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1 Introduction and purpose of this document

Following two workshops on prescribed minimum benefits (PMBs) with stakeholders
and affected parties in February and March 2008, the Department of Health (DoH)
and the Council for Medical Schemes (CMS) published a consultation document on
the PMB review process on 27 March 2008". Stakeholder comments on this
document were considered and incorporated in the second draft of the PMB review
consultation document, which was published in September 2008". A list of
stakeholder comments on the second draft appears in Annexure K (page 104).
Considering these comments and other considerations, the PMB review steering
committee incorporated numerous revisions into this document. The committee’s
responses to stakeholder comments are included in Annexure J (page 85).

The PMB review has the following terms of reference:

e identify gaps and inconsistencies in PMBs and make recommendations to
address them;

e specify a broad set of essential healthcare benefits;

o identify those PMBs that should accompany the implementation of the Risk
Equalisation Fund (REF) if not the broad set of essential healthcare benefits;

e identify the specific constraints associated with the implementation of a broad
set of essential healthcare benefits;

e identify the interventions that should be undertaken to ensure the financial
sustainability of any PMB package;

¢ identify measures required to ensure cost-effectiveness; and
e document the relationship between PMBs and the public healthcare system.

Section 2 deals with the legislated mandate, while section 3 presents the context of
the review. Section 4 presents the recommendations on the PMB review, while the
principles for the revised PMB construct and a framework for the revised PMBs is
presented in section 5.

" %2008 PMB review consultation document. Proposed construct and work plans. 27 March 2008”, available
at
http://www.medicalschemes.com/publications/ZipPublications/PMB%20Review/PMB%20Review%20consultation%?2
Odocument.pdf

T “2008 PMB review consultation document. Second draft. 12 September 2008”, available at
http://www.medicalschemes.com/publications/ZipPublications/PMB%20Review/PBM%20Review%20consultation%2
Odocument%20-%20Second%20draft.pdf
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2 The mandate for the PMB review

The context and legislated mandate for the PMB review impact on the principles that
are applicable to this review. The existing regulations, an extract of which is
presented in Box 1, make provision for the consideration of the current context and
developments in health policy, which are presented in section 3 below. This review
therefore takes account of the REF and related reforms, which are not mentioned in
the regulations.

2.1 Medical Schemes Act 131 of 1998

The explanatory note on PMBs in the Medical Schemes Act 131 of 1998 (Act) is
presented in Box 1.

Box 1: Explanatory note to Annexure A of the Regulations to the Medical Schemes Act
131 of 1998: on prescribed minimum benefits

The Department of Health recognises that there is constant change in medical practice and
available medical technology. It is also aware that this form of regulation is new in South
Africa.  Consequently, the Department shall monitor the impact, effectiveness, and
appropriateness of the prescribed minimum benefits provisions. A review shall be conducted
at least every two years by the Department that will involve the Council for Medical Schemes,
stakeholders, provincial health departments and consumer representatives. In addition, the
review will focus specifically on the development of protocols for the medical management of
HIV/AIDS. These reviews shall provide recommendations for the revision of the Regulations
and Annexure A on the basis of:

i.  inconsistencies or flaws in the current regulations;
ii.  the cost-effectiveness of health technologies or interventions;
iii.  the consistency with developments in health policy; and
iv.  the impact on medical scheme viability and its affordability to members.

Since these regulations have become effective, there has been considerable
development in the management of HIV/AIDS. A number of inconsistencies and
flaws in the current regulations have been identified. The cost-effectiveness of health
technologies or interventions has changed. Further developments of health policy
with respect to the protection of risk pools are to be introduced, and the impact of
PMBs on medical scheme viability and affordability has been considered.

These matters all have an impact on the context that influences the PMB review, and
are elaborated on in section 3.

2.2 Other legislation

Section 3(1) of the National Health Act places the responsibility on the Minister of
Health to, within the limits of available resources, develop the policies and measures
which will protect, promote, improve, and maintain the health of the population. The
Act specifically requires the Minister to ensure the provision of essential health
services, which must include at least primary healthcare services, to the population.
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Section 27 of the Constitution states that everyone has the right to access healthcare
services, inclusive of reproductive healthcare, and that no one may be refused
emergency medical treatment. The section requires of the state to take reasonable
legislative and other measures within the grasp of its resources to progressively
realise these rights. In addition, section 28 of the Constitution specifies that children
have the right to access basic healthcare services. In accordance with section 36,
these rights may be limited in terms of law of general application to the extent that
the limitation is reasonable and justifiable in an open democratic society based on
human dignity, equality, and freedom.

