critical value of 1.645 at the 0,05 level of

significance the null hypothesis could be rejected in favour

of the alternative. Their reasons for a direct consultation

with specialists are indicated below.
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TABLE 10.30: REASONS FOR DIRECT CONSULTATION WITH SPECIALISTS

REASONS RANK

NUMBER OF

·RESPONDENTS

1 )

2 )

3 )

Patients are aware that the

general practitioner does not

have the necessary diagnostic

equipment and tests

Patients feel an unnecessary con­

sultation fee is paid to the

general practitioner who merely

gives him a note of referral

Patients know that they need the

specialist's advice and that they

have to wait for long periods at

the general practitioner's office

just to be given a letter of

referral

1

2

3

58

41

33

The total for these reasons exceed 99 since some respondents

- provided more than one reason. Although there is no prohibi­

tion on specialists with regard to treating patients who have

not been referred by general practitioners, there is neverthe­

less, a prohibition on members of medical aid schemes who may

want to consult with specialists directly. Medical aid

patients, who constitute the majority in this survey are bound

by a rule [rule K No.12896 of the Government Gazette 14-12-90

:10] which states:
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"Save in exceptional cases, the services of a specialist

shall be available only on the recommendation of the at­

tending general practitioner. Medical practitioners

referring cases to other medical practitioners shall in­

dicate in the reference whether the patient is a member

of a medical scheme or a dependant of such member. This

also applies in respect of specimens sent to

pathologists."

This rule restricts the patient's choice and increases the

cost of attending to the illness because a "double payment" is

made for the treatment of an illness which the patient knows,

requires the services of a specialist.

The issue of direct consultation with a specialist for non­

medical aid members seems to be controversial among some

general practitioners who believe that the specialists should

not exclude the general practitioner from the chain of patient

management care since the system "has worked to both our

benefits and to the ultimate benefit of our patients. Some

general practitioners believe that they should be informed

about "preoperative exigencies," or that they "should be asked

to assist at the operation." Moreover they believe they are

more aware of the patient's total medical history and their

non-specific problems which could have a significant bearing

on the procedures to be adopted. [SAMJ 1985:67:749]. Although,

this may be a valid point, patients should in terms of ac­

cepted consumer rights be accorded the right to make their own

decisions in this regard.
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10.11.3. Patients' Responsibility t o Complain

B19 Private medical consumers do not complain about their un­

pleasant experiences.

Alternate: Private medical consumers complain about

their unpleasant experiences.

10.11.3.1. Dissatisfaction

Dissatisfaction with doctors is believed to be communicated by

word of mouth to friends and family in view of t he absence of

an association that is perceived to act in the patient's in­

terests.

Table 10.31. depicts the number of respondents who complain

about their general practitioners and specialists to various

categories of people.

TABLE 10.31: DISSATISFACTIONS COMMUNICATED TO OTHERS

CATEGORIES OF PEOPLE GENERAL

COMPLAINED TO PRACTITIONERS SPECIALISTS TOTAL

The doctor himself 40 13 53

Friends 46 18 64

Family 21 7 28

OtherS 6 4 10

TOTAL 113 42 155

Based on these responses the null hypothesis that private

medical consumers do not complain about their unp l e a s a n t medi­

cal experiences, was subjected to a c hi - s q ua re t e s t . A value

of 1.12 was obtained, which is less then the cr i t ical value of

'),1,



7.82; d.f = 3; p < 0,05. Consequently, the null hypothesis

could not be rejected. A pertinent point to consider in this

regard is that only those who indicated that they were dis­

satisfied (i.e. 53 with their general practitioners and 21

with their specialists) responded to this question.

Results have also shown that 31 respondents out of 53 [58.5%]

who were dissatisfied with their general practitioners per se

continue to consult with them infrequently, 9 out of 53

[16.98%] continue to consult with them always, while 13

[24.5%] indicated that they do not consult with doctors with

whom they have previously been dissatisfied. Apropos

specialists, 21 respondents indicated that they were dis­

satisfied with their specialist per se. Of these 9 [42.86 %]

continue to consult with them infrequently; 3 [14.29%] con­

tinue to consult with them always while 9 [42.86%] do not con­

sult with them as a result of their dissatisfact ion.

Question 25 addressed the issue of whether patients dis­

couraged friends/family from going to doctors with whom they

were dissatisfied. Table 10.32 presents their responses.
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TABLE 10 . 32. : DISCOURAGEMENT OF FRIENDS AND FAMILY IN THE

EVENT OF DISSATISFACTION

GENERAL SPEC-

RESPONDENTS PRACTITIONERS IALIST TOTAL

Not applicable 11 30 41

Never had the experience but

would do so 60 35 95

Sometimes 30 15 45

Always 23 15 38

Never 9 4 13

TOTAL 133 99 232

Answers to question 26 indicate that 52 (39.1%) respondents

believed that their friends and/or families followed their ad­

vice; 3 (2.25%) believed that friends /families did not follow

their advice, while 59 (44.36%) were uncertain in view of the

fact that they had no need to advise their friends /family

since they did not experience any dissatisfaction.

10.11.3.2. Medical Negligence/Malpractice

H20 Private medical consumers believe that the SAMDC protects

them adequately through their disciplinary processes.

Alternate: Private medical consumers do not believe that

the SAMDC protects them adequately through

their disciplinary processes.

Despite the fact that an evaluation of profess iona l services

is difficult to assess given the wide i nf o r ma t i o na l chasm that

exists between medical professionals and patients and the very



intangible nature of instantaneous production and consumption

of such services, it is nevertheless not difficult for some to

distinguish between gross negligence and malpractice on the

one hand and the ordinary performance of medical services on

the other.

Nineteen respondents (14.28%) believed that they were victims

of negligence/malpractice, while another 17 (12.78%) were un­

sure. The question of what constitutes negligence/malpractice

is also very academic, given the wide range of application of

the rule of 'reasonable care". Moreover in the case of medical

products and services, many respondents were not aware of ex­

actly what their rights are. Accordingly, they were unable to

objectively and categorically state that their rights were in­

fringed. Thus the large number who indicated that they were

unsure.

Respondents' awareness of their ability to complain to the

South African Medical and Dental Council (SAMDC), in respect

of problems encountered with their doctors, was addressed in

Question 28a. A large proportion 55 (41.35%) were unaware of

their right to complain to the only official regulatory body

for medical professionals in South Africa. Indeed the response

to question 28b revealed that 86 respondents (64.66%) did not

have sufficient knowledge of the SAMDC even though 24 of these

respondents indicated that they were aware of the fact that

they could complain to the SAMDC. It also appeared that only

27 respondents (20.30%) were of the opinion that the SAMDC

protects patients adequately through their disciplinary

process. 20 believed that the SAMDC did not protect patients

adequately while the majority 86 (64.66%) were unable to com­

ment because they indicated that they did not know enough



about the SAMDC to comment on their functions. The binomial

large sample sign test was used to test the null hypothesis

that private medical consumers believe that the SAMDC protects

them adequately through their disciplinary processes. Since

the test produced a value of 6.85 which is greater than 1.645

at the 0,05 level of significance, the null hypothesis must be

rejected in favour of the alternative.

However, all the medical practitioners (in the second phase of

the study) believed that the SAMDC protected the patients ade­

quately. Indeed they believed that the SAMDC applied its rules

too stringently against doctors. Non-white doctors even men­

tioned that they "believed that the SAMDC treated them more

unfairly than their White counterparts."

Table 10.33 reflects the statistics of patients who believed

that they were victims of medical negligence. The actions

pursued by these patients thereafter, are also reflected ln

Table 10.33.
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TABLE 10.33: ACTIONS TAKEN BY THOSE WHO BELIEVED THEY WERE

VICTIMS OF MALPRACTICE/NEGLIGENCE

YES NO

Awareness of right to complain to
SAMDC

No. who complained to SAMDC
Unsatisfactory response from SAMDC
Patients who sued doctors for

malpractice
Patients who considered suing

doctors for malpractice
Patients who experienced difficulty

in obtaining assistance from
other doctors

12
1
1

o

3

3

7
18
o

19

16

16

Of the 19 patients who considered themselves victims of

negligence/malpractice, only 12 were aware of their right to

complain to the SAMDC. However, only 1 actually complained to

the SAMDC and received an unsatisfactory response. This

patient also considered legal action against the doctor, as

did two other victims. Indeed this patient indicated that he

experienced difficulty in obtaining assistance from other doc-

tors, which was necessary to discharge the burden of proof (of

negligence) which rests on the plaintiff. Evidently this con-

stitutes an impediment to the process of redress. Consequently

none of the respondents actually brought legal actions against

their doctors. Incidently, the respondent who initiated the

available actions, in an attempt to seek redress, is a Profes-

sor in an allied field of medical care. It is hardly surpris­

ing that others who are generally less influential, do not un­

dertake such actions.
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Although this might be construed as a lack of initiative as

regards the right to redress, the reasons for this apparent

apathy are formidable as may be recalled from Chapter 6. Data

acquired during the second phase of the empirical study bore

testimony to this fact, and indeed exposed another startling

aspect. A senior member of one of the professional societies,

observed that the lack of action on the part of victims, is to

some extent due to threats by the doctor perpetrating the

negligent act. Victims and/or their families were apparently

threatened that they would not receive medical treatment from

doctors/specialists, since the "guilty doctor" would inform

his colleagues about the victim (a form of blacklisting). Th is

aspect was not formally researched in this study. However som e

confirmation was received from a prominent attorney who spe­

cializes in medical malpractice cases. His letter, attached as

appendix H, attests to the refusal of a specialist to treat

the family of a victim who had initiated a malpractice action

against another member in the medical profession.

In this instance, the specialist was one of only two in his

speciality 1n this town, and such a refusal certainly con­

stituted a threat to the patient, since vital medical treat­

ment could be needed at any time by any member of the family.

This letter which was included in a report by the specialist

to the referring doctor, was handed to the pat ient who was to

deliver it to her doctor. The pat ient read the contents of

this report and promptly handed a copy of it t o her attorneys,

who were instructed to refer the matter to the SAMDC.
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A further impediment to the process of redress is the fact

that the victim has to discharge onus of proof i.e. he has to

prove beyond any doubt that the doctor was negligent, and he

cannot do this without the assistance of an expert doctor in

that particular speciality. Victims have had great difficulty

in securing the co-operation of experts in the medical field

to assist in discharging onus of proof, as may be evidenced

from the example of the Professor previously cited in this

study. Although the victim was a professional in a related

field of medicine, he nevertheless had difficulty in securing

the assistance of a doctor in the field in which the

negligence was perpetrated.

It is also believed that the courts in the RSA are reluctant

to find in favour of the plaintiffs in an attempt to prevent

the situation which presently exists in the USA, where vast

sums are awarded to victims of malpractice. Much time, money

and effort are also wasted 1n the USA on frivolous cases

brought by plaintiffs who see litigation as a means of

"getting wealthy overnight". Consequently, malpractice 1n­

surance rates have soared in the USA. The threat of malprac­

tice claims has caused some physicians in the USA to practice

defensive medicine, whereby they deliver their services on the

assumption that the patient will sue. This has resulted in

physicians ordering more tests and consultations with less

reliance on their professional judgement. Of course more tests

and consultations result in higher health care costs, and in­

creasing malpractice insurance premiums are recovered through

increased health care fees. The vicious cost spiral is per­

petuated. Although the US courts consider many more malprac­

tice cases than do the South African courts, the judicial pro­

cedure, is nevertheless rigorous.
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Hospitals too, may be legally liable under the doctrine of

corporate negligence for the malpractice of physicians provid­

ing care in hospitals. Evidently the principle of vicarious

liability applies here as well.

10.11.4. Right to be Educated

821 Private medical consumers do not prefer to know about the

medicine that has been prescribed for them.

Alternate: Private medical consumers prefer to know

about the medicine that has been prescribed

for them.

A large proportion of respondents (121) or 90.98% expressed

their desire to know about the medicine that they are using. A

binomial large sample sign test was implemented to test the

null hypothesis that patients do not prefer to know about the

medicine that is prescribed for them. Since the observed value

of 9.44 is larger than the critical value of 1.645 at the 0,05

level of significance, the alternate hypothesis is accepted.

The reasons for the desire for an awareness about the medicine

is presented in Table 10.34.
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TABLE 10.34.: RESPONDENTS PREFERRING TO KNOW ABOUT MEDICINES

FOR VARIOUS REASONS

REASONS RESPONDENT % RANK

To determine whether they are

allergic to it 74 55.64 3

To know what precautions to take 75 56.39 2

To be able to tell other doctors /

specialists about it 97 72.93 1

To know whether they have the

medication at home, before

purchasing more of it 72 54.14 4

Other 9 6.77 5

327

The total exceeds 133 because most respondents cited more than

one reason for wanting to know the name of the medication. The

most frequent reply in the "other" category was that "they

just wished to be knowledgeable about medicines and what

illnesses they are indicated for, so that they could engage ln

self medication. However, some medical aid schemes have not

until 1991, permitted benefits for self-medication. These

benefits, however, are still construed as being woefully in­

sufficient. Medical aid benefits for self-medication could

discourage patients from consulting with general pract itioners

for minor ailments, which could result in reduced c o n s u l t at i on

costs.

356



In an attempt to improve knowledge and communication on

prescription medicines, the National Council on Patient Infor­

mation and Education (NCPIE) of the USA, sponsored a campaign

in 1986 on medication information. The Council outlined the

fact that patients must be informed about the names of medica­

tion, the dosage, the period over which the medicine should be

taken, what foods, medicine or activities should be avoided

while taking the medicine, the side effects and what should be

done if they occur, as well as any other relevant information

about the medicine.

Rudd and Glantz (1989:268) have observed that

"studies of patient desire for health information suggest

that there is great and often unfulfilled interest in in­

formation regarding health and medical care. Several in-

vestigations have demonstrated that patients are

generally dissatisfied with the amount of information

they receive from their physicians."

They also believe that such information can exert discipline

on the health care market-place and increase physician and

hospital accountability.

In the Federal Republic of Germany, for example,

"The patients right to information and the physician's

duty to provide such information had to e imposed upon

the medical profession by law". (Francke 1989:295).

One hundred and twenty six respondents (94.74%) in this study

indicated that they should be told about the possible adverse

effects of medicines, while 106 (79.7%) stated that they

should also be informed about the possible risks of surgery or

treatment. Only 76 (57.14%) believed that their general prac-
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titioners informed them sufficiently with regard to the risks

of surgery or treatment, while 63 (47.37%) believed that their

specialists informed them adequately on these issues.

822 Doctors and pharmacists do not inform their patients ade­

quately about medication.

Alternate: Doctors and pharmacists inform their patients

adequately about medication.

Tables 10.35, 10.36 and 10.37 present the responses of

patients with regard to information received from general

practitioners, specialists and pharmacists on various aspects

of medication.

TABLE 10.35: INFORMATION ON DOSAGE

FREQUENCY GP % SP % PH % TOTAL

32 24.06 26

84 63.16

Sometimes

Always

Never 2 1.50

54

2

19.55

40.60 10

1.50

24

3

18.05

0.75

2.26

82

148

7

TOTAL 118 82 37 237

TABLE 10.36.: INFORMATION ON ADVERSE EFFECTS

FREQUENCY GP % SP % PH % TOTAL

Sometimes 51 49.30 33 33.84 38 38.86 122

Always 47 48.08 32 33.00 40 37.90 119

Never 20 20.61 16 14.15 15 16.24 51

TOTAL 118 81 93 292
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TABLE 10.37.: INFORMATION ON PRECAUTIONS

FREQUENCY GP % SP % PH % TOTAL

Sometimes 43 41.38 25 27.24 32 31.38 100

Always 56 55.45 37 36.5 41 42.05 134

Never 21 23.17 17 15.26 18 17.57 56

TOTAL 120 79 91 290

The total in each column in each table varies because respon­

dents received different degrees of information on different

occasions from each category of provider. Evidently informa­

tion was not consistently provided on each of the aspects to

all the respondents.

Table 10.38 presents a cumulative result of dosage precautions

and adverse effects by general practitioners, specialists and

pharmacists, in order to facilitate the implementation of a

chi-square test.

TABLE 10.38: FREQUENCY OF INFORMATION ON DOSAGE, PRECAUTIONS

AND ADVERSE EFFECTS BY GENERAL PRACTITIONERS, SPECIALISTS AND

PHARMACISTS

FREQUENCY

Sometimes

Always

Never

TOTAL

GP

126

187

43

356

359

SP

84

123

35

242

PH

94

91

36

221

TOTAL

304

401

114

319



The chi-square test was implemented to test the null

hypothesis that doctors and pharmacists do not inform their

patients adequately about medication. A value of 8.06 was ob­

tained which is less than 9.49; d.f = 4; p < 0,05. Accordingly

the null hypothesis cannot be rejected.

823 Private medical consumers do not initiate actions to

redress problems pertaining to medical products and serv-

ices.

Alternate: Private medical consumers initiate actions to

redress problems pertaining to medical prod­

ucts and services.

The hypothesis that patients do not initiate actions to

redress problems pertaining to medical products was addressed

in question 37. Table 10.39 presents the responses that were

received when patients were asked about the actions they took

when adverse reactions resulted after the use of medicines.

TABLE 10.39: FREQUENCY OF ACTIONS UNDERTAKEN BY RESPONDENTS

IN THE EVENT OF ADVERSE REACTIONS

REPORTED TO

Doctor

Specialist

Pharmacist

TOTAL

SOMETIMES

17

10

5

32

ALWAYS

68

43

23

134

NEVER

3

1

5

9

TOTAL

88

54

33

175

Although 40 respondents (30.08%) indicated that adverse reac­

tions had not occurred, the total nevertheless exceeds the

number of respondents in the "always" category. The reason for
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this is that patients reported to more than one party in the

health care management chain and sometimes to different mem-

bers on different occasions.

The observed chi-square value was 8.56 which is less than

9.49: d.f = 4; p < 0,05. Thus the null hypothesis, that

patients do not initiate actions to redress problems regarding

medical products cannot be rejected.

The types of recourse available to those who reported adverse

reactions are presented in Table 10.40.

TABLE 10.40: RECOURSES AVAILABLE TO RESPONDENTS IN THE EVENT

OF ADVERSE REACTIONS

RECOURSES AVAILABLE G.P. SPECIALIST PHARMACIST

The medicine lS exchanged

for another 3 0 2

The medicine is taken back

and the patient is refunded 5 3 4

Patients are asked to

continue using medicine

with precautions which

were not mentioned before 35 21 6

Patients are asked to come

for further consultations 13 8 2

Other 5 3 4

The response rate to this question appears to be low for dif­

ferent categories since respondents could only follow the ad-

vice of one member of the medical chain per incident,

361

even



though they may have reported to more than one member of the

medical chain for each incident. The most frequently mentioned

recourse was that patients were asked to continue using the

medication with precautions which were never mentioned ini­

tially. The failure of doctors and pharmacists to initially

inform patients of certain precautions, clearly leads to un­

necessary discomfort for some patients. It therefore seems

that greater attention needs to be paid by doctors and phar­

macists to this issue.

