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Foreword by the
Chairperson of the

Ombudsman’s
Council
“In the discharge of its corporate
governance oversight function the
Council ensures that it is regularly
informed of all the important
developments in the office,
including any meaningful change
in complaint trends.”

I am pleased to report that Mr K Baldwin, a member of
the Council, was elected as its Deputy Chairperson during
2014. The Council is fortunate in being able to draw on
Mr Baldwin’s extensive experience in the business world.
I wish him a successful tenure of office in his new position,
which I know he will hold with distinction. In my foreword
to the 2013 Annual Report of the office, I stressed the
importance of sound corporate governance and said that
the Council members always strive to comply fully with
accepted best practice standards. In keeping with this
approach the Council added a risk management function
to the responsibilities of the Audit Committee which is
now known as the Audit and Risk Committee. The Council
members of this committee are Mr Baldwin and Mr D Smith.
The other member is Mr A Woolfson who was previously
the Chairperson of the Ombudsman’s Committee and, as
such, a Council member. On behalf of the Council, I thank
the members of the Audit and Risk Committee for their
willingness to assume the additional duties which their
appointments entail. In accordance with the said standards,
the Council approved the appointment of and the terms of
reference for Dr E de la Rey to conduct an external review
or a “performance audit” – as it was called on page 3
of the office’s 2005 Annual Report. This comprehensive
review will entail an in-depth investigation and a qualitative
assessment of key aspects of the office’s business.
Following the example set by two international ombudsman
schemes, the Council resolved in October 2009 to approve
the introduction of a process for the appointment of
an Independent External Assessor (“IEA”) to deal with
complaints against the office of the Ombudsman. Such
an appointment was duly made, but the unfortunate ill
health of the first IEA necessitated the appointment of his
successor during 2014. Retired High Court Judge R Cleaver
kindly agreed to accept that appointment as the new IEA
and the Council unanimously approved it. I congratulate
Judge Cleaver on his appointment and express confidence
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in his ability to fulfil the important role and to discharge the
functions which are more fully described on page 11 of this
Annual Report.
During 2014 the Financial Sector Regulation Bill, 2014
(“the 2014 Bill”) was published for comment. If the
2014 Bill is implemented in its current form it will have a
profound effect on the Council, the office and the three
other recognised voluntary financial ombudsman schemes.
In my view it is premature to say anything more about the
2014 Bill than what the Ombudsman states in his report.
In that report the Ombudsman refers to the reduction in
the volume of complaints which were lodged with the
office during 2014. At its two meetings in 2014 the Council
was informed of this reduction and the likely effect which
it and the implementation of the office’s new business plan
would have on the cost per case for subscribing members.
In the discharge of its corporate governance oversight
function the Council ensures that it is regularly informed of
all the important developments in the office, including any
meaningful change in complaint trends.
In terms of section 10(1)(b) of the Financial Services
Ombud Schemes Act, 37 of 2004, the Council is obliged
to “monitor the performance and independence of the
ombud and … the continued compliance by the scheme
with its constitution, the provisions of the scheme and
this Act.”
On behalf of the Council it is my pleasure to declare that
the Council is satisfied that during 2014 the Ombudsman
and the office fulfilled their mission, complied with all their
obligations and maintained their independence which is
vital to their function.
I thank the members of the Council for their continued
support and valued contributions during 2014.
Leona Theron

Mission
The mission of the Ombudsman is to receive and
consider complaints against subscribing members
and to resolve such complaints through mediation,
conciliation, recommendation or determination.
The Ombudsman shall seek to ensure that:
n	
he or she acts independently and objectively
in resolving any complaint received and takes
no instructions from anybody regarding the
exercise of his or her authority;
n	
he or she follows informal, fair and costeffective procedures;
n	
he or she keeps in balance the scale between
complainants and subscribing members;
n	
he or she accords due weight to considerations
of equity;
n	
he or she maintains confidentiality, in so far as
it is feasible to do so and subject to Rules 3.8
and 7, in respect of every complaint received;
n	
he or she co-operates with the Council
established in terms of the Financial Services
Ombud Schemes Act, 2004, in promoting
public awareness of the existence, function
and functioning of the Ombudsman and
the Ombudsman’s office and in informing
potential complainants of available dispute
resolution forums;
n	
subscribing members act with fairness and
with due regard to both the letter and the
spirit of the contract between the parties and
render an efficient service to those with whom
they contract.
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Members of the Ombudsman’s Council
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Judge Leona Theron
(Chairperson)
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Foreword by the
Chairperson of the

Ombudsman’s
Committee
It is a real privilege to be involved in the activities of the
office of the Long-term Insurance Ombudsman and to
report on 2014. Yet again this was a year in which time
flew and it was gone too soon. However, 2014 was a very
successful year for the industry and the Ombudsman.
During 2014 the Ombudsman’s office reported that about
1 000 less complaints were received than in the previous
year. This may be the result of the new referral process
of complaints to subscribers, but we think that the
planning and positioning for TCF also had a huge focus
on complaints handling and all processes in the industry
to provide a positive outcome for clients. The decisions
made by the Ombudsman in favour of complainants also
dropped to 29%. Most complaints at the Ombudsman’s
office are still about claims that were declined due to
contractual terms or “non-disclosure”. The industry will
focus on internal processes to reduce the complaints
about poor communication and poor service.

n	
There is a continued trend of more complicated
complaints and more persistent complainants
demanding service to be rendered in shorter
completion times and it remains a challenge for
insurers to manage client expectations.
n	It is reported that many clients in financial distress explore
all avenues to obtain some money from their policies.
n	
The industry has a continuous focus on fraud
awareness to ensure that only valid claims are paid.
New fraudulent activities are reported and fraud
with hospital cash back claims also continues. ASISA
reported some activities to support the industry with
fraud management in hospital plans.
n	It is reported that more complaints are received from
the FSB – even in some cases where the complaint
was finalised via all internal complaints processes and
different Ombudsman offices.
Insurers have appreciation for the Ombudsman’s office
and the fact that they are open and approachable
and follow sound processes. We want to thank the
Ombudsman’s office for their guidance in all processes
and the interpretation and understanding of fairness and
equity principles. We look forward to the year ahead.
Dorea Ozrovech

The Ombudsman’s Committee, as liaison body between
subscribing members and the Ombudsman’s office,
experienced great opportunities for networking and
sharing of trends and best practices. The following trends
in complaints were reported during 2014:
n M
 any insurers experienced a decrease in complaints,
with great effort put into internal complaints processes.
n S ocial media complaints, however, were increasing with
high expectations from clients for immediate feedback.
n	
Insurers are busy with many activities around TCF
readiness implementation, with a focus on implementing
sound complaints handling processes. There is still a
need to understand all the requirements for system
implementations to provide the required reporting.
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Report by the

Ombudsman

Overview of 2014
Comprehensive statistics for the year under review
appear on pages 12 to 15 of this Annual Report. By
way of synopsis of those statistics, I refer only to the
following: 9 246 written requests for assistance were
received, which represents a reduction of 8% over 2013;

“... surveys are of self-evident

complaints in which the complainants were wholly or
partially successful (in office and industry parlance, the

importance and they prevent

“W/P percentage”) was 29.7%, compared to 33% in

complacency. Put colloquially –

complicated cases to 18%, compared to 15.7% in 2013.

they keep us on our toes.”

2013, and there was an increase in the percentage of

In last year’s Annual Report attention was drawn to
trends that could have been responsible for the consistent
increase in the number of complaints received during
the past few years. Those trends (increased number of
policies sold, increased public awareness of the office
and the role of social media) remain unchanged, yet
there was a decline in the number of complaints received.
From experience we know that accurate prediction of
complaint volumes is impossible.
Some subscribing members reported a decline in the
number of complaints received by them. The reduction
in the number of complaints, a reducing W/P percentage
and fewer “Incompetent Cases” suggest that there may
be improvements in the complaints handling procedures
of at least some insurers, if not all.
The reduction in the W/P percentage after the
implementation of the office’s new business model was
foreshadowed in the 2013 Annual Report.
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The office constantly monitors the volume of complaints

Appeals

received and will suitably and timeously adapt to any

Two complainants were granted leave to appeal against
the adverse final determinations which had been made
in their complaints. In each case the Appeal Tribunal was
a retired judge.

significant change therein. It is premature to forecast any
complaint trend for 2015 when the increased effect of
the gradual implementation by subscribing members of
the Treating Customers Fairly framework and principles
(“TCF”) has not yet been fully manifested.