In the context of a developing country with limited resources, the progressive
realisation of these rights to healthcare services requires an effective and equitable
process. It is therefore required that this PMB review must be aligned with the
progressive realisation of the right to healthcare of the population.
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3 Context of the PMB review

The private healthcare sector forms part of the overall national health system, and
consumes the majority of healthcare funds while less than 20% of the public are
members of medical schemes. Health policy needs to realise the right of access to
healthcare irrespective of whether services are offered in the public or private
sectors.

3.1 Imminent reforms in healthcare funding

The role played by PMBs in the protection of risk pools is complementary to other
reforms presented in draft legislation.

The Medical Schemes Amendment Bill (MSAB) makes provision for strengthening
medical scheme governance, introduces REF, and makes provision for a revised
benefit structure and medical scheme products for low-income individuals. These
reforms will introduce a strict version of community rating.

The revised benefit structure will remove the de facto risk rating through benefit
design, and introduce scheme community rating. The implementation of REF will
lead to industry-wide community rating in respect of the PMBs. The revised benefit
structure will permit a distinction between “basic benefits” that must conform to strict
community rating and “supplementary benefit options” that may be subject to limited
age rating (see Figure 1).

Figure 1. Revised benefit structure introduced in the MSAB

Discretionary residual benefits
eStructured as one or more benefit options
*Optional take-up by members —
ePermissible age-rating within regulated parameters

“Supplementary
Benefit Options

Non-PMB in-hospital benefits
e Community rated across the scheme (all members participate
*Not risk equalised

PMBs
eCommunity rated
*Risk equalised

“Basic Benefits”

An analysis of public comments on the draft MSAB has demonstrated that the
introduction of risk equalisation without the expansion of PMBs will reduce the
positive effects of risk equalisation. The larger the non-PMB in-hospital portion is,
the smaller is the portion that is equalised, reducing the impact of REF (Figure 1).
For REF to have its required impact, the PMBs must be broadened to improve the
positive effects of REF.
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3.2 Potential objectives that could be met through PMBs

During the revision to the PMBs, careful attention needs to be paid to the potential
objectives that could be attained through the mandating of a package of minimum
benefits in different contexts. Box 2 lists eight possible objectives; some of these
objectives are in conflict and could not be met simultaneously. These potential
objectives are considered in relation to the role of minimum benefits in the private
and public sectors, the achievement of public health goals and the use of burden of
disease data, the need for regulation in the medical schemes environment, other
requirements specific to the medical scheme environment, and sustainability threats
to the PMB framework.

Box 2: Potential objectives of a minimum set of defined benefits

Facilitating catastrophic insurance cover 5. Improving equity

Ensuring risk based cross subsidies 6. Controlling moral hazard and cost escalation
Improving allocative efficiency 7. Fostering competition

Reducing burden of disease 8. Facilitating transparency & participatory democracy

bl

Source: Soderlund?

3.21 The distinction between mandating minimum benefits in different
contexts

The fundamental distinction between PMBs in the insurance (and fee-for-service)
environment, as opposed to a minimum package of services offered in the public
sector (applying a service provider model), must be observed.

The supply-driven public sector model has a distinct focus on being a planned
gatekeeper and referral system. This focus is consistent with a publicly provided and
tax-funded vertically integrated system.

The medical schemes environment, which is demand-driven and faces specific
market failures, requires a different focus to protect the served population.

3.2.2 Achievement of public health objectives and the use of burden of
disease data

The achievement of public health objectives, such as the Millennium Development
Goals (MDGSs), requires strategic public and community health interventions, which
may include non-medical interventions.

Burden of disease data is important in the selection of priority public health
interventions to improve population health status. Public sector interventions should
be aimed at alleviating commonly occurring and serious conditions. However, in the
medical schemes environment, it is important to address catastrophic costs and to
prevent discrimination based on health status. The aim is to prevent restriction of
access to health insurance for high-risk individuals

* Neil Soderlund, Possible objectives and resulting entitlements of essential health care packages, Health Policy 45
(1998) 195-208
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3.2.3 Need for regulatory intervention in the medical schemes environment

A systemic outcome of unregulated competition in the private sector is greater
exclusivity rather than inclusivity.  Unguided commercial imperatives largely
contradict the obligation on government to ensure access as it is easier for schemes
to compete based on risk selection rather than on price, efficiency, and the quality of
coverage. The natural consequence of this market conduct is the permanent
exclusion of individuals or groups with predictably high healthcare costs. In other
forms of insurance, this problem does not arise as the risks of claiming are not known
in advance or, where they are, it is appropriate to exclude such individuals.