On the other hand, the medical advisor to a pharmaceutical

company (a member of the sample in the second phase), com­

mented that the response of humans to medicines, both in terms

of efficacy and adverse reactions is never entirely predict­

able since there will always be a multiplicity of factors that

can precipitate various reactions. Accordingly, the occurrence

of adverse reactions cannot be ruled out completely for any

medication. In this regard, it is interesting to note that the

Medicines Control Council, a regulatory authority in South

Africa, whose duty is to "serve the public interest in the

regulation and control of matters pertaining to the quality,

safety and efficacy of medicines", (Folb et.al. 1988; 28

772) has established a national system for collating and

monitoring adverse drug reactions. This is essentially a post

marketing drug surveillance system. It is considered to be vi­

tal despite the rigorous marketing tests that are conducted.

The premarketing process consists of preclinical animal test­

ing, followed by three phases of clinical testing. Phase I is

usually conducted on non-patient volunteers; phase 11 involves

administration of a drug to a small number of selected

patients; and phase III is the final premarketing test of the

drugs, safety and efficacy. These trials have major limita-
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tions, such as restricted patient populations, limited dura­

tion of patient exposure and limited patient numbers. Con­

siderable information remains unknown after the end of phase

III testing, including less common adverse effects; delayed

adverse effects; efficacy and toxicity in types of patients

usually excluded from premarketing, e.g. children, pregnant

women and old people; efficacy and toxicity in patients with

other illnesses (Fassihi and Robertson : 1990: Vol.77; 577).

Medical professionals and pharmacists are encouraged to advise

the Medicines Control Council about drugs that cause adverse

reactions. The information is used for the development and

maintenance of a comprehensive record of adverse drug reac­

tions which may be accessed by pharmacists both locally and

internationally. Of the 14 doctors interviewed, 11 indicated

that they report previously unknown adverse reactions to the

pharmaceutical companies concerned. It is interesting that the

doctors reported their experiences to the pharmaceutical com­

panies rather than the Medicines Control Council. Perhaps the

procedure for reporting to the Medicines Control Council lS

perceived to be too cumbersome. Pharmaceutical manufacturers

are usually informed via their representatives who call on

doctors. This practice is clearly not conducive to an effec­

tive post-marketing surveillance system.

10.11.5. The Right to Safety

10.11.5.1. Samples of Medications

The provision of samples together with the medicine to

facilitate testing for allergic reactions is held to be a

means of reducing the total cost of medical care to patients,
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since many patients cannot presently return and reclaim the

cost of medicines that cause adverse reactions. Instead they

have to outlay additional amounts to procure other medicines

to serve their needs. Should a sample prove to be unsafe, the

unused and unopened medicine can be returned or exchanged for

a safer alternative.

A representative of the PSSA believed that such an arrangement

would be too cumbersome for pharmacists and doctors. More im­

portantly, some returned medicines would lose effectiveness or

be unsaleable, particularly those medicines which are vul­

nerable to temperature changes. It was suggested instead that

a sample of potentially hazardous medicines should be adminis­

tered directly by the doctor or pharmacist. Should there be no

ill effects, the balance of the medicine would then be sup­

plied normally. However, such a procedure would be cumbersome

for both pharmacist and doctor on the one hand, and the

patient on the other, since he/she would need to visit the

doctor/pharmacist twice for one medication.

Inevitably patients are exposed to a degree of risk when they

take different types of medication for the first time. Being

fore-warned about the possible side effects tends to pre-empt

any claim for liability against the pharmaceutical company

despite the fact that the product may be widely advertised

within medical and pharmaceutical circles as being effective

in alleviating or curing a certain medical condition.

Sixty four respondents (48.1%) felt that only some medicines

should be accompanied by samples (i.e. those that are poten­

tially very dangerous); 47 respondents (35%) felt that all
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medications should be accompanied by a sample for first time

users; while 22 respondents (16.5%) felt that no medicines

should be accompanied by samples.

Of the 22 respondents who indicated that medicines should not

be accompanied by samples, 5 believed that the costs of

medication would increase, 8 believed that the possibility

still existed that products could be tampered with, thus

making them unsafe, and 9 believed that the medicine could be­

come ineffective because of incorrect storage.

Prices would probably increase due inter alia to the addi­

tional packaging costs involved, but perhaps respondents felt

that it would be less costly in the long term to have to pay

for a sample than to pay for the full quantity which has to be

thrown away, plus an alternative replacement. In some in­

stances samples of medications are provided by manufacturers

to doctors to test on their patients. However allegations were

made by some respondents that these samples are often sold by

doctors to their patients, thus defeating the purpose. An ex­

ecutive member of the Pharmacy Council suggested that doctors

should buy medications and conduct tests on patients before

prescribing potentially dangerous products. This would obviate

the need for samples together with individual units of medica­

tion.

824 Private medical consumers do not believe that they should

be allowed to return and be reimbursed for medicines that

cause adverse reactions.

Alternate: Private medical consumers believe that they

should be allowed to return and be reimbursed

for medicines that cause adverse reactions.
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The majority of patients, 105 <78.9%), believe that they

should be reimbursed for medicines that cause adverse reac-

tions.

The binomial large sample sign test produced a value of 6.67.

Being larger than the critical value of 1.645 at the 5% level

of significance, the alternative hypothesis that patients

believe that they should be allowed to return and be reim­

bursed for medicines that cause adverse reactions, should be

accepted.

The respondents concerned ·be l i e ve d that the following costs

should be reimbursed if medicines cause adverse reactions.

TABLE 10.41:

REACTIONS

COSTS TO BE REIMBURSED IN THE EVENT OF ADVERSE

Cost of medicines only

Costs of medicines plus the cost of

attending to the adverse reactions

TOTAL

NUMBER OF RESPONDENTS

36

69

105

Despite the fact that consumers are accorded the right to

return unsatisfactory commercial goods and be reimbursed for

them, patients are unlikely to achieve this right in respect

of medicines, unless they can prove that the manufacturer was

negligent. An executive member of the S.A. Pharmacy Council

stated that the Council had not expressed its views on this

lssue. But he felt that patients should not be allowed to

claim from the manufacturer, since the manufacturer warns of
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possible adverse reactions in the information leaflet which

accompanies the medication. However, a common practice among

pharmacists and doctors is to remove this information leaflet

before dispensing the medication, making it impossible for the

patient to learn anything about the medication. This is done

in the belief that some patients would be so intimidated by

the warnings that they would not take their medication at all.

In this regard, the executive member of the Pharmacy Council

stated that "patients should be allowed to claim from doctors

and pharmacists who do not inform patients of the potential

dangers, since it is their duty, if they should remove the

leaflets." He further observed that:

"Patients who are adequately informed should not have any

recourse since, medications do not fall ln the same

category of commercial products and risk is an inevitable

consequence."

A representative of the Pharmaceutical Society of South Africa

(PSSA) observed that in order to reduce the possibility of ad­

verse reactions, all pharmacists and doctors should keep a

record of products that have caused adverse reactions to dif­

ferent patients, so that they could avoid prescribing or dis­

pensing products that have the possibility of causing adverse

reactions to those patients. It would also lead to an effi­

cient system of dispensing by the pharmacist and dispensing

doctor.

10.12. ADVERTISING

825 Private medical consumers do not believe that doctors

should be allowed to advertise.
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Alternate: Private medical consumers believe that

doctors should be allowed to advertise.

The prohibition on advertising by professionals has been

gradually lifted for various categories of professionals. At­

torneys and auditors are now permitted to advertise within

certain ethical constraints. However, medical professionals

are still not allowed to advertise in any way.

One hundred and twelve respondents (84.21%) believed that doc­

tors should be allowed to advertise, while 21 believed tha t

the status quo should remain. Eighty three of the 112 respon­

dents felt that advertising would lead to better knowledge

about their doctors while 50 respondents felt that it may

result in price competition which would be to their advantage.

Of the 21 respondents who indicated that doctors should not be

allowed to advertise, all f e l t that it would result in confu­

sion, while 19 of them also believed that it would result ln

higher prices since the cost of advertising would have to be

borne by the patients eventually.

The binomial large sample sign test produced a value of 7.89

which is larger than the critical value of 1.645 at the 0.05

level of significance. Thus the alternative hypothesis that

private patients believe that doctors should be allowed to ad­

vertise, should be accepted.

Table 10.42 reflects the kinds of i n f o r ma t i o n tha t respondents

would like to see in the advertisements.

36 8



TABLE 10.42: RESPONDENTS' DESIRE FOR VARIOUS TYPES OF INFORMA­

TION

TYPES OF INFORMATION

Whether the doctor dispenses medication

The doctor's speciality/expertise

Hours and days of consultation in

different locations if he has

more than one surgery

The doctors' after hours policies

The doctors' fees

All of the above

Other

NUMBER OF

RESPONDENTS

13

21

21

19

20

76

2

RANK

6

2

2

5

4

1

7

Of the 112 respondents, 76 (67.85%) of them, wished to be in­

formed of all the relevant types of information. Although all

the respondents did not indicate that they wanted to be 1n­

formed of all the aspects, they each nevertheless indicated

that they wanted to know about 2 aspects at the very least.

On the other hand, during the second phase of the survey,

79.36% of doctors (11 out of 14) indicated that advertising

should not be allowed. Of the 11, 7 felt that ethical stan­

dards would be compromised by any effort to compete. All 11

felt that the present system of "word of mouth" advertising by

patients and doctors was sufficient.
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One specialist, a psychiatrist, felt that advertising would be

useful since specialists are usually situated in medical

centres together with many others and therefore their

specialities need to be made known via advertising.

The most surprising fact revealed in this phase was that only

one doctor considered advertising from the point of Vlew of

the patient, and said that advertising was necessary to

facilitate an awareness of the rights of the patient. This

Black doctor was perturbed by the high incidence of non­

communication of facts to the patient by their attending doc­

tors. According to this doctor, private Black patients are of­

ten not even informed of what their illnesses are. Controlled,

ethical advertising could be of great benefit to patients.

10.13. SERVICE QUALITY PERFORMANCE

10.13.1. Waiting Time

826 Private medical consumers do not become annoyed when they

have to wait for long periods to be attended after arriv­

ing punctually for their appointments.

Alternate: Private medical consumers become annoyed when

they have to wait for long periods to be at­

tended after arriving punctually for their

appointments.

Specialists, almost always consult with their patients on an

appointment basis. Some general practitioners however, do not

permit their patients to make appointments to consult with

them. In this study 28 respondents (21.05%) were not allowed

to make appointments. While 105 (78.95%) were permitted to do
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so. Surprisingly, of all the respondents, 23 (17.29%)

preferred not to make appointments. These results are tabu-

lated in Table 10.43.

TABLE 10.43.: PREFERENCE FOR MAKING APPOINTMENTS

RESPONDENTS WHO PREFER TO MAKE APPOINTMENTSRESPONDENTS

PERMITTED TO

MAKE APPOINTMENTS

YES

NO

TOTAL

YES

88

22

110

NO

17

6

23

TOTAL

105

28

133

Of the 28 respondents who are not permitted to make appoint­

ments 22 would actually prefer to make such appointments with

their general practitioners. A high percentage of medical

practitioners in this study (78,57%), were of the opinion that

general practitioners who do not permit appointments do so for

economic reasons: more patients can then be seen during peak

periods by reducing the time spent with each. It was also ob­

served that such general practitioners do not respect the fact

that their patients' time is also of some significance. One

specialist remarked that "they (the general practitioners)

believe that only their time is sacrosanct."

Three general practitioners interviewed did not permit their

patients to make appointments and they have no intention o f

doing so, despite the fact that their patients of ten wait for

long periods before being attended to.
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It should however, be noted that 3 of the general prac­

titioners who do permit patients to make appointments com­

plained that they often "do not turn up for their appoint­

ments". The need for some patient education is clearly evident

here.

Table 10.44 presents the perceptions

adherence to appointment times by their

having arrived punctually themselves.

of patients

practitioners

on the

after

TABLE 10.44: ADHERENCE TO APPOINTMENT TIMES BY PRIVATE PRAC­

TITIONERS

Sometimes

Always

No

TOTAL

G.P.

56

20

29

105

SPECIALIST

44

23

32

99

The average waiting time before attendance by doctors and

specialists is indicated in Table 10.45. These figures include

those respondents who are not permitted to make appointments.
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TABLE 10.45: AVERAGE WAITING PERIOD AT PRIVATE PRACTITIONERS'

OFFICES

TIME PERIOD G.P. SPECIALIST

Less than 15 minutes 37 26

15 minutes - 30 minutes 51 34

30 minutes - 1 hour 37 30

1 - 2 hours 6 6

More than 2 hours 2 3

Total 133 99

The sentiments expressed by those who wait to be attended to

by their doctors is presented in Table 10.46.

TABLE 10.46: SENTIMENTS OF RESPONDENTS WHO ARE MADE TO WAIT

SENTIMENTS

Annoyed

Don't mind

Afraid of contracting other

diseases while waiting

Other

RESPONDENTS

80

47

6

4

137

The total exceed 133 since some respondents i nd i c a t e d more

than one sentiment.

The null hypothesis that private medical consumers do not be­

come annoyed when they are made to wait for long periods after

arriving punctually for their appointments was subjected to a

binomial test.
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A value of 2.34 was obtained which is greater than the criti­

cal value of 1.645 at the 5% level of significance. Accord­

ingly the alternate hypothesis may be accepted.

While 80 respondents (60%) become annoyed when they have to

wait for long periods, it is evident that some patients are

more understanding, realising that emergencies do arise and

that it is difficult to plan for such situations. Nonetheless,

many of the "don't mind" respondents agreed that doctors'

schedules are generally poorly planned despite the fact that

there are no emergencies.

For many patients who are employed, time translates into

money, just as it does for the doctor. Moreover, waiting time

that extends beyond the time allowed by an employer for a

doctor's consultation, causes anxiety among many patients. In

this regard, the Women's Bureau, was planning to inform the

medical profession via a letter to the South African Medical

Journal, that it is receiving a growing number of complaints

from working women. They complain that they have to take time

off from work to visit their doctors, and then have to waste

time waiting for long periods despite having arrived

punctually for their appointments.

The President of the Women's Bureau commented:

"it is clearly understood that illness cannot be arranged

but it is respectfully submitted that improved planning,

with some respect for other peoples time, would help."
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Some concerns were expressed by patients about consultations

with their doctors. These concerns are reflected in Table

10.47.

TABLE 10.47: PATIENTS' CONCERNS ABOUT THEIR DOCTOR

RESPONDENTS

NUMBER PERCENTAGE

He might not have washed his hands

after treating other patients

He might use needles that

have been used on others

His equipment might not be

sterilized

Other

Total

36

40

37

3

116

27.06

30.08

27.82

2.26

87.2 2

These concerns are not surprising in the light of the highly

contagious nature of some diseases.

An assistant professor of paediatrics who presented her find­

lngs on handwashing in a paediatric intensive care unit, at

the American Society for Microbiology's Interscience Con­

ference on Antimicrobial agents and Chemotherapy, found that

"overall, physicians, nurses, occupational /physical ther­

apists, respiratory therapists and radiology technicians wash

their hands only 30% of the time between patient contacts. Al­

though nurses washed their hands significantl y more often than

physicians - 37% of the time compared to 21 % their rate

leaves much to be desired. In fact physic ians washed their

hands less frequently when wearing an overgown, 'with the
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thought being possibly that they felt somewhat protected.

They're not washing their hands for the patient's sake'."

(Medical Chronicle - April 1987 p.2)

It has also recently been revealed in the USA that the

dentist's drill 1S a potential health hazard because it can

transfer the (Aids) HIV virus to other patients (Sunday Times

- 21-7-91 : 5).

10.13.2. Accessibility

10.13.2.1. Accessibility to Specialists

Most respondents indicated that they experienced some dif­

ficulty in making appointments for urgent medical attention.

Table 10.48 reflects this.

TABLE 10.48:

SPECIALISTS

DIFFICULTY OF SECURING APPOINTMENTS WITH

DIFFICULTY EXPERIENCED

Sometimes

Always

Never

NUMBER OF RESPONDENTS

60

11

28

%

45.1

8.3

21.1

The difficulty of securing appointments appears to stem from a

wide disparity between the limited supply of specialists and

the great demand by patients for such services.

10.13.2.2. Telephonic Accessibility
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827 Private medical consumers can easily consult with their

doctors by telephone in order to clarify doubts and ob­

tain results.

Alternate: Private medical consumers have difficulty in

clarifying doubts and obtaining results by

telephone.

Telephonic accessibility also appears to be difficult as may

be seen from Table 10.49.

TABLE 10.49: ACCESSIBILITY OF DOCTOR BY TELEPHONE

ACCESSIBILITY

BY TELEPHONE DOCTOR % SPECIALIST % TOTAL

Never

accessible 13 9.8 24 24.2 37

Sometimes 69 51.9 55 55.5 124

Always

accessible 51 38.11 20 20.2 71

TOTAL 133 100 99 100 232

The null hypothesis that private medical consumers do not have

difficulty in consulting with their private practitioners by

telephone in order to clarify doubts and obtain results, was

subjected to a chi-square test. The observed value was 13.7

which is greater than 5.99; d.f = 2 p < 0,05. Accordingly the

alternative hypothesis may be accepted.

The reasons for telephone calls do not appear to be frivolous

from the responses in Table 10.50 Respondents indicated more

than one reason for calling their doctors on varlOUS

sions. The reasons are ranked from 1 - 5.
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TABLE 10.50: RESPONDENTS' REASONS FOR TELEPHONE CALLS

REASONS FOR TELEPHONE CALL

To find out about results of tests

that doctor asked patients to

undergo

To elicit more information regarding

illness

To report on allergic reaction of

medicine/treatment

To ascertain directions for use of

medicine

Other

Total

NO. OF

RESPONDENTS

82

75

38

24

2

221

RANK

1

2

3

4

5

The total exceeds 133 since respondents provided more than one

reason for calling their doctor. It appears that doctors

generally ask patients to telephone them to ascertain the

results of pathological tests that they have asked their

patients to undergo. It is not surprising therefore that the

majority of patients call their doctors for this purpose.

However, many of them are unable to ascertain these results,

even after repeated calls. To subject one's

the doctor orders and never to be able

body to tests that

to ascertain the

results of such tests certainly leaves much to be desired.

The general response to the question of whether a doctor's

"busyness" is justification for not answering or returning a

call to a bona fide patient, is presented in Table 10.51.
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TABLE 10.51:

RESPONSE

RESPONDENTS' PERCEPTION OF PRACTITIONERS' NON-

JUSTIFICATION FOR NON­

RESPONSE BECAUSE OF BUSYNESS

Not justified

Sometimes

Always justified

Total

NO. OF

RESPONDENTS

55

67

11

133

The majority of respondents i.e. 78 (58.65%) appear to under­

stand that the doctor is justified at least sometimes, in not

responding to patients' telephone calls, because of his

"busyness". However, a courteous practice may be to inform

patients via his/her secretary/assistant, where test results

are negative. This could allay the anxiety of patients, and

obviate the need for repeated calls from the patients.