Implementation of new business model
The office’s new business model is explained on pages 8
and 9 of our 2013 Annual Report. The essence of the
new business model is its requirement that any complaint
not previously considered by a subscribing member will
be forwarded to it in the first instance with a view to
resolving it. The new business model was incrementally
and successfully implemented during 2014 and by the
end of the year it applied to all but two subscribing
members.
The following effects of the new business model have
already been observed:
n	
The less complicated “Transfers” are resolved by
insurers, with the result that the majority of “Reviews”
and “Full Cases” which are dealt with by the office,
tend to be the more complex complaints.
n	The inevitable consequence of the aforegoing is an
increase in the time it takes to resolve those more
complicated complaints.
n	There is an additional administrative burden on the
office as well.

In the first matter the complaint had been dismissed by
the office in terms of Rule 3.3.3 of our Rules because
it was held that the complaint, in which there were a
number of wide-ranging disputes of fact, could more
appropriately be dealt with by a court of law. The Appeal
Tribunal dismissed the appeal.
The second appeal related to our dismissal of the complaint
concerning the insurer’s repudiation of the claim on the
ground of a false statement by the insured in a claim form.
(On our website www.ombud.co.za.) After the Appeal
Tribunal had been appointed the complainant successfully
brought an application to place new evidence before it. The
new evidence weighed significantly with the Appeal Tribunal
in arriving at the following conclusion, which underpinned
its decision to uphold the appeal and the complaint:
“However, a judgment on the deliberateness of
the false declarations requires more than regard
to the plain words of the claim forms. It is in this
aspect that I respectfully depart from the reasoning
of the Ombudsman and the submissions on behalf
of the insurer. (As will be seen, the Ombudsman
did not have the benefit of the new evidence.)”
The appeals underscore the importance of the appeal
procedure which is provided for in Rule 6 of our Rules.
The following apposite statement is taken from page 23
of our 2005 Annual Report:
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Report by the Ombudsman (continued)
“Our appeal procedure is once again characterised
by its informal nature. As in the case of a hearing
all procedural matters are in the hands of the
tribunal itself. The tribunal may decide to deal
with the matter as a normal appeal ‘on the
record’. Parties are invariably allowed to make
representations either on paper or in person or
through their legal representatives. In cases where
there is an irresolvable dispute of fact the appeal
tribunal has the right, and in fact sometimes
insists, that evidence be led. In such a case the
appeal procedure becomes a hybrid process, part
appeal, part hearing, to the puzzlement of some
legal practitioners, unaccustomed as they are to
appeals mutating into hearings.”

n	During June 2014, the FSB published a “Discussion
Document” relating to “Proposed requirements
for customer complaint management by regulated
financial institutions, aligned to the Treating
Customers Fairly (TCF) framework”.
n	
During December 2014 the National Treasury
published a “Discussion Document” entitled
“Treating Customers Fairly in the Financial Sector:
a draft market conduct policy framework for
South Africa”. Of particular importance is chapter 6
which deals with “an integrated ombud system”. It is
clear from this publication that the National Treasury
envisages significant changes in the current financial
ombudsman system. See the discussion under the
next rubric.

Treating Customers Fairly

In the office our experience of TCF has been the following:

A lot has happened since TCF was first mentioned in our
2009 Annual Report. I refer only to certain TCF related
developments during 2014:

n	There is a growing awareness amongst complainants
of TCF.

n	In the First Quarter 2014 publication of its Bulletin,
the Financial Services Board (“FSB”) indicated that
there is no specific date for TCF implementation, but
that it will be done on “a gradual incremental basis”
and that “the FSB therefore expects regulated entities
to already be applying fair treatment principles in
their overall business processes”.

Finalisation period
2014

2013

0 – 30 days

11%

11%

31 – 60 days

16%

16%

61 – 90 days

17%

17%

91 – 180 days

30%

33%

181 – 365 days

20%

18%

Over 365 days

6%

5%

The table reflects all cases finalised, including
Transfers, Reviews and Full Cases.
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n	Some insurers advised us that they are implementing
TCF.
n	TCF may be one of the factors which contributed
to the reduction in the number of complaints to the
office.
n	Changes to our system are being considered in order
to submit to the FSB complaints categorised according
to the TCF outcomes.
n	There is no clear manifestation of TCF in the complaints
management processes of all subscribing members.
On the contrary, there is a discernible failure on the
part of some insurers to apply TCF.

Regulation of the Financial Sector
On page 10 of our 2013 Annual Report I referred to
the intention of the National Treasury to implement the
“Twin Peaks Model of Financial Regulation” through
legislation envisaged in the Financial Sector Regulation
Bill, 2013 (“the 2013 Bill”), on which public comment
was invited. During March 2014 the four recognised
voluntary financial ombudsman offices submitted a joint
memorandum to the National Treasury, commenting on
those sections of the 2013 Bill which contained proposed
amendments to the Financial Services Ombud Schemes
Act, 37 of 2004 (“the FSOS Act”).
The following relevant documents were published during
December 2014:
n	A media statement by the National Treasury, relating
to the Financial Sector Regulation Bill, 2014 (“the
2014 Bill”), in which it said that one of the objects of
the 2014 Bill is to “strengthen the ombud system by
creating a stronger central co-ordinating role for the
Financial Services Ombuds Council”.
n	
“Twin Peaks in South Africa: Response and
Explanatory Document”. In chapter 9 on page 45 of
this document it is stated that the “Twin Peaks reform
of the financial regulatory environment … necessitates
changes to … the operation of the ombud system”
and that the “reforms and the replacement of the
FSB with the Financial Sector Conduct Authority
present an opportunity to improve and refine the
ombuds arrangements”. The way forward is spelt out
in chapter 10 and, in summary, it is stated that it “is
anticipated that the reform of the current industryspecific law will take place over 2016 – 2018”.

n	
The 2014 Bill, of which chapter 16 deals with “Financial
Services Ombud Schemes” (“FSOS”). It is premature to
comment extensively on the 2014 Bill and its effect.
Suffice it to say that the FSOS Act will be repealed;
the FSOS Council will continue to exist; all the existing
recognised ombudsman schemes will continue to exist
in accordance with their provisions until the expiry of a
period of 18 months from the date on which the new
legislation comes into operation; section 176 bestows
exhaustive powers on the FSOS Council; “all financial
institutions are required to participate in a recognised
scheme appropriate to their business”; and that
currently recognised schemes, like ours, will be obliged
to apply for recognition in terms of section 188.
The year also saw the publication of the Retail Distribution
Review discussion document by the FSB, which calls
for comment on its 55 regulatory proposals. In the
November 2014 edition of its newsletter, the Association
for Savings and Investment South Africa referred to the
“far-reaching consequences that come with the RDR
proposals” and said that the document “presents a
watershed for our industry...”
What emerges clearly from the publications referred
to under this rubric is that change is in the air for the
financial regulatory landscape.
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Report by the Ombudsman (continued)
Publication of cases reported
The website of the office is www.ombud.co.za and
readers are kindly referred thereto, particularly to the
“Topics and Cases” section. On the website there are 360
Cases Reported, of which 12 were added during 2014.
Dr Kilian of the University of the Free State requested and
was granted permission to publish a book containing
the Cases Reported by the office on its website for
distribution to the law libraries of the South African
universities. The office has a copyright in the handsome
545 page publication, Risk Judicature: Insurance
Determinations of the Long-term Ombud 2005 –
2014, of which Dr Kilian kindly donated a copy to our
Jan Steyn Library. Dr Kilian requested me to write the
foreword to the book and in it I said the following:
“It is appropriate for me briefly to draw attention
to the following factors which should be borne
in mind by any person who reads the final
determinations collated in this book.
Firstly, the office does not operate like a court of
law. See, in this regard, the 2003 Annual Report
page 10 and the 2005 Annual Report page 21.
The ‘Cases Reported’ on the website of the office
should, therefore, not be viewed in the same light
as reported judgments of our courts.
Secondly, although they ’serve as precedents not
only for the office but also for our subscribing
members’ (see the 2005 Annual Report page 10)
it is important to remember that, when the office
makes a determination in the exercise of the equity
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jurisdiction conferred on it in terms of Rule 1.2.4,
no binding precedent is thereby created. This is
so because the equities in one complaint cannot
dictate where the equities lie in another complaint.
Thirdly, each complaint is decided on its own
facts and one should, therefore, be aware of ‘the
futility, in general, of seeking the will-o’-the-wisp
case of all fours’ – per Holmes JA in Peri-Urban
Areas Health Board v Munarin, 1965 (3) SA 367
(A) 375E.”