In healthcare, excluding individuals with known health conditions or those known to
be at a higher risk of claiming results in a loss of access to health insurance as well
as access to healthcare. PMBs structurally reduce discrimination based on health
status because if PMBs are broad enough, the ability to separate insurable and
uninsurable individuals through benefit design is eliminated.

3.3  Other requirements specific to the insurance environment

In the health insurance environment, it is not necessary or socially beneficial for
regulatory interventions to impose risk pooling for events that are low-cost, occur
frequently, and are subject to a high degree of member discretion. These are Rand-
for-Rand benefits and need not be risk-pooled.

Given that the need to insure these benefits is low (because most people will claim
what they contribute up to a certain level of contribution), gaps in cover here have
limited social and risk-pooling implications.

3.4  Sustainability threats to the current PMB framework

Threats to the sustainability of the revised PMB package are presented as being
related to affordability, quality and/or pricing.

3.4.1 Affordability and access to medical scheme membership and private
healthcare

If the PMB package is too broad and adequate measures to protect it against abuse
are not in place, the underwriting risk to medical schemes may be too high, leading to
unsustainably high increases in contributions. Given the fact that there is no
mandatory membership, young and healthy members may choose not to belong to a
medical scheme, resulting in further cost increases to the sicker and older members
remaining on schemes. This scenario could lead to stagnant membership and
increases in non-healthcare costs, further reducing access to care.

3.4.2 Quality of care, utilisation of services, and the efficiency of care

An inappropriate definition of PMBs might contribute to increases in managed care
costs that would result in inefficiencies. A poorly defined PMB package could lead to
unrealistic member expectations that require extra costly initiatives to manage.
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An uncontrolled introduction of new healthcare technology may result in cost
increases without an improvement in the quality of care.

3.4.3 Pricing and the cost of the PMB package

Poor harmonisation of regulatory provisions for the determination of the scope of
provider practice and tariffs could lead to the abuse of PMB legislation by providers.
In addition, a poor definition of “at cost” in the legislation may result in a “blank
cheque” approach by some healthcare providers charging excessively high fees for
PMB conditions.

Diagnosis creep, whereby related conditions are coded as PMB conditions, could
become commonplace if PMB services are remunerated at higher-than-average
levels.

3.5 Clarity of the PMB package

The manner in which PMBs are currently defined makes it difficult for members to
know in advance whether specific benefits are covered or not. This is because
diagnosis frequently involves costly diagnostic work and expensive procedures may
need to be performed only to establish that a beneficiary suffers from a condition that
is not included in the Diagnosis and Treatment Pair (DTP) list.

Another factor that reduces the ability for members to know their entitlements in
advance lies therein that, due to inadequate clarity in the regulations in respect of
some DTPs, there is presently no uniformity of benefit entittements. This contributes
to the complexity that consumers face when choosing between schemes.

Conditions of similar severity, affecting similar systems, with similar underlying
pathology for which treatment of similar cost and effectiveness is available are
included or excluded without apparent reason in the current PMB construct.
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4 Recommendations

4.1 Recommendations on the objectives of PMBs in the medical
schemes environment

The protection of risk pools is critical in a contributory third-party system. In the
medical schemes environment, the focus must be on risk pooling to eliminate
significant financial impacts on households through the protection that insurance
offers against catastrophic healthcare expenses.

Due to extensive gaps in the current PMB package, the PMBs do not provide
adequate protection against risk selection activities, particularly out-of-hospital
benefits, by schemes. This weakens the capacity for risk pooling within the medical
schemes environment.

Whenever essential healthcare is not a PMB, it becomes a basis for risk selection
and the permanent exclusion from insurance of sicker and less healthy risk groups
and individuals.

The outcome of unregulated competition in the medical schemes environment
undermines the constitutional imperative to give effect to the right of access to
healthcare. The social security objective of medical schemes, whereby access to
healthcare is protected and catastrophic out-of-pocket payment is prevented, will be
thwarted unless conditions are established for insurable groups to be risk-pooled
together with otherwise uninsurable individuals and groups. PMBs therefore protect
access to healthcare by protecting access to “insurance” for less preferred risks.

Due to the differences in the private and public sectors, the mandating of a minimum
set of benefits plays distinctively different roles. In the medical schemes
environment, PMBs predominantly represent regulatory interventions to address
market failure, while a mandated minimum set of benefits in the public sector chiefly
represents rationing of scarce resources (Figure 2).

