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Dear Synapse members
This issue includes a clinical section on herpes
simplex and an ethics (patients‟ rights) section with
the (possibly surprising) title: How and why we
should help medical aids. We‟ve also included
answers to some legal questions.
A reminder to „old‟ and new members alike that
underlined sections of text are hyperlinks. You can
click on them to find the source document or for
more information.
Happy reading

Nina Kriel (optometry@synapse.org. za)

Herpes
The word „herpes‟ derives from the Greek word
meaning to creep or crawl and may refer both to
the recurring, insidious nature of the infection or to
the tendency of the lesions to spread.
The herpes family of DNA viruses is a large and
diverse one. The most commonly encountered
herpes species are:

simplex

zoster

Epstein Barr (which causes mononucleosis)

cytomegalovirus.
With 60 - 90% of the adult population thought to
have been infected with one or more of the herpes virus family, it is also fairly ubiquitous. Herpes
simplex and zoster are probably the most commonly herpes viruses seen by optometrists. Both of
these may lead to a long lasting, smouldering immune response that lasts beyond the active disease. Early recognition and treatment is vital to
prevent scarring and vision loss. In this issue I will
cover the herpes simplex virus (HSV) only.
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HSV
There are two types of herpes simplex virus, both of which cause an acute initial viral
infection characterised by clusters of vesicles. HSV1 causes infection above the waist
(face) and is spread by saliva.
HSV2 or genital herpes is a sexually transmitted disease and also transmitted by secretions. Infected mothers may pass the infection to their children (ophthalmia neonatorum)
during the birthing process if they have active disease at that stage.

HSV in the eye and adnexa
Lids and surrounding skin → blepharitis and dermatitis
Conjunctiva → conjunctivitis
Cornea → Keratitis. The inflammation causes epithelial disruption in about 80% of cases.
We‟ve all heard of the characteristic dendritic ulcers but they are actually quite difficult
to identify and recognise as such, especially in the early stages. Stromal infection occurs
in 12% and causes disciform keratitis and sometimes necrotising keratitis which can lead
to perforation. Keratitis causes vision loss which can become permanent if there‟s scarring. HSV keratitis is the most common infective cause of corneal blindness in the 1 st world.
Uveal tract → Uveitis usually occurs after severe corneal disease.
Retina → Retinitis is usually limited to babies and those with severe systemic disease.

Presentation
The primary infection usually occurs in children aged 6 months to 5 years and is subclinical, although eyelid vesicles, fever, malaise and photophobia may hint at infection.
Thereafter the virus remains latent in the nerve ganglia (often the trigeminal nerve—95%)
until reactivated by some trigger, then giving rise to a secondary infection.
Suspect HSV in cases of monocular, teary red eye with corneal involvement. During the
history, check for previous episodes and ask about these possible triggers:

Stress (emotional or physical)

Sunlight (or any ultraviolet (UV) light)

Fever or illness

Trauma (including surgical)

Menstruation

Cold wind

Immunosuppression

Trigeminal nerve manipulation

Topical latanoprost treatment for glaucoma (anecdotal reports)

Symptoms
Presentation is likely to be unilateral (88% of cases), unless associated with immune
compromise. Reports of red eye, pain, photophobia, epiphora and poor VA should
prompt questions about previous episodes. Often the scars remain visible, prompting the
clinician to suspect previous recurrences.

Examination












When patients present with pathology rather than a simple refractive error, don‟t get
anxious or excited and forget to take the VA. Remember that we are in the business of
optimising vision so VA should be taken (or at least attempted) for every patient at
every visit.
Do a careful slitlamp examination of eyelids (especially the margins) for evidence
of inflammation, vesicles and pustules. Eyelid involvement is not common, but helps
identify the cause if the corneal lesion is not quite characteristic.
During your slitlamp examination of the cornea, look for stromal haziness or opacity.
Stain with fluorescein and examine the lesion. Corneal sensitivity may be reduced in
HSV1 if there is epithelial involvement. To check for corneal hypoesthesia, pull a thin
wisp out of an earbud and check that the patient blinks or reacts when you touch the
(unanesthetised) cornea. (Click here
VIDEO: Checking the corneal reflex
or on the image to watch the video.)
Remember to use 2 different earbuds
or you may spread an infection. Also,
approach the patient from the side,
or you may inadvertently be testing
their blink reflex when they get a fright,
rather than the blink reflex related to
touching the cornea.
Stain the cornea with fluorescein
and look for evidence of ulcers.
4 patterns of corneal staining are seen in HSV1:

Dendritic: Branching lesions with terminal bulbs.