Surveys
The office regularly conducts surveys amongst
complainants and insurers in order to establish how
they perceive the standard of service offered by it. Such
surveys are of self-evident importance and they prevent
complacency. Put colloquially – they keep us on our toes.
And that is how it should be. See pages 18 and 19 of this
Annual Report for the results of the most recent surveys
which were conducted during 2014.

Tribute to staff
I enjoy working with the happy, loyal and supportive
staff at the office. Everybody works together to make the
best use of our human resources. I thank the staff for
their efforts to ensure that the office functions effectively
and efficiently in a pleasant working environment.
Jennifer Preiss and Ian Middup unstintingly advised and
assisted me and I am grateful for their support, without
which I could not have coped.
Ron McLaren

Appointment
of the

Independent
External
Assessor

Judge Cleaver served in the
Western Cape High Court from
1996 until his retirement in 2011.

In her foreword, Judge Theron refers to the appointment
of Judge Cleaver as the new Independent External
Assessor (“IEA”).
If a complainant or a subscribing member is dissatisfied
with the service of the office it is important for us to
know about it, so that we can try to put matters right.
The function of the IEA is to take an independent
view whether the office provides a reasonable service
in its complaints resolution process. The IEA receives
and considers service complaints against the office
by complainants and subscribing members. A service
complaint is about the practical handling of a complaint
and it does not relate to the outcome of a complaint. The
role of the IEA is thus to consider complaints about the
way in which we handle cases – disagreements about the
merits of decisions are excluded from his jurisdiction.
Consumers and subscribing members may complain
about the level of service of the office, its procedures
or the behaviour of any member of its staff. A special
procedure is provided for dealing with such servicerelated complaints. Further information can be obtained
on our website, www.ombud.co.za.
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Statistics
Requests for assistance received 2014

As 2014 was the first full year of the new business

The office received 9 246 written requests for assistance

model being operational, meaningful comparisons with

during 2014, almost 8% fewer than in 2013. Of these,

previous years are not possible. However, feedback from

5 104 were chargeable complaints (the aggregate of

subscribing members and complainants about the new

the complaints described under the next rubric), 1 241

process has been positive.

fewer than the previous year. The balance of the written
requests comprises the following: general enquiries,

Description of complaints

correspondence to insurers copied to us, complaints

Mini Cases – Simple complaints that are within the

which have become prescribed, complaints which relate

jurisdiction of the office, but which insurers can more

to impermissible annuity withdrawals, complaints which

readily handle at source.

are subject to pending litigation, complaints which relate
to fictitious policies and complaints falling outside the

Transfers – Complaints not previously seen by insurers

jurisdiction of the office.

and referred to them in the first instance. These are

In addition to those requests a further 1 366 written
enquires were received which the office was able to
answer immediately.
As mentioned in previous Annual Reports it is extremely

forwarded to the insurer to settle directly with the
complainant or, if not settled, they are taken up by the
office as Reviews and handled in the same manner as
Full Cases.

difficult to forecast complaint volumes received by the

Full Cases – Complaints already seen by insurers and

office and there does not appear to be a single defining

handled by the office from inception to finality. The year

reason why a decrease occurred in 2014. The historic

on year decline in this area is as a result of the increased

pattern of complaints received by the office shows periodic

number of Transfers under the new business model and

declines, usually about every six or seven years.

the overall decrease of complaints received.

Analysis of Transfers
Settled in favour of the complainant by the insurer
Returned to the office and taken up as Reviews

632
1 115

Required no further action or the complainant did not respond further

282

Awaiting response from the insurer or the complainant

553
2 582
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Chargeable complaints received 2014

2 382

Full Cases

5 104

2 582

Transfers

Mini Cases

140

Chargeable complaints received 2013

4 238

Full Cases

6 345

1 605

Transfers

Mini Cases

502
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Statistics (continued)

Cases finalised

the reduction in the number of cases finalised is that we

Cases finalised by the office include those submitted as
Full Cases and those Transfers not settled in favour of the
complainant that are returned to the office as Reviews.

received fewer complaints for adjudication.

In 2014 the number of cases finalised was 3 822, lower
than the 4 496 of the previous year. This decline is largely
attributable to the changes brought about by the new
business model, as the relatively straightforward “Poor
service” or “Claims declined” complaints are now settled
on transfer to the insurers. If the “Transfers” settled are
added back, the numbers of cases resolved in 2013 and
2014 are very similar. Another factor which contributes to

complaints are more complicated and the complainants

The workload of the office, although less in case
volume, tends to be more difficult across the board – the
are more persistent.
The number of “Complicated Plus Cases” increased by
18% over 2013, while the number of “Basic Cases”
declined and, encouragingly, the number of “Incompetent
Cases” (poorly handled or time-limits not adhered to by
insurers) declined by 21%.

Types of benefit
34%

2014

10%

2013

31%

8%

2012

31%

7%

LIFE

14

DISABILITY

HEALTH

15%
20%
16%

FUNERAL

31%

10%

31.5%

9.5%

35%
CREDIT LIFE

11%

Cases finalised 2014
2 714

Standard

Basic

3 822

182
616

Complicated

224

Incompetent

Complicated Plus

86

Cases finalised 2013
3 248

Standard

255

Basic

4 496

636

Complicated

284

Incompetent

Complicated Plus

73
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Summary of

The table below summarises key aspects of cases that
were finalised during the past two years, namely, the
nature of the complaint, the percentage of each of the
total, the insurance benefit and whether the case was
finalised wholly or partially in favour of the complainant.
These statistics also form the basis of the individual
insurer’s published complaints data for the period.

cases
finalised

Life

Disability

Nature of complaint

2013

W/P*

2014

W/P*

2013

W/P*

2014

W/P*

Poor communications/documents or
information not supplied/poor service

1 049

45%

979

37%

22

18%

27

33%

Claims declined (policy terms or
conditions not recognised or met)

1 383

33%

1 221

27%

238

36%

289

37%

Claims declined (non-disclosure)

114

16%

85

21%

71

8%

58

21%

Dissatisfaction with policy
performance and maturity values

150

17%

131

22%

2

0%

0

0%

Dissatisfaction with surrender or paidup values

62

17%

72

14%

0

0%

0

0%

Misselling

31

34%

12

17%

0

0%

0

0%

Lapsing

140

37%

167

35%

2

50%

2

100%

Miscellaneous

332

10%

198

16%

8

25%

9

22%

3 261

32.0%

2 865

29.4%

343

28.0%

385

34.3%

Total

* Resolved wholly or partially in favour of the complainant.

Nature of complaint
Claims declined – remains the largest category, but the total number was lower than in 2013, possibly as a result of
better claims handling by the insurers and a higher percentage of complaints settled when transferred to the insurers.
Poor communications – remains steady as a percentage of the total. These complaints should be settled relatively easily
by the insurers on transfer.
Miscellaneous – shows a large decline in percentage and number. The previous year contained 190 complaints of a bulk
nature, which did not recur in 2014.
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Health

Totals

Percentage to total

2013

W/P*

2014

W/P*

2013

W/P*

2014

W/P*

2013

2014

248

69%

109

46%

1 319

47%

1 115

38%

30%

29%

545

27%

414

20%

2 166

31%

1 924

28%

48%

50%

61

11%

38

16%

246

13%

181

21%

5%

5%

0

0%

1

0%

152

13%

132

22%

4%

4%

1

0%

1

0%

63

18%

73

14%

1%

2%

2

100%

0

0%

33

27%

12

17%

1%

1%

5

40%

1

0%

147

37%

170

36%

3%

4%

30

83%

8

25%

370

17%

215

16%

8%

5%

892

39.8%

572

24.7%

4 496

33.0%

3 822

29.7%

100%

100%

Resolved wholly or partially in favour of the complainant
As expected, this was impacted significantly by the new business model. The above table shows the W/P percentage as
29.7 %, a 3.3 percentage points drop from 2013. However, if the Transfers settled by insurers are included in this figure,
as they would probably have resulted in the same outcome if handled by the office, the W/P percentage would be 38%
(36.4% in 2013).

17

Surveys
Complainant survey
Was it easy to find out how to contact us?