Figure 2. Key differences between the private and public healthcare sectors

Public sector Private sector
Tax funded publicly Private funds
provided services Insurance environment
Supply driven, means Purchaser provider split
tested system Voluntary, demand
driven system

PMBs have a rationing PMBs have a regulatory
function function
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Recommendations

1. The primary objectives of the PMBs must be recognised to facilitate medical
schemes cover that offers protection against catastrophic healthcare expenses,
and to ensure risk-based cross-subsidies. Through the attainment of these
objectives, the constitutional right of access to healthcare is guaranteed.

2. Secondary objectives include control of moral hazard and cost escalations, and
the fostering of competition (see recommendations 13 and 14, and Figure 1
respectively).

4.2 Recommendations on the PMB construct relating to the
implementation of REF and revised benefit design

The implementation of the revised benefit structure and REF will lead to much stricter
community rating, but requires a broadening of the PMB package to meet its
objectives.

Recommendations

3. The PMBs must be broadened to give adequate effect to the stricter community
rating requirements introduced in draft legislation.

4. The impact that these would have on contributions must be carefully studied
and the impact on the industry must be modelled.

4.3 Recommendations on affordability constraints and pricing of PMB
benefits

Some low-income beneficiaries cannot afford an expansion of the PMBs in the
absence of income cross-subsidies.

The previous draft of this consultation document has linked PMB payments to the
National Health Reference Price List (NHRPL). Considering public comments and
other considerations, the committee agreed that this would convert the NHRPL to a
tariff schedule, which is not appropriate.

Recommendations

5. A separate dispensation must be established for low-income earners. Figure 3
indicates possible funding arrangements for access to essential healthcare by
income group. Note that the current medical population will continue to be
funded through medical schemes, who would continue to purchase services in
the private or public sector. Exemption from some of the PMB provisions must
be made for yet-to-be-developed low-income options. These exemptions must
include provisions to prevent anti-selection and risk-pool splitting through “buy-
down” to low-income options.

6. More work must be done to investigate mechanisms whereby PMB
remuneration is based on a negotiated fee that does not result in any balance
billing for patients.
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Figure 3: Access to essential healthcare

Risk pooling Not for profit, regulated

through risk pooling in the private
state funding sector

Publicly provided
service Funding through
medical schemes
with services
provided in the
public or private

sector

Publicly provided
service

Existing public health
service environment

Funding through
medical schemes
with services
provided in the
public or private
sector

—_ —_

Low High |

4.4 Recommendation on measures to improve clarity on entitlements
and liabilities

Existing medical scheme environment

Existing public health service environment
LIMS

Disputes frequently arise between medical scheme members or service providers
and the schemes because of uncertainty about member entitlements and scheme
liabilities in respect of PMBs.

Recommendation

7. Benefit Definitions (BDs) must be expanded to consist of comprehensive
descriptions of benefits available under PMB regulations and must include
condition-specific standardised entry and verification criteria, defined baskets of
services and goods associated with this entitlement, formularies, as well as
treatment protocols that include specification of the most appropriate setting
and level of care for the provision of these services.

8. The CDL algorithms meet most of these conditions, but much more work needs
to be done on the DTPs.

4.5 Recommendation on a continuous review process

The complete review of PMBs will be an ongoing process that must be constantly
reviewed and updated.

health 13
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Recommendation

9. The PMB review steering committee will make recommendations to ensure that
a satisfactory mechanism is introduced to achieve an effective continuous
review process.

4.6 Recommendation on transitional arrangements

The revision of the PMBs may result therein that individuals currently receiving
benefits may not qualify for these benefits after the implementation of the various
provisions recommended in this draft.

Recommendation

10. Adequate transitional arrangements must be made to ensure that individuals
currently enjoying prescribed benefits are not compromised through this
review.

4.7 Recommendations on the development of the revised PMB
construct

Protection for low-cost events must be extended to individuals with poor health status
(for instance through above-threshold benefits and a requirement that there be no
limits applicable to specific conditions). Systemically sicker people need protection
over and above a particular threshold, as their needs exceed those with good health
status. The central challenge is therefore to risk-pool for those health needs that will
impose a significant or catastrophic financial burden on individuals and/or families
such that their access to healthcare will be compromised.

Recommendations

11. Modalities applied to describe the PMB package must include a categorical list
of conditions that must be covered, a list of services that must be covered, a
list of essential drugs that must be covered (which must be developed), and a
list of conditions or services that are not included (negative list).