10.13.3. Overservicing

828 Private medical consumers do not believe that their prac­

titioners overservice.

Alternate: Private medical consumers believe that their

practitioners overservice.

A patient's ability to assess the need for pathological tests,

or other diagnostic procedures, is severely hampered by

his/her lack of knowledge of medical science. Nevertheless,

some patients, despite their limited knowledge, have indicated

that they still considered certain procedures which were re­

quested by their doctors to be unnecessary.

379



TABLE 10.52: PERCEPTIONS OF PROCEDURES REQUESTED UNNECES­

SARILY

UNNECESSARY PROCEDURES RESPONDENTS

Unnecessary Pathological Tests 22

Unnecessary Medications 32

Unnecessary X-Rays, Scans 15

Unnecessary Induced Labours 8

Unnecessary Epidurals 4

TOTAL 81

These procedures may be construed as over-servicing, and each

of these activities unnecessarily adds to the total cost of

medical care. Indeed 57% of medical practitioners (in the

second phase of the study) stated that over-servicing of medi­

cal aid patients was a significant form of abuse of medical

aid benefits by doctors. The implementation of the binomial

test produced a value of 3.04, which is greater than the re­

quired 1.645 at the 0,05 level of significance. Accordingly

the null hypothesis could be rejected in favour of the alter­

native.

With regard to over-servicing through unnecessary medications,

the following points made by Straughan J.L.

Congress of MASA) should be noted carefully:
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Doctors should:

n* recognise that many disorders are essentially self­

limiting, and may well improve at least as well without

the administration of any medicines as with their use

in fact, it may well occur that medicines introduce new

problems or implications;

* recognise that many medicines are not better than a

placebo, but that few are nearly as safe; and

* have an awareness that many medicines are not justifiable

in terms of their constituents, dosage, vagueness of in­

dications and side effects."

A greater awareness of these factors, it 1S hoped, would stem

an inclination toward overservicing.

10.14 THE CENTRAL NULL HYPOTHESIS

Having established that some of the subsidiary null hypotheses

were rejected while others could not be rejected on the bas i s

of the statistical tests, it is now possible t o determine

whether or not the Central Null hypothesis can be rejected.

The Central Null hypothesis that consumers of private medical

products and services are satisfied with the present system of

private medical care is a function of the variab l es t hat were

tested under the subsidiary hypotheses. As may be recalled

from chapter 8 the normative model suggests that PS = f(PR,

MM, DPR, FO, PI). [Patient satisfact ion 1S a function of

favourable outcomes in respect of Patients' Rights (PR), the



Marketing Mix (MM), the Doctor-Patient Relationship (DPR),

Facilitative Organisations (FO) and Protective Institutions

(PI)] .

It is possible to apply the T sign test by, for example, as­

signing a negative sign (-) to the null hypotheses that were

accepted and a positive sign (+) to those that could not be

accepted. Neutral hypotheses (H1, H3, H21 and H23) would need

to be omitted.

For convenience the results of the relevant hypotheses are 1n­

dicated by negative and positive signs in Table 10.53.
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TABLE 10.53: RESULTS OF HYPOTHESES

NULL NOT REJECTED

H2

H4

H5

H6

H7

H8

H9

H10

H11

H12

H13

H14

H15

H16

H17

H18

H19

H20

H22

H24

H25

H26

H27

H28

NULL REJECTED

+

+

+ *

+

+

+

+

+

+

+

+

+

+ *

+

+

+

+

+

+

+

' *Ne ga t i v e sign changed to positive to render dire c t ion of

results consistent with the other t e s t s .
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Explanation of Test

The parameter of the sign test is = T .

The formula to be used is Px(x) = 24Cx(0.5)x(0.5)24-x

= 24Cx(t)24

n = 24 since there are 24 relevant hypotheses

20 hypotheses were in the hypothesized direction

while 4 were not.

P[T <4l = 24C Q + 24C 1 + 24C 2 + 24C 3 + 24C 4,

224

= 0,0008

If P[T <4l < 0,025 the null hypothesis could be re jected.

If P[T<4l > 0,025 the null hypothesis may be accepted.

Significance level is 0,025 since it i s a two ta iled test.

Since P[T <4l = 0,0008 which is less than 0,025, the Central

null hypothesis can be rejected in favour of t he alternate

which states that consumers of private medical products and

services are dissatisfied with the present system of pr ivate

medical are.
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10.14. SUMMARY AND CONCLUSION

The majority of respondents in this study emerged from a

"middle-class" socio-economic background. At least 85% were in

the middle and higher income classes: 75.57% were

matriculated, while 49.7% of these had post matric

qualifications.

Patients revealed a tendency to consult general practitioners

of the same racial groups as themselves. However, there

appeared to be some tendency to patronize specialists of other

race groups.

The majority of respondents i.e.

medical treatment, while 36 (27%)

133 (97%) received private

of these received both

private treatment as well as state subsidized health care.

When preferences for systems of delivery were probed, 99

[72.3%] respondents preferred the establishment of a National

Health Service. However in the absence of a National Health

Service, 107 [78.1%] preferred private medical treatment,

especially since 96 [72%] respondents are members of medical

aid schemes.

Eighty two, (66.7%) of the respondents who are predominantly

private medical care users, were willing to use state

subsidized facilities should conditions improve substantially.
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Private patients indicated that they were satisfied with the

service provided by private practitioners. However, there were

other factors related to service conditions which negatively

affected the perceptions of the respondents independently of

the actual treatment by their doctors.

Despite the perceived satisfaction of the treatment received,

48.9% of the respondents, believed that the primary objective

of private practitioners was to make as much money as

possible.

The most important reason cited for the use of private medical

care was the compulsory medical aid membership of employed

respondents: 44 medical aid members (45.8%) did not prefer

medical aid membership. Moreover, the preference for medical

aid membership was not significantly related to household size

or household income.

There was a high degree of awareness by both medical aid

members and doctors, of medical aid abuse by patients and

doctors. In addition the majority of members did not recognise

the medical aid schemes as their representative organisations.

The establishment of a patient's association drew much support

from the respondents: 104 respondents (78%) favoured such an

association.

The general perception of respondents was that private medical

care costs are excessive and that consultation fees ought to

be based on a number of different factors.
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The majority of respondents wished to be informed about their

practitioners' specialities and policies; the risks of

treatment and surgery, and the relevant details about

prescribed medication. However, they believed that they were

not adequately informed with regard to these essential aspects

and that their options for recourse were extremely limited.

Private patients who experienced some form of dissatisfaction

complained to the doctors themselves, to their friends and to

their families. Nevertheless, the majority of those who

experience some form of dissatisfaction continue to consult

the same practitioners.

Patients who believed that they were victims of negligence or

malpractice had experienced great difficulty in attempting to

redress their injustices.

The majority of respondents believed that they should be

accorded the right to safety and the right to be reimbursed,

especially with regard to prescribed medication which caused

unexpected reactions.

With regard to waiting time, the majority of patients who

arrived punctually for their appointments, became annoyed when

they had to wait for more than fifteen minutes for attention.

The majority of respondents also experienced difficulty in

clarifying doubts and obtaining pathological test results by

telephone.

Respondents also believed that there was

overservicing by private practitioners.
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The final analysis revealed that private medical patients were

dissatisfied with the delivery of private medical care.
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CHAPTER 11

CONCLUSIONS AND RECOMMENDATIONS

11.1. INTRODUCTION

The primary focus of this study was to ascertain whether

patients were satisfied with the system of delivery of

private medical care.

Subsidiary focal points were to establish whether the rights

and responsibilities acknowledged ln progressive medical

care systems were applied to the private medical sector; and

whether practitioners could effectively utilize the trad i-

tional marketing mix in contributing towards patient satis­

faction.

In order to achieve these objectives, it was necessary to

delineate the main determinants of patient satisfaction

against the background of the literature survey.
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The measurement of patient satisfaction, however, is compli-

cated by the fact that satisfaction depends on individual

levels of aspiration or expectations, as well as on the

individual's perception or evaluation of outcomes. Patient

satisfaction was operationally defined within the context of

the disconfirmation of expectations paradigm. In this 1n-

stance, consumer's prior expectations are compared with ac-

tual perceptions of performance as the service 1S being

received. When expectation exceeds performance, dissatisfac­

tion results; when expectations are met or exceeded, s atis­

faction results.

11.2. DETERMINANTS OF PATIENT SATISFACTION

The normative model suggested that patient satisfaction was

dependent upon a constellation of interdependent and inter-

acting variables. Quality evaluations were not made solel y

on the outcome of services; they also included evaluations

of the process of service delivery.
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Twenty four of the twenty-eight hypotheses were tested to

perceive whether or not patients 1n this survey were

satisfied with the delivery of private medical care.

Upon an analysis of the empirical study, it was found tha t

twenty of the relationships predicted in the model wer e i n

the hypothesized direction. The consequent rejection of the

Central Null Hypothesis suggests that there is an ex tremely

high potential for the manifestation of this dissatisfac­

tion, possibly in the form of medical consumer lsm.

Although the causes of medical consumer ism a r e i nh e rent

within the present system of private medical care, the ab-

sence of mobilizing forces and the absence of commu n ica t ive

and advisory structures, have confined the effects t o 1n-

dividual dissatisfactions, rather than a collecti ve coun t er -

vailing force. However, it is logical to expect that with i n

an increasingly educated and consequently asserti v e soc i e t y,

consumers will begin

vociferously.

to
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11.2.1. Patients' Rights and Responsibilities

According to the normative model an acknowledgement of

patients' rights and their concomitant responsibilities were

stipulated as being vital steps towards judicious assess­

ments and legitimate expectations of performance quality,

which in turn, would determine positive or negative discon-

firmation. The results suggested that these rights were not

significantly recognised or acknowledged by private medical

care providers.

11.2.1.1. The Right to Safety

The normative stipulation that products and treatment should

be safe when used as prescribed, seems to be compromised

since 69.9% of the respondents indica t d that adverse reac­

tions had occurred as a result of the prescribed use of

medical products registered by the Medicines Control Council

(MCC). Despite the fact that the Medicines Control Council

registers medicines that are, ln its opinion, "safe and

efficacious", it nevertheless,
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some medicines to cause adverse reactions ame

Adverse reactions are never entirely predictab.

the multiplicity of factors that can precipitate t

On the basis of the reportedly high incidence of adverse

reactions of registered medicines, it may be assumed that

the philosophy of registration of the MCC 1S based to a

greater extent on accepting a broader margin of risk rather

than on the criteria of absolute safety and efficacy.

Nevertheless, the MCC stipulates that medicines are required

to be furnished with details pertaining to special precau-

tions and possible side effects, so that users may be

forewarned. However, information leaflets containing this

vital information are often withdrawn before the medicines

are dispensed to patients, since pharmacists and dispensing

doctors believe that patients would refrain from consuming

these products because of the intimidating, confusing and

technical information contained therein.
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In their desire for greater safety, the majority of respon-

dents (83%) felt that at least potentially dangerous

medicines should be accompanied by samples which may be used

to test for adverse reactions. However, the participants in

the second phase of the study considered this to be an un­

tenable situation because it would result in cumbersome and

protracted processes with a corresponding increase in the

cost of dispensing.

Since patients are not permitted to claim reimbursement for

drugs that cause adverse reactions, it appears that drugs

are subject to less strict principles of liability than

other products are. Yet the traditional claims from the 1n­

dustry about threats to the research and development of es­

sential new drugs look less than convincing when substantial

sums are spent on marketing drugs to doctors. Moreover,

profits accrue to the manufacturers from the sale of

products that have proven to be hazardous and sometimes fa­

tal to consumers, without a corresponding compensation for

such damages.
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In implementing safety decisions, co-operation of legal ex-

perts, scientists and pharmaceutical manufacturers, should

be secured. In addition the patient's interest in optimal

drug safety should be a right of participatory decision­

making. To this end, knowledgeable experts, authorized by

patient organizations should be members of the advisory com­

mittee on medicinal product safety.

Medicinal product safety is a means of ensur1ng patient

protection. It would be inevitable that some marketing 1n-

terests of manufacturers will invariably clash with the 1n­

terests of consumer protection. In this regard,

Glaeske (1989:367) also observed that

"considerable economic interests are at stake in phar-

maceutical production and that health and the need for

information may clash with marketing concerns."

In respect of over the counter (OTC) preparations too,

"pharmacists do not play the desirable role of active fil­

ters between the exaggerated promises and the realistic use­

fulness of OTC preparations. Their income is based on the
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sales of medicines. The higher the sales, the higher their

earnings. Under such circumstances, how could pharmacists be

expected to advise their customers properly?"

1989:368).

<Glaeske

Despite this, greater emphasis needs to be placed on the

need for comprehensible information on medicines, their

benefits and their risks which would enable consumers t o

engage in informed decision-making and responsible behaviour

in the event of adverse reactions.

A patient's organisation may, in its efforts to reduce the

information monopoly of manufacturers, and distributers, es­

tablish a data bank on adverse reactions of medicines and

the circumstances under which they occur on the basis of

consumer reports of such reactions.

An especially noteworthy data bank would be one that has in­

formation on the synergistic adverse effects of drugs when

taken together with other drugs or certain types of food.
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Consumers must, however, still be aware of t he fact that al­

though drug laws can set a framework . f o r consumer protec­

tion, they cannot totally programme individual safety deci­

Slons. Consumers must therefore actively participate in en­

suring that only drugs that are safe for them are used. This

can only be ensured if more relevant information is provided

to consumers by medicine manufacturers and practitioners.

11.2.1.2. The Right to be Informed

The normative stipulation was that patients should be ade­

quately informed about the merits of their practitioners,

about medicines and the risks of surgery and treatment. The

results revealed that the practitioner's duty to provide In­

formation to patients in these areas has not been adequately

implemented.

This research indicated that respondents preferred more In­

formation than they actually obtained f rom their prac­

titioners. This appears to be consistent with findings of

studies conducted over a period of 30 years , where patients
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indicated that they wanted much more information about their

diagnosis and treatment than they received, especially be­

cause of the risk involved (Rudd & Glantz 1989:268).

Murray (1991 : 10) also found that the greater the degree of

perceived risk the greater the consumer propensity to

seek information about the product or service. He also found

that

"Consumers appeared to use information or personal

channels primarily in situations in which perceived

risk and uncertainty have not been reduced sufficientl y

by formal information sources. Consumers acquire infor-

mation as a strategy of risk reduction in the face of

this specific uncertainty."

Consequently, it would be advisable for practitioners to

spend more time in explaining and reassuring patients when

risky procedures and/or treatment are envisaged for the

patient. Moreover, information about serious or terminal

illnesses should be made known to the patient with good

judgement and must be based upon t he pat ient's ab il ity to

accept such information.
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As regards sources of information, respondents obtained in-

formation in respect of general practitioners mainly from

friends (55.5%) and family (45.3%) while the chief but in-

adequate source of information about specialists was ob­

tained from general practitioners (38%).

The results of this study are consistent with the findings

by Rudd and Glantz (1989:267) in the USA, that consumers

carried out only a limited information search prior to

selecting a practitioner." In South Africa too, the general

absence of information sources impacts significantly upon

this research process.

The provision of pertinent information could also contribute

towards cost containment, particularly where patients are

urged to consider both quality and price in exercising their

choice of practitioners. Rudd and Glantz (1989:258) have

pointed out that employers and public agencies involved in

financing health care have begun to introduce consumer in­

formation programmes as part of their cost containment ef-
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forts, by providing information such as practitioners'

specialities, their fee structures and their quality of

care.

In addition to word of mouth advertising, such information

about quality and cost should ideally be accessed from com­

puterised data bases at accessible points such as medical

aid offices, places of employment, or patient/consumer as-

sociation offices.

These innovative cost containment initiatives may serve a

dual purpose in that they could ensure improvements in

quality while reducing costs.

Medical aid schemes too, should be instrumental in encourag­

ing their members to verify charges and detect errors 1n

statements, 1n an attempt to reduce unnecessary costs.

11.2.1.3. The Right to Choose

The normative stipulation is that patients should have the
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right to choose among the available systems of delivery a s

well as among practitioners within the private sector.

Choice of private health care is fundamentally dependent on

the patient's ability to pay.

Respondents in this study had a choice of state subsidized

care, private medical care or a combination of these. The

majority (89.8%) primarily patronized the private medical

sector. The principle reason among 61.3% of the respondents

for private sector patronage was that they were medical a id

members.

However, 66.67% of the predominantly private patients indi­

cated that they would choose state subsidized facilities if

conditions improved substantially at these centres.

An overwhelming majority of respondents (72.3 %) indicated

that they would prefer the establishment of a Nationa l

Health Service (NHS ) in South Africa. This stems from a f ea r

that with the escalating cost of private med i cal care, it

would become unaffordable.
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It was also clear that the different educational levels of

respondents played no part in the overwhelming support for

the NHS. The desire for the change in the system of health

care delivery sterns also from the desire for continued ac­

cessibility to health care.

As regards private medical care, consumers can exercise only

a limited choice in the selection of general practitioners

slnce they rely on "word of mouth" information only. The

consumers' choice is further restricted in the selection of

specialists, hospitals and pathological laboratories, since

these are usually determined by the general practitioner.

However, this study revealed that the system of referral of

specialists for medical aid members was construed as being a

cumbersome and costly restriction of patient choice, par­

ticularly where patients were convinced that they needed the

attention of a specialist.
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Patients would be more inclined to adhere to the traditional

network if they perceived that the general practitioner's

role is indispensible in co-ordinating the expertise of

specialists, so that omissions, overlaps, incompatible

prescriptions and oversupply of drugs are avoided.

Since information and alternatives are limited, respondents

in this study conducted a limited information search only,

prior to selecting health care practitioners. Many of the

respondents who were dissatisfied (75.5%) did not even

switch doctors when they experienced dissatisfactions.

Andreasen (1985:140) has also observed that "Physician care

is an area where supply restrictions and a lack of easily

available information make it difficult for the ordinary

consumer to switch doctors in cases of serious dissatisfac-

tion. The switching option may however be available to per-

sistent and knowledgeable consumers". If patient discontent

becomes manifest, new health service structures would become

inevitable. The extent to which they will be altered will
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depend upon the strength of interest groups, the creative

philosophies of the participants in the decision-making

process and the ethics of health professionals.

11.2.1.4. The Right to be Heard

The patients' right to avail themselves of the opportunity

to be heard by the relevant providers and statut o r y bodi es ,

1n order to improve their position vis-a-vis the provider s

of products and services was advanced as a normat i ve

criterion.

