
Pathology utilisation in the South 
African private sector.

Who is responsible and what is to be 
done?

Carel Pretorius



Cumulative change in medical expenditure 
2001 baseline, not inf lation adjusted 

 

110.0% 
90.0% 
70.0% 
50.0% 
30.0% 
10.0% 

-10.0% 
2001 

 
Membership 
General practitioner 
Radiology 
Hospital 

 

Reference: Council for Medical Schemes Annual reports published 2001 - 2006 
http://www.medicalschemes.com 

 

117.2%

 
72.5% 

 

5.9% 
 
2005 

 

Carel Pretorius August 2007 

2002 2003 2004 

Medicines
Specialist (excluding path and radiology)
Pathology
NHRPL for Pathology

2006



Are more patients receiving pathology?
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South African Pathology expenditure 
in perspective, 2005

Private sector      R22.70 / beneficiary / month

NHLS* R2.72 / beneficiary / month

* NHLS annual report 2005/2006



Halting the growth in diagnostic testing
It is time to focus on reducing inappropriate test ordering
Rohan J H Hammett, Roger D Harris 

Medical Journal of Australia Vol 177, 5 August 2002, p 124 

“In acute hospital settings, it has been estimated that as many as a third of all 
tests ordered are inappropriate in terms of their ability to contribute to the  
diagnosis and treatment of individual patients.” 

“in most settings, it is the relatively cheap, common tests that account for the 
bulk of testing expenditure”. 

Change of pathology request forms can reduce 
unwanted requests and tests 
J Bailey, A Jennings, L Parapia

J Clin Pathol 2005;58:853–855.
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Platelet count 
Full blood count 
Creatinine 
Sodium + potassium + chloride + CO2 + urea 
Glucose: Quantitative 
Prothrombin index 
Erythrocyte sedimentation rate 
Albumin 
C-reactive protein 
Aspartate aminotransferase (AST) 
Glucose strip-test with photometric reading 
Alanine aminotransferase (ALT) 
Gamma glutamyl transferase (GGT) 
Alkaline phosphatase 
Lactate dehidrogenase (LD) 
Protein: Total 
Bilirubin: Total 

Miscellaneous microscopy ( fluids, urine etc.) 

Blood gas and ancillary tests - max 6/patient/ d 
Chol/HDL/LDL/Trig 
Bilirubin: Conjugated 
Thyrotropin (TSH) 
Bacteriological culture: Miscellaneous 
Therapeutic drug level: Dosage 
Haemoglobin estimation 
Potassium 
Prostate specific antigen 
Magnesium: Spectrophotometric 
Calcium: Spectrophotometric 
Thyrotropin (TSH) + Free Thyroxine (FT4) 
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Relative risk for serum protein electrophoresis. 
 

RR determined by logistic regression with Lab A as reference (STATA vers 9.0). 
 

Results adjusted for age and clustering within referring doctor. 

 

Laboratory Odds Ratio P>|z| 
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The risk of having a PE depends on the Lab !! 

 
Prof P Rheeder, Prof PJ Becker. Division of Clinical Epidemiology, UP
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Request form 



Role players. 
• Providers 

•Laboratories / Pathologists 
•Professional bodies 
•Academia 

• Funders 
• Administrators 
• Medical Schemes 
• Managed care companies 
• BHF 

• Statutory bodies 
• HPCSA 
• CMS 
• DOH



Providers 

•Pathologists 
Hospital ownership  
Corporations outside HPCSA oversight 
Professional veneer 
R 3 000 000 000 per annum 
Oligpoly / Duopoly 

 
•Professional bodies (SAMA) 

Ineffective ethical oversight 
Concerned with fee negotiations 

 
•Academia (Evidence Based Medicine) 

NHLS 
College of Medicine / College of Pathology
Universities 



Funders 
 

• Administrators 
Financial managers not Disease managers 
Under investment in disease management 
Turnover based 
Medical Advisors co-opted into busines advocates
Soft on creative billing / fraud 

 
• Medical Schemes / Trustees 

 
• Managed care companies 

 
? • BHF 



Statutory bodies

•HPCSA
Protect public against medical professionals
Ensure ethical conduct
Request form (procrastination)
Fees (illogical)
Traditional medicine and EBM

CMS
Protect public against medical schemes
Resources ?

?DOH
Reference prices
Doctors employed by hospitals? 
law of unintended consequences
Capacity / Resources ?
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