12. To meet the primary objectives, Figure 4 illustrates the benefits that must be
included in the revised PMB construct. High-cost but less frequently occurring
events, such as hospitalisation, would be covered from first Rand, but will
affect a small number of beneficiaries. Conditions on a categorical list will also
be covered from first Rand and will affect more individuals. Most individuals
will make use of the specified services and be covered from first Rand. Other
instances that do not enjoy first-Rand cover will be covered by above-
threshold benefits to protect individuals with predictable high healthcare costs
for some chronic conditions that do not appear on the categorical list.
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Figure 4: The impact of the proposed benefit construct on individuals

High

Claims cost per
beneficiary

Above-threshold benefits

for all PMBs

Low

Few Many

[ Nonberatindvilinaved

4.8 Recommendations to control moral hazard

Below-threshold benefits for specified

services and conditions

The committee recognises that moral hazard could be worsened through the
expansion of the PMBs, and that specific measures need to be implemented to
prevent these.

Recommendations

13. Benefit definitions must be developed in order to assist in the control of moral
hazard for services that have to be covered form first Rand.

14. The level of the threshold for full cover of essential services must be
investigated to limit moral hazard for services that have only above-threshold
benefits.

il COUNCIL FOL MEDICAL SCHEMES
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5 Proposed PMB construct

Note that the construct as presented here is the broad set of essential healthcare
benefits (see the review’s terms of reference in section 1), and does not necessarily
represent the package that will be implemented with REF. After this package has
been costed, it may be altered before the package that will be implemented with REF
is developed. The broad package of essential healthcare benefits may be phased in
over time.

5.1 Principles guiding the PMB definition process

The key objectives that must be met and the principles that must be applied in the
definition of PMBs during the review are:

1. There must be legislative and regulatory consistency.

2. Risk-pooling must be ensured. Access to essential healthcare for people with
and without predictable health needs must be assured, with PMBs providing
an effective basis for risk equalisation.

3. Essential healthcare, within the context of a contributory third-party payer
system, must be defined. This includes the removal of gaps in the existing
DTP and CDL structures.

4. Evidence-based medicine principles must be upheld.

5. In accordance with the decision matrix presented in Figure 5 below,
conditions where the treatment is associated with higher member and
provider discretion and which are not medically essential, are excluded. By
contrast, conditions with low member discretion, which are medically
necessary, will be included.

Figure 5: PMB decision matrix

High Apply principles Apply principles Apply principles

Medium Apply principles Apply principles Exclusion

Low Exclusion Exclusion Exclusion

Low Medium High
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5.2  Objectives of protocol driven benefit definitions

1. Members must have certainty concerning their coverage.

2. Schemes must be able to unambiguously identify member
entitlements.

3.  Schemes must be enabled to fairly and reasonably manage their
liabilities in respect of members.

4, PMBs must not reinforce inefficient provider or patient conduct.

5. PMB regulations must not result in the unfair exclusion of
defined vulnerable groups.

5.3 Principles applicable to the development of condition-specific BDs
and CDL algorithms

The envisaged benefit definitions (BDs) are comprehensive descriptions of benefits
available under PMB regulations and must include condition-specific standardised
entry and verification criteria, defined baskets of services and goods associated with
this entitlement, formularies, as well as treatment protocols that include specification
of the most appropriate setting and level of care for the provision of these services.
The CDL algorithms meet most of these conditions, but much more work needs to be
done on the 270 DTPs.

The following factors must inform the development of BDs:

1. Evidence-based medicine;

2.  Cost-effectiveness, including the specification of the most
appropriate level and setting of care;

3. Administrative simplicity;

4.  Commonly occurring conditions, with high cost implications or
that result in frequent disputes due to inadequate clarity, must be
prioritised; and

5.  Exposure to member abuse.

5.4  Guidelines for the development of specified primary care services

Due to its nature, this basket can be neither diagnosis- nor condition-specific. It must
be clearly defined in respect of minimum service entitlements.

1. Special care must be taken to ensure that preventative care is
cost-effective.

2. In accordance with the overriding principles, a list of basic
essential dentistry services should be developed. Some
condition-specific guidelines should also be developed.

3. Basic specific optometry services must be considered. Specific
descriptions around limitations for corrective lenses must be
considered.