Geographic: Still dendritic but the „branches‟ are wider so the ulcer looks less
like a branch and more like an amoeboid blob.

Marginal: Ulcer at the corneal edge/ limbus, often with stromal involvement.

Corneal vesicles: Increase your magnification to see these groups of early stage
epithelial vesicles. They will eventually coalesce to form one of the other types.
Uveitis may be present. Check the pupil shape and reaction and exclude posterior
synechiae.



Ask about systemic illness and check
for preauricular lymphadenopathy. I still
struggle to find the right spot—perhaps
the video will help you. Click here or on
the image to watch the video.

Palpating the pre-auricular node

Differential diagnosis







Herpes zoster ophthalmicus (HZO):
This can be a tough differential diagnosis
based on the cornea alone, but skin lesions are more commonly seen in HZO and typically precede the ocular signs and symptoms. HZO patients are typically older, pregnant or immune compromised.
Other infectious keratitis or abrasions or both:
Contact lens wearers who present with infectious keratitis and stromal haze should be
referred to exclude acanthamoeba, particularly when they have been swimming in
their lenses. Contact lens wearers will also have reduced corneal sensitivity, so that sign
is of little value.
Other keratopathies
Graft rejection

Management
So, how do you proceed if you suspect HSV? HSV can be sight threatening so signs suggesting HSV, even if the lesions are not the pathognomonic herpes dendrite, should
prompt referral to a GP(if you are prepared to co-manage) or an ophthalmologist.
Contact lens wearers should obviously cease contact lens wear immediately.
Tonometer tips should be swabbed with alcohol after every patient anyway, but take
particular care after HSV patients. The virus can survive for 2 hours on a dry tonometer tip
and for 8 hours on a wet one.
In reality, many HSV1 cases are self-limiting. Some patients don‟t even realise what‟s
going on and things improve in about a week. You can watch and lubricate if you are
confident in your diagnosis and your patient is systemically healthy, but it‟s not always
cut-and-dried.

Educate
Patients get anxious when they hear the word „herpes.‟ There is confusion between
HSV1 and HSV2, which is a sexually transmitted disease. Transmission in HSV1 is of some
concern, though, and HSV1 is contagious through contact with tears while it is active/
recurring. When the virus is dormant in the nerve, it is not contagious. (It is possible that
the virus may also remain latent in the cornea, with possible implications for corneal
transplant patients.) HSV is not as virulent or as contagious as the adenovirus family.

Antibiotic cover?
We have taught to worry about a disrupted cornea, and to „cover‟ with antibiotics. Antibiotics do not affect the virus, but since reactivation of the dormant virus suggests poor
condition or immune compromise, antibiotic cover may be prudent in some cases.

The argument against antibiotic cover is that many of the topical antibiotics are quite
cornea-unfriendly and contribute to corneal disruption.

