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POSITION PAPER ON EMPLOYMENT OF DOCTORS BY PRIVATE HOSPITALS 

In commenting on the fact that hospitals have applied to be permitted to employ HCPs, I have studied and 

summarised the relevant points from Booklets 11, revised Sept 2016 of the HPCSA as well as the HPCSA policy 

document on Business Practices (undated) 

The HPCSA will appoint a committee to consider applications for employment of practitioners and applications for 

shareholding in Hospitals etc comprising: 

• A lawyer 

• A member of the affected person 

• A chairperson who should be a member of the Council 

• 2 additional Council members 

Any HCPs who wish to engage in business ventures or employ a model which involves corporate entities or 

unregistered persons must apply to the Committee for approval in advance  

I have extracted important clauses from the relevant HPCSA booklets which need to be noted prior to my 

comments on the desirability or otherwise, of Private Hospitals wanting to employ doctors   

Summary of the HPCSAs current position: 

HCP must at all times: 

1)  Act in the best interests of their patients 

2) Regard their clinical needs as paramount 

3) Avoid potential conflicts of interest, incentives, inducements which threaten autonomy or independence 

or commitment to the rules, or which do not accord first priority to the clinical neds of patients 

4) Maintain professional autonomy, independence and commitment to the relevant Ethical rules 

 

Financial interests in Hospitals: 

These may be purchased at market related prices and in an arm- length transaction only 

HCP may not accept, nor Hospitals impose, any conditions on Practitioners purchasing such interests, if they are in 

conflict with the Ethical rules 

Financial or other rewards or returns cannot be based upon admissions or specific targets of servicing patients 

Peer review procedures must be put in place to prevent over-servicing 

HCP may not participate in advertising or promotion of the institution 

HCP may not advocate preferential use of the institution 

The purchase agreement is submitted and approved by the HPCSA 

HCP submits an annual report to the HPCSA on the number of patients referred to such institution as well as the 

number referred to other institutions 
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Rentals as perverse incentives: 

HCPs may not accept rentals in a healthcare establishment which are not market related. 

HCPs may not accede to rentals at a Healthcare facility conditional upon meeting turnover or admission targets 

HCPs may not accept rentals from Healthcare establishments under a financial arrangement which Is not available 

to similarly qualified HCPs. 

Fees and Commissions: 

Commissions: 

HCP may not accept commissions or any financial gain, or other valuable consideration in return for purchase, sale 

or supply of goods used by the HCP in his practice. 

HCP may not offer any financial gain or other valuable consideration to any person for referring patients to him. 

Charging or receiving fees: 

HCPs may not receive fees or receive any financial gain or valuable consideration for: 

• Referring patients to HCPs 

• Participating in drug trials 

• Seeing Medical representatives 

• Services not personally rendered by himself or an unregistered person in his employ except if the 

HCP is associated as a partner, Shareholder or Locum 

• Any service which is not rendered including appointments not kept. 

Sharing of fees: (Dichotomy of fees) 

HCP cannot share fees with anyone who has not taken a commensurate part in the service being charged 

for. 

Charges levied for any services offered to an HCP related to their income from patients, needs to be 

agreed up front and NOT BASED UPON A % OF TURNOVER, NOR ON A COMMISSION OR ON INCOME. 

Examples of undesirable corporate offerings to HCPs include: 

• infrastructure in the form of clinics,  

• subsidised rooms and facilities, 

• Collection of debtor’s books  

 in return for which a fee is charged which is linked to a percentage of the HCPs turnover or a percentage 

of the debts recovered. 

Contracts: 

HCPs may not enter into a contract on the understanding that the he generates a particular amount of 

work, or turnover target for the establishment despite the Health facility equipping a theatre etc for a 

specific practitioner to his specifications. 

Hcps must be free to voluntarily withdraw from an arrangement with an employer without his position 

being compromised or where his position is dependent upon his continued compliance with an 

organisation’s requirements 

Models of business for HCPs: 

A. Acceptable models of Business for HCPs: 

 

1) Solo practitioner 

2) Associations (Inc. Group practices and Organisations ???) 