5.5  Guidelines for the development of a list of essential drugs

A list of essential drugs, which would not be prone to abuse, with ample international
evidence of being essential, of offering superior clinical efficacy when compared to
other drugs in the same class, of being cost-effective and efficient, must be
developed.
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5.6  Guidelines for the development of a negative list in respect of
services and conditions

Conditions and services that do not meet the “essential care” requirements or any of
the other principles in these sections must be excluded from care.

5.7  Guidelines on step-down care

To ensure that hospitalisation is used only in an appropriate and cost-effective
manner, step-down care must be offered where it could lead to demonstrable cost
savings.

5.8 Recommended comprehensive PMB construct

Considering the context as discussed in detail in the preceding sections, the PMB
review steering committee recommends that a PMB structure be adopted that
provides first-Rand cover for:

¢ Hospitalisation (excluding items on a negative list);

¢ In-and-out-of-hospital treatment for specified items on a categorical list
(DTPs and CDLs);

e Specified services (including basic optometry, dentistry, basic primary
care and preventative services); and

e Essential drug list.

In addition to the first-Rand cover specified above, the PMB regime should require
mandatory risk pooling for individual expenses exceeding a yet-to-be-specified
amount per annum.

Supporting the conclusions reached in this section, the PMB review steering
committee proposes a PMB construct as depicted in Box 3 below.

Note that the construct suggested here might not be affordable to lower-income
groups, and the regulations should prescribe exemptions from these PMBs for low-
income earners (see recommendation 5).
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Box 3: Recommended PMB construct

1. In-hospital services: subject to —
1.1. ageneral definition of hospital services
1.2.  step-down services, including home-based nursing care
1.3. acategorical list of conditions and treatments (DTPs and the CDL)
1.4. anegative list
NOTE: All hospitalisation is covered in this framework. The categorical list of conditions serves to
limit scheme liability to the extent defined in the list. The negative list serves to exclude inter alia,
specific types of treatment, or treatment(s) provided under specific conditions. First-Rand cover
must be offered for these services
2. Out-of-hospital services: subject to —
2.1. ageneral definition of out-of-hospital service
2.2. acategorical list of conditions and treatments (DTPs and the CDL)
2.3. specified primary care services inclusive of:
2.3.1. abasket of defined preventative care
2.3.2. abasket of defined basic dentistry
2.3.3. abasket of defined basic optometry
2.4. abasket of essential drugs
2.5. anegative list

NOTE: First-Rand cover must be offered for the services specified in paragraphs 2.2, 2.3, and 2.4,
while above-threshold benefits must be available for all out-of-hospital services not specified in
paragraph 2.5.
This structure must be interpreted in consideration of the principles, objectives and caveats presented in this
section.

A significant benefit of a broad general definition is the removal of any ambiguity in
benefit entitlements for members who are unable to relate to condition-specific
entitlements when joining a medical scheme.

Over and above these limitations, a negative list of conditions or treatments that can
be excluded from the basic package is necessary. This negative list is particularly
important in respect of hospitalisation as an additional measure to prevent the
unnecessary hospitalisation of cases that could be treated more appropriately on an
out-of-hospital basis.

The following Annexures support the PMB construct:

Annexure Page number

Annexure A:  List of definitions 20

Annexure B:  Diagnosis Treatment Pairs (DTPS) 21

Annexure C:  Chronic Disease List (CDL) and CDL algorithms 38
Annexure D:  List of basic dentistry services 62

Annexure E:  List of basic optometry services 63

Annexure F:  List of basic preventative services 64

Annexure G:  Essential drugs for adults 66

Annexure H:  Essential drugs for children 74

Annexure I: List of exclusions 81
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Annexure A: List of definitions
1 Essential healthcare
Essential healthcare is made up of critical and relevant services that are:

necessary to preserve or improve the health of an individual;
scientifically sound, cost-effective, and of good quality;

if not available, will result in death or serious morbidity; and
delivered in a timely manner.

oo oW

2 Evidence-based medicine and healthcare

Evidence-based healthcare is the conscientious use of current best evidence in
making decisions about the care of individual patients or the delivery of health
services. Current best evidence is up-to-date information from relevant, valid
research about the effects of different forms of healthcare, the potential for harm from
exposure to particular agents, the accuracy of diagnostic tests, and the predictive
power of prognostic factors. Evidence-based clinical practice is an approach to
decision-making in which the clinician uses the best evidence available in
consultation with the patient to decide upon the option that suits that patient best.
Evidence-based medicine is the conscientious, explicit, and judicious use of current
best evidence in making decisions about the care of individual patients. The practice
of evidence-based medicine means integrating individual clinical expertise with the
best available external clinical evidence from systematic research®.