The patients' right to be heard 1S usually manif ested in

patient complaints to the providers themselves or to other

facilitative channels.

If viewed in a constructive manner, patient complaints could

play a vital role in assuring doctor-pa t ient equity 1n an

imperfect marketplace. Th erefore more attent i on o ught t o be

paid to the complaint process a nd th e i mpli cations t hat it
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has for providers. A communication-focused complaint

response could assist both parties in a settlement of the

dissatisfaction.

Generally it is assumed that face-to-face complaint en­

counters between doctor and patient may be difficult due to

powerful informational advantages and the consequent

authority relationships that presumably lead to assert ive

behaviour on the part of doctors. Complaint encounters would

therefore be perceived as being more difficult in addressing

a doctor-patient dyad.

The results of this study were surprising ln the light of

the assumed submissive role of patients, since the majority

who experienced dissatisfactions with their practitioners,

complained to the practitioners themselves. The most fre-

quent "avenue" for complaints however, were "friends". In

addition respondents often discouraged friends and famil y

from consulting practitioners with whom they were di s­

satisfied (negative word of mouth advertising ).
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Only an insignificant minority complained to the South

African Medical & Dental Council since the majority indi­

cated that they were not entirely convinced that the SAMDC

protected their interests adequately.

11.2.1.5. The Right to Education

The normative model requires an educated society that would

facilitate a timeous identification and resolution of

problematic situations that may arise in health care.

The present health system is paternalistic, and charac-

terised particularly by limited information and limited

patient participation in the decision-making process. Im­

proved general education may positively impact upon health

"literacy" and patient initiative.

Education could also facilitate a participative approach ln

health care management, which could hasten the recovery of

the patient.
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An overwhelming majority of respondents (93.6%) expressed a

desire to know more about medical products and treatment in

order to be more knowledgeable about medical care; and to be

able to choose judiciously. A need to educate patients and

the community in health matters stems from the need for In-

dividual initiative, independence and willingness to take

responsibility for personal, family and community health

(Kotze 1986:22).

The doctor is believed to be a pre-eminent figure ln the

educational task, since he is entrusted with the sovereignty

of the patient and the promotion of healthful behaviour.

"Creating an atmosphere of confidence, understanding

and authority in his dealings; makes it possible for

the doctor to fulfil his educational function as an In-

tegral part of his total medical task" (Kotze 1986:25).

The public media represent effective tools for the dissemi­

nation of health education, including an emphasis on preven-

tive education. Preventive health education should also be
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offered since patients will be encouraged to adopt healthful

behaviour patterns which would be conducive to their well-

being.

Health education becomes effective when it is sustained over

a period and is co-ordinated. Moreover, it must address the

needs of the target community.

Self care education programmes may also be implemented ef­

fectively through the media.

Studies of self-care education have revealed that they

resulted in a true reduction in physician visits rather than

delaying needed care or stimulating additional symptom

recognition (Rudd & Glantz 1989:265). Self-care users have

lower expenditures for hospital and physician services.

It must be noted, however, that more educated people are

likely to become more critical towards the health service

system with intensive calls for better understanding between

patients and doctors and more meaningful dialogue with

patient organizations.
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In addition, greater knowledge and education in general 1S

believed to lead to the ability to detect dissatisfactions.

It would then become necessary for the medical profession

itself to develop models of doctor-patient relationships

which would meet the changing patient profile. Greater at­

tention would need to be given to the development of these

skills at medical schools.

11.2.1.6. The Right to Redress

The right to redress wrongs or injuries and to receive com­

pensation for such injuries 1S a requirement of the norma-

tive model.

Patients addressed their different forms of dissatisfaction

in various ways. The majority discouraged friends and famil y

from consulting doctors with whom they were dissatisf ied.

Yet of the respondents who were dissatisfied with their

practitioners, the majority of them continued to consul t

practitioners with whom they were dissatisf i ed.
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This is consistent with the conclusion arrived at by

Andreasen (1985:140) that local consumers will switch to

alternative sources, while those who are not vocal will

simply 'swallow' their dissatisfaction. Adverse reactions to

medical products were reported to doctors, specialists and

pharmacists at varying frequencies on different occasions.

But actions taken in respect of alleged malpractice or

negligence, was the lowest, presumably as a result of the

respondent's perceived powerlessness against the medical

sector, and certainly as a consequence of the onerous legal

obligation of discharging the burden of proof, in a court of

law. The discharging of the onus of proof 1S impossible

without the expert testimony of other competent medical

practitioners who are generally reluctant to assist the 1n-

jured parties. In the absence of competent consumer/patient

mediating structures, the resignation of many injured

parties to the status quo, is the characteristic feature.

In an attempt to establish equity, the establishment of a No

Fault Patient insurance system would serve to redress the

damages suffered by patients.
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The No Faulty Patient insurance system, as it is applied i.

Sweden, covers damages that occur as a result of medical

malpractice, negligence or damages that may be drug related.

The practical consequences of this system is

"that patients are able to complain about clinical and

other problems without launching criticisms against a

particular person. Health services personnel seldom run

the risk of lawsuits or find themselves at the mercy of

outrageous publicity. The insurance is also a source of

information on medical injuries in the population as

well as on what procedures are especially venture-some"

(Borgenhammer 1989:280).

The rationale of patient insurance 1S based on the abandon­

ment of the traditional principle of liability based on

malicious intent and negligence. In this instance, attention

is focused on the injured person's need for compensation.

Compensatory payments for damages should be based on stan­

dard amounts and should exclude insignificant injuries. Lest

it be inferred that such a system would lead to greater in­

cidence of negligence or malpractice because of the absence
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of the punitive element, it must be pointed out that the ex-

istence of such a system, should not (and does not in

Sweden) preclude the possibility of suing practitioners or

pharmaceutical manufacturers for damages as a result of

negligence or malpractice.

Furthermore, the right to compensation in the Swedish system

is not prejudiced by the fact that the patient has been

forewarned about other risks. The only significant point is

whether or not a mishap has occurred which could have been

avoided.

It may be suggested that class actions also, should be per-

mitted against pharmaceutical drug manufacturers whose drugs

result in serious injuries to many patients, and against

practitioners who commit negligent acts on many patients.

The present South African legal system is not designed to

allow class actions, where a large number of injured

parties, seeking compensation for injuries caused through

negligence or malpractice, may join together and institute

legal proceedings in the form of a single action.
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The absence of such a course highlights legal procedures

which exacerbate difficulties rather than facilitate the

resolution of disputes, at great cost to all parties.

11.2.2 Protection of Patient

The need for patient protection as a result of the imperfect

market situation, was also advanced as a normative

criterion.

In response to a recognition of the rights of patients, it

is logical to expect some form of legal /statutory protection

that would uphold these rights. Such legal protection 1S

available in South Africa where ser10US infringements of

patient rights may be addressed through recourse to the law

of contract or the law of delict and /or disciplinary en­

quiries conducted by the SAMDC. Respondents who believed

that they were victims of malpractice /negligence, however,

did not undertake any form of litigation, although some of
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them (15.8%) did consider taking this form of recourse. They

were unable to proceed as a result of onerous legal require­

ments which were difficult to fulfil.

However, the only respondent who approached the SAMDC with

regard to alleged malpractice/negligence was dissatisf ied

with the response from the SAMDC.

Of the 19 respondents who believed they were victims, 12

(63%) of them believed that the SAMDC does not protect them

adequately through their disciplinary process, and conse­

quently did not approach the SAMDC. The majority of respon­

dents in this study were not aware of the role of the SAMDC.

The SAMDC's recent decision to inform complainants about the

explanation provided by the doctor of his alleged misconduct

(Sunday Times Extra 27 /10 /91:5) is a positive step towards

equity and patient information. Another fundamental step

towards the protection of patient interests would be the

publication of the findings of every disciplinary enquiry

where a doctor 1S found to be guilty of misconduc t.
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Patients would then be able to more clearly define what con-

stitutes malpractice /negligence or misconduct. This would

enable them to more readily address these issues when they

arise. Secondly medical practitioners, in an attempt t o

avoid negative publicity, would be induced to adopt more ac­

ceptable patterns of behaviour that conform to the prevail-

ing customs within a community.

11.2.3. Facilitative Organisations

The normative stipulation was that patients who experience

difficulties in varlOUS areas should be able to gain access

to facilitative organisations.

11.2.3.1. Financial Organizations

Although 73.96% of medical aid members a cknowledged tha t

financial organisations were necessary in o r d e r to r e c e l v e

private medical care, they believed that membersh ip o f s u c h

organisations should be v o l u nt ary and not a c o ndi t ion upon

employment. At least 31.3 % of membe rs pre f e r r ed no t t o he
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members. There appeared to be no difference in preference

for medical aid membership among the various income groups

and among respondents with different household sizes.

An overwhelming proportion of both members (90.6%) and prac­

titioners (95%) were aware of abuse of medical aids by mem-

bers, practitioners and pharmacists.

Medical aid members (88.54%) also believed that medical aid

schemes resulted in higher costs of medical care. In add i-

tion, they felt that medical aid schemes neither provided

adequate financial cover, nor served as representative or-

ganisations with regard to medical problems.

Surprisingly though, 52.1% of members indicated that they

would use the services of medical care practitioners to the

same extent even if they were not medical aid members, con-

trary to a generally held belief that medical aid members

consult doctors for trivial reasons. Only a relatively small

proportion (17.5%) of medical aid members and other respon-

dents held medical insurance policies to assist t hem

securing private medical care.
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The assistance of financial organisations in the delivery of

private medical care seems indispensible in an environment

of rapidly escalating medical care costs. However, inef-

ficiencies and abuse within these organisations must be ad­

dressed timeously in order to ensure their viability. With

the advent of competing health care payment schemes, the

competitive advantages of each scheme needs to be identified

and promoted effectively, if the scheme is to enjoy any suc-

cess.

The present frustration with the existing schemes could

prompt a review of health maintenance organisations (HMOs) ,

especially among entrepreneurs who wish to diversify into

the health care sector. There are distinct possibilities for

enterprises with the resources and skills necessary to

provide health care efficiently and profitably. HMOs are

"systems whereby hospitals, practitioners and other health

care resources are incorporated in a single system which

provides services to members for a premium paid In advance.

Physicians are employees and are paid on a per c a p i t a bas is

rather than through a fee for service.
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prevention since the healthier the subscriber, the lower the

cost of the organisation and the greater the reward for the

physician" (Rathmell 1974:176).

HMOs could also serve as effective systems for encouraging

preventive care and cost-effective treatment. A shift in em­

phasis to preventive care could result in a reduction of to­

tal health care costs. However, a criticism of this approach

may be the question of whether or not savings would result

from a vested interest in decreased services and less care,

or from less costly and effective arrangements for supplying

adequate care.

Comments can only be advanced after a comprehensive assess­

ment of such organisations. However, this would be a per­

tinent point to consider if such organisations should be es­

tablished in South Africa.

11.2.3.2. A Patients' Association

South African patients are not represented by voluntary

groups, which could further the interests of patients,
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provide information and advice to individuals or promote un­

derstanding and co-operation between patients and the medi­

cal sector. The establishment of such a facilitative as­

sociation is overdue. A significant majority (78%) in this

study preferred the establishment of a patients'

tion.

associa-

Patients' associations exist in Britain and Canada (which

are served by a National Health Service) as well as in the

USA where patients are predominantly served by private prac-

titioners. Such an association in South Africa, could

readily represent both state subsidized patients and private

patients, since all health care recipients should be ac-

corded the same rights.

Although the existing consumer organisations addressed some

patient issues, their functions are limited, because patient

issues are specialized and consequently require representa­

tives who are well versed in the field of medical con-

sumerism. Furthermore representatives of patients' associa-

tions should ideally participate in decision making with
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regard to, inter alia, product safety, third party payment

schemes, changes to local health services and medical ex­

periments on patients.

In regard to alleged malpractice /negligence cases, the

patients' association could assist patients in assessing

whether or not they are justified in pursuing enquiries or

securing compensation, on the basis of established prece­

dents.

More significantly a patients' association could provide ac­

cess to data banks on inter alia:- precautions to be taken

ln the case of drugs; information about practitioners and

their particular specialities; and dissatisfactions ex­

perienced by patients in respect of drugs or services.

A patients' association could also, as a result of well or-

ganized information systems, simplify the consumers' deci-

sion task, and the search process, and assist in the reduc­

tion of costs incurred in the switching of practitioners as

a result of dissatisfactions.
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The behaviour of practitioners too could be significantly

improved in an attempt to promote themselves to an increas­

ingly discerning patient population who would have an avenue

for the manifestation of their dissatisfactions.

11.2.4. The Service Marketing Mix

The elements of the marketing mix, at the disposal of prac­

titioners, was stipulated as a normative set of criter ia

that could effectively contribute to patient disconfirma-

tion.

The private medical care system in South Africa 1S ln stark

contrast to the conventional marketing model of enterprises.

The medical service market is characterised by fragmentation

of serVlces, restricted markets affecting both supply and

demand, imperfect knowledge on the part of buyers, the ab-

sence of mediating or advisory patient associations, bar­

riers to entry through registration with a regulatory body

ana the curtailment of promotional activities.
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This, however, does not preclude the application of market­

ing mix options in the delivery of private medical care.

Indeed, a proper understanding of marketing theory and prac­

tice by practitioners could result in the improvement of

health care services in the following ways, viz:

*

*

*

a recognition and acknowledgement of the rights of the

consumer which could lead to an enhancement or reasser-

tion of the "sovereignty of the patient";

establishment of standards for maintaining good health,

without a diminution of quality; and

improvement through the use of techniques, without a

dilution of the professional nature of health care.

This study assessed the extent to which these options could

be implemented in a private medical care system.
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11.2.4.1. Price

The existence of an equitable and flexible pricing policy

was advanced as a normative consideration.

Prices played a passive role in the demand for services.

When patients are members of medical aid societies, they

generally do not question the prices charged, although 72.9%

perceived the prices to be excessive in this study. The

majority felt that prices should be based on various fac-

tors. Indeed the MASA guidelines on fee structures permits

flexible pricing policies, but the perception among respon­

dents is that pricing flexibility is not presently a market­

ing mix option. They felt that prices should be based on:

time required to perform the service; types of diagnostic

equipment used, nature of treatment and medication dis-

pensed; and the patients' ability to pay.

Should competition become an issue among practitioners,

pricing flexibility among others should provide oppor­

tunities for securing advantages vis-a-vis other private

practitioners within the same speciality.
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Practitioners should in addition recognise incentives for

controlling costs without compromising quality in order to

become competitive.

In an attempt to contribute to a more cost-effective private

medical care system, practitioners should carefully assess

the type and mix of diagnostic and therapeutic services that

are necessary and cost-effective in each case. Overservicing

by the doctor must be avoided and over-utilization by

patients must be discouraged.

Practitioners should be cognizant of the fact that medical

aid membership is not a justification for over-use of expen-

sive medications, diagnostic investigations and unnecessary

treatment. These place intolerable burdens on members who

have to face membership fee increases periodically.
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Responsible practitioners should, for example, discuss the

clinical aspects of the patient's illness with colleagues 1n

the relevant specialities, instead of subjecting patients to

a battery of superfluous tests. This would result 1n a

reduction of costs to the patient.

Since doctors are at liberty to exercise flexibility in set­

ting prices for their services, due regard should be given

to a multiplicity of factors in determining the fees to be

charged, such that a perception of equity prevails.

11.2.4.2. Place

The normative consideration is that patients should have

easy access to clean and pleasant medical facilities.

In the case of health services, the relative importance to

the patient of performance, time and place utility, sur-

passes every other consideration, particularly in the case

of emergencies. Consequently, the fact that 26.3% of respon-
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dents could not receive assistance in emergencies at night

and over weekends, produced some negative disconfirmation in

these respondents.

Physical surroundings, as an inherent aspect of place,

generally evokes images which provide cues for inferring the

prestige of practitioners. With an increasingly sophisti­

cated society, there is likely to be greater emphasis on

prestige discrimination of various practitioners' offices

and waiting rooms.

In this study physical surroundings was ranked second ln lm­

portance out of seven attributes that were assessed.

With regard to location, services appear increasingly, to be

performed in central locations. This centralized tendency

points to overriding supplier considerations rather than

dispersed demand considerations. This could contribute to a

postponement of professional attention by consumers in out­

lying areas.
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For proactive practitioners, the development of effective

marketing programmes would also demand creativity in the use

of locational advantages for the mutual benefit of prac-

titioners and patients.

11.2.4.3. Promotion

As a normative stipulation patients should be made aware of

criteria

processes.

that would facilitate their decision-making

Promotion plays a modest and rather inconspicuous role ln

private health care, primarily because of statutory prohibi-

tion on advertising by practitioners. "Word of mouth adver-

tising" by friends and family (cumulativel y 90%) was the

principle medium of promotion in this study. The quality of

word of mouth advertising depends fundamentally on the dis­

confirmation that patients derive from the service en-

counter.

Perceptions of favourable performance and sal e o f services

lead to positive disconfirmation which ln turn serve as
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potent forms of promotion in addition to sustained doctor­

patient dyads.

Practitioners should also recognize the value of courtesy

and thoughtfulness of employees in their relations with

patients, and should actively stimulate such behaviour.

Respondents (37.5%) cited "kind and caring attitude of

staff" as the third factor of importance in contributing t o

positive disconfirmation.

Practitioners' assistants must also be trained to serve as

effective marketers by applying their knowledge and skills

1n a cost-effective manner, without compromising their

quality of services. In this way practitioners can guard

against poor human resource practices that could affect the

perception of the total service encounter. The essence of

achieving patient satisfaction i s that each employee recog-

nise the importance of his /her own role i n the chain of

events.

Patients, however, cons idered the existing methods of promo­

tion to be inadequate. A significant majority ( 84 . 2% ) felt
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that practitioners should be allowed to advertise their

services in the hope that it wou ld lead to greater informa­

tion about their doctors. Respondents (37.5%) also felt that

it could lead to advantageous price competition. On the

other hand a minority of respondents (15.8%) felt that ad­

vertising would lead to confusion while 14.3% believed that

it would result in an increase in the cost of health care

slnce the patients would have to absorb the increased cost

as a result of advertising.

If advertising should be permitted as a promotional mix op-

tion, clear rules which are easy to superVlse and rectify

must be set. Advertising should be clear, correct and intel­

ligible so that patient awareness and choice is facilitated.

On the other hand, providers of medical services ln the

second phase of the study (92%) did not prefer to advert ise

their services. They considered the present word of mouth

advertising to be sufficient. However, the question of

whether or not to advertise was considered from their point
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of view only. An insignificant minority (4%) believed that

advertising should be permitted because it would be ln the

interests of patients.

In an increasingly competitive situation, practitioners

ought to view promotion as an integrated activity, which

also seeks to achieve professional goals. In an attempt to

promote healthful behaviour patterns, preventative methods

should be encouraged in promotional campaigns.