3) Partnerships 
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4) Inc’s and Personal Liability companies 

5) Franchise models provided that the HCP shall not practice in any form of business which has 

inherent requirements that violate any of the Ethical rules, or that does he, actively or passively 

permit the Franchisor to commit these breaches on his behalf, nor does he profiteer from such 

breaches: 

a. Advertising 

b. Canvassing or Touting 

c. Naming of the practice 

d. Information on professional stationary 

e. Fees and Commissions 

f. Partnerships 

g. Professional secrecy 

h. Professional appointments 

i. Exploitation 

j. Performance of professional acts 

6) Any of the above which have outsourced their administration or Established an administration 

company 

7) Any other model must first have HPCSA approval 

 

B. Acceptable models with restrictions: 

Corporate involvement is permitted with the following restrictions: 

This is where the HCP pays a market related fee, which is objectively determined as market related 

and fair, to corporate entities which then provide services (financial, Legal, Administrative, rental etc) 

negotiated on an arms-length basis, provided always that: 

i. HPCSA Ethical rules and policies are observed 

ii. HCP take full responsibility for the behaviour of the corporate ito the HPCSA Ethical        

                              rules and Policies 

iii. HCPs cannot hide behind the corporate veil but remain individual responsible for all                    

               transactions and operations  

iv. No provision is made for hiving off fees to a corporate entity 

v. Corporates must be precluded from exercising any coercion which would motivate  

               HCPs to violate the Ethical rules. 

C. Unacceptable models of Business for HCPs: 

 

1) Undesirable Corporate Ownership 

 

a) Any person, natural or juristic, NOT REGISTERED into THE HP ACT, may not share directly or 

indirectly in the profits or income of a Professional Practice, and is not permitted. 

b) Transferring any portion of the income stream generated from treating patients, to such a 

person 

c) Giving or selling shares or a similar interest in the professional practice to such a person 

d) Transferring income or profits of the professional practice to an HCP in lieu of services 

rendered to patients of that practice, by payment of a free which is not market related  

e) Paying or providing an HCP with some or other benefit thereby allowing him to share 

directly or indirectly in the income or profits of the Professional practice. 

 

Employment of HCPs: 

This is currently restricted to  
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a) The public service 

b) Universities and training institutions only for training and research 

c) Mining companies 

d) NPOs and NGOs subject to the relevant board approval 

e) All persons registered on the HPCSA register may employ HPCs on the same register 

 

Any other agent, institution or person has to apply to the HPCSA before they can employ an HCP (except if the HCP 

is employed beyond the reals of clinical practice). The application will consider: 

1) Motive or goal which must not be for a profit 

2) Service to specific groups of people e.g. serviced by NGOs NPOs 

3) Training of students, e.g. Universities 

4) Clinical independence of the practitioner, so that patient care will not be compromised in 

using services which are not indicated in order to acquire financial or material benefit nor 

will exploit the practitioner to violate the HPCSAs Ethical rules 

5) Method of payment must be free of perverse incentives and undesirable practices, must be 

evidence based, and cost effective 

All employing institutions must be accredited by the HPCSA. 

Offering or accepting perverse incentives: 

It is an offense both to offer or accept incentives either financially or in kind, with no evidence based or scientific 

basis or cost- effective considerations to the patient. 

Financial incentives can be offered to promote quality and cost- effective care, based upon performance of best 

practice and ethical behaviour, but not to withhold medically necessary care, nor to over or under service. 

HCPs may not permit Financial incentives to influence their judgement of appropriate therapeutic alternatives, nor 

deny their patients access to appropriate services based on financial inducements. 

Over servicing: 

HCP shall not provide services which are neither indicated, scientifically validated, or are harmful, ineffective or 

inappropriate through EBM, nor shall they refer to another HCP for such a service. Over- use of equipment for 

procedures and tests which are not indicated, scientific or based on EBM is viewed in a serous light by the HPCSA 

and is prohibited. Fees charged   must be market related and not designed to profiteer. 

Managed care principles including Clinical guidelines, protocols, formularies, risk sharing, withholds and cost 

saving benefits (P4P models)  

These should be developed by HCP groupings based upon scientific criteria and not dictated or influenced by 

MCOs, HMOs etc based only on cost saving measures. 