2%
86%

12%

Are you being kept informed about the progress of your complaint?

1%
92%

7%

Do you think our process is fair?
82%

13% 5%

Has our office treated you courteously?

3%
89%

8%

Are you experiencing undue delays in your complaint?
31%

64% 5%

Would you advise family or friends to use our office?

2%
90%

Yes

No

8%

Not answered

The chart above shows how complainants who took part in our survey during 2014 rated our service. We are pleased
that we had a 37.75% response rate. In contrast to surveys of previous years, this survey questioned complainants whose
cases had not yet been finalised.
Seeking the views of those who use our service is a crucial part of finding out how we can improve. It appeared to us
from comments and responses we received in the survey that complainants did not fully understand our process. We
have redrafted some of our letters to better explain our process and, where possible, we also telephone complainants in
the initial stages of the complaint to explain our process.
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Insurer survey
Are you of the view that the insurance industry can have confidence in our office?
100%
Do you regard our decisions on cases as unbiased and fair?
96% 4%
Are our decisions consistent?
85%

11% 4%

Do we provide a good dispute resolution service for insurers?
100%
Do you regard the office as knowledgeable about long-term insurance issues and professional in handling complaints?
100%
Do you feel inhibited in challenging views expressed and determinations made by the office?
15%

85%

Are you treated with courtesy by the office?
100%

Yes

No

Not answered

We survey subscribing insurers to help us monitor our performance and to establish how we could improve. It was
disappointing that only 60% of the insurers responded to our survey despite efforts to achieve a higher response rate.
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Matters of

interest

INFO
INFO is the International Network of Financial Services
Ombudsman Schemes. It has 55 members spread across
35 countries. INFO holds an annual conference which
presents an ideal opportunity to share and exchange
ideas and to learn from the collective experiences of
other ombudsman offices. The INFO 2014 conference
was held in Trinidad and Tobago. Heinrich Engelbrecht
represented the office at the conference and he reported
back favourably on it, noting that complainants worldwide are becoming more impatient to have their
complaints finalised and that they resort to the social
media much sooner to vent their dissatisfaction with
financial institutions.
On page 25 of our 2013 Annual Report reference was
made to the seven fundamental principles to which
INFO members should aspire and it was said that a guide
was being drafted, dealing with the said principles and
approaches to assist schemes to meet them. During
September 2014 INFO published the guide, entitled
“INFO Network: Effective approaches to fundamental
principles”. It is an impressive document, which speaks
of thorough and wide-ranging research, and it can be
viewed on www.networkfso.org.
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Excessive claims on hospital cash plans
We reported on this seemingly perennial problem in
our last three Annual Reports. In its November 2014
newsletter the Association for Savings and Investment
South Africa reported on “dishonest and fraudulent
claims” and said this:
“Hospital cash plans were hit particularly hard.
For the first time the number of dishonest and
fraudulent claims against these plans almost
equated those against death and funeral cover,
which in the past always attracted the highest
level of dishonesty and criminal activity. Syndicate
involvement was behind the majority of fraudulent
hospital cash plan claims in 2013.”
There has been a significant reduction in the number of
complaints regarding this issue. One of the reasons is that
an insurer, in respect of which we had previously received
the majority of complaints, had a reduction of 232 in
complaints. The office visited the insurer to discuss its claims
and complaints handling and the Financial Services Board
(“FSB”) conducted inspections of the insurer in 2013.

Ombuzz
Our newsletter was published on our website,
www.ombud.co.za, during February, May and
September 2014.

Consumer awareness activities
The office is engaged in promoting public awareness
of its existence and the service which we offer to

complainants. In 2014 the most comprehensive new
initiative was advertising on one national radio station
for isiXhosa speakers and on three local radio stations in
the Mpumalanga, Limpopo and North West provinces.

the full claim benefit, with interest. The office duly
complied with the provisions of Rule 3.8. Full particulars
of the two complaints can be found on our website,
www.ombud.co.za, under “Topics and Cases”.

Protection of Personal Information Act

Policyholder expectations

The Protection of Personal Information Act, 4 of 2013, was
published for general information on 26 November 2013.
On 1 April 2014 certain sections of the Act came into
operation. It is anticipated that the necessary regulations
for the implementation of the Act will be promulgated
in the foreseeable future. The office is in possession of
complainants’ confidential personal information which
falls within the ambit of the Act and the office will take
steps to ensure compliance with the Act.

Where an issue arises that is likely to affect more
policyholders than only the complainants in our office,
we call it a “systemic issue”. These complaints are
also referred to as “wider impact” complaints in some
jurisdictions. We report these matters to the FSB and also
record them for the interest of the industry.

Publication of names of insurers
Rule 3.8 of our Rules relates to any final determination
which is made against a subscribing member and any
appeal in which a ruling is made that the complainant
is substantially successful in the appeal. In terms of that
Rule we must, subject to certain provisos, “publish such
determination or ruling, including a summary of the facts
concerned, the reason for the determination and the
identity of the subscribing member”.
During 2014 the office made a final determination
against Regent Life Assurance Company Limited, and the
complainant in an appeal against Professional Provident
Society Insurance Company Limited was allowed

We had a number of complaints in 2014 which showed
a divergence between the expectations of policyholders
and what their insurance policies actually delivered. Even
if an insurer acts in terms of the policy wording this
divergence can occur for the following reasons:
n the marketing was not appropriate;
n the policy wording was not as clear as it should be;
n the design of the policy is either unusual or out of
date or not appropriate for the potential buyers;
n t he insurer’s ongoing communication during the term
of the policy has not been adequate or was nonexistent.
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Matters of interest (continued)
The following are some examples:

Old policies
We have written in previous Annual Reports about old
Pound-denominated funeral policies that still exist. We
pointed out that those policies were South African Pound
policies, not Pound Sterling. In converting those policies
to Rand the insurers use a conversion of 1 Pound =
2 Rand. We uphold the insurers on using this conversion
rate.
However, a further problem arises because these policies
were issued for small amounts of around £50, which may
have been sufficient for a funeral at the time they were
issued but obviously not today.
The following case demonstrates the problem when such
policies were issued as non-profit policies.
We received a complaint involving very old policies,
issued in 1930. The type of policy had a “double benefit”
– a sum assured (£50) paid out after a set term (20 years)
and after that a further sum assured (£50) payable on
death. No further premium was payable after the initial
term of 20 years.
When the life insured died in 2012 the insurer paid
out R100, being the Rand equivalent of South African
Pounds. The beneficiaries were unhappy and complained.
The insurer paid some interest (R4.56) for the late
payment of the claim, but was not willing to increase
the claim amount. The complainant was dissatisfied with
the payment and could not understand why the policy
amount had not grown in the period of 63 years since the
payment of the maturity benefit in 1950.
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The insurer informed us that its TCF Committee had
considered the policies but stated that:
n “
Both the initial policy documentation and the
schedule issued when the policy was made paid up are
very clear in disclosing the size of the benefit. None of
the documentation implies in any way that there are
increases or profits to be added to the benefit value.
n T he documentation clearly differentiates between the
maturity benefit and the death benefit due on the
policy. The maturity benefit was paid to the client in
1950 around the time of the maturity date and the
schedule issued at the time was clear that only a
death benefit remained on the policy.
n	
We are of the view that a distinction should be made
between maturity/endowment/savings type benefits
where a reasonable expectation exists that the policy
value will grow with interest; and a death benefit
where it is quite common for policies to offer fixed
sums assured (even in modern product design) where
an expectation that the benefit will grow is not a
reasonable one.
n	
Although undesirable, we do not believe that the lack
of recent communication on this policy is relevant
because the earlier documentation is sufficiently clear
and in the possession of the claimant.
n	
The PVC therefore concluded that it is a fair approach
to pay the contractual death benefit, because any
expectation on behalf of the beneficiary that the
death benefit should have grown with interest is
without basis and unreasonable.”

As this problem affects not only the three complaints we
received in our office we reported the issue to the FSB,
and it is currently liaising with the particular insurer.
In our experience, this type of problem involving “legacy”
policies is not easy to resolve.

