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million) project for strengthening traditional health systems for

malaria control and prevention in the WHO African region.

Other potential herbal antimalarial medicines in three

member states are also being evaluated. These evaluations are

expected to reach the level of comparative clinical trials shortly.

Contrapuntally, a press release from Medinfo expresses some

doubt about the success of such a venture:

Areport by Médecins Sans Frontieres (MSF), cited in an

article that appears in a recent British Medical Journal (BMJ),
states that traditional antimalaria drugs such as chloroquine

and sulfadoxine-pyrimethamine are virtually useless due to the

high degree of resistance developed by malaria-causing

Plasmodium sp. in many parts of Africa. Indeed, the WHO

guidelines on malaria treatment recommend that these drugs

be replaced with artemisinin-based combination treatments. 

However, the practical implementation of these guidelines is

proving challenging, given the higher associated costs. Not

only do artemisinin-based medicines cost US$1.50-2.40 per

treatment compared with US$0.10 for chloroquine, but also a

significant investment of funds is required to institute a change

in treatment regimen. This said, MSF believes that an initial

large injection of funds is required, after which the needs

would be reduced as a result of the improved control over

malaria leading to an overall decline in costs. 

MSF estimates that providing artemisinin-based treatments

in those African countries where it offers the most effective

option would cost between US$100 and US$200 million. Not

only is this an amount that international donors would be able

to fund with relative ease, but also it would be an investment

with significant return in terms of controlling malaria. 

While no large-scale, prospective economic evaluation has

been done, the efficacy of artemisinin-combination

antimalarials is being monitored by organisations such as SAA-

Netcare Travel Clinics. Says SAA-Netcare Travel Clinics

medical director, Dr Andrew Jamieson, ‘We have found

artemisinin-based treatments extremely effective in several

regions where the Plasmodium falciparum is responsible for the

majority of malaria cases. In southern Africa it is resistant to

traditional treatments. Our research in this area is ongoing,

with a view to providing quantitative evidence that supports

the WHO’s guidelines while motivating a change of course for

donor funds. Above all, we acknowledge the critical role that

funding plays and will continue to play in rolling back the

scourge of malaria and thereby facilitating economic

development on the continent. As such, we are keen to ensure

that these funds are invested wisely.’ 

MANAGED CARE - ETHICAL ISSUES

Part I of a three-part series to be published in the July, August

and September 2003 issues of the SAMJ.

Introduction

Health care is far more than just treating an illness. Since many

treatment methods include an element of risk and harmful

side-effects, morality is always a factor. There is often a need to

justify the cause of these adverse features. Health care

providers and patients should also concern themselves not

only with what is good medical care, but also what constitutes

good ethical care. There is often conflict between these clinical

and moral goals since clinical practice is dissimilar to clinical

ethics.

Decisions regarding health care are complex. Many medical

interventions involve moral as well as medical deliberations

and ethical concerns further complicate the decision-making

process. The complexity arises from three main sources:

• both the doctor and the patient are involved in making 

decisions and there may be disagreement about what is 

considered proper medical treatment

• the patient’s ability to make decisions might be lost or 

limited

• health care decisions often involve important moral issues 

and good clinical decisions are not always good moral 

decisions.

Almost all health care decisions have two objectives, namely

deciding what will be good health care for the patient on the

one hand and what will be morally good for the patient and

the providers of health care services on the other. Deciding

what is good health care for the patient is often very difficult.

Some will argue that good patient care is treating to cure

disease and preserve life, but although true in many cases – it

is not always the case. In certain cases good care might consist

of declining or discontinuing treatment because the

interventions cause more harm than any possible benefits they

could provide. In this case the objective becomes comfort and

not cure – a recognition of medicine’s inherent limitations.