Formularies and restrictive lists must be based upon EBM and best practice principles BUT may take into account 

cost effectiveness. 

Prepayment for services rendered via capitation models (risk sharing) is now condoned by the HPCSA provided 

that the HCP and the patient are fully informed of the risk they assume, and adequate mechanisms or in place to 

manage the risk. Underservicing must be prevented, and any withholds audited to ensure that these are 

appropriate, reasonable and in keeping with the Contractual terms and the ethical rules, by the use of 

independent utilisation reviews, practice profiling and peer review. 

Contracts: 

MCO contracts must be based upon ethical, legal and clinically and scientifically proven facts and EBM.  

HCPs may not enter into contracts may which affect their clinical judgement or independence. 

HCPs may however be rewarded for delivery high quality, cost effective Evidence based medicine by MCOs and 

Schemes provided that: 
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• There is no under or over servicing 

• The cost savings should be subjected to independent audit 

• Any cost saving should ultimately be passed on to the patient 

Accreditation of HCPs: 

Credentialing and Accreditation of HCPs is acceptable provided that it is based upon transparent criteria of 

professional competency, professional qualification, experience. 

The rules are silent on whether this should be based upon minimum requirements for the facility from which the 

HCP practices. 

Preferred Provider Networks (PPNs) and Restriction of Choice: 

Networks may not be exclusive and must be open to all willing and suitably qualified providers if they meet the 

criteria of professional qualifications, Competence and Quality of care. 

There need to be compelling reasons why an HCP is denied inclusion. 

Freedom of choice maximises competition however restriction of choice may be necessary in the interests of 

access to healthcare, provided that quality of care is not compromised. HPCSA mentions that it is however 

acceptable for a patient to pay extra to consult a provider of their choice. 

Group Practices: 

HCPs in Group Practices (except for radiologists and Pathologists) may only practice within the scope of the 

profession in respect of which he is registered under the HP Act. This suggests that group practices may not 

comprise HCPs registered in different Medical specialities. 

Manufacturing: 

HCPs may not manufacture, participate in any way in the manufacture, of any medicine or device, scheduled 

substance or health related product unless: 

• It forms an integral part of the normal scope of practice of the HCP AND 

• Explicit permission has been received from the HPCSA 

 

Advertising / Preferential Usage or prescriptions: 

HCPs may not advertise nor endorse, preferentially use or encourage in a manner the use of an HCP, Facility or 

medication or device, which unfairly promotes that modality for financial or other valuable consideration. 

Referrals: 

An HCP may only refer a client to an establishment where he or a close family member or business associate has a 

financial interest if this interest has been declared to the HPCSA and approved by the Council AND that such an 

interest has been disclosed to the patient prior to the referral. 

Dual Capacity: 

HCPs may not consult with one patient in more than 1 capacity 

High Tech equipment: 

Special mention is made of High technology equipment, which may lend itself to inappropriate use by individuals 

who are not properly qualified OR through over servicing by qualified persons. HCPs may only use technical 

equipment if it forms an INTEGRAL part of the scope of practice and have received appropriate training in the use 

and management thereof. 

Access to confidential information: 

Access to confidential patient information by a 3rd party requires the informed consent of the patient or their 

guardian, executor of their estate or curator 
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Practitioners must ensure that this information remains confidential and must protect against situations where 

payment for their services is withheld on the basis of nondisclosure to an employer or other third party. 

Accountability and Liability: 

The HPC remains accountable at all times to the patient for reasonable skill and care. 

Should the advice of an HCP be in conflict with the patient’s medical scheme, or MCO, or employer the HCP shall 

provide the patient with a written explanation to enable the patient to make an informed choice as to the 

treatment path they desire. HCP must inform the patient of medically appropriate treatment options regardless of 

their cost, or extent of their medical aid coverage. 

Position on employment of HCPs by Private Hospitals: 

Current status quo: 

For years certain Private hospitals have been employing doctors to run their EMUs with permissions obtained 

under a previous dispensation. 