Premium reviews
We have also previously written about Universal Life
policies (see our 2007 Annual Report page 19) and the
problems that arise when a premium review takes place
and the review results in a high increase in premiums or
the option of a reduction in cover. When these policies
were sold it is unlikely that the policyholder was fully
informed of the possible effect of a review on the
premium. We are receiving a number of these complaints
as insurers are now carrying out reviews more frequently.

complaints in our quest to obtain an equitable resolution.
The problem of premium reviews will be with us for
many years to come and we have stressed to insurers
the importance of communication with policyholders
in these circumstances. In our 2007 Annual Report we
recommended that insurers should investigate which
policies were reviewable and communicate with their
policyholders. Judging from the complaints we are
receiving this advice was ignored. We have learnt from
our colleagues in other jurisdictions that this type of
complaint is not unique to South Africa.

Proof of HIV negative status
A new type of complaint we encountered this year involves
the timing of proof of insurability. Policies are marketed
on the following basis: the applicant is asked whether
he/she has had a negative HIV test in the preceding three

At the time of the review policyholders are often in a
position where they are either unwilling or unable to
afford the increase but still require the cover. What makes
it even more difficult for these policyholders to accept the
change is where:

years and if the answer is “yes”, the policy is sold and

n	
the policy does not clearly spell out that the policy is
reviewable;

n the life insured who made the statement is no longer

n	
the review was not done on the guarantee review
date but only years later;

n	
the claimant may not know where to obtain the test

n	
the increase in premium to maintain the existing cover
is extremely high.

n the time which has elapsed can cause problems as

Although we have to uphold the insurer’s right to review
a premium in many instances, we also take into account
the above-mentioned problems in evaluating these

the applicant does not have to provide proof of the test.
However, if a claim is instituted on death, the insurer may
require proof of the test. This has obvious drawbacks:

around to assist with the production of such proof;

results;

the relevant medical practitioner may no longer be
practising.
The insurers argue that if the applicant told them the
truth it should not be a problem.
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Matters of interest (continued)
The following case has features that demonstrate some
of the difficulties:
n T he complainant is the mother of the deceased who
took out a policy.
n T he policy commenced on 17 July 2012. The life insured
was asked whether she had undergone a blood test for
HIV in the past three years. Her response was “yes” and
she stated that the result had been negative.
n T he life insured died on 6 January 2013 and at this
stage her HIV status was apparently positive.
n A
 claim was made against the policy but the insurer
insisted that an HIV test which had been done before
the issue of the policy must be produced. The insurer
relied on a clause in the policy that reads: “We may
further need information including, but not limited
to, information from the insured person’s doctor or
medical aid … including the result of HIV tests. It is
your responsibility to ensure that the HIV test results
indicated in your application are made available to us
when any claim is made.”
n T he complainant contacted the doctor who had carried
out the test but according to his wife he had been
involved in a motor vehicle accident and was unable
to communicate. The complainant then provided the
insurer with the contact particulars of the doctor but
the insurer likewise could not communicate with the
doctor. No other information regarding the test could
be obtained.
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n T he question may be posed why the insurer did not
require the applicant to immediately produce the test
results at application stage so that there will be no
sword hanging over the policy. Had the insurer insisted
on production of the test results at application stage
there probably would not have been any problem.
Instead there was now a problem for the claimant
and for the insurer.
n T he onus rests on the insurer to prove misrepresentation,
should it wish to rely thereon in order to escape from
the contract. Moreover, the insurer cannot expect the
insured to assist it with gathering facts for the purpose
of a defence, except in so far as the provisions of
the contract are to the contrary. The purpose of the
above-mentioned clause was to make it easier for the
insurer to substantiate a defence.
n In the circumstances of the case no information
could be obtained from the doctor who had allegedly
conducted the test. Indeed, it became clear that it was
virtually impossible for the complainant or anyone
else to obtain information from the doctor in order to
comply with the contractual duty in question.
n It is a principle of law that a person cannot be forced
to do the impossible. If performance of a term of
the contract becomes impossible after conclusion of
the contract, the obligation to carry out that term is
extinguished, provided the debtor is not to blame for
such supervening impossibility.
This matter is currently being considered.

Cancellation of policy

schemes department, but no information of the

A term which surprises policyholders is the insurer’s

alternatives was provided.

right to cancel policies. Most policyholders taking out or
covered by a long-term insurance policy expect the policy
to be non-cancellable. However, the insurer may have

n 
The life insured died on 29 July 2013 and the
complainant paid the funeral costs.

inserted a clause in the policy in terms of which it has the

n According to the complainant she never received any

right to cancel the policy (see our 2012 Annual Report

notification of cancellation and she only became aware

page 23). When the insurer acts on this right it causes

of the cancellation after her uncle’s death when she

consternation and dissatisfaction as well as the risk that

tried to claim. The membership certificate issued to

the policyholder will be without cover.

policyholders made no mention of the insurer’s right

In our view insurers should draw attention to this right

of cancellation. The provision was only contained in

at inception, as the right of cancellation is a risk for the

the master policy which neither the policyholder nor

policyholder. It should not be a clause that is “hidden in

the complainant had seen.

the fine print”. It is particularly difficult for policyholders
to accept the cancellation of the cover when a claim
arises after the cancellation, but before the policyholder
has alternative cover. The following case demonstrates
this problem.
n The complainant took out a policy, with her uncle
as the policyholder and life insured. She was the
premium payer.

n 
A letter by the brokerage, dated 6 August 2013,
referred to a telephone conversation that the
complainant had with them on 1 August 2013 after
her uncle’s death. This tied in with the complainant’s
version that she telephoned after her uncle’s death.
n 
She stated in her correspondence that she would
have made alternative arrangements had she known
about the cancellation. In our view it was likely that

n The insurer cancelled the policy and all other policies

she would have made alternative arrangements, given

in this group with effect from 31 May 2013, by giving

the fact that this was her uncle’s only cover and he

notice on 8 April 2013. We instructed the insurer
to extend cover until 30 June 2013 because of the

was already 65 years old at the date of cancellation.

short notice period. The letter of cancellation was

n We persuaded the insurer to pay the funeral costs of

addressed to the life insured/policyholder at the same

R15 200. However, the complainant was not satisfied

address as that of the complainant. The policyholder

and claimed the remainder of the sum assured of

was advised that alternative cover options could be

R100 000. The insurer paid this amount as an ex

explored by telephoning the broker or the group

gratia amount.
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Complaints
data for

subscribing
members

bodies, reporters and consumer organisations, as we are
of the view that such interpretation and comment by us
would not be consistent with our role in impartial dispute
resolution.
There is no one generally accepted measure to show
market share in the long-term insurance industry and,
therefore, this is not reflected in the published data.
Another reason for not including market share is that
the office does not hold the underlying data that could
be used to determine market share and this makes it
impossible for the office to verify its correctness. The only
context is the individual insurer’s complaints expressed as

The office published individual insurer complaints data
for the period 1 January 2014 to 31 December 2014 on
its website, www.ombud.co.za.
The publication is done in order to promote accountability
and transparency. It will also encourage insurers to
benchmark their standards of complaints handling
against other insurers and to learn from insurers who
appear to be better at complaints handling.
The information published on the website under the
heading “Complaints Data” and herein, shows the
number of complaints received, the number of cases
considered, the number of cases finalised and the
number of cases resolved in favour of the complainant or
the insurer, i.e. the W/P (Wholly or Partially) percentage.
In addition, Table 2 on our website reflects the nature of
the complaints.
The office does not interpret what any of the figures may
mean. That is left to insurers, intermediaries, industry
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a percentage of the total complaints received.
We wish to caution against an over-emphasis of the W/P
percentage, which should not be viewed in isolation.
A low W/P percentage in favour of complainants is,
by itself, not necessarily good or an indication that the
insurer has exemplary complaints handling processes.
Neither is a higher percentage necessarily negative or an
indication that the insurer’s complaints handling is poor.
Some insurers are more inclined than others to settle
matters. Such insurers choose to settle matters, either
wholly or partially, when there may, strictly speaking, be
doubt about legal liability.
There may also have been a bulk case situation, i.e. a
large number of cases on the same issue. This can
“skew” the W/P percentage either up or down for one
or more years. This effect is noticeable when an insurer’s
W/P percentage changes markedly from previous years.

Of course, if an insurer has a disproportionately high
percentage of complaints and has had a high W/P
percentage for a number of years, then that would raise
a question about its complaints management and other
practices.
The complaints data should be used by intermediaries,
consumers and others in conjunction with other
measures, such as an insurer’s claims ratio, its efficiency
generally, its products, etc. to give a full picture of an
insurer’s performance.