11.2.4.4. Performance of Service

The normative stipulation was that individual service en­

counters which determine service quality should be managed

and monitored to provide satisfaction.

Although service quality is difficult to define and measure,

discerning consumers are nevertheless able to distinguish

between obvious differences in quality. Only 44.5% were very

satisfied with their general practitioners, 34.3% with their

specialists and 22.6% with private hospitals. Only a small

percentage indicated that they were not satisfied with their
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general practitioners (5.8%) specialists (4.4%) and hospi­

tals (8%). Favourable perceptions of quality of service per­

formance, kind and caring attitudes of doctor and staff,

contact intensity (availability) and proper e xplanation of

diagnoses were associated with greater satisfaction. These

results are consistent with the findings of studies quoted

by Rudd and Glantz (1989:255) where they identified profes-

sional competence, personal qualities, kindness, understand-

ing and cost convenience as dimensions of patient satisfac-

tion. Cost convenience ( the ability to secure medical s erv­

lces at reasonable rates) was not associated wi th sa t isfac-

tion ln this study since it was perceived to be excessive.

Although there is still insufficient information on patien t

evaluation processes, practitioners must take c o gni s a nc e o f

consumer opinions about the quality of care since t hey are

expected to play a vital role ln the patient s'

quality medical care.

ques t f o r

Many factors are expected to impact upon the percept ion o f

service quality. Indeed the present re s earch s uppo r t s

Andreasen's (1985:136) contention that:
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"Consumers vary in their a b i l i t i e s t o detect quality

differences."

This study revealed that respondents who were more educated,

experienced a greater degree of dissatisfaction than those

who were not.

Andreasen (1985:137) also found that a higher degree of

education and concern about medical c a r e may be associated

with an ability to detect dissatisfaction. Mor e knowledge-

able consumers also detect overservicing by doctors more

easily. Adequate controls must be implemented to pre vent

overservicing. Reliance on sound ethical and moral pr ln­

ciples is a positive step in this direction.

other factors that impact significantly on service quality

performance are waiting time, office hours and accessib il ity

by telephone.

As regards waiting ti~e, (60.2 %) of patients b e came annoyed

when they had to wait for more than 15 minutes after hav ing

arrived punctually for their appo intments. More o ver 78.9 % o f

respondents preferred to make appointments in t he hope tha t
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they would not have to wait for long periods before recelV-

ing attention. Some respondents (17.2%) were not permitted

to make appointments with their general practitioners, al­

though they would have preferred this.

Office hours varied among practitioners, particularly

general practitioners, but lS greatly restricted over

weekends. Some respondents (26.3%) experienced difficulty in

securing medical attention during emergencles and over

weekends.

In an attempt to solve this, busy periods (utilization

peaks) should be identified and an optimum number of staff

should be available , especially in the case of partnersh ips

or private clinics. Indeed, some doctors have established

their utilization peaks and have responded by being avail­

able after normal office hours. Some respondents (32.4 %) are

able to consult their practitioners "after hours".

For emergencies and weekends, a skeleton staff should be ac-

cessible by telephone at least.
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Accessibility by telephone reflects the degree of contact

intensity. Only 29.2% of respondents were able to contact

their practitioners by telephone whenever the need arose;

17% indicated that their practitioners were never acces­

sible, while 53.7% gained access only occasionally.

Specialists were less accessible by telephone (20.2 %) than

were general practitioners (38.1%). Telephone accessibility

assists in keeping the communication channels open and also

exhibits a commitment to the relationship. "Efforts to stay

in touch have been identified as a key determinant of

relationship maintenance" by Crosby,

(1990:71).

Evans and Cowles

The judicious introduction of marketing mix options would

result ln the efficient utilization of resources, an

enhancement of the professional nature of health care, a

concerted effort against overservicing and a consequent

reduction ln the rate of cost increases.
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Disequilibrium in the medical care marketplace may be

reduced by expanding the number and increasing the respon­

sibilities of paramedics and nurses especially for routine

checks, i.e. restructure the product/service line in an at-

tempt to more adequately and efficiently meet consumer

needs.

11.2.5. The Doctor-Patient Relationship

The patient's perception of a well performed yet complex and

dynamic role, that enhances the evaluation of the prac­

titioner, and contributes to a sustained doctor-patient dyad

was the normative stipulation.

The majority of respondents (51.1%) considered a favourable

doctor-patient relationship to be the most significant fac­

tor that contributed to positive disconfirmation.

The execution of the marketing mix options impacts directly

on this dyad. Consequently, the best predictor of a

patient's continued patronage 1S the qual i t y o f the doctor­

patient relationship in previous encounters. Thus a high ex-
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pectation of future patronage would be dependent upon a

favourable perception of the current relationship and vice-

versa.

An important variable in establishing and maintaining a

favourable relationship is an acknowledgement by the doctor

of the patients' rights.

A denial or infringement of these rights could seriously af­

fect this relationship since the patient surrenders his

sovereignty to the doctor with an expression of confidence

in his ability. Confidence stems from trust and the initia­

tive for establishing this trust rests with the prac-

titioners.

11.3. CONCLUSION

Private medical care patients were dissatisfied with the

system of delivery, although the majority were satisfied

with the services of their practitioners per se. The dis­

satisfaction with the system of private med ical care has a

potential for the manifestation of medical consumerism.
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However, the absence of mobilizing forces has resulted in a

failure to present a countervailing force.

In increasingly educated and competitive systems, consumers

will begin to assert their rights more vociferously through

mediating structures.

The general impression of the survey was that studies of

patient disconfirmation have significant implications for

the marketing mix options of practitioners. If practitioners

were to adopt the societal-marketing concept in health care,

then the supremacy of the patient will be asserted, his

rights acknowledged, his attitudes ascertained, and stan­

dards of acceptable performance will be established.

It appears that a re-establishment of the ~apport and trust

that once existed between doctor and patient could con­

tribute significantly to the erosion of the perception by

patients that the main objective of private practitioners 1S

profit maximization.
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The study also revealed that complex and strategic issues

must be recognised, resolved and managed if the total serv­

ice encounter is to be satisfactory.

Finally these findings imply that it is imperative for prac­

titioners to demonstrate continued attention to qualitative

outputs in order to maintain enduring relationships.

11.4. SUGGESTIONS FOR FUTURE RESEARCH

Research in the field of professional serV1ces is still 1n

its infancy.

It is hoped that the present study will prompt further

research on the decision-making processes associated with

the purchase of professional services.

The research suggested that consumers' disconfirmation 1S

influenced by a number of signif icant variables. It is pos­

sible to modify or extend the patient satisfaction model ad­

vanced in this study to other professional areas.
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The robustness and boundaries of this model may be assessed

by exploring other consequences and antecedents in the medi­

cal care sector that are perceived to impact on satisfac-

tion.

Further research is needed to assess the extent to which

professional practitioners in various fields recognize the

applicability of the marketing mix options and whether or

not they are implemented.

Research 1S also needed to assess how professional prac­

titioners redress wrongs, their motivations for pursuing

various courses of action and whether they voluntarily dis­

close acts or omissions that are potentially harmful to

their clients.
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APPEN DIX A

C:JNSTI~IO~T 07 mE SCUT:-i A7RIC:\:J

CO-QR::!:T:'1T!?'rG CONSm1E~ COUNCIL

__ - \ , T ~ T f"'I 'TSc.:.:-·,·· __·

In this Constitution, unless the context other~ise

i:tdicates':

(a) ~Chief Executive Officer" means the offica= intended in

(b) "Councillors" means the members of the Consumer

Coun~il;

(c) "Consumer Council" means the South African Co-

ordinating Consumer Council;

(d) "Management Committee" means the committee intended in

paragraph 8; and

(e) "Minister" means the Minister of Economic Affairs and

Technology.

NAME

1 (a) The South African Co-ordinating Consumer Council.

( b ) The name of the Consumer Council in the

/ ....



-2-

ot~er of=icial language of t~e Republic is -

D~e Suid-A£=ikaanse Koordinere~de Verbruike=sraad.

~~I~ OBJECTIVE

2 The main objective of the Consumer Council is the

furtherance, promotion and protection of interests of

consumers in the Republic.

LEGAL PErtSONrlLITY

3 The Consumer Council -

(a) is non-profit seeking;

(b) exists independent of changes in its membership;

and

(c) is the bearer of rights and obligations, including

ownership, independent from its members,

and is therefore a legal person.

N~ENDMENT OF THE CONSTITUTION

4 (a) Amendments to the Constitution of the Consumer

Council are effected by way of a majority decision

at a general annual meeting of the Consumer

Council or a special meeting of the Consumer

Council convened for that purpose.

(b) An amendment intended in paragraph (a), becomes

effective after the Minister has approved such

amendment.

/ ....



-3-

5 Any~~ing lawfully done or executed in terms of a fermer

cons~~~~t~on of the Consumer Council shall remain

lawful and of force and effect and shall be deemed to

have been done or executed properly in terms of this

Constitution.

DISSOLU~ION OF THE CONSUMER COUNCIL

6 The Minister may by notice in the Gazette, dissolve the

Consumer Council and determine the manner in which the

assets of the Consumer Council shall be disposed of.

COMPOSITION OF THE CONSUMER COUNCIL

7 (1) The Consumer Council consists of sixteen members

appointed by the Minister on the following basis:

(a) Nine members from a panel of not less than

twelve names submitted to him by the South

African National Consumer Union, and

selected by that Union on the ground of

their knowledge of . consum~r affairs and the

contribution they can make in the interest of

the consumer.

/ ....
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( b ) Not more than four other members appointed by

the Mi~iste= on the basis ef ths~= par~~cula=

involvement in consumer affairs and in this

regard the Minister may consult with those

organisat~ons which he deems fit for this

purpose.

( c )

(d)

(e)

..sp.

A representative of the South African Bureau

of Standards.

A representative of the Department of Trade

and Industry.

A representative of the Department of

Agriculture Economics and Marketing.

(2) The Minister may fill a casual vacancy on the

Council as follows:

(a) In the case of members appointed in terms of

subparagraph (l)(a) by appointment from a

panel of five names to be submitted to him by

the South African Nationa~ Consumer Union.

(b) In the case of members appointed in terms of

subparagraph (l)(b) to subparagraph (1)(e),

by personal appointment.

-I ... • • • -
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( 3 ) The te~~ of office of a member appointed in terms

o ~ s ubparag=aph ( 1) expires at the end of t~e

p e~ ~od for wh i c h the member was appointed , should

the me mbe r reach the age of sixty-eight y e a r s

during the term of office. Such a member shall

not be eligible £0= re-appointment.

( 4) A member appointed for the f irst time in terms of

subparagraph ( 1 ) may not be more than sixty years

of age.

(5) The Minister, in consultation with the Consumer

Council, designates one member as chairman and one

member as vice-chairman of t he Consumer Council.

(6) Should the chairman for any reason not be able to

perform his duties or should the position of

chairman be vacant, the vice-chairman or a member

of the Consumer Council designated by the meeting

shall act as chairman.

(7) The Minister may on the request of the Consumer

Council, or if he deems it expedient, appoint a

person for a specific purpose as an additional

member of the Consumer Council on the conditions

and for the period that the Minister may

/ . . . .
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- 6-

det2r~i ~e .

( 8 ) ~ membe r u_ t he Consumer Council -

( a) shall hold office for such period, b u t not

exceeding three years, and on such conditions

as t~e Minister may determine at the t ime of

his appointment;

( b) who is not in the full-time service of the

State, shall in connection with the

activities of the Consumer Council be paid

such remuneration and allowances as the

Minister may determine with the concurrence

of the Minister of Finance;

( c) shall vacate his office if he resigns as a

member or if the Minister at any t ime

terminates his period of office as a member

if, in the opinion of the Minister , there are

sound reasons for doing so; and

(d ) may be reappointed at the expiry of his

period of office by effluxion of time.

( a) Subject to the provisions of paragraphs 11,

12 and 13 -

/ . . . .
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( i) the ~eeting3 0= t~e Consumer Council

shall be held at su~~ times and places

as the chai=rnan may determine; and

(ii) the person presiding at a meeting of the

Consumer Council shall determine the

procedure at the meeting.

(b) No proceedings of the Consumer Council shall

be invalid by reason only of the fact that a

vacancy existed in its membership or that a

member was not present during the proceedings

or any part thereof.

(10) The administrative functions of the Consumer

Council shall be performed by officers of the

Consumer Council.

POWERS OF THE CONSUMER COUNCIL

8 The Consumer Council may

(a) with the approval of the Minister appoint, suspend

or dismiss a Chief Executive Officer and likewise

determine his powers and duties, remuneration and

allowances and demand security from him as may be

necessary;

/ . . . .
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( 0 ) appoint mc~cgers , sec=eta=ies, ot~e= c==~=~=s,

clerks, agencies and emplcyaes fo= full t~~= er

part time service as it deems fit and likewise

suspend or dismiss them, determine their powers

and duties, determine their remuneration and

'allowances and demand that they furnish security

as may be necessary;

(c) with the approval of the Minister acquire fixed

property and dispose thereof;

(d) with the approval of the Minister, ensure the

compliance with any contract or undertaking

entered into on behalf of the Consumer Council,

whether by means of a mortgage bond or other

encurnberance of any or all the property of the

Consumer Council;

(e) with regard to the affairs of the Consumer

Council, institute legal action or defend any

action instituted against the Consum~r Council or

settle or waive any of the above-mentioned

actions;

(f) issue receipts in connection with money paid to

the Consumer Council;

/ ....
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(g ) determine who may enter into any juristic act on

behal: of t he Consumer Counci l ;

(h) invest any money of the Consumer Council , not

immediately required for its purposes, with the

Corporation for Public Deposits or with the

approval of the Minister in any other manner

deemed to be in the best interests of the Consumer

Council;

(i) open and conduct bank accounts on behalf of the

Consumer Council:

(j ) subject to the provision, of this Constitution,

perform any act to promote the objectives of the

Consumer Council;

(k) in particular act as trustees or administrators of

grants or bequests which are entrusted to the

Consum~r .~ou~cil for the promotion of its main

objective:

(1) with approval of the Minister, make available

bursaries and study-loans upon such conditions and

subject to such requirements as the Minister may

deem fit:

/ ....
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( rn ) ( i ) with t~e approval c~ the Minister, appoint a

Management Co~~it~ee, comprising of at least

three members of the Consumer Council of

which one shall be appointed as chai~an;

(ii) delegate any power granted to it by this

Constitution to the Management Committee or

empower the Management Committee to execute

any duty which is accorded to the Consumer

Council by this Constitution either in

general or in a particular matter or in

matters of a particular nature; and

(n) constitute any other committee which it may deem

fit.

DUTIES OF THE CONSUMER COUNCIL

9 The Consumer Council shall -

(a) mutatis mutandis, keep accounting records as

prescribed by section 284 of the Companies Act,

1973 (Act 61 of 1973);

(b) keep the accounting records as intended in

paragraph (a) -

(i) at the Head Office of the Consumer Council or

•
I · · · ·
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Cc ~~ci ~ ~ay deem fit; and

( i i ) availa~le for cou~cillors at all reas~nable

times;

( c) . appoint =~ditors;

( d) as scan as possible after the end of every

financial year on 31 Merch, present the audited

accounting records of the Consumer Council, and a

repor~ of the activities of the Consumer Council

during that year, to the Minister; and

Ce) keep records of -

( i) all appointments by -it of the Chief Executive

Of f i c e r , ma n a g e r s , secretaries, clerks,

officials and other employees of the Consumer

Council;

( i i) the names of councillors who are present at

each meeting of the Consumer Council: and

(iii)all decisions during meetings of the Consumer

Council.

/ . . . .
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FI NA NCES OF THE CONSUMER COUNCIL

10 The Consumer Council, for the e xe c u t i on of its

func~ions, is financed by -

(a ) funds allocated by Parliament;

(b ) funds obtained by way of don a t i on s or grants which

the Consumer Council may accept from any

organization or person as it deems fit; and

(c) own funds which derive from the execution of its

functions.

MEETINGS

11 The Consumer Council shall hold an annual general

meeting in every year within six months after the

termination of the financial year of the Consumer

Council.

NOTICE OF GENERAL MEETINGS

12 (1) An annual general meeting must be convened by

written notice of at least twenty-one intervening

days.

(2) Any other general meeting shall be convened by

/ ....
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Nritten notice prov iding not less than fourteen

i nterven~ng days.

~ no~ice intended in this paragraph -

(a) shall not include the day of delivery or the

day it is deemed to have been delivered;

(b) shall indicate the venue, day and time of t he

meet ing; and

(c) shall be issued -

(i) in the manner described in this

paragraph or in such other manner as may

exist, as prescribed by the Consumer

Council at a general meeting; and

( i i ) to the persons who are entitled in terms

of this Constitution to receive such

notice from the Consumer Council.

(4) Notwithstanding the provisions of this

paragraph and regardless of the fact that a

meeting of the Consumer Council is convened

by a shorter peri~d of notice, such a meeting

shall be deemed to have been properly

/ . . ..
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convened should a majority of councillors

have previously so agreed.

PROCE~DINGS .AT AN ANNUAL GENERAL MEETI NG

13 ( 1) The notice of an annual general meeting, as inten­

ded in paragraph 12, shall be accompanied by the

agenda and copies of the audited annual financial

statements.

(2) The agenda for the annual general meeting shall at

least provide for the following matters to be

dealt with -

(a) the annual financial statements: and

(b) the appointment of auditors.

QUORUM

14 The quorum for all meetings of the Council shall be as

follows:

(a ) In the case of an equal number of councillors, one

half of the full membership of the Council: or

(b) in the case of a~ unequal number of councillors,

an absolute majority.

In the event of an equality of votes on any

matter, the chairman shall also have a casting

vote in addition to his deliberative vote as a

member of the Council.
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REGIONAL OFFICES

15 (1) With the approval of the Minister, the Consurne~

Council may establish a regional office for any

region of the Republic.

(2) . The functioning of a regional office shall be

governed by the Consumer Council.

/hn/4



APPENDIX B

QUESTIONNAIRE

1. Are you aware of what consumerism is?

2. Do you view consumerism as an opportunity or threat

to your firm?

3. Do you believe that the firm 's response to consumerlsm

increases the cost of market ing?

4. Is there a consumer department within the firm which

deals with consumer complaints /queries?

5. What is your firm's concept of societal responsibility?

6. Please indicate areas in which your firm assists

society in general.