Employment of HCPs is dealt with in Booklet 2 of the HPCSA’s Ethical rules and in the light of the resumed push to 

employ doctors by private Hospitals, is need of a more specific and definitive rewrite. Council has in the interim 

measure, looked at the concept of private hospitals employing HCPs, on a case by case basis, with a specific bias 

toward addressing patient needs, and in NPOs, NGOs and Charities, but not to fulfil any Private profit motives. 

There are numerous hospital-based EMUs and A and E units around RSA. They appear to be run in one of two 

ways: 

1) The Unit, including its nonmedical staff and support staff is rented to a physician who may or may not 

have ATLS etc. The HCP pays the hospital a rental which should be market related, and he runs the unit 

and he is then entitled to employ other locums or take in associates, partners or locums, and runs this as 

his practice, keeping all of the income generated from seeing patients, and which is paid into his practice 

bank account and from which he pays the employed doctors. 

2) The Hospital runs the unit as part of the hospital and employs doctors, nurses and support staff to work in 

the unit at a salary. All income earned from treatment of patients accrues to the hospitals dedicated bank 

account. This method appears to be in conflict with the rule on Sharing of fees /Dichotomy. 

 

More recent events: 

Apparently, further private hospitals have applied for, or already has, HCPs employed in its ICUs, A and E units and 

Maternity wards and have to produce an annual report highlighting proof of advantages to the patients care and 

the rules of governance, for the HPCSA. 

More hospital chains now want to follow suit. 

The previous history of, and appeal of the A and E units: 

Many regular FP decided not to perform calls outside of normal hours and this strengthened an already keen 

market for Hospitals to open EMUs offering initially only offering after hours services. 

These rapidly expanded from After Hours units open from 18hr00 to 07hr00 to 24 A and E hour walk in centres 

which, despite their name, treat anything from coughs, colds and flu, to life threatening conditions. 

Minimum qualifications and Operating Policies: 

At the outset, any HCP with an MBChB could offer his services to work in an AH Unit, but slowly, the hospitals 

have, correctly, insisted that the minimum requirement is an ATLS, ACLS and APLS or DIPEC qualifications as a 

minimum entry criterion for doctors to work in EMUs. 

Ethical rules initially enforced: 

In compliance with the Ethical rules around supersession, the EMU doctors were originally obliged to call the 

patient’s house doctor/FP and only offer assistance if it was a true emergency or if the FP did not want to come 
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out. Many FPs were vehement in their insistence at being called for their patients but could not guarantee their 

arrival times often leaving patients waiting many hours. So, patients voted with their feet, and insisted on being 

seen, or going to another unit which was more patient orientated. 

IPAs in the Western Cape wrote protocols and policies in line with the HPCSA Ethical rules and dedicated to 

preserving the doctor patient relationship by first calling in the patient’s family practitioner or referring patients 

back to their chosen FP with a summary of what was found. Few family practitioners would bother to come to see 

their patients when phoned, and the EMU doctors often did not complete the discharge letter back to the patient’s 

own GP. 

Need for Return on Investment: 

These new EMUs were expensive to run, and the only manner in which the hospitals could justify their cost was to 

show a return on investment. 

Pressure was exercised on the autonomy of the doctors running the units, to accept minimum admission targets, 

and in the Western Cape a number of the doctors who ran these units with a high degree of success honesty and 

patient satisfaction were dismissed when they rejected these intrusions into their autonomy.  

Ambulance drivers and controllers were also incentivised to bring patients to specific hospitals by cash incentives, 

or luxurious stand down lounges with food and TV facilities, or both. 

Fraud, Waste and Abuse: 

Patients gaming the system: 

Patients too got the hang of it and began utilising this easy admission policy to circumvent their restrictions on a 

“Hospital plan”. Once the patient was admitted, there was no restriction on utilisation of otherwise limited 

benefits of Path and Rad. 

Certain highly qualified doctors milking the system:  

These doctors when on call, and if the case was not life threatening, they would instruct EMUs HCPs to admit 

patients despite being “on call”, as it was not convenient to come out. This resulted in not only a hospital ward fee 

overnight, but also an unnecessary consultation the next day, during a quick” discharge” ward round. 