Second reminders
On page 10 of our 2013 Annual Report we said that,
where an insurer has more than five second reminders
per year, the number of reminders will be published with
the complaints data. The names of the insurers and the
number of the second reminders sent to them during
2014 appear below.
African Unity Insurance Limited

7

AIG Life South Africa Limited

14

Assupol Life Limited

34

Momentum Group Limited

15

Nestlife Assurance Corporation Limited

16

Sanlam Sky Solutions

38

Union Life Limited
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The table overleaf shows:
Complaints received
The number of new complaints received in
respect of an individual insurer. Some of these
complaints will be sent to the insurer to deal with
the complainant directly. If the complainant is not
satisfied with the insurer’s response we will then
take up the case.
Percentage of total
Indicates the complaints received in respect of
an individual insurer expressed as a percentage
(to two decimal places) of the total number of
complaints received by our office.
Cases considered
These are the complaints where case files are
opened and complaints are investigated by our
office.
Cases finalised
These are the cases finalised during 2014, of
which some had been received in earlier years.
Percentage resolved W/P in favour of
complainant/insurer
This refers to the percentage of cases which were
resolved wholly or partially (W/P) in favour of the
complainants and in favour of the insurer. These
cases are resolved by way of settlement, mediation,
conciliation, recommendation or determination.
For 2014 the overall W/P percentage in favour of
complainants was 29.7%.
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Complaints data for subscribing members (continued)

Complaints
Received

1 Life Direct Insurance Limited

% of
Cases
Total Considered

% Resolved W/P
in favour of

Cases
Finalised Complainant

Insurer

119

2.39%

87

90

27.8%

72.2%

0

0.00%

0

0

0.0%

0.0%

183

3.68%

134

157

28.7%

71.3%

1

0.02%

1

1

26

0.52%

18

18

61.1%

38.9%

144

2.89%

134

165

45.5%

54.5%

Alexander Forbes Life Limited

7

0.14%

7

7

42.9%

57.1%

Allan Gray Life Limited

1

0.02%

1

2

200

4.02%

128

111

36.9%

63.1%

98

1.97%

71

64

39.1%

60.9%

4

0.08%

2

3

33.3%

66.7%

Centriq Life Insurance Company Limited

41

0.82%

26

16

18.8%

81.2%

Channel Life Limited

88

1.77%

64

80

41.3%

58.7%

Clientèle Life Assurance Company Limited

226

4.54%

154

139

20.1%

79.9%

Discovery Life Limited

142

2.85%

118

104

29.8%

70.2%

FedGroup Life Limited

0

0.00%

0

1

100.0%

0.0%

Frank Life Limited

25

0.50%

20

28

46.4%

53.6%

Guardrisk Life Limited

69

1.39%

40

36

16.7%

83.3%

444

8.92%

300

296

32.8%

67.2%

Investec Assurance Limited

1

0.02%

1

1

0.0% 100.0%

Investment Solutions Limited

0

0.00%

0

0

0.0%

12

0.24%

4

8

0.0% 100.0%

545 10.95%

407

459

31.8%

68.2%

9

11

18.2%

81.8%

ABSA Insurance and Financial Advisers
(Pty) Limited
ABSA Life Limited
Acsis Limited
African Unity Insurance Limited
AIG Life South Africa Limited

Assupol Life Limited
AVBOB Mutual Assurance Society
Bidvest Life Limited

Hollard Life Assurance Company Limited

JDG Micro Life Limited
Liberty Group Limited
Lombard Life Limited
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10

0.20%

0.0% 100.0%

0.0% 100.0%

0.0%

Complaints
Received

% of
Cases
Total Considered

% Resolved W/P
in favour of

Cases
Finalised Complainant

Insurer

Metropolitan Life Limited

359

7.22%

232

256

31.6%

68.4%

Momentum Group Limited

412

8.28%

300

312

38.5%

61.5%

0

0.00%

0

0

0.0%

0.0%

123

2.47%

96

108

18.5%

81.5%

22

0.44%

16

19

47.4%

52.6%

New Era Life Insurance Company Limited

1

0.02%

1

2

50.0%

50.0%

Old Mutual Alternative Solutions Limited

34

0.68%

26

24

25.0%

75.0%

549 11.04%

338

350

22.3%

77.7%

Nedbank Limited
Nedgroup Life Assurance Company Limited
Nestlife Assurance Corporation Limited

Old Mutual Life Assurance Company (SA) Limited
Outsurance Life Insurance Company Limited

19

0.38%

14

10

30.0%

70.0%

Professional Provident Society Insurance
Company Limited

37

0.74%

34

32

34.4%

65.6%

Prosperity Insurance Company Limited

29

0.58%

20

40

25.0%

75.0%

6

0.12%

6

0

0.0%

0.0%

Real People Assurance Company Limited

13

0.26%

10

9

22.2%

77.8%

Regent Life Assurance Company Limited

90

1.81%

68

82

35.4%

64.6%

Relyant Life Assurance Company Limited

0

0.00%

0

0

0.0%

0.0%

RMB Structured Life Limited

0

0.00%

0

0

0.0%

0.0%

SA Home Loans Life Limited

21

0.42%

18

23

4.3%

95.7%

Safrican Insurance Company Limited

117

2.35%

116

98

46.9%

53.1%

Sanlam Life Insurance Limited

197

3.96%

132

125

12.0%

88.0%

Sanlam Sky Solutions

434

8.72%

355

419

20.0%

80.0%

55

1.11%

40

42

47.6%

52.4%

Viva Life Insurance Limited

1

0.02%

1

1

0.0% 100.0%

Vodacom Life Assurance Company Limited

1

0.02%

0

0

0.0%

0.0%

Workers Life Assurance Company Limited

88

1.77%

64

53

32.1%

67.9%

PSG Futurewealth Limited

Union Life Limited
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Appendices

Appendix 1: S
 ummary of income and expenditure of the long-term
insurance ombudsman’s association
2014
R

2013
R

17 312 554

16 045 412

667 989

540 535

17 980 543

16 585 947

220 600

58 620

98 472

94 799

Call centre costs

133 347

97 540

Computers and communications

320 329

315 318

Council – travel and accommodation

65 339

68 250

Council fees

80 500

109 000

Depreciation

45 588

103 060

235 509

242 766

10 810 830

9 685 366

Employee costs – contract staff

2 601 476

2 806 618

Employee costs – contributions

613 367

568 785

Employee costs – other overheads

79 338

130 651

International travel

52 287

65 183

–

17 250

Marketing and brochures

100 568

30 965

Other expenses

371 833

271 960

Professional advice

190 868

97 210

Quality control

11 646

12 083

Rent – parking

281 743

254 575

1 273 978

1 193 998

1 524

545

Stationery

104 444

110 943

Telephone

172 854

154 101

Travel and accommodation

114 103

96 361

17 980 543

16 585 947

REVENUE
Recoveries from subscribing members

Investment income

EXPENSES
Administration and professional fees
Annual Report

Electricity
Employee costs

Legal expenses

Rent – premises
Repairs and maintenance

The audited and approved Annual Financial Statements are available on our website, www.ombud.co.za.
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Appendix 2: Subscribing members
1 Life Direct Insurance Limited
ABSA Insurance and Financial
Advisers (Pty) Limited
ABSA Life Limited
Allied Insurance
UBS Insurance
Acsis Limited
African Unity Insurance Limited
AIG Life South Africa Limited
Chartis Life
Alexander Forbes Life Limited
Allan Gray Life Limited
Assupol Life Limited
AVBOB Mutual Assurance Society
Bidvest Life Limited
Mclife
Centriq Life Insurance Company
Limited
Channel Life Limited
PSG Anchor Life
Clientèle Life Assurance Company
Limited
Discovery Life Limited
FedGroup Life Limited
Frank Life Limited
Guardrisk Life Limited
Platinum Life

Liberty Group Limited
Manufacturers Life
Prudential
Sun Life of Canada
Capital Alliance Life
AA Life
ACA Insurers
Amalgamated General Assurance
Fedsure Life
IGI Life
Norwich Life
Saambou Credit Life
Standard General – pre 1999
Traduna
Rentmeester Assurance
Rondalia
Liberty Active
Lombard Life Limited
Pinnafrica Life
Metropolitan Life Limited
Commercial Union
Homes Trust Life
Momentum Group Limited
African Eagle Life
Allianz Life
Anglo American Life
FNB Life
First Rand
Guarantee Life
Legal and General
Lifegro
Magnum Life
Metropolitan Odyssey
Protea Life
Rand Life
Sage Life
Shield Life
Southern Life
Yorkshire
Nedbank Limited