Antiviral treatment options
Acyclovir is the most commonly prescribed anti-viral. It is a guanosine analogue that is
effective against a variety of herpes viridae, including HSV1 and HSV2, varicella-zoster
virus and Epstein Barr virus. Acyclovir shows a high degree of selectivity for herpes-virusinfected cells, as a result of its unique mechanism of action. In short, phosphorylation of
acyclovir to acyclovir monophosphate occurs more efficiently in virus-infected cells,
because of the presence of viral thymidine kinase. The acyclovir monophosphate is then
converted to a triphosphate form which inhibits viral DNA polymerase to a much greater
extent than host cell DNA polymerase. Therefore, acyclovir has little effect on DNA
synthesis in normal cells, but is a potent inhibitor of herpes-virus replication. Valacyclovir
(Valtrex) has 5 times the bioavailability of acyclovir, but is not available in SA.
Acyclovir 3% ointment is the drug of choice when treating herpetic conjunctivitis and
dendritic corneal ulcers. It should be applied five times per day. Dendritic ulcers typically
heal within a week, but the underlying inflammation may remain. More about this
inflammatory phase later.
If topical acyclovir is not available, oral acyclovir 400 mg
five times per day may be used as an alternative. Orally
administered acyclovir reaches therapeutic levels in the
tear film despite the cornea‟s avascular state. Oral treatment has little direct impact on the epithelial lesions, but
True dendritic lesions look like
lowers the viral load and may be better at reducing the
branches with end bulbs
inflammation that may smoulder for some time. Oral acyclovir is also preferable if there are vesicular eruptions of
the periocular skin, i.e. in primary herpetic blepharoconjunctivitis. Oral acyclovir can be
used in conjunction with topical acyclovir. This is a common protocol in South Africa. In
countries where a wider range of topical drugs exists and circumstances where compliance is better, a topical only approach is justified. Trifluorothymidine (TFT „Trifluridine‟) is a
thymidine analogue that inhibits the enzyme thymidine synthetase. It has a different
mechanism to acyclovir and is useful in cases of resistance. Unfortunately, it is no longer
available in SA. Gancyclovir is a prodrug* of acyclovir and is available orally in SA. It is
available as topical anti-viral (Zirgan) in the US and Canada.
As I‟ve mentioned, it can be difficult to distinguish between the HSV1 and HZO if signs
are limited to the cornea. Because oral acyclovir is also used in the treatment of herpes
zoster ophthalmicus, the distinction is not initially clinically important. While the recommended dosage in adults is 800 mg five times a day for 7-10 days for HZO (i.e. double
that indicated for HSV1) this treatment is sometimes initiated where there is uncertainty
and the patient is at risk. Dosage of oral acyclovir should be adjusted for patients with
renal impairment.
*Prodrugs are compounds that are converted to a more active form of the drug once introduced into the
patient‟s system. Valacyclovir is converted to acyclovir in the liver and intestines and achieves effective
therapeutic levels in the serum with a smaller quantity of drug required.

One of the more controversial treatments for HSV1 is with diluted (5%) betadine, as
recommended by Drs Melton and Thomas, prolific speakers and international educators. While there is anecdotal support for this protocol, HSV1 is usually self-limiting so
going off-label may not be necessary. They do swear by its efficacy in treating EKC
(caused by one of the adenoviruses). Patients with EKC would probably appreciate their
providers going out on a limb—it can take weeks to heal and is generally much more
disruptive than HSV1. Make sure that your patient is not sensitive to iodine!
The inflammatory phase of HSV infection can have significant visual consequences
and can be the most difficult to manage. The virus is thought to have a coating which
mimics corneal tissue, resulting in extensive collateral damage as the immune system
fights both the virus and (inadvertently) its own normal corneal tissue. This results in an
influx of CD4+ cells, release of chemokines and cytokines and a cascade of inflammation and destruction.
CD8+ immune cells are similarly chemotactically attracted by a viral protein
(glycoprotein K) and causes the corneal scarring which ultimately threatens the visual
outcome.
Again, we have been taught never to put a steroid on a ‟broken‟ cornea. Proper use of
steroid drops requires a clear understanding of when it may exacerbate an infection,
and when it may preserve vision. The National Eye Institute‟s Herpetic Eye Disease Study
(HEDS) gave authoritative results for the oral treatment and prevention of ocular HSV.
HEDS I showed that topical prednisone was helpful in treating patients with stromal keratitis, and that there is no benefit to adding oral acyclovir in stromal keratitis if the patient is
already taking topical steroids and antivirals. Topical steroids are an important element in
the treatment of several forms of ocular herpes simplex. Disciform keratitis and stromal inflammation in reaction to viral coat proteins will go unresolved without immunosuppression. Herpetic iritis is treated with a steroid and cycloplegic, Posner-Scholssman syndrome,
with its elevated IOP and mild anterior chamber reaction, benefits from steroid treatment
even though it may be herpetic in etiology.