APPENDIX C

A RETAILER'S CONSUMER BILL OF RIGHTS

*" Th~ CU5:c ~~r

4- T~~ Cus t rnc r

* The Cus~o:r.er

* Th~ (u5':o~£'r

'* The Customer

'* The Customer

'* The Customer

'* The Customer

'* The Customer

'* The Custo;ner

is TIIE HOST IMrORTAA'T PERSON in our Store.

is OOING I~S A FAVOUR by shopping at our Stor e .

should receive THE HOST PROMPT, COURTEOUS AND
ATrE~TIVE TREATMENT we are able to gi ve .

s nou l d BE TREATED AS w1: "-UULD llISH TO BE TREATI:D
OURSLEVES ~ith friendliness and good manners.

should receive fIDNEST AND PROFESSIONAL ADVICE at
all times.

should HAVE HER WANTS SATISFIED and we __ill help
her to the best of our ability.

is entitled to freely EXCHANGE OR CREDIT MERCHANDISE
if she is not entirely satisfied.

is entitled to have COMPLAINTS AND PROBLEMS DEALT ~~TII

TO HER SATISFACTION, promptly, courteously and
effeciently.

is NOT SOMroNE 1'0 ARGUE WITH - if ve make a mistake
~e will admi~ it and rectify it.

should receive that LITTLE EXTRA SERVICE OR HELP
~henever there is the opportunity to do so.
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General Assembly ...
u i s : : .
G2~t:?-;L..

;"/RES /J9 /243

16 ,;pri1.. 1985

m2Z7

A

T~ i = : ! - n i ~ t ~ session
Ac e nc a i t ern 1 2

RESO LUT I CN ADOP 7E Q BY ~:iE GENER.-\L ~.SS C:t·I...5 L:{

[on t he report of the Second Commit t e e (A/39/ 789/Add .2) ]

39/248 . Co ns ume r o rotection

The Ge ne ral Asse~bl:,

~ec a l li ng ~c~nc~ic cnd Social Council r~solution 198 1/ 6 2 o f 23 July 1981 , in
which tte Council requested the Secretary-General to continue c~nsult:tions on
csns~me r prot~tion with a v iew to elaborat ing a se t of genera l gu ide l~ ~es Eor
cons~me r protection, taking partlcularly i nt o accou nt the needs of the d evelc ? i ng
c~un t ri e s ,

~eca1:ing further General Assembly resolution 38/147 of 19 Dec embe r 1983,

Not inq Ec onomic and Social Council resolution 1984/ 63 of 26 J uly 1984 ,

1. Dec ices to adopt the guideli~es for consumer protec t ion a nne xed to the
?U '!''It reso l ut ion;

2. ~e~~ ~ sts the Secretary-Genera l to disseminate the g u idel ines to
Gove r ~~e n t s anc other interested part: es;

3. ?e~~ E s ts all organizations 0: the United Na tio ns s y s :em t hat elacorate
guid e l i ne s a nd :e l a t ed documents on s ? Ec ific areas relevant t c c~ n s u~e r protection
to distribut e t ~ e m to the appropriate ~od ie s of individual Sta tes.

~06 th ? lenarv meetinc
<: ;"o r 11 198 5

2 5- 11 17 5 208 : Z (:: ) / ...



Annex

GUIDELINES FOR CCNSUMER ? ROTECT ~ON

I . 0 b j ec t i v e s

1. Taking into account the interests and needs of consumers i n al l countries,
particularly those i n developing countries; recogniz ing that consumers often face
imbalances in economic terms, educational levels, and bargaining power; and bear ing
i n mind that consumers should have the right of ac c e s s to non- ha zard o us pr oducts,
as well as the right to promote just, equitable and sustainable econom ic a nd soc i a l
development, these guidelines for consumer protect ion have the f ollow i ng Ob j ect ive s

(~) To assist countries in achieving or maintaining adequate protect ion for
their population as consumers;

(~) To fac ilitate production and distribut ion patterns r e s po n s ive to t he
needs and desires of consumers;

(£) To encourage high levels of ethical conduct for those engaged in t he
production and distr ibution of goods and services to consumers;

(~) To assist countries in curbing abus ive business practices by all
enterprises at the national and international l evel s which adversely a ffect
consumers;

(~) To facilitate the development of independent consumer groups;

(i) To further international co-operation in the field of consumer protection

(~) To encourage the development of market conditions which provide COnSumers
with greater choice at lower prices.

II. General orincioles

2. Goverr~ents should develop, strengthen or maintain a strong consumer
protection policy, taking into account the guidelines set out below. In so doing,
each Gover~uent must set its own pr iorities for the protection of consumers in
accordance with· the economic and social circumstances of the country, and the need s
of its pop u lation, and bearing in ~i nd the costs and bene f its of proposed measu~e ~.

3. The l~; i t ima t e needs which the guidelines are intend ed to meet are the
following:

(~) T ~e protection of consumers from hazards to the ~ r health and safety;

(~) T ~~ promotion and protec~ i on of the economic int e rests of consumers;

(E) ~c ~ e s s of consumers to 2 =~sua te information to ~ ~ a b le the~ to make
informed c r.c i c e s according to ind i v i d ua l, ..... i s he s and needs;

/ " .
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(~) Cons~~er education;

(~) Availability of ef:ective consumer redress;

(f) Freedcm to form consumer and other relevant groups or organizations and
the opportunity of such organizations to present their views in decision-making

processes affecting them i

4. Governments should provide or maintain adequate infrastructure to .d e ve l o p ,
iroolement and monitor consumer protection PtPlicies. Special care should be taken
to' ensure that measures for consumer protection are implemented :or the benefit of
all sectors of the ?opulation, particularly the rural population.

5. All enterprises should obey the relevant laws and requlations of the countries
in which they do business. They should also conform to the appropriate provisions
of international standards for consumer protection to which the competent
authorities of the country in question have agreed. (Hereinafter references to
intr~national standards in the guidelines should be viewed in the context of this

par .... Jraph.)

6. The potential positive role of universities and public and private enterprises
in research should be considered when developing consumer protection policies.

III. Guidelines

7. The following guidelines should apply both to home-produced goods and services
and to imports.

8. In applying any procedures or regulations for consumer protection, due regard
should be given to ensuring that they do not become barriers to international trade
and that they are consistent with international trade obligations.

A. Physical safety

9. ~overnments should adopt or encourage the adoption of appropriate measures,
inc~~_ing legal systems, safety regulations, national or international standards,
vol~ntary standards and the maintenance of safety records to ensure that pLoducts
are safe for either intended or norma~ly foreseeable use.

10. Appropriate policies s~ould ensure that goods produced by .manufacture:s are
safe for either intended or normally foreseeable use. Those responsible f or
br:~ging goods to the marke~, in particular suppliers, exporters, importers,
retailers and the like (hereinafter referred to as "distributorsRJ, should ~ ns u r e

that ~hile in their care these goods are not render ed unsafe through impro~ ~r

hand ~ ing or storage and tha~ while in their care the v do not become hazardc ~s

thrc '''':Sh improper ha nd Linq 0: storage. Consumers sr. s ~ld be instructed in t:--..: orooer
use c t goods and should be ~~fotmed of the risks i~ ~o l ved in intended or ~ Q: ~~ l l~
~or ~ s ~eable~use. Vital saf e:! infor~ation should ~ conveyed to consumer s jy . •
lnt ~ : nationally understande jLe symbols wherever pos s :ble.

/ ...



tie Appropriate policies should ensure that if manufacturers or distributors
Jecome aware of unforeseen hazards after products are placed on the market, they
should notify the relevant authorities and, as appropriat~, the public without
jelay. Governments should also consider ways of e nsur i ng that consumers are
properly informed of such hazards.

12. Governments should, where appropriate, adopt policies under which, if a
product is found to be seriously defective and/or to constitute a substantial and
severe hazard even when properly used, manufacturers and/oc distributors should
recall it and replace or modify it, or substitute another product for it; if it is
not possible to do this within a reasonable period of time, the consumer should be

adequately compensated.

B. Promotion and protection of consumers' economic i nt e r e s t s

13. Government policies should seek to enable consumers to obtain optimum benefit
from their economic resources. They should also seek to achieve the goals of
satisfactory production and performance standards, adequate distribution methods,
fair business practices, informative marketing and effective protection against
practices which could adversely affect the economic interests of. consumers and the
exercise of choice in the market-place.

14. Governments should intensify their efforts to prevent practices which are
damaging to the economic interests of consumers through ensuring that
manufacturers, distributors and others involved in the provision of goods and
services adhere to established laws and mandatory standards. Consumer
organizations should be encouraged to monitor adverse practices, such as the
adulteration of foods, false or misleading claims in marketing and service frauds.

15. Governments should develop, strengthen or maintain, as the case may be,
measures relating to the control of restrictive and other abusive business
practices which may be harmful to consumers, including means for the enforcement of
such measures. In this connection, Governme~ts should be guided by their
commitment to the Set of Multilaterally Agr ed Equitable Principles and Rules for
the Control of Restrictive Business Practices adopted by the General Assembly in
resolution 35/63 of 5 December 1980.

16. Governments should adopt or maintain policies that make clear the
respo~sibility of the producer to ensure that goods meet reaso r.able demands of
durability, utility and reliability, anc are suited to the pU~Gse for which they
are intended, and that the seller s~ould see that these requir ements are met.
Similar policies should apply to the provision of services.

17 . Governments should encourage fair and effective competitio n in order to
provide consurne: s with the greatest ranse of choice among prod ~c~s and services at
the lowest cos~.

18. Government s should, where appropr :ate, see to it that mc r. ~ :acturers and/or
retailers ensur e adequate availability of reliable after-sales se r v i c e and spare
parts.

/ ...
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• Consumers should be protected from such contractual abuses as one-sided
.s t a nd a r d contracts, exclusion of essential rights in contracts, and unconscionable
Ic o nd i t i o n s of credit by sellers.

20. Promotional marketing and sales practices should be guided by the pLinciple of
fair treatment of consumers and should meet legal requirements. This requires the
provision of the informa~ion necessary to enable consumers to take informed and
independent decisions, as well as measures to ensure that the information provided

is accurate.

21. Governments should encourage all concerned to participate in the free flow of
accurate information on all aspects of consumer products.

22. Governments should, within their own national context, encourage the
formulation and implementation by business, in co-operation with consumer
organizations, of codes of marketing and other business practices to ensure
ad late consumer protection. Voluntary agreements may also be established jointly
by business, consumer organizations and other interested parties. These codes
should receive adequate ~ublicity.

23. Governments should regularly review legislation pertaining to weights and
measures and assess the adequacy of the machinery for its enforcement.

c. Standards for the safety and quality of consumer aoods
and services

24. Governments should, as appropriate, formulate or promote the elaboration and
implementation of standards, voluntary and other, at the national and international
levels for the safety and quality of goods Clnd services and give them appropriate
pUblicity. ~ational standards and regulations for product safety and quality
should be reviewed from time to time, in order to ensure that they conform, where
possible, to generally accepted international standards.

25. Where a standard lower than the generally accepted international standard is
be 3 applied because of local economic conditions, every effort should be made to
raise that standard as soon as possible.

26 . Go ve r nme n t s should encourage and ensure the availability of facilities to test
and c ertify. the safety, qua Li t y and performance of essential consumer goods and
s e r v i c e s ,

D. Distributic~ facilities for essential consumer goods
and servic~s

27. Go ve r nn e n t s should, wh~~e appropriate, conside : :

( a ) Adopting or mainta':'ning policies to ensur e the efficient d Laer Lc c c i on of
gooC S and services to consu~e=s; where appropriate, specific policies shou l d be
cons i cered to ensure the dis~=ibution of essential goods and services whe: e ~his

/ ...
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. -"tribution ' is endangered, as could be the case particularly in rural areas. Suche 1.~' -
licies could include assistance for the creation of adeq~ate storage and retall

~cilities in rural centres, incentives for consumer self-help and better control
at the conditions under which essential goods and services are provided in rural

areas;

(£) Encouraging the establishment of consumer co-operatives and related
trading activities, as well as infocmation about them, especially in rural areas.

E. Measures enabling consumers to obtain redress

28. Governments should establish or maintain legal and/or administrative ~easures

to enable consumers or, as appropriate, relevant organizations to obtain ··redress
through formal or informal procedures that are expeditious, fair, inexpensive and
accessible. Such procedures should. take particular account of the needs of
low-income consumers.

29. Governments should encourage all enterprises to resolve consumer disputes in a
fair, expeditious and informal manner, and to establish voluntary mechanisms,
including advisory services and informal complaints procedures, which can provide
assistance to consumers.

30. Information on available redress and other dispute-resolving procedures should
be made available to consumers.

F. Education and information orogrammes

31. Governments should develop or encourage the development of general consumer
education and information programmes, ~aring in mind th~ cultural traditions of
the people concerned. The .aim of such programmes should be to enable people to act
as discriminating consumers, capable of making an informed choice of goods and
services, and conscious of their rights and responsibilities. In developing such
programmes, special attention should be given to the needs of disadvantaged
consumers, in both rural and urban areas, including low-income consumers and those
with low or non-existent literacy levels.

32_ Consumer education should, where appropriate, become an integral part of the
basic cur c tcu Lura c t the educational sy s t e ra, preferably as a compcr.ent of -existing
SUbjects.

33. Consumer education and information programmes should cover such important
aspects of consumer protection as the following:

(~) Health, ~~trition, prevention ot food-borne diseases ar.c food
adulteration;

(~) Product hazards;

{£} Product ~abelling;

/ ...
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(d) Relevant legislation, how to obtain redress, and agencies and
organizations for consumer protection;

(e) Information on weights and measures, prices, quality, credit conditions
and aV~ilability of basic necessities; and

<'~J . As appropciate, pollution and enviconment.

34. Governments should encoucage consumer organizations and othec intecested
groups, including the media, to undertake education and information programmes,
particularly for the benefit of low-income consumer groups in rucal and urban areas.

35. Business should, where appropriate, undertake or participate in factual and
relevant ~onsumer education and information programmes.

36. Bearing in mind the need to reach rural consumers and illiterate consumers,
G ~cnments should, as appropriate, develop or encourage the development of
consumer information programmes in the mass media.

37. Governments should organize or encourage training programmes tor educators,
mass media professionals and consumer advisers, to enable them to participate in
carrying out consumec information and education programmes.

G. Measures relating to soecific aceas .

38. In advancing consumer interests, particularly in developing countries,
Governments should, where appropriate, give priority to areas of essential concern
foe the health of the consumer, such as food, water and pharmaceuticals. Policies
should be -ad op ced or maintained for product quality control, adequate and secure
distribution facilities, standardized international labelling and information, as
well as education and research programmes in these areas. Government gUidelines in
regard to specific areas should be developed in the context of the provisions of
this document.

3~ Food. When formulating national policies and plans with regard to food,
Goverr~ents should take into account the need of all consumers for food security
and should support and, as far as possible, adopt standards from the Food and
Agriculture Organization· of the United Nations and the World Health Organization
Codex Aliraentarius or, in thei= absence, other generally accept·ed international
food sta~dards. Governments s ~ould maintain, develop or improve food safety
measures, including, inter alia, safety criteria, food standards and dietary
~eq~ire~ents and effective mon:~oring, inspection and evaluation ~echanisms.

40. Wa:er. Governments should, within the goals and ~argets set ror the
Interna:ional Drinking Water Sc ??ly and Sanitation Dec~de, fo~ulate, ma1ntair. or
strengt~en nat:onal policies to i mp r o ve the supply, di st:1bution and quality 0:
water tc r drinking. Due r eq a r c should be paid to the c r.o rc e of appropriate Le v e Ls
of se r v i c e , quali~y and t.ec hn o Loq y , the need for e duc e c i on p r oq r aremea and th~

importa~ce of cor.~unity partic : ?ation.

/ ...



1. pharmaceuticals. Governments should develop or ma~~tain'adequ~te standards,
rovisions and appropriate regulatory systems for ensurlng the quallty and
ppropriate use of pharmaceuticals through integr~ted nationa~ drug .poli~ies which
ould address, inter alia, procurement, distributlon, productlon, llcenslng
rrangements, registration systems and the availability of reliable information on
harmaceuticals. In so doing, Governments should take special account of the work

' nd recommendations of the World Health Organization on pharmaceuticals. For
elevant products, the use of that organization's Certification Scheme on the
uality of Pharmaceutical Products Moving in International Commerce and other

international information systems on pharmaceuticals should be encouraged.
easures should also be taken, as appropriate, to promote the use of international
non-~roprietary names (INNs) for drugs, drawi~ on the work done by t~e World
Health Organization.

In addition to the priority areas indicated above, Governments should adopt
appropriate measures in other areas, such as pesticides and chemicals in regard,
where relevant, to their use~ production and storage, taking into account such
relevant health and environmental information as Governments may require producers
to provide and include in the label~ing of products.

IV. International co-ooeration

43. Governments should, especially in a regional or sUbregional context:

(~) Develop, review, maintain or strengthen, as appropriate, mechanisms for
the exchange of information on national policies and measures in the field of
consumer protection;

(~) Co-operate or encourage co-operation in the implementation ef consumer
protection policies to achieve greater results within existing resources. Examples
at such co-operation could be collaboration in the setting up or joint use of
-~stinq facilities, common testing procedures, exchange of consumer information and
_Jucation programmes, joint training programmes and joint elaboration of
r ec u La t i ons r

{£} Co-operate to improve the co~ditions under which essential goods are
off ered to consumers, giving due regard to both pr:ce and quality. Such
co- operation could include joint procurement of essential goods, exchange of
information on different procuremen~ possibilities and agreements on regional
prc~uct specifications.

44. Governments should develop or' strengthen infc::7'.ation links regarding p r oduc t s
wh: c~ have been banned, wi~hdrawn or severely rest::cted in order to enab ~~ other
i ~~octing countries to prc:ect themselves adequate ly against the harmful ~ : : ec t s of
s uc h products.

4 5. Governments should -ark to ensure that the ~cality of products, and
i n f o rrna t i on r e Lati i nq to s uc h p r oduc t s , does not 'l :J.ry from country to cour.c ry in a
~a y that would ha~e detrime~tal effects on consume:s.

/ .'..



A/RES /39 / 2 48
?age 9

46. Governments should ~ork to ensure that polic ies and measures for consu~er

protection are i mplemented with due regard to the ir not becomi ng barriers to
international trade, and that they are consistent with internat ional t:ade
obligations.
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Medical Codes of Ethics

•
The Hippocratic Oath

Little is known about the life of Hippocrates , a Greek physician born about 460 B.C. \'1e know
that he was a widely sought, well-known, and influential healer who is said to have lived 85,
90, 104, or 109 years. A collection of documents known as the Hippocratic \Vritirzgs (largely
written from the fifth to the fourth century, B.C.) is believed to represent the remains of the
Hippocratic school of medicine. Some of the works in this collection are credited to
Hippocrates, The oath reprinted here, however, is believed to have been written by a philo­
sophical sect known as the Pythagoreans in the latter part of the fourth century, B.C.

For the Middle Ages and later centuries, the Hippocratic Oath embodied the highest as­
pirations of the physician. It sets forth two sets of duties: (1) duties to the patient and (2)

duties to the other members of the guild (profession) of medicine. In regard to the patient, it
includes a set of absolute prohibitions (e.g., against abortion and euthanasia) as well as a state­
ment of the physician's obligation to help and not to harm the patient.