Hollard Life Assurance Company
Limited
Crusader Life
Fedsure Credit Life
Investec

Nedgroup Life Assurance Company
Limited
NBS Life
BOE Life

Investec Assurance Limited

Nestlife Assurance Corporation
Limited

Investment Solutions Limited
JDG Micro Life Limited

New Era Life Insurance Company
Limited

Old Mutual Alternative Solutions
Limited
MS Life
Old Mutual Life Assurance Company
(SA) Limited
Colonial Mutual
Outsurance Life Insurance Company
Limited
Professional Provident Society
Insurance Company Limited
Prosperity Insurance Company
Limited
PSG Futurewealth Limited
M Cubed Capital
Time Life
Real People Assurance Company
Limited
Regent Life Assurance Company
Limited
Relyant Life Assurance Company
Limited
RMB Structured Life Limited
SA Home Loans Life Assurance
Company Limited
Safrican Insurance Company Limited
Sanlam Life Insurance Limited
Sanlam Sky Solutions
African Life
Permanent Life
Sentry Assurance
Union Life Limited
Viva Life Insurance Limited
Resolution Life
Vodacom Life Assurance Company
Limited
Workers Life Assurance Company
Limited
Sekunjalo Investments
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Appendix 3: Members of the Ombudsman’s Committee
Dorea Ozrovech (Chairperson)
Sanlam Life Insurance Limited

Werner du Plessis
Momentum Group Limited

Eheila Engelbrecht
Sanlam Sky Solutions

Chris Howarth
Old Mutual Life Assurance Company (SA) Limited

Gail Walters
Hollard Life Assurance Company Limited

Mariza Schlushe
Metropolitan Life Limited

Anna Rosenberg
Association for Savings and Investment South Africa

Mellony Ramalho
Liberty Group Limited

Glenn Hickling
Discovery Life Limited

Audrey Rustin
Nedgroup Life Assurance Company Limited

Russel Krawitz
Guardrisk Life Limited

Kurt Terblanche
1 Life Direct Insurance Limited

Ryan Sacks
Clientèle Life Assurance Company Limited

Joe Peters
Workers Life Assurance Company Limited

Sue du Plessis
Momentum Group Limited

Appendix 4: Staff in the Ombudsman’s office
Management team
Judge Ron McLaren
Jennifer Preiss
Ian Middup
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Adjudicators/assessors
Eddie de Beer
Heinrich Engelbrecht
Sue Myrdal
Nceba Sihlali
Nuku van Coller
Cikizwa Nkuhlu
Lisa Shrosbree
Deon Whittaker
Diana Mills
Lorraine Allan
Kathy Heath
Ganine Bezuidenhoudt
Jameelah Leo
Edith Field
Jenny Jenkins
Tasneem Ebrahim
Lisa Fincham

Support staff
Clyde Hewitson
Rosemary Galolo
Charmaine Bruce
Andrea Lennox
Marshalene Williams
Tamara Sonkqayi
Angelo Swartz
Sureena Gallie
Sithandwa Tolashe
Yolanda Augustine
Colline Alexander
Tania Thomas
Phindiwe Fana
Puleka Ngalo
Nosiphiwo Sifingo
Virginia Smith

Appendix 5: Rules
1

Mission
1.1	The mission of the Ombudsman is to receive and consider complaints against subscribing members and to resolve such
complaints through mediation, conciliation, recommendation or determination.
1.2

The Ombudsman shall seek to ensure that:

		

1.2.1	he or she acts independently and objectively in resolving any complaint received and takes no instructions from
anybody regarding the exercise of his or her authority;

		

1.2.2

he or she follows informal, fair and cost-effective procedures;

		

1.2.3

he or she keeps in balance the scale between complainants and subscribing members;

		

1.2.4

he or she accords due weight to considerations of equity;

		

1.2.5	he or she maintains confidentiality, in so far as it is feasible to do so and subject to Rules 3.8 and 7 below, in respect
of every complaint received;

		

1.2.6	he or she co-operates with the Council established in terms of the Financial Services Ombud Schemes Act, 2004, in
promoting public awareness of the existence, function and functioning of the Ombudsman and the Ombudsman’s
office and in informing potential complainants of available dispute resolution forums;

		

1.2.7	subscribing members act with fairness and with due regard to both the letter and the spirit of the contract
between the parties and render an efficient service to those with whom they contract.

2

Jurisdiction
2.1	Subject to Rule 2.2, the Ombudsman shall receive and consider every complaint by a policyholder, a successor in title or a
beneficiary, or by a life insured or premium payer, against a subscribing member concerning or arising from the marketing,
conclusion, interpretation, administration, implementation or termination of any long-term insurance contract marketed or
effected within the Republic of South Africa.
2.2

The Ombudsman shall not consider a complaint:

		

2.2.1	if such complaint is, or if it has been, the subject of legal proceedings instituted and not withdrawn, or if legal
proceedings are contemplated to be instituted by the complainant against the subscribing member, during such
time as the complaint remains under advisement by the Ombudsman; or

		

2.2.2	if it has previously been determined by the Ombudsman, unless new evidence likely to affect the outcome of a
previous determination has thereafter become available; or

		

2.2.3	if three years or more have elapsed from the date on which the complainant became aware or should reasonably
have become aware that he or she had cause to complain to the Ombudsman, unless the failure so to complain
within the said period was due to circumstances for which, in the opinion of the Ombudsman, the complainant
could not be blamed.

3

Procedure
3.1	The Ombudsman shall require, or in suitable circumstances cause, all complaints to be reduced to written or electronic form,
shall elicit such further information or expert advice as is regarded as necessary and shall seek to resolve every such complaint
through mediation, conciliation, recommendation, failing which, by determination.
3.2

The determination aforesaid may be to:

		

3.2.1

decline to consider the complaint;

		

3.2.2

uphold the complaint, either wholly or in part;

		

3.2.3

dismiss the complaint;

		

3.2.4

make a ruling of a procedural or evidentiary nature;
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3.2.5	award compensation, irrespective of a determination made in terms of Rule 3.2.2 or 3.2.3, for material inconvenience
or distress or for financial loss suffered by a complainant as a result of error, omission or maladministration
(including manifestly unacceptable or incompetent service) on the part of the subscribing member; provided that
the amount of such compensation shall not exceed the sum of R30 000 or such other sum as the Long-term
Insurance Ombudsman’s Council (“the Council”) may from time to time determine;

		

3.2.6	order a subscribing member, in addition to any other recommendation or determination made, to pay interest to
a complainant on the pertinent sum at a rate and from a date that is considered to be fair and equitable in the
circumstances;

		

3.2.7	order a subscribing member to take, or refrain from taking, any such action in regard to the disposal of a specific
complaint as the Ombudsman may deem necessary;

		

3.2.8

issue a declaratory order.

3.3	The Ombudsman may decline to consider or may dismiss a complaint, without first referring it to the subscribing member
concerned, if it appears to him or her, on the information furnished by the complainant, that:
		

3.3.1

the complaint has no reasonable prospect of success; or

		

3.3.2

the complaint is being pursued in a dishonest, frivolous, vexatious or abusive manner; or

		

3.3.3

the complaint can more appropriately be dealt with by a court of law; or

		

3.3.4	the complaint is predominantly about investment performance or the legitimate exercise by a subscribing member
of its commercial judgment; or

		

3.3.5	the complainant has not suffered, and is not likely to suffer, material inconvenience or distress or financial loss
either within the meaning of Rule 3.2.5. or at all.

3.4	If a complainant or a subscribing member fails or refuses to furnish information requested by the Ombudsman within the
period fixed for that purpose, the Ombudsman shall be free to make a determination on the information as may then be
available to him or her.
3.5

A determination made by the Ombudsman shall be binding on the subscribing member concerned.