 Worse still, some HCPs sent their patients in for an emergency admission to circumvent the restrictions of their 

hospital plans, and permit MRIs, procedures etc, which normally would have been for the patient’s pocket. 

Many on call showed reticence to come in when called and demanded (and many still do) an “on call fee” for being 

available. This became the source of disagreement between HCPs who had rooms in the hospitals and the private 

hospitals, forgetting that their heavily subsidized rooms from the same hospital, were seen as a “given”, and could 

not be factored into being available after hours at no fee. 

It is well known that private hospitals have offered discounted market rentals up to 80%, to certain HCPs, with the 

per meter rate indirectly linked to the “bums on beds” that were admitted into the hospital. 

Funders push back: 

EMUs had thus become a “win” for the Hospitals, and patients, and a “lose” centre for medical funders. They 

therefore urgently responded by writing pre-admission protocols EMUs, with a rule that if no intervention 

followed an EMU admission or if the intervention did not match the episode of care, or was not a PMB, the entire 

bill was rejected and became patient liable. 

Triage: 

This still did not curtail patient driven frivolous overutilization of the EMUs as a method of circumventing the 

waiting time in the FPs waiting room with EMUs remaining open for 24 hours a day with little or no triage systems 

in place. 

With time tighter Triage followed together with co-payments for nonurgent and non PMB cases.  
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SWAT Analysis: 

Strengths of hospitals employing doctors: 

1) 24hour cover for their patients and EMUs, A and E units and wards 

2) Ability to limit attending doctors to those with higher qualifications e.g. ATLS etc 

3) Ready pool of assistants in emergencies with second on call doctors being made to stand in in emergency 

surgery cases 

4) Increased turnover of cases to dedicated specialists, seen as a strength for attracting specialist cover 

5) Incentive to young doctors to come in to a readymade unit and earn a salary with no outlay 

 

Weaknesses: 

1) Potential abuse of the medical profession with dual loyalties loss of autonomy and profit motives,  

2) Ethical dilemma by hospital pressuring doctors in the EMUs to improve the hospitals ROI. 

3) Offers of turn over related profits, kickbacks from admissions and use of Path, Rad, and expensive other 

equipment. 

4) Current PMB legislation compels doctors in the EMUs to see all comers if classed as an emergency. Cost 

curtailment by hospitals however only allows life supporting measures to be taken and the patient 

referred to a State institution, thereby perpetuating 2-tiered care that for the “have’s” and that for the 

“Have nots”  

5) Only areas served by large hospital groups will have an EMU which will impact on the Family Practitioner 

resources in the area and further disadvantage the poor, whilst robbing them of their ability to see a 

Family Practitioner, who will leave to look for areas not served by EMUs 

6) Family Practitioners may leave the profession or emigrate, or specialise, further disturbing the already 

disproportionate numbers of specialists who perform primary care at huge cost to the private medical 

system   

 

Opportunities: 

1) Good exposure to first world facilities and first world specialists for the EMU doctors  

2) Enhanced levels of skills for EMU doctors  

3) Ability for young doctors to enter a readymade system, and earn money soon after qualification, instead 

of emigrating 

4) Opportunity for A and E units to be accredited and run along tighter Ethical lines with removal of perverse 

business interests affecting quality of care. 

 

Threats: 

1) Full commercialisation of Family Practice, with denuding of FPs from already served and underserved 

areas. 

2) Loss of focus on Primary Preventative health and move to interventional and curative medicine 

3) Loss of Doctor autonomy and eroding of Medical Ethics 

 

Conclusion: 

There are points both for and against the employment of Private doctors by Private hospitals, however, on 

balance, we are against the principle as: 

1) there is definite potential for loss of doctor autonomy, 

2) There is the strong possibility of exposure of the vulnerable doctor to undue pressures which may be 

exerted by the Hospitals to address their ROI, 

3) Sharing of fees (Dichotomy of fees),  

4) There is the potential to denude already underserved areas of FPs 
 

 Tony Behrman IPA Foundation of SA 