I swear by Apollo Physician and Asclepius and Hygieia
and Panaceia and all the gods and goddesses, making
them my witnesses, that I will fulfil according to my
ability and judgment this oath and this covenant:

To hold him who has taught me this art as equal to
my parents and to live my life in partnership with him,
and if he is in need of money to give him a share of mine,
and to regard his offspring as equal to my brothers in
male lineage and to teach them this art-if they desire to
learn it-without fee and covenant; to give a share of
precepts and oral instruction and all the other learning to
my sons and to the sons of him who has instructed me
and to pupils who have signed the covenant and have
taken an oath according to the medical law, but to no
one else.

I will apply dietetic measures for the benefit of the
sick according to my ability and judgment; I will keep
them from harm and injustice.

Reprinted with permission of the publisher from Ancient
Medicine: Selected Papen of LlUiwz'g Edelstein, edited by Owsei
Ternkin and C. Lilian Temkin, p. 6. Copyright © 1967 by the

Iohns Hopkins Press: Baltimore.

I will neither give a deadly drug to anybody if
asked for it, nor will I make a suggestion to this effect.
Similarly I will not give to a woman an abortive rem­
edy. In purity and holiness I will guard my life and my
art.

I will not use the knife, not even on sufferers from
stone, but will withdraw in favor of such men as are en- .
gaged in this work.

Whatever houses I may visit, I will come for the
ber.efit of the sick, remaining free of all intentional in­
justice, of all mischief and in particular of sexual rela­
tions with both female and male persons, be they free or
slaves.

What I may see or hear in the course of the treat­
ment or even outside of the treatment in regard to the
life of men, which on no account one must spread
abroad, I ·. ·;~ll keep to myself holding such things shame­
ful to be spoken about.

If I fulfill this oath and do not violate it, may it be
granted to me to enjoy life and art, being honored with
fame among all men for all time to come; if I transgress
it and swear falsely, may the opposite of all this be my
lot.



THE GENEVA CONVENTIO N CODE OF MEDICAL
ETHICS

Adopted by the World Medical Association in 1949.

I solemnly pledge myself to consecrate my life to the service of
humanity;
I will give to my teachers the respect and gratitude which is
their due;
I will practice my profession with conscience and dignity;
The health of my patient will be my first consideration;
I will respect the secrets which are confided in me;
I will maintain by all the means in my power, the honour and
the noble traditions of the medical profession;
My colleagues will be my brothers;
I will not permit considerations of religion, nationality, race,
party politics or social standing to intervene between my duty
and my patient.
I will maintain the utmost respect for human life from the time
of conception; even under threat. I will not use my medical
knowledge contrary to the laws of humanity.
I make these promises solemnly, freely and upon my honour.

CODE FOR NURSES

At the meeting of the Grand Councilof the International Coun­
cil of Nurses CICN) in Sao Paulo, Brazil, July 1953 , an interna­
tional code of ethics for nurses was first adopted. The Grand
Council subsequently revised the Code at its meeting in Frank­
furt, Germany, June 1965.

The Code for Nurses, as printed here, was produced by the
Professional Services Committee and adopted by the ICN

WORLD MEDICAL ASSOCIATION

Declaration of Helsinki
Recommendations guiding medical doctors in biomedical

research involving human subjects.
Adopted by the 18th World Medical Assembly, Helsinki,

Finland, 1964, and revised by the 29th World Medical Assem­
bly, Tokyo, Japan, October 1975.

Introduction
It is the mission of the medical doctor to safeguard the health
of the people. His or her knowledge and conscience are
dedicated to the fulfilment of this mission.

The Declaration of Geneva of The World Medical Associ­
ation binds the doctor with the words. "The health of my
patient will be my first consideration," and the International
Code of Medical Ethics declares that, "Any act or advicewhich
could weaken physical or mental resistance of a human being
may be used only in his interest."



The purpose of biomedical research involving human sub­
jects must be to improve diagnostic, therapeutic and prophy­
lactic procedures and the understanding of the aetiology and
pathogenesis of disease.

In current medical practice most diagnostic, therapeutic or
prophylactic procedures involve hazards. This applies a fortiori
to biomedical research.

Medical progress is based on research which ultimately must
rest in part on experimentation involving human subjects.

In the field of biomedical research a fundamental distinction
must be recognized between medical research in which the aim
is essentially diagnostic or therapeutic for a patient, and medi­
cal research, the essential object of which is purely scientific
and without direct diagnostic or therapeut ic value to the per­
son subjected to the research.

Special caution must be exercised in the conduct of research
which may affect the environment, and the welfare of animals
used for research must be respected.

Because it is essential that the results of laboratory exper­
iments be applied to human beings to further scientific knowl­
edge and to help suffering humanity , The World Medical
Association has prepared the following recommendations as a
guide to every doctor in biomedical research involving human
subjects. They should be kept under review in the future . It
must be stressed that the standards as drafted are only a guide
to physicians all over the world. Doctors are not relieved from
criminal, civil and ethical responsibilities under the laws of
their own countries.

I. Basic principles
1. Biomedical research involving human subjects must con­
form to generally accepted scientific principles and should be
based on adequately performed laboratory and animal exper­
imentation and on a thorough knowledge of the scientific
literature.
2. The design and performance of each experimental pro­
cedure involving human subjects should be clearly formulated



in a experimental protocol which should be transmitted to a
specially appointed independent committee for consideration ,
comment and guidance.
3. Biomedical research involving human subjects should be
conducted only by scientifically qualified persons and under
the supervision of a clinically competent medical person. The
responsibility for the human subject must always rest with a
medically qualified person and never rest on the subject of
research, even though the subject has given his or her consent.
4. Biomedical research involving human subjects cannot legit­
imately be carried out unless the importance of the objective
is in proportion to the inherent risk to the subject.
S. Every biomedical research project involving human sub­
jects should be preceded by careful assessment of predictable
risks in comparison with foreseeable benefits to the subject or
to others. Concern for the interests of the subject must always
prevail over the interests of science and society.
6. The right of the research subject to safeguard his or her
integrity must always be respected. Every precaution should
be taken to respect the privacy of the subject and to minimize
the impact of the study on the subject's physical and mental
integrity and on the personality of the subject.
7. Doctors should abstain from engaging in research projects
involving human subjects unless they are satisfied that the haz­
ards involved are believed to be predictable. Doctors should
cease any investigation if the hazards are found to outweigh
the potential benefits.
8. In publication of the results of his or her research, the doc­
tor is obliged to preserve the accuracy of the results . Reports
of experimentation not in accordance with the principles
laid down in this Declaration should not be accepted for
publication.
9. In any research on human beings, each potential subject
must be adequately informed of the aims, methods, anticipated
benefits and potential hazards of the study and the discomfort
it may entail. He or she should be informed that he or she is
at liberty to abstain from participation in the study and that



he or she is free to withdraw his or her consent to participation
at any time. The doctor should then obtain the subject's freely­
given informed consent, preferably in writing.
10. When obtaining informed consent for the research project
the doctor should be particularly cautious if the subject is in
a dependent relationship to him or her or may consent under
duress. In that case the informed consent should be obtained
by a doctor who is not engaged in the investigation and who
is completely independent of this official relationship.
11. In case of legal incompetence, informed consent should be
obtained from the legal guardian in accordance with national
legislation. Where physical or mental incapacity makes it
impossible to obtain informed consent, or when the subject is
a minor, permission from the responsible relative replaces that
of the subject in accordance with national legislation.
12 . The research protocol should always contain a statement
of the ethical considerations involved and should indicate that
the principles enunciated in the present Declaration are com­
plied with.

11. Medical research combined with professional care
(clinical research)
1. In the treatment of the sick person, the doctor must be free
to use a new diagnostic and therapeutic measure, if in his or
her judgement it offers hope of saving life, reestablishing
health or alleviating suffering.
2. The potential benefits, hazards and discomfort of a new
method should be weighed against the advantages of the best
current diagnostic and therapeutic methods.
3. In any medical study, every patient-including those of a
control group, if any-should be assured of the best proven
diagnostic and therapeutic method.
4. The refusal of the patient to participate in a study must
never interfere with the doctor-patient relationship.
S. If the doctor considers it essential not to obtain informed
consent, the specific reasons for this proposal should be stated

in the experimental protocol for.transmission to the indepen­
dent committee (1, 2).
6. The doctor can combine medical research with professional
care, the objective being the acquisition of new medical knowl­
edge, only to the extent that medical research is justified by
its potential diagnostic or therapeutic value for the patient.

Ill. Non-therapeutic biomedical research involving human
subjects (non-clinical biomedical research)
1. In the purely scientific application of medical research car­
ried out on a human being, it is the duty of the doctor to
remain the protector of the life and health of that person on
whom biomedical research is being carried out.
2. The subjects should be volunteers-either healthy persons
or patients for whom the experimental design is not related to
the patient's illness.
3. The investigator or the investigating team should discon­
tinue the research if in his/her or their judgement it may, if
continued, be harmful to the individual.
4. In rssearch on man, the interest of science and society
should never take precedence over considerations related to the
well-being of the subject.
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STATISTIEK VAN LEDE SOOS OP: 31 DESEMBER 1989
MEMBERSHIP STATISTICS AS AT: 31 DECEMBER 1989

BYLAE
ANNEXURE 1

Hulpakemas : Byatandskemas : Vrygeatelde Skemas : TOTAAL
Aid Schemes: Benefit Schemes: Exempted Schemes : TOTAL

1. Lede/Members

Asiers/Asians · 71,689 : 2,002 : 57,794 : 131,485·
BlankeslWhites · 1,160,025 : 125,976 : 81,696 : 1,367,697·
Kleurlinge/Coloureds · 169,944 : 44,676 : 148,021 : 364641·
Swartes/Blacks · 325,521 : 45,854 : 86,787 : 45~162·TAALfTOTAL CA) • 1,727,179 : 218,508 : 374.·2. Afhanklikes/Dependants :

Asiers/Asians · 150,578 : 3,337 : 28,144 : 182,059·
BlankeslWhites : 1,738,288 : . 222,843 : 123,592 : 2,084,723
Kleurlinge/Coloureds · 340,297 : 74,655 : 157,204 : 572,156·
Swartes/Blacks · 794,744 : 61,421 : 60,224 : 916,389·

TAL (B) · 3,023,9·
3. Voordeeltrekkers

Beneficiaries.

AsierslAsians · 222,267 : 5,339 : 85,938 : 313,544·
BlankeslWbites · 2,898,313 : 348,819 : 205,288 : 3,452,420·
Kleurlinge/Coloureds · 510,241 : 119,331 : 305,225 : 934,797·
Swartes/Blacks · 1,120,265 : 107,275 .: 147,011 : 1,374,551·m.t....."J(.iii.....'Mii iWI';••}!f. ;';1 cml



LEDESTATISTIEK - ALLE SKEMAS - 31-12-1989
MEMBERSHIP STATISTICS - ALL SCHEMES - 31-12-1989

BYLAE
ANNEXURE 2

Gewone · Pensioenarlaae · Weduweea · TOTAAL· · ·
Ordinary · Penelonere · Widows · TOTAL· · ·

1. Lede/Members

AsierslAsians · 129,316 : 1,268 : 901 : 131,485·
BlankeslWbites · 1,180,850 : 137,467 : 49,380 : 1,367,697·
Kleurlinge/Coloureds · 353,376 : 6,824 : 2,441 : 362,641·
SwarteslBlacks · 454,492 : 2,825 : 845 : 458,162·'''iI._.'. LJ\ ;al a. ..,.ca .'s

AsierslAsians · .179,159 : 1,799 : 1,101 : 182.059·
BlankeslWhites · '1,961,726 : 107,704 : 15,293 : 2.084,723·
Kleurlinge/Coloureds · 562.153 : 7,640 : 2.363 : 572,156·
SwarteslBlacks · 907,902 : 6,598 : 1,889 : 916,389·

I-3. Voordeeltrekkere
Beneficiaries

AsierslAsians · 308,475 : 3,067 : 2,002 : 313,544·
BlankesIWbites · 3,142.576 : 245,171 : 64,673 : 3,452.420·
Kleurlinge/Coloureds · 915,529 : 14,464 : 4,804 : 934,797·
Swartes/Blacks ' · 1,362,394 : 9,423 : Z.734 : 1,374,551·•



LEDESTATISTIEK :
MEMBERSHIP STATISTICS: •

ALLE SKEMAS • 31 DESEMBER 1989
ALL SCHEMES • 31 DECEMBER 1989

BEVOLKINGSGROEP : VOORDEELTREKKERS : * BEVOLKING : % DEKKING
POPULATION GROUP: BENEFICIARIES : ' POPULATION: COVER

BYLAE
ANNEXURE 3

Swart/Black
Kleurlina/Coloured
AslerlAsian
BlankIWhite
_9 CS.CEEse

1,374,551
934,797 :
313,544 :

3,452,420 . :

21,105,000
3,168,000

941,000
4,979,000
rl.LiCi.f.f.,

6.5
29.5
33.3
69.3

* MlddelJaarramlng soos op 30 Junle 1989 soos verskaf deur Sentrale Statlstiekdlens.
Midyear estimated figures as at 30 Junle 1989 furnished by Central Statistical Services.



FINANSIELE STATlSTlEK: 31 DESEMBEfl1989
FINANCIAL STATISTICS: 31 DECEMBER 1989

1. Inkomstel1 ncome

BYLAE
ANNEXURE 4

Mediese Hulpskemas
Medical Aid Schemes

Mediese Bystandskemas
Medical Benefit Schemes

Vrygestelde Skemas
Exempted Schemes

TOTAAL/TOTAL

Ledegeld • Ander Inkomste · TQTAAL• •
Membership Fees: Other Income · TOTAL·· · ~

· ·
R · R · R· ·

· ·· ·
· ·· ·

3,657,635,708 : 237,544,283 · 3,895,179,991·
· ·· ·
· ·· ·· ·· ·

360,780,931 · 24,627,664 : 385,408,595·· ·· ·
· ·· ·· ·· ·

245,675,385 · 16,190,811 : 261,866,196·
4,264,092,024 : 278,362,758 : -1,5-l2,~54,782

2. AdministrasiekostelAdministration Costs

Hulpskema .
Aid Schemes

R

Bystandskemas : Vrygestelde Skemas
Benerlt Schemes : Exempted Schemes

R R

207,027,336 : 19,953,039 : 22,596,700

TOTAAL/TOTAL 249.577,075



FINANSIELE STATISTIEK: (VERVOLG)
FINANCIAL STATISTICS: (CONTO)

VOOROELE AAN LEDE I BENEFITS TO MEMBERS: 1989-12~31

BYLAE 5
ANNEXURE

Medleae Hulpskem8s

Medical Aid Schemes

R %

Medleae Byat8ndakem88

Medical Benefit Schemes

R %

Vrygeatelde Sk......

Exempted SChemes

R

TOTAAL
TOTAL

R %

AJgemene Praktisyns

General Practitioners I 647,718,380 : 16.3 I 60,638,062 : 16.8 I 36,266.681: 18.8 I 633.813.013 : 1&3
Mediese Speslaliste

Medical S eclalists 606,800,240 :' 18.1 41,963.167: 13.1 34,120,878 : 18.4 682.884,283 : 17.8
Tandartse (insluitend Spealaliate) : ,;.

Dentists ncludln S clallsts 379,272,288 : 11.3 24,180097 : 7.6 17,976,881: 8.8 421,428.378 : to.8

~!;.~8il~m8~·i::i!:!::::·::·:::::::::~:ii:·:·;·.:::~::~:! '....!.!::.:::!::.:.:.~:: ..!~::::: :~ : : : . : : ::~: .. <::!:"::::":!:=!=,:~:~,···: :~t:!:::::.:::·!::!!::·!:=~::::~ ...:~~~:
Medisyne

Medicine I 861,397,642 : 25.4 I 107,317,218: 33.4 I 70,818,260: 33.8 I 1,029,331,010
Ex-Gratia-betalinas/Pavments I 8,689,106 : 0.3 I 180,849 : 0.1 I 2,782,888 : 1.3 I 11,663,023
Ander Voordele
Other Benefits
~



BATES EN LASTE
ASSETS AND LIABILITIES •

31 DESEMBER 1989
31 DECEMBER 1989

BYLAE 8

ANNEXURE

BATES/ASSETS:
SOORT SKEMA / TYPE OF SCHEME

HULP/AID BYSTAND/BENEFIT VRYGESTELDE/EXEMPTED TOTAAL/TOTAL

A R R R

30,223,646
32,114,680

67,892,688

292.418,234
224.968.800

1,242,378,114

6n,901
199,767

6,435,396
as_us_cst.