Keratitis from HSV1 can have a prolonged clinical course. More aggressive treatment is justified
where corneal infiltrates are likely to threaten VA, or if there is no improvement after several days

HEDS II assessed the efficacy of oral acyclovir alone in treating HSV1 stromal keratitis
and iridocyclitis. HEDS II demonstrated results that are more relevant to the primary care

optometrist. Oral acyclovir alone, in a prophylactic dosage of 400mg bid, reduced the rate of recurrence of any
form of ocular herpes in the following year by 41%. The
recurrence drops a little further if the acyclovir is taken for
a year. This data is important to us as optometrists because it‟s useful to initiate the preventative therapy early
as a team approach with the patient‟s family doctor.
Ophthalmologists here seem to tailor the treatment. Oral
and/ or topical acyclovir and/ or a steroid are used to suit
the patient and case. Common requirements for initiating
steroids are that any dendritic lesions should be reasonably healed and, if there is corneal involvement, antiviral
coverage (both topical and oral) should be maintained.
Research shows that 10% of patients with epithelial keratitis go on to experience stromal disease within one year.
Stromal forms of keratitis include neurotrophic keratopathy, immune stromal keratitis (ISK) or interstitial keratitis and
endotheliitis. Stromal haze and neovascularization (also
known as ghost vessels) with an intact epithelium are the
hallmark signs of ISK. Occasionally, it can present as an
immune ring. This presentation is most common in recurrent HSV disease and may often be accompanied by cell
and flare in the anterior chamber.

Prognosis
Eyelid and conjunctival disease tend to resolve over 2
weeks. Half of cases of active corneal epithelial disease
heal spontaneously and 95% heal with topical antiviral
agents. Medications can be tapered after 2 weeks. The
outlook is generally good.
Patients who go on to stromal disease are more likely to
develop scarring and suffer decreased VA: 90% remain
6/12 or better but 3% drop to 6/30 or less.
There is significant risk of recurrence: 20% by 2 years, 40%
by 5 years and 67% by 7 years with increasing risk after
each episode.

Further reading
Ocular HSV Treatments Karpecki P, Shechtman D
An Overview of Ocular Herpetic Disease Potter W

100% Staff
Here are some examples
of everyday things that
are not quite right… and
therefore useless.
Frustrating, isn‟t it? Use
these images at your next
staff meeting to initiate a
discussion about the
value of getting things
100% right in the practice.
www.giuseppecolarusso.it

How we can and why we should help medical aids
Most of us in the private sector do not see medical aids as our allies. We may, however,
find common ground in that we would both like to offer the patient the best possible
care at the best possible price. We can only do that by engaging patients to help manage health care demand. Together we can help improve patients‟ health and reduce
costs by providing information, offering choice, and providing incentives that encourage
healthier lifestyles and value-conscious consumption of health care.
Demand for certain health services is rising steadily. At current growth rates, it is estimated
that most Organisation for Economic Co-operation and Development* (OECD) countries
will spend more than 20% of GDP on health care by 2050.
How can providers and payers manage the growth in demand, and specifically the
growth in cost of that demand? The increasing prevalence of largely preventable
chronic conditions and the suboptimal use of health care resources is strongly related to
the behavioural choices that consumers make. Obesity, for example, is largely preventable and significantly raises the risk of diabetes, heart disease, stroke, and some cancers.
Because most health systems have not encouraged patients to take appropriate control
of their care, consumers may seek the wrong type of treatment for many conditions.
Such inappropriate use of the health care system only intensifies the cost burden imposed by the increased prevalence** of chronic illness.
The principal bearers of health risks and costs (medical aids, insurers, government, employers and patients themselves) have an interest in helping patients adopt healthier lifestyles and more value-conscious health care consumption. By encouraging their members to make better choices, 3rd party payers can prevent or control many chronic diseases, ensure that health care resources are used more wisely, and—in many cases—
reduce costs. Payers are employing strategies with different degrees of effectiveness.
Three common strategies are:

Educating consumers about health and preventive care

Encouraging them to be more proactive in making choices about health services

Creating incentives for behavioural change.
Medical aids are accustomed to announcing an inflation-and-then-some increase in
subscriptions and (if we‟re lucky) benefits every year, apparently without further thought.
Healthcare inflation varies slightly depending on the source, but here‟s one report:
- Private hospitals: 13%
- Specialists: 9%
- Prescription medication: 9%
- GPs and allied services: 5%
- Medical aid administration fees 4.8%
* The OECD was formed in 1960 when 18 European countries, the US & Canada jointly created
an organisation dedicated to global development. Today the 34 member countries include the
emerging countries of Mexico, Chile and Turkey. Although not member countries, Brazil, Russia,
India, China and South Africa (the BRICS countries) are of interest.
** Prevalence is the number of cases of a specific disease present in a given population at a
certain time.