3 Out-of-hospital services

Any services rendered to a beneficiary while that beneficiary is not an in-patient in a
hospital.

4 In-hospital services
Any admission to hospital overnight or several weeks or months and inclusive of:

bed and board;

nursing and related services;

drugs and biologicals;

supplies, appliances and equipment;

other diagnostic and therapeutic services; and

medical or surgical services provided by healthcare professionals.

~0 o0 oTw

8 http://www.cochrane.org/docs/ebm.htm Last sourced on 26 January 2009
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Annexure B:

Diagnosis Treatment Pairs (DTPs)

Throughout Annexure B, text included in blue font represents additions while text in red font represents
words that will be removed in accordance with this proposal.

1. BRAIN AND NERVOUS SYSTEM

Code | Diagnosis Treatment

906A | Acute generalised paralysis, including polio | Medical management; ventilation and
and Guillain-Barre plasmapheresis

341A | Basal ganglia, extra-pyramidal disorders; | Initial  diagnosis; initiation  of  Medical
other dystonias NOS management

950A | Benign and malignant brain and spinal | Medical and surgical management which
cord tumours, treatable includes radiation therapy and chemotherapy

49A Compound/depressed fractures of skull Craniotomy/craniectomy

213A | Difficulty in breathing, eating, swallowing, | Medical and surgical management; ventilation
bowel, or bladder control due to non-
progressive neurological (including spinal)
condition or injury

83A Encephalocele; congenital hydrocephalus Shunt; surgery

902A | Epilepsy  (status  epilepticus, initial | Medical management; ventilation; neurosurgery
diagnosis, candidate for neurosurgery)

211A | Intraspinal and intracranial abscess Medical and surgical management

905A | Meningitis — acute and sub acute Medical and surgical management

513A | Myasthenia gravis; muscular dystrophy; | Initial  diagnosis; initiation  of  Medical
neuro-myopathies NOS management; therapy for acute complications

and exacerbations

510A | Peripheral nerve injury with open wound Neuroplasty

940A | Reversible CNS abnormalities due to other | Medical and surgical management
systemic disease

1A Severe/moderate head injury: | Medical and surgical management; ventilation
haematoma/oedema with loss of
consciousness

84A Spina Bifida Surgical management

941A | Spinal cord compression, ischaemia or | Medical and surgical management
degenerative disease NOS

901A | Stroke — due to haemorrhage, or ischaemia | Medical management; surgery

28A Subarachnoid and intracranial | Medical and surgical management
hemorrhage/hematoma,;
Compression of brain

305A | Tetanus Medical management; ventilation

265A | Transient  cerebral ischaemia; life- | Evaluation; medical management; surgery
threatening cerebrovascular
conditions NOS

109A | Vertebral dislocations/fractures, open or | Repair/reconstruction; medical management;
closed with injury to spinal cord inpatient rehabilitation up to 2 months

684A | Viral meningitis, encephalitis, myelitis and | Medical management
encephalomyelitis
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2. EYE
Code | Diagnosis Treatment
47B Acute orbital cellulitis Medical and surgical management
394B | Angle-closure glaucoma Iridectomy; laser surgery; medical and surgical
management
586B | Bell's palsy; with exposure | Tarsorrhaphy; medical and surgical
keratoconjunctivitis management
950B | Cancer of the eye and orbit - treatable Medical and surgical management, which
includes radiation therapy and chemotherapy
901B | Cataract; aphakia Extraction of cataract; lens implant
911B | Corneal ulcer; Superficial injury of eye and | Conjunctival flap; medical management
adnexa
405B | Glaucoma associated with disorders of the | Surgical management
lens
386B | Herpes zoster & herpes simplex with | Medical management
ophthalmic complications
389B | Hyphema Removal of blood clot; observation
485B | Inflammation of lacrimal passages Incision; medical management
909B | Open wound of eyeball and other eye | Medical and surgical management
structures
407B | Primary and open angle glaucoma with | Trabeculectomy; other surgery
failed medical management
419B | Purulent endophthalmitis Vitrectomy
922B | Retained intraocular foreign body Surgical management
904B | Retinal detachment, tear and other retinal | Vitrectomy; laser treatment; other surgery
disorders
906B | Retinal vascular occlusion; central retinal | Laser surgery
vein occlusion
409B | Sympathetic uveitis and degenerative | Enucleation; medical management; surgery
disorders and conditions of globe; sight
threatening thyroid optopathy
474 health
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EAR, NOSE, MOUTH AND THROAT