3.6	A determination made by the Ombudsman shall not preclude the complainant from thereafter instituting legal proceedings
against a subscribing member in respect of any such complaint.
3.7	All exchanges between, on the one hand, the office of the Ombudsman and a complainant and, on the other, the office and
a subscribing member in relation to a complaint and all the documentation generated in regard thereto, shall by agreement
be regarded as privileged and shall as such be immune from disclosure in evidence, save by an order of court or the consent
of the parties concerned.
3.8 	In any case in which a determination as provided for in Rule 3.2.2 is made against a subscribing member, or in which in
an appeal by a complainant a ruling is made by the Appeal Tribunal holding that the appeal is substantially successful as
envisaged in Rule 6.8.3, the Ombudsman shall publish such determination or ruling, including a summary of the facts
concerned, the reasons for the determination and the identity of the subscribing member; provided that the Ombudsman
shall not publish as aforesaid in any case in which there is reason to believe that such publication will expose the identity
of the complainant, the policyholder, a successor in title or beneficiary, a life insured or a premium payer; provided further
that there will be no publication of a determination by the Ombudsman against a subscribing member if on appeal the
subscribing member is substantially successful as envisaged in Rule 6.9.1.
4

Prescription

	The receipt of a complaint by the Ombudsman suspends any applicable contractual time barring terms or the running of prescription
in terms of the Prescription Act (Act 68 of 1969), for the period from such receipt until the complaint has been withdrawn by the
complainant concerned, been determined by the Ombudsman or any appeal in terms of these Rules has been disposed of.
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5

Determination of disputes of fact
5.1	The Ombudsman shall resolve material disputes of fact on a balance of probabilities and with due regard to the incidence of
the onus.
5.2	If the Ombudsman is of the opinion that a material and conclusive dispute of fact cannot be resolved on a balance of
probabilities and with due regard to the incidence of the onus, the parties concerned shall be advised that a determination
in favour of the one or the other party cannot be made.
5.3	Notwithstanding Rule 5.2, if the Ombudsman and all the parties concerned are in agreement that a complaint or a material
and conclusive dispute of fact can best be determined by the hearing of evidence, it may be so determined.
5.4	A hearing as aforesaid may be conducted by the Ombudsman or any other person or persons appointed for that purpose by
the Ombudsman.
5.5	At such a hearing all issues of a procedural or evidentiary nature shall be determined by the Ombudsman or other person or
persons so appointed.

6

Appeals
6.1	A complainant who or a subscribing member which feels aggrieved by any determination by the Ombudsman may apply to
the Ombudsman for leave to appeal against it to a designated Appeal Tribunal.
6.2	Such an application shall be made within a period of one calendar month from the date on which the determination that is
challenged has been made.
6.3

Such leave to appeal shall be granted:

		

6.3.1	if the determination is against a subscribing member and involves an amount in excess of R250 000 or such other
sum as the Council may from time to time determine; or

		

6.3.2	if the Ombudsman is of the opinion that the determination as such or the particular issue in dispute is of
considerable public or industry interest; or

		

6.3.3	if the Ombudsman is of the opinion that the aggrieved complainant or subscribing member has a reasonable
prospect of success in an appeal before a designated Appeal Tribunal.

6.4	The member or members of the Appeal Tribunal shall be appointed by the Ombudsman with the consent of all the parties
concerned or, failing such consent, with the approval of the Chairman of the Council or, if he or she is unavailable, two
members of the Council not connected with the Industry.
6.5

The Ombudsman shall prepare the record for consideration by the Appeal Tribunal.

6.6

All issues of a procedural or evidentiary nature shall be determined by the Appeal Tribunal itself.

6.7

The decision of the Appeal Tribunal shall be final and binding:

		

6.7.1

if the complainant is the appellant, on all the parties concerned;

		

6.7.2

if the subscribing member is the appellant, on it.

6.8

When the complainant is the appellant:

		

6.8.1 	he or she may be required to deposit such amount as the Ombudsman may consider appropriate into the trust
account of an attorney designated by the Ombudsman;

		

6.8.2

		

6.8.3 	if the appeal is, in the view of the Appeal Tribunal substantially successful, such amount shall be refunded to the
complainant;

		

6.8.4 	if the appeal is, in the view of the Appeal Tribunal substantially unsuccessful, such amount shall be applied by
the Ombudsman to defray, either wholly or in part, the costs incurred by the Ombudsman in connection with the
appeal proceedings and to refund any surplus to the complainant.

such amount shall be held in trust pending the outcome of the appeal;
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6.9

When the subscribing member is the appellant:

		

6.9.1	if the appeal is, in the view of the Appeal Tribunal substantially successful, the Ombudsman shall defray the costs
incurred by him in connection with the appeal proceedings;

		

6.9.2	if the appeal is, in the view of the Appeal Tribunal substantially unsuccessful, the subscribing member shall defray
the costs incurred by the Ombudsman in connection with the appeal proceedings.

7

Enforcement
7.1

If a subscribing member should fail or refuse to comply with a determination made by the Ombudsman:

		

7.1.1 	it shall be given notice by the Ombudsman that it is to comply with such determination within a period of four
weeks or such further period as the Ombudsman may determine;

		

7.1.2 	on the failure or refusal by the subscribing member to comply with such notice, the Ombudsman shall report such
failure or refusal to the Chairman of the Long-Term Insurance Ombudsman’s Committee (“the Committee”).

7.2

The Ombudsman may thereupon:

		

7.2.1 	determine what, if any, further opportunity should be afforded to the subscribing member concerned to make
representations as to why the measures described below should not be implemented;

		

7.2.2

		

7.2.3 	suspend or terminate, with the consent of the Chairmen of both the Council and the Committee, the membership
of the subscribing member concerned; and, in that event,

		

7.2.4 	
publish in whatever manner the Ombudsman considers to be appropriate, the fact of such suspension or
termination of such membership.

8

publish, in whatever manner the Ombudsman considers to be appropriate, the fact of such failure or refusal;

Report
The Ombudsman shall report publicly on or before 31 May of each year on his or her activities during the previous calendar year.
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Appendix 6: Other offices
Ombudsman for Banking Services
PO Box 87056, Houghton 2041
Tel: 011 712 1800
Fax: 011 483 3212
E-mail: info@obssa.co.za

National Consumer Commission
Private Bag X84, Pretoria 0001
Tel: 012 761 3200
Fax: 086 758 4990
E-mail: Complaints@thencc.org.za

Credit Ombud
PO Box 805, Pinegowrie 2123
Tel: 011 781 6431
Fax: 086 674 7414 / 086 683 4644
E-mail: ombud@creditombud.org.za

National Credit Regulator
PO Box 209, Halfway House, Midrand 1685
Tel: 011 554 2600
Fax: 011 554 2871 / 011 554 2600
E-mail: complaints@ncr.org.za

Ombudsman for Short-term Insurance
PO Box 32334, Braamfontein 2017
Tel: 011 726 8900
Fax: 011 726 5501
E-mail: info@osti.co.za

Council for Medical Schemes
Private Bag X34, Hatfield 0028
Tel: 012 431 0500
Fax: 012 431 0608
E-mail: complaints@medicalschemes.com

Ombud for Financial Services Providers
PO Box 74571, Lynnwoodridge 0040
Tel: 012 470 9080 / 012 762 5000
Fax: 012 348 3447 / 086 764 1422
E-mail: info@faisombud.co.za

Public Protector
Private Bag X677, Pretoria 0001
Tel: 012 366 7000
Fax: 012 362 3473
E-mail: registration2@pprotect.org

Pension Funds Adjudicator
PO Box 580, Menlyn 0063
Tel: 012 346 1738 / 012 748 4000
Fax: 086 693 7472
E-mail: enquiries@pfa.org.za

Tax Ombud
1166 Park Street, Hatfield 0157
Tel: 012 431 9105
Fax: 012 452 5013
E-mail: complaints@taxombud.gov.za

Statutory Ombud
PO Box 74571, Lynnwoodridge 0040
Tel: 012 470 9080
Fax: 012 348 3447
E-mail: info@faisombud.co.za

ASISA
Cape Town office
PO Box 23525, Claremont 7735
Tel: 021 673 1620
Fax: 021 673 1630
E-mail: info@asisa.org.za

Financial Services Board
PO Box 35655, Menlo Park 0102
Tel: 012 428 8000
Fax: 012 346 6941
E-mail: info@fsb.co.za

Johannesburg office
PO Box 787465, Sandton 2146
Tel: 011 214 0960
E-mail: jnel@asisa.org.za
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Ombudsman’s central helpline

Sharecall 0860ombuds
0860662837

Sunclare Building
21 Dreyer Street
Claremont 7700
Private Bag X45
Claremont 7735

Telephone: 021 657 5000
Sharecall: 0860 103 236
Fax: 021 674 0951
E-mail: info@ombud.co.za
www.ombud.co.za