The CPIX (the basic measure of inflation of all
goods, excluding mortgage bonds) has been
about 6% over the same period, says Discovery‟s
Adrian Gore, so these figures confirm that the costs
of medicine and primary care (GPs and allied services) are not the drivers of medical inflation. Patients are more aware of costs as they have to
manage their own medical savings accounts
(MSAs). Some are „saving‟ by simply not getting the
care that they need. Gore believes that legislation
regulating medicine prices has supported the containment of costs seen by medical aids. The truth is
that medical aid patients are reverting to the public sector for chronic medications.
StatisticsSA confirmed that medical inflation had
ranged between 9.1% and 12.1% in the period from
January 2009 to April 2011. This is approximately
double the CPIX, which averaged 5.42% during
that time. As a healthcare provider, I know that
my income is not increasing by 10% per annum,
although many of my overheads are, so where‟s
the gap?
First, we need to understand how inflation is calculated. We take a basket of goods in July 2013 and
compare the price with a basket of the same
goods in July 2012. The CPI for our fictitious basket
below is 5.9%.
Product

Price 2012

Total

Price 2013

Total

2 T-shirts

R 200

R 400

R 210

R 420

5 burgers

R 28

R 140

R 30

R 150

1 movie ticket

R 50

R 50

R 55

R 55

R 590

R 625

For medical inflation, we calculate inflation by using spend per patient, rather than a fixed number
of goods and services. If the patients are sicker, or
have more frequent/ more expensive treatments/
tests, there will be inflation even if the prices of
those procedures
have not increased
at all. Effectively
we are comparing
the proverbial apples and oranges.

Human resources and
labour law Q & A
Q.

At our year end stock take
we always run over time and all
staff are expected to stay to finish off. Am I entitled to overtime
for the extra hour or two?
A. Overtime work is regulated
by the Basic Conditions of Employment Act 75 of 1997, chapter
2, which states that employers
should compensate staff for overtime worked by:

Paying for overtime at 150%
of the normal hourly rate.

Giving 90 mins off for each
hour overtime worked.

Paying their normal salary
but give 30 mins off for each
overtime hour worked.
These off times/ payments should
be made within 30 days of the
overtime worked.
Note that the Basic Conditions of
Employment Act (BCEA) does not
apply to all employees. It only
applies to those who work more
than 24 hours per month and
earn (at present) less than R115
572 per annum. Commissioned
sales staff who choose and work
their own hours are not included,
which probably excludes most
locum and full-time optometrists
from earning overtime. Strictly
speaking, overtime is by agreement, but it can be difficult when
it is expected. Employees with
children or family commitments
are sometimes released from
overtime while others are not
given that option. This is an unfair
practice and employers expose
themselves when acting thus.

The medical
inflation for our
1 pair of glasses
R 1 000 R 1 000 fictitious basket
1 specialist visit
R 500
R 500 is 23%, which reR 1 750 flects both the
change in the
utilisation patPatient A
2013
Total
1 GP visit
R 260
R 260 terns of the pa2 Specialist visits
R 550
R 1 100 tient as well as a
1 X-ray
R 1 200 R 1 200 change in the
R 2 560 price of actual
procedures.
Medical aids believe that they empower their
members to manage their own funds (and so their
own healthcare) by using a MSA. I would agree
with the theory but my own experience is that patients are not as informed as their payers imagine
or would like. When they run out of benefits, always
unexpectedly, they simply delay healthcare. When
patients discover that they have an excess to pay,
their first reaction is to cancel, rather than to investigate alternatives or challenge costs. If the need
is sufficient, they will turn to the public sector. The
reverse is also true where patients have funds
remaining at the end of a cycle and want to
use that benefit.
Patient A
2 GP visits

2012
R 125

Total
R 250

Partners
How can payers and providers make the mind-shift
to thinking of patients as partners in health management? Payers need to build new or enhanced
capabilities in such areas as consumer insights,
customer relationship management, behavioural
economics, and social marketing. They may need
to cooperate with other stakeholders—providers,
local authorities, pharmaceutical companies, and
nonprofit organizations—if they want to drive
changes in consumer/ patient behaviour.
Studies have shown that the combination of
healthy eating, not smoking, and regular exercise
can reduce the risk of heart disease by 80%,
of strokes by 70% and some cancers by 70%.
Yet achieving sustained behavioural change is

Q.