Code | Diagnosis Treatment
33C Acute and chronic mastoiditis Mastoidectomy; medical management
482C | Acute otitis media Medical and surgical management, including
myringotomy
900C | Acute upper airway obstruction, including | Medical management; intubation; tracheostomy
croup, epiglottitis and acute
laryngotracheitis
950C | Cancer of oral cavity, pharynx, nose, ear, | Medical and surgical management, which
and larynx - treatable includes chemotherapy and radiation therapy
241C | Cancrum oris Medical and surgical management
38C Choanal atresia Repair of choanal atresia
133C | Cholesteatoma Medical and surgical management
910C | Chronic upper airway obstruction, resulting | Medical and surgical management
in cor pulmonale
901C | Cleft palate and/or cleft lip without airway | Repair
obstruction
12C Deep open wound of neck, including larynx; | Medical and surgical management; ventilation
fracture of larynx or trachea, open
346C | Epistaxis — not responsive to anterior | Cautery / repair / control hemorrhage
packing
521C | Foreign body in ear & nose Removal of foreign body; and medical and
surgical management
29C Foreign body in pharynx, larynx, trachea, | Removal of foreign body
bronchus & oesophagus
339C | Fracture of face bones, orbit, jaw; injury to | Medical and surgical management
optic and other cranial nerves
219C | Leukoplakia of oral mucosa, including | Incision/excision; medical management
tongue
132C | Life-threatening diseases of pharynx NOS, | Medical and surgical management
including retropharyngeal abscess
457C | Open wound of ear-drum Tympanoplasty; medical management
240C | Peritonsillar abscess Incision and drainage of abscess; tonsillectomy;
medical management
347C | Sialoadenitis; abscess / fistula of salivary | Surgery
glands
543C | Stomatitis, cellulites and abscess of oral soft | Incision and drainage; medical management
tissue; Vincent's angina
474 health
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4. RESPIRATORY SYSTEM

Code | Diagnosis Treatment

903D | Bacterial, viral, fungal pneumonia Medical management, ventilation

158D | # Respiratory failure, regardless of cause # Medical management; oxygen; ventilation

157D | Acute asthmatic attack; pneumonia due to | Medical management
respiratory syncytial virus in persons under
age 3

125D | Adult respiratory distress syndrome; | Medical management; ventilation
inhalation and aspiration pneumonias

315D | Atelectasis (collapse of lung) Medical and surgical management; ventilation

340D | Benign neoplasm of respiratory and | Biopsy; lobectomy; Medical management;
intrathoracic organs radiation therapy

950D | Cancer of lung, bronchus, pleura, trachea, | Medical and surgical management, which
mediastinum & includes chemotherapy and radiation therapy
other respiratory organs - treatable

170D | Empyema and abscess of lung Medical and surgical management

934D | Frank haemoptysis Medical and surgical management

203D | Hypoplasia and dysplasia of lung Medical and surgical management

900D | Open fracture of ribs and sternum; multiple | Medical and surgical management, ventilation
rib fractures; flail chest

5D Pneumothorax and haemothorax Tube thoracostomy / thoracotomy
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5. HEART AND VASCULATURE
Code | Diagnosis Treatment
155E | Myocarditis; cardiomyopathy; transposition | Medical and surgical management; cardiac
of great vessels; transplant
hypoplastic left heart syndrome
108E | Pericarditis Medical and surgical management
907E | Acute and sub acute ischemic heart | Medical management; surgery; percutaneous
disease, including myocardial infarction and | procedures
unstable angina
284E | Acute pulmonary heart disease and | Medical and surgical management
pulmonary emboli; pulmonary hypertension.
35E Acute rheumatic fever Medical management
908E | Aneurysm of major artery of chest, | Surgical management
abdomen, neck, -
Unruptured or ruptured NOS
26E Arterial Embolism/thrombosis: abdominal | Medical and surgical management
aorta, thoracic aorta, vena cava and other
major blood vessels
204E | Cardiac failure: acute or recent deterioration | Medical treatment
of chronic cardiac failure
98E Complete, corrected and other transposition | Repair
of great vessels Congenital malformations
of great large vessels
97E Coronary artery anomaly Anomalous coronary artery ligation
309E | Diseases and disorders of aortic valve NOS | Aortic valve replacement
210E Diseases of endocardium; endocarditis Medical management
314E | Diseases of mitral valve Valvuloplasty; valve replacement; medical
management
902E | Disorders o