Managed care introduces business considerations in the

traditional doctor-patient relationship. In the USAmany large

managed care companies are traded on the stock exchange. The

business press regularly reports their profits along with the

compensation of the chief executive and chief financial officers,
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which can amount to millions of dollars annually. In colloquial

terms, they are referred to as the ‘darlings’ of Wall Street. This

has raised much controversy in the USAespecially from the

provider community. Questions raised include whether these

organisations are truly interested in the patients’ well-being

and whether practitioners will be pressurised to ensure huge

profits for the managed care companies at the end of the day.

Ethics in managed care has become business ethics.

Business’s ethical obligations are integrity and honesty.

Medicine’s ethical obligations include, in addition: altruism,

compassion, beneficence, non-malfeasance, and respect for

patient autonomy and justice.

Doctor-patient relationship

Trust forms the central element in almost all the ethical

obligations that doctors have towards their patients. Many of

these are embodied in the Hippocratic Oath and include the

obligation to keep a patient’s private information confidential,

to avoid mischief and sexual misconduct and to give no

harmful or death causing agent.

The cornerstone of the doctor-patient relationship is laid in

the trust that the doctors are dedicated first and foremost to

serving the needs of their patients. Patients can expect that

doctors will come to their aid even if it means putting the

doctor’s own health at risk and they can trust that doctors will

do everything in their power to help their patients. It is this

trust that enables patients to communicate private information

and to place their health and indeed their lives in the hands of

their doctors. Without the commitment that doctors will place

patients’ interests first and will act as agents for their patients,

there is no assurance that the patients’ health and well-being

will be protected.

Herein arises a dilemma in managed care, since these

systems restrict both patient and provider choice and could

limit the clinical autonomy of providers. Managed care tools

that are used to influence provider behaviour include:

• case management to coordinate expensive medical care

• financial incentives to encourage doctors to make medical 

decisions that conserve resources

• gatekeepers to control specialty referrals

• administrative rules or protocols.

The common element is control by managed care

organisations and limitation of choices traditionally made

exclusively within the doctor-patient relationship.

Conflicting duties cause a moral dilemma. Patients may not

be aware that their doctors’ self-interests conflict with their

own. Conflict may also arise when doctors profit from patients’

consumption of services, e.g. referrals to hospitals where they

are shareholders. These conflicts are however not unique to

managed care.

According to the American Medical Association managed

health care involves at least two conflicting loyalties for the

doctor, namely:

• Doctors are expected to balance the interests of their patients 

with the interests of other patients. For example, when a 

specific test is ordered the doctor should consider whether or

not to save this specific slot for another patient of the funder 

or to rather conserve the resources. This refers to the ethical 

debate concerning the allocation of resources.

• A managed care plan can place the needs of the patients in 

conflict with the financial interests of their doctors. They 

could, for instance, encourage the doctors to make cost-

conscious treatment decisions through the use of financial 

incentives. For example, bonuses could be paid to them with 

the amount of the bonus increasing as the plan’s 

expenditures for patient care decreases. When a doctor 

decides to order a test he might recognise that it could have 

an adverse impact on his/her income. In an effort to control 

utilisation, managed care plans might even withhold 

diagnostic procedures or treatment modalities from patients.

Since managed care programmes have an inherent incentive

to compromise the quality of care in the pursuit of cost-

containment, it demands that doctors be both patient and

organisational advocates. The doctor’s fundamental obligation

however remains to serve as patient advocate. By creating

conflicting loyalties for doctors, some managed care techniques

can undermine this primary obligation.

Specific areas within the managed care environment merit

specific attention since they impact significantly on the doctor-

patient relationship. These include freedom of choice,

confidentiality and financial incentives. These will be discussed

in Part II of this series on managed care.

Part II of this series will be published in next month’s issue

of the SAMJ.

Excerpted with permission from the Managed Care section of
the Practice Management Programme of the Foundation for
Professional Development of SAMA. For information on the
FPD courses contact Annaline Maasdorp, tel(012) 481-2034;
email: annalinem@samedical.org.
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