My receptionist is a party
animal and there are frequent
Facebook posts of her, drunk at
bars and parties. This does not
affect her work, but I feel that it‟s
bad for our practice‟s professional image in the community.
Can I fire her?
A. An employer‟s right to discipline (and if appropriate, dismiss)
an employee is derived from the
work contract between the two
of you. What she does outside of
work is typically not covered by
this contract and you may not
dismiss her for her extra-curricular
activities. However, case law
(Barnes v Dept of Foreign Affairs,
2001) allows that where non-work
conduct affects the employment
relationship, there is leeway. The
recent and much publicised
case of Cheryl Cele confirms the
court‟s position. Mrs Cele was the
municipal director of Health &
Community Services when she
was convicted of drug dealing.
According to her contract, she
„shall be guilty of misconduct if
she is convicted of a criminal offence other than an offence
which, in the reasonable opinion
of the employer, does not affect
her position as an employee.‟
This allows the employer to institute disciplinary proceedings
against her. She argued that the
offence was non-work but the
enquiry found that dismissal was
an appropriate sanction considering her position and the nature
of her offence.
So, you may indeed be able to
discipline your employee despite
the conduct at issue not being

notoriously difficult. Despite widespread messaging
about the dangers of smoking, excessive alcohol
consumption, poor diet and lack of exercise, many
patients continue to engage in risky behaviours.
Diabetes is expected to
Percentage of the world’s
increase by 54%, and all
diabetes cases linked to
chronic disease by 17% by high BMI (estimated)
2025. With 90% of diabetes
(type 2) being related to
high BMI and 60% of deaths
worldwide linked to chronic
disease, behavioural
change is clearly required
to prevent premature
deaths.
Many patients know what healthy behaviour is, but
few act accordingly. In one European survey, 87%
of respondents were interested in improving their
health yet only 15% were drinking the recommended 7-8 glasses of water a day, 30% ate 5
portions of fruit and vegetables per day. In this
case, knowledge in itself is insufficient to drive
behavioural change. Why the disconnect?
People often circumvent the steps of rational
decision making when faced with choices. We
make decisions without considering all the facts,
we use irrelevant facts, or by making faulty calculations based on the facts we have. We‟ve all
made unhealthy choices because we‟ve prioritised instant gratification over long term benefits.
Those choices are not rational, but based on a variety of societal, emotional & psychological drivers.

Social norms → “Everyone‟s doing it”

Maintaining status quo → “I‟ve always done it”

Psychological dependencies → “I need it to
feel good”

Circumstances → “There‟s nothing besides chips
in the vending machine”
Payers and providers often don‟t understand how
these factors prevent change. We know how to
collect clinical data on health and risk factors,
but we need to understand consumer behaviour.
We need to understand the barriers to change
and learn what motivates patients.

work related. You would need to
follow the correct procedure to
show that her conduct affects
the employment relationship,
not that the conduct at issue is
covered by your employment
contract.

Q.

Frames have been stolen
from a storage area that only my
staff can access. Can I polygraph test them?
A. Polygraph tests are not as
conclusive as we may think. If
you do use them, employ outside
experts who would be able to
give evidence about the validity
and relevance of the test. Truworths v CCMA (2008) confirmed
that polygraph evidence cannot
be ignored, but the weight it will
carry is up to the presiding officer. Where there is no further corroborating evidence, polygraph
results are not enough.
Dismissing or retrenching employees who refuse to subject themselves to testing is very risky. In
SATAWU v Khulani Fidelity (2011)
the employees were contractually obliged to submit to periodic
polygraph tests but refused. The
court ruled that their retrenchments were fair but that decision
has been criticised in the subsequent NUM v Coin Security
Group (2011). Employers are advised against relying on polygraph testing.
Click here for an explanation of
which employees fall outside the
Basic Conditions of Employment
Act (BCEA.)