17,007,987
8.462.611

93,920,491

2,741,724
LLS&Z'ZI

9,620,876
90,869,942

12.210,169

30,617,383
10.678.634

20,402.903
19,326,600

48,716,466;c._._5.5.0 4

1,057,587,681
---------....... I 244,892,864

• - • i 205,918.455

Onroerende EiendomJlnmovable Property
Meubels en Uitrusting/Fumlture & Equipment
Beleggings/lnvestments
Debiteure en VooruitbetaUngs/Debtors & Prep~~~!"t4ll

Kontant en Banksaldo's/Cash and BanK DalanCeS
Ander Bates/Other Assets
25_LS••'

LASTE/LIABILITIES
KrediteU"e vir Else/Creditors for Claims
Bydraes Vooruit Ontvang/Contributions In Advance
Ander Kredlteure/Other Credltore
Garansie Deposito's/Guarantee Deposits
Voorslening vir else nog nie ontvang/Provtalona for
claims not yet received

Ander Voorslenings/Other Provisions
~-

63,213,619
76,232,217

187,864,058
2,430,128

16,262,602
1,419,029

13.682.107
o

6,381,172
698,693

8.118,391
o

84,857,293
78,349,838

207,664,654
2,430,128



VF:RVANGINGSRLAnSy (RYLAF. g)

-2- REPLACF:MENT PAGE (ANNEXURE 8)

~
~

~

~

1980 % 1981 % 1982 % 1983 % 1984 %
3. VOORDEELTREKKERS/BENEFIC JARI ES of of of of of

: group : group : group : group : group
. . : :

3.1 Aslers I Asians 202,104 : 4.7 212,122 : 4.4 229,394 : 4.7 234,052 : 4.6 235,689 : 4.5
3.2 Blankes I Whites 3,211,542 : 74.2 3,535,509 : 72.9 3,473, 742 : 71.5 3,541,846 : 701 3,461,642 : 66.5
3.3 Kleur1inge I Coloureds 575,076 : 13.3 634,195 : 13.1 672,833 : 13.8 655,053 : 13.0 768,828 : 14.8
3.4 Swanes / Blacks 340,534 : 7.9 468,140 : 9.7 484,898 : 10.0 623,890 : 12.3 740,320 : 14.2
3.5 TOTML/TOTAL

. . ~ .
4,329,256 : 100 4,849,966 : 100 4,860,867 : 100 5,054,841 : 100 5,206,479 : 100

36 % van Bevolking / % of Population 17.3 : 19.0 : 18.6 : 19.0 : 19.1

1985 % 1986 % 1987 % 1988 % 1989 %

3. VOORDEELTREKKERS/BENEFICIARIES of : of of of of

: group : group : group : group : group

: : :
3.1 Aslers / Asians 249,893 : 4.7 262,217 : 4.9 275,096 : 5.0 313,797 : 5.4 313,544 : 5.2
3.2 Blankes I Whites 3,448,684 : 65.5 3,415,810 : 63.4 3,340,865 : 61.0 3,401,661 : 58.8 3,452,420 : 56.8
3.3 Kleur1inge I Coloureds 791,719 : 15.0 804,995 : 15.0 853,833 : 15.6 941,475 : 16.3 934,797 : 15.4
3.4 Swanes I Blacks 778,281 14.8 9CX),454 : 16.7 1,003, (XX) : 18.3 1,128,323 : 19.5 1,374,551 : 22.6
3.5 TOTML I TOTAL 5,268,577 : 100 5,383,476 : 100 5,472,824 : 100 5,785 ,256 : 100 6,075.312 : 100
3.6 % van Bevolking I % of Population 18.9 : 18.9 : 18.9 : 19.5 : 20.1

1980 % 1981 % 1982 % 1983 % 1984 %

4. AANTAL MEDIESE SKEMAS :
NUMBER OF MEDICAL SCHEMES : : : : :

4.1 Hulpskemas I AId Schemes 214 : 74 198 : 72 202 : 74 206 : 76 192 : 75
4.2 Bystandskemas I Benefit Schemes 28 : 10 29: 11 23 : 8 22 : 8 20 : 8
4.3 Vrygestelde Skemas!Exempted Schemes 47 : 16 48 : 17 47 : 17 44 : 16 44 : 17

4.4 TOTAAL / TOTAL 289 : 100 275 : 100 272 : ' 100 272 : 100 . 256 : 100

1985 % 1986 % 1987 % 1988 % 1989 %

4. AANTAL MEDIESE SKEMAS
NUMBER OF MEDICAL SCHEMES :

4.1 Hulpskemas I Aid Schemes 191 76 192 : 76 188 : 76 188 : 75 189 : 76
4.2 Bystandskemas / Benefit Schemes 18 : 7 18 : 7 18 : 7 19 : 8 18 : 7
4.3 Vrygestelde Skemas!Exempted Schemes 43 : 17 43 : 17 43 : 17 43 : 17 43 : 17
4.4 TOTAAL/TOTAL 252 : 100 253 : 100 249 ' : 100 250 : 100 250 : 100

ER.R,ATUT\J1 : JAARVERSLAG: ~r:GJSTRATr:lJR. V{\N ~~finIESE SJ<f=.f\t\AS VIR. 1990

ANNIJAl_ Rf:POR.T: RF.~ I STR.AR OF MED J<-:A'_ SCHF:.MES FOR ) 99 o



MEDIESE SKEMAS / MEDICAL SCHEME~

INKOMSTE - VOORDELE BETAAL
INCOME - ijENEFITS PAID

Billions
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BYLAE
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VOORDELE AAN LEDE: 1989
BENEFITS TO MEMBERS: 1989

MEDISYNE/MEDICINES
26~
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11~
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O~
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ADMINISTRASIEKOSTE : MEDIESE SKEMAS
ADMINISTRATION COSTS : MEDICAL SCHEMES

RAND PER MAAND/RAND PER MONTH

BYLAE
ANNEXURE 11
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" BYLAE
ANNEXURE 12

VOORDELE P/MAAND-LEDE + VOORDEELTREKKERS
BENEFITS P/MONTH-MEMBERS + BENEFICIARIES

RAND PER MAAND/RAND PER MONTH
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BYLAE

VOORDEELTREKKERS: % DEKKING VAN GROEP
BENEFICIARIES: % OF GROUP COVERED
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APPENDIX G

QUESTIONNAIRE

la Do you/your family receive medical treatment from:-

Private dOC'~Qrat-sp.e,G-ia.lists / cl inics
Government subsidized hospitals/clinics /
Both

b If you receive medical treatment from both private doctors
and government subsidized institutions, which one do you
use more often ------------------------------

2 Do you prefer receiving:

Private
doctors

Govt. subsidized
Facilities

YES NO

3

Private medical treatment;
Treatment from government subsidized
institutions ----------

Do you prefer the:
YES NO

Existing system of medical care delivery
in South Africa
or the establishment of a National
Health Service

N.B. A national Health Service is a
receives free medical care for
hospital that he/she chooses.
ment, and doctors receive
rather than receive fees from

system whereby every citizen
any illness from any doctor

It is funded by the Govern­
a salary from the Government
patients.

4 If you do use private medical services why do you do so.

Because you belong to a medical aid scheme which
pays a portion of the cost
You prefer not to use the state subsidized centres
even though you pay for medical care personally

The facilities are better
The treatment is better than state subsidized
institutions

1



other: Specify

PLEASE SPECIFY TYPE OF SPECIALIST IN THE COLUMNS BELOW
IN ALL RELEVANT QUESTIONS.

5 If you are a user of private medical care are
you satisfied with the services rendered by

Not
Satisfied

Fairly
Satisfied

Very
Satisfied

Your family doctor /GP
Specialists
Private Hospitals

1 -------------------------------------­
2 --------------------------------------­
3 ---------------------------------------

6 Is there anything at all that you maybe dissatisfied with
regarding private medical care. Tick as many as applicable.

Family
Doctor Specialist Hospital

Untidy, gloomy waiting rooms -----------------------------

Long waiting periods

Unpleasant staff

Wrong diagnosis

Overcharging

III mannered doctor
Treated with no respect/
compassion
No assistance in emergencies
or at night
Submits accounts for
telephone consultation
Answers non urgent or
business telephone calls
while attending to you
The doctors hours of consul­
tation are too limited
Does not make house-calls
in emergencies

Other: Specify

2

-----------------------------

-----------------------------



7 Is there any thing that you are particularly satisfied with
in respect of PRIVATE MEDICAL CARE

Kind and caring attitude
of doctor
Kind and caring attitude
of staff

Available after hours

Proper explanation of illness
Clean and pleasant waiting
rooms

Answers telephone querles

other: Specify

Doctor Specialist Hospital

8 Press reports often highlight shortcomings in public serv­
ices. If you are a user of private medical facilities,
would you be prepared to use state subsidized facilities if
condititons were to materially improve at these centres.

No, still prefer private medical care
No, I belong to a medical aid scheme
Yes
Other: Specify

9 If you are a user of state subsidized institutions,
why do you use them?

Not a member of medical aid scheme
Not enough money to pay for private medical care
Better equipment
Other: Specify

lOa If you have used state subsidized facilities and you have
been dissatisfied therewith please indicate the reasons
for your dissatisfaction. Tick as many as applicable.

Lack of respect/compassion of doctors

Lack of respect/compassion of other staff

3



Untidy and unpleasant waiting rooms

Long waiting periods

Lack of sufficient treatment facilities

other: Specify

b If you have been satisfied please tick the reasons for your
satisfaction.

Low cost of treatment and medicines

Caring doctors

Caring staff

Easily accessible at all times

Greater value for money

other: Specify

11 Do you believe that private doctors:
are mainly in the profession to
help the population with their health
problems
to offer better services than
state institutions
to make as much
money as possible

other: specify

Family
Doctor

Specify
Specialist

12a
b
c

Are you a member of a Medical Aid Scheme
Do you have a Medical Insurance Policy
Do you prefer to be a member .of a Medical
Aid Scheme

YES NO

13 Would you visit the doctor as often as you presently
you were not a member of a Medical Aid

do if
Scheme

YES NO

(TO BE ANSWERED BY MEDICAL AID MEMBERS ONLY)

4

DON'T KNOW



14 Do you think that Medical Aid Schemes:
YES

Are necessary in order to receive private
Medical treatment
Result in higher costs of medical care
Are being abused by doctors
Are being abused by patients
Provide adequate financial cover
Act as a representative organisation with
regard to medical problems
Other: specify

NO D/K

15 Would you like to see the establishment of an independent
Patient's Association which may advise and represent you
with regard to problems that you may experience with some
hospitals or some doctors --------------------

YES NO DON'T KNOW

16a Do you consider the cost of private medical care to be

Too high
Reasonable/fair
Low

b Does your doctor give you a discount if you pay in cash lm­
mediately after the consultation

YES NO D/KNOW

17 Do you think that doctor's fees should be based on:

Time spent with patients
Different types of diagnostic

equipment used
The nature of the treatment
All of the above
Other: specify

YES NO D/KNOW

18 Would you prefer to know something about your doctor /
specialist before hand.

YES NO

5



Family doctor
Specialist

19 Did you obtain any information at all about your doctor
before consulting with him

Doctor

Specialist

NO
VERY
LITTLE

YES
SUFFICIENT

20 Where do you get your information about:

family
doctor

Family doctor
Other doctors
From friends
From family
No source of information:
Other specify

specialist

21 If you have more than one family doctor, please indicate
why?
N/A
Different members of the family prefer different
doctors
When one is busy, you go to the other
Other: specify

22 Do you feel you should be free to consult a
specialist without a referral from a family doctor?

No, since my family doctor knows best

Yes, especially when I know that the family doctor
does not have the diagnostic tests and equipment

Yes, because it is a waste of time, just to sit and
wait for the doctor's approval

Yes, because your family doctor is going to charge
you for a consultation just to agree to send
you to a specialist that you suggest.

6



23 When you are dissatisfied with your doctor's treatment
and/or attitude to you or your family, do you complain about
it to:

Not applicable
The doctor himself
Your friends
Your family
Other doctors
The SAMDC
Your attorney
Other: specify

family
doctor

Specify type
of specialist

24 Do you continue to consult with a doctor with whom you are
dissatisfied

Not applicable
Sometimes
Always

family
doctor specialist

25 Do you discourage friends/relatives from going to a doctor
with whom you are dissatisfied.

family
doctor specialist

Never had the experience, but would do
Sometimes
Always
Never

26 Do they follow your advice? YES NO D/K

27 Do you believe that you/your family were a victim/victims
of medical negligence or malpractice. -------------

YES NO D/K

28a Are you aware that you may complain to the South African
Medical and Dental Council (SAMDC) about any problems with
doctors. (The SAMOC is an official body which exercises
control over doctors)

YES NO D/K

7



b Do you believe that the SAMOC protects patients
adequately through their disciplinary processes

YES NO DON'T KNOW MUCH ABOUT SAMDC

the SAMDC about any mis-29 Have you ever complained to
demeanours or malpractices.

YES NO NO REASON TO

30 If you have complained to the SAMDC: did you receive a
response from the SAMDC?

Yes, it was a reasonable response
Yes, it was an unsatisfactory response
No response at all

31a Have you ever sued your doctor for malpractice/negligence?
YES NO

b Have you considered suing your doctor for
malpractice/negligence? YES NO

32a Was the outcome/result in your favour? YES NO N/A

b Have you had difficulty in getting other
doctors to assist you in your case

YES NO N/A

33 Do you prefer to know the name of the medicine
or other treatment that you are receiving?

YES NO

34 Why do you prefer to know the name of the medicine or treat­
ment

To determine whether you are allergic to it
To know what precautions to take
To be able to tell other doctors/specialists
about it should the need arise
To know whether you have the medication
available at home before you buy the medicine
Other specify:

35 Do you believe that you should be told by the chemist/
doctor/specialist of:

8



i

ii

the possible adverse effects of the
medicine that you/your family are
taking.
the possible risks of surgery/treatment

YES NO D/KNOW

J
36a Does your doctor/specialist/chemist furnish you with

cient information about the medicines /treatment
regard to

suffi­
with

sometimes
always
never

DOSAGE
Dr/Spec/Chem

Adverse Effects
Dr/Spect/Chem

Precautions
Dr/Spec/Chem

b Does your doctor furnish you with sufficient information
about the risks before he commences treatment or surgery?

YES NO DON'T KNOW

Doctor
Specialist: specify

37 When an adverse reaction results after you take your
medicine/treatment, do you report this to your

SOMETIMES ALWAYS NEVER

doctor
Specialist
pharmacist
has not occurred

38 When you report to him what does he do
family
doctor specialist pharmacist

Not applicable
Take back the medicine in
exchange for another
Take back the medicine and
refunds you
Asks you to continue using
it but with certain pre-

9

-----------------------------

------------------------------

------------------------------



cautions which he didn't
mention before
Asks you to come in for a
further consultation
Other: specify

39 Do you believe you should be allowed to return medicines and
be reimbursed for those that cause adverse reactions and
for which you have to pay

YES NO DON'T KNOW

40 What costs should be reimbursed?
Costs of medicines only
Costs of medicines plus the cost of attending
to the adverse reactions
Other: specify

41a Should medicines be accompanied by a sample to test for
allergic reactions. Using the sample would mean that
the medicine itself would not be tampered with or
contaminated and could then be returned.

b If your answer is NO, why not?

SOME
SHOULD

ALL
SHOULD NO

Costs of medication will increase
Possibility still exists that products will be
tampered with
Other: specify

42 Do you think that doctors should be allowed to advertise
their services with certain controls

Yes, you would have better knowledge about them
Yes, it would result in price competition
No it would result in confusion
No it would result in higher prices

43 What kinds of information should such an advertisement
contain

Whether he is a dispensing doctor
What he is especially qualified for
His hours and days of consultation
in different locations as well,
if he has more than one surgery
His after hours policies
His fees
All of the above

10



other: specify

44 Does your family doctor permit you to make appointments with
him

YES NO

45 Would you prefer to make appointments to see your family
doctor.

YES NO

46 Are you attended to punctually when you have made appoint-
ments with your -------------------

doctor specialist

Sometimes
Always
No

47 How long do you normally wait to be attended to:

doctor specialist
less than i5 mins.
15 - 30 mins.
30 mins. - 1 hr.
1 - 2 hrs
more than 2 hrs.

48a How do you feel about waiting?

Annoyed
Don't mind it
Afraid of contracting other diseases
that others have
Other: specify

b Are you concerned about anything when you consult your
doctor/specialist

YES NO
That he may not wash his hands after treating
other patients
That he may use needles that have been used
That his equipment are not sterilized
Other: specify

11



49 Do you have difficulty in making an appointment with your
specialist when you feel you are in urgent need of medical
attention.

Sometimes always never

50 When you telephone
speak to him?

doctor
specialist

your doctor /specialist are you able to

No Sometimes Always

51 What is the nature of your call

To elicit more information regarding your illness
Report allergic reaction of medicine/treatment
Directions for use of medicine
To find out about results of tests that doctor
asked you to undergo
Other: specify

52 Do you think that the doctor's "busyness' is a justification
for not answering or returning a call to a bona fide
patient. -------------------­

No Sometimes Always

53 Do you believe that your doctor unnecessarily:

Sends you for tests

Gives you too many medicines

Asks you to undergo X rays, scans

Asks you to have an induced labour

Gives you an epidural without your request

Other: specify

12

YES NO



54

PERSONAL DETAILS

Please indicate the highest level of education of
yourself husband

Less than matric

Matric

Post-matric student

Graduate

Post matric diploma

Post graduate

wife

55 Please indicate your race and your doctor's race.
White Black Indian Coloured Other

your race

family doctor's race

specialist's race

56 Please indicate your total household income per month.
(i.e. husband's and wife's salary together)

less than R1 500

R1 500 - R4 500

R4 500 - R7 500

more than R7 500

under 30 30-45 45-60 over 60

57 Please indicate the age of

household head

spouse

13



58 Please indicate the number of people in your household.

0-2

2 - 6

6 - 10

more than 10

14



Dear Sir

re : :..:MR=S:.....:.~-=--~~ _

The attached letter has been referred to us by our client,
Mrs.

The last paragraph of the letter speaks for itself and was
read by all concerned with amazement and with little credit
to the medical profession.

One talks generally of an attitude
ranks, but of course this is always
emphatically say this doesn't happen.

of Doctors who close
denied by Doctors who

It is our client's instruction to request this matter to be
referred to the Medical Council and if they refuse to deal
with the matter, then our client bel ieves that morally it is
correct for her t:o have the "incident" published as an
article in a press report circulating throughout South Africa.

You are invited to give an explanation which will then be
submitted to the Council or to the press as the case may be.
By innuendo, Mr. and his dependants have been
considered to be improper for radiological assessments by
your practice and that is defamatory.

The answer remains yours.

Yours faithfully

Per



PASIEN T I PAT IENT :-

M ED. FONDS / A ID :-

VERWY S I REFERRE D:-

Dear Colleague

(w/o BP)

CHEST

APPENDIX H

DATUM I DA TE:- 1 2/ 0 9/ 90

A ve ry sl i g ht rot a tio n c on ve x i t y of the mid lower do rsal spine to t ;' e righ t

i s p resent.
S 1 i ght en dp 1ate i r r e gu1 a r i t Y i . r . t sin 9 1 e 0 f the ve r t e b r a e i s p t: e s t~ :, ;:. I,: i t ' :

a l so ea rly spo ndylo t i c l i ppi ng i .r .t the single of the mid upper oo r s a l ve[t~bra e .

~1i n i ma 1 un f old i ng 0 f the a 0 r tic Clr chi s p r e se n t .
The La t t e r is still wi thin no r ma l l i rn i t s w i t h t he me c i e s t i num e n.; c ... S C :" :".t: :· ,d:'>­

ha vi ng a nor mal appearan ce.

I nc r ea s ed lung markings are pr o s e n t in bo th lu ng fields s l i qr.t Ly rno r e e n t he
r i ght than the l e f t with al so sin g l e hi l a r bronch i with wall thic kening,
Th i s is regarded as due to a light s li ghtl y chron ic b r o nc h i a l i n f ec t i o n .
The pa t i e n t s cl inical pictur e must ju s t be cor r o l ated.
The pos s i b i l i t y of very sl ight a i r f Low impai rment ca nno t be comp le tely e xc l ude d
due t o the slight tran slucency o f th e l eft lu ng .
The vie \v i s don e insJig ht r o t a t io n a nd t his mi gh t ha ve bee n t he call s e for
the be f o r e me n t i o ne d .

Ot he r wi s e underlying pulmonary pat hol ogy i s not noted.

Sing lp basal pleuritic ad he s i ons are present
due to pr e v i o us pleurisy and your f i nd i r .c s
pl euris y mu st just be t a ken into consideration.

O~herwi s e wi t h in no rmal limts.

mo r e on the right than the
regarding possibiQe pre3en t

l e ft
l i gh t

As there is another radiolog ical se rv ice in Ne wcastle, no fu rthe r x-ray exa minat i on
wi l l be undertaken by this pract ice f o r Mr and hi s de pe ndan ts .
Ser vi ce s wi l l on ly be rende red in the c a se o f a possib l e eme rge nc y.

Regards

/vs
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