Approaches for changing behaviour
Evidence of how effectively behaviour-change interventions influence clinical results is
scarce. Some successes have come from government policy (such as smoking bans) or
multi-stakeholder programs (involving schools, health authorities, and municipalities) that
target childhood obesity. We should encourage patients to take ownership of their own
health, to co-manage their own chronic illness and make appropriate use of health
services.
The recent increased emphasis on patients‟ rights means payers and providers now
consider education about health and preventive care as a basic requirement. Patients
need to understand risk to start addressing it. Payers and providers create websites,
social media and traditional media products offering advice about wellness, nutrition,
prevention, disease management and health care services. Consumers and patients are
being encouraged to be increasingly proactive in their choice of healthcare providers,
services and products. Comparisons of different providers‟ performance posted on
websites may refer to the professional (e.g. physician qualifications and experience) or
facility (hospital infection and readmission rates) or procedure (risks, benefits and costs).
By enabling patients to exercise fact-based choice, payers hope to create a virtuous
cycle that improves quality and cost-effectiveness. Imagine a medical aid having access
to and publicising your multifocal rejection rates compared to mine or to industry norms!
Would that direct the patient to the better optometrist? Would you like to know previous
success rates of your healthcare providers? Do we tell patients about benefits AND risks?
Another approach for changing health behaviour is to incentivise improvement. Several
medical aids do so by rewarding appropriate and regular screening tests, healthy food
choices and regular exercise with points which lead to discounts on their products. They
sponsor support for behavioural change like gym membership and smoking cessation
programmes. I imagine that such incentive programmes are more successful when my
own behaviour leads to my own benefit. Where there is a tax based national health
system, the benefit of an individual‟s improved behaviour is not as readily visible, especially to him/herself. The English National Health service is starting to look at incentive
systems to benefit individuals but measuring the impact of such programmes is challenging. Change in behaviour can take years to manifest in improved health.
Has the behaviour changed due to the intervention
or due to interceding confounding factors? How do
we define and quantify success?

Empowering through education
Health information tends to be most helpful when
consumers are searching for specific facts or services.
However, the way in which information is offered can
limit its impact. Consumers can be confused by similar, but not identical, information from multiple
sources that often vary in quality. For example, there
are hundreds of health-related Internet sites in the

United Kingdom. Consumers rated some of them for their usefulness in terms of healthy
eating and obesity prevention. The best was rated 33/40 and the worst 16/40. To improve effectiveness, we can learn from the retail sector. Medical aids need to mine their
databases to better target specific individuals with relevant content based on risk factors, psychographic profiles, or life-changing events (for example, the birth of a first child
or the onset of a major illness). Targeted communication based on patients‟ health status
is now relatively common among US insurers, and more are starting to use disease onset
or life stage as targeting criteria. For example, one US insurer started making educational
materials about treatment options available to women considering a hysterectomy, a
procedure performed at much higher rates in the United States than in other developed
countries. The insurer‟s campaign has markedly reduced the rate of that procedure
among members.
Some insurers are extending their outreach efforts through the creative use of communication channels. For example, teenagers may
be less likely to pay attention to messages on
smoking or obesity posted on an insurer‟s
website than to an ex-smoker‟s testimonial on
YouTube or a weight-loss group on a social
networking site such as Facebook—even if
the medical aid is responsible for the postings
on the latter sites.
Watch this Thai anti-smoking campaign.
To implement these ideas, medical aids and provider groups need to radically enhance
their skills in behavioral segmentation, communication, customer relationship management, and health informatics. We may also stand to gain from partnering and enlisting
the help of established IT players. Microsoft, McKesson, and Google have in recent years
launched tools that help patients build virtual repositories of their health information and
connect directly with their providers. Are you ready for this?

Encouraging proactive choice
How can medical aids benefit from keeping patients informed? A London survey showed
that the top three concerns for respondents about to be hospitalized were high success
rates for their particular operation, high standards of cleanliness, and good communication between the hospital and the patient‟s general practitioner. If medical aids supply
their members with the information that they value, they gain loyalty and trust, with the
added benefit of driving desired improvements in providers‟ performance. In short, insurers should listen to their members and make answers readily accessible. Simple quality
ratings are more likely to be helpful than a multiplicity of data on different clinical parameters, which could cause confusion and prevent consumers from making choices.
Consumers may not be as trusting of insurers‟ recommendations about providers if they
believe that their focus on cost control is at odds with their interests.
A multi-party partnership between providers and insurers could create a platform make
choice-related information more actionable by providing relevant information through

an integrated data platform that allows patients to execute their choices immediately.
Imagine a diabetic database that prompts and allows patients to make appointments
with a team of healthcare providers online, accesses their health records and feeds them
personally relevant information at the right time and allows feedback opportunities, becomes a structure that is almost self-regulating. Nnn
Getting incentives right

Getting incentives right
Insurers are constantly reviewing the efficacy of rewarding patients for healthy behaviours. Discounts, non-medical benefits and
no-claim bonuses have been used to encourage sustained behavioural change. Some incentives can have unintended consequences. While there is some consensus in the field of behavioural
economics that properly designed and targeted incentives work,
evidence remains scarce in health care, making incentive design
a challenge. The last thing we (and insurers, I hope) want to see is patients not accessing
healthcare when they should, only in order to achieve the benefits offered.
mmmmmmmmmmmmmm

What types of behaviours can we change with incentives?
The Scottish government in its Give It Up for Baby program pays pregnant women to stop
smoking. The women are monitored every week, and those who are nicotine-free receive supermarket vouchers to spend on anything but tobacco and alcohol. The programme achieves a quit rate of over 50%. German and South African medical aids reward reaching and maintaining a goal weight, fitness or getting regular health check-ups
with discounts on insurance premiums. German insurance companies are compelled by
law to offer no-claim bonuses to consumers who do not inappropriately access health
services. In France, a disincentive in the form of decreased reimbursement is used to
penalize patients who choose to go to specialists without a referral from a GP.
Germany has minimized the risk of patients who need care not seeking it to get their bonuses, by excluding desirable services such as health screenings and preventive treatments, when determining whether a consumer has „used‟ health services. In South Africa,
the healthcare insurance regulator (Council for Medical Schemes) has created a list of
Prescribed Minimum Benefits (PMBs), conditions which by law must be covered by medical aids. The PMB list includes 26 chronic conditions. Medical aids may not reimburse for
the diagnosis, treatment or care of these conditions from savings or day-to-day benefits.
Unfortunately, but perhaps not surprisingly, insurers do very little to educate patients
about such protective legislation. The burden of education and administration falls on
the practitioner and his/ her staff. Complicated and onerous registration requirements effectively prevent all but the most tenacious and technologically sophisticated patients
from entering the PMB system. PMBs in their present form are not the answer.
mmmmmmmmmmmmmm

Fundamental behaviour change requires a mix of incentives and support. A partnership
between providers, professional bodies, regulators and government, embracing technology could go a long way to ensuring appropriate care while limiting costs.

Reference: McKinsey Quarterly. Engaging consumers to manage healthcare demand.
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The organism that causes herpes simplex is the same
organism that causes herpes zoster.
HSV1 episodes involve the skin more often than the
eyes (cornea).
HSV can be diagnosed by the characteristic dendritic
keratitis that is always associated with the infection.
Stromal keratitis occurs in 80% of cases of HSV.
HSV may remain latent in the trigeminal nerve ganglion
for many years.
A monocular painful red eye with photophobia and
epiphora is more likely to be EKC than HSV.
A marginal corneal ulcer with stromal involvement in
a patient who recently had a pterygium excision is
most likely staphylococcal in origin.
HSV1 is only contagious if the patient is immunecompromised.
Topical steroids are completely contra-indicated for
patients with HSV.
HEDSII found that oral acyclovir alone, in a prophylactic
dosage of 400mg bid, reduced the rate of recurrence of
any form of ocular herpes in the following year by 41%.
It is estimated that countries such as the US, Canada,
Turkey, Mexico and Chile will spend more than 20% of
their GDP on health care by 2050.
If the inflation rate for general practitioners is 5%, it
means that GPs have increased their prices by 5%
from one year to the next.
Prevalence is a measure of the risk of developing a
new condition within a specified period of time.
To make better, more proactive healthcare decisions,
patients need to be educated about health and preventive care (by practitioners) and incentivised to make
behavioural changes (by funders.)
Patients who run out of medical savings benefits will
always ask their providers for alternative treatment
options or challenge costs.
Some patients on medical aids preserve their funds by
accessing the public sector for medication or routine
care.
www.giuseppecolarusso.it
Most medical aids do not see it as their role to drive
changes in patient behaviour—they expect practitioners to do so.
About 60% of diabetes (type 2) is related to high BMI and 90% of deaths worldwide
linked to chronic disease.
There is generally a disconnect between what consumers do, and what they know
to be appropriate healthcare behaviour.
Incentive programmes in healthcare work better when the patient benefits
immediately from his own improved
behaviour, rather than a tax-based
system where he is doing it for the
„general‟ good.

