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Recovered for  
complainants
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awarded
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FOREWORD BY THE 
CHAIRPERSON OF THE 
OMBUDSMAN’S COUNCIL 
In terms of section 10(1)(b) of the Financial Services Ombud Schemes Act, 37 of 2004, (“the Act”) the Council is 
obliged to “monitor the performance and independence of the Ombud … the continued compliance by the scheme 
with its constitution, the provisions of the scheme and this Act”. 

In the performance of its corporate governance oversight function the Council met twice during 2019. At each of 
these meetings the Council received a comprehensive overview of the office’s activities from the management team. 

In my foreword to the 2017 Annual Report I referred to “The King IV Report on Corporate Governance for South Africa 
2016, Institute of Directors Southern Africa” (“King IV”) and the importance which the Council attaches to good 
corporate governance. A permanent agenda item for Council meetings is “corporate governance”.
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The Council’s responsibilities are informed by the 
following excerpt from the King IV Summary Guide:

“The role of the governing body is to lead 

the organisation through the discharge of its 

responsibilities in relation to strategic direction, policy 

approval, oversight and accountability such that the 

good governance outcomes of an ethical culture, 

good performance, effective control and legitimacy 

with stakeholders are achieved by the organisation. 

In aspiring to fulfil this role and discharge these 

responsibilities, the King IV Code provides the 

16  principles and 208 recommended practices that 

should assist the governing body and the organisation 

in attaining its ‘good corporate citizen’ status and 

governance outcomes. 

 Harnessing its strength, wisdom and intelligence, 

the governing body provides strategic direction 

much like the elephant who represents status and 

power, keeping its herd under control and chooses its 

direction and pace.”

The Council is satisfied that in 2019 the Ombudsman 
and the office fulfilled their mission, complied with their 
obligations under the scheme’s rules and under the Act, 
and maintained the independence which is vital to their 
function.

During the year under review the Council mandated 
the office to brief a specialist consultant to review and 
to report on its human resources policies and practices. 
The report, dated October 2019, was prepared by 
Ms A Odendal, who is a registered psychologist. 

In the report the following is said: 

“Sound corporate governance and continuously 

improving the standard of the complaint resolution 

service are important to the Council and management 

team. In this regard the efficacy of the office’s processes 

and practices are regularly audited (approximately every 

three to five  years). Although striving for continuous 

improvement (e.g.  incorporating psychometric 

assessments into the recruitment and selection 

process), the HR processes and practices have, however, 

never been reviewed formally by an external party. As a 

result, this review has been requested.”

On pages 7 and 8 of this Annual Report the Ombudsman 
furnishes further particulars of Ms Odendal’s report and 
its implementation. 

During 2019 we bade farewell to Ms Farzana Badat who 
took up an international position and to Mr Ken Baldwin 
who retired from the Council after many years of service. 
The Council again expresses its appreciation for their 
dedicated and significant contributions to the Council 
and the Ombudsman’s office. 

I thank the members of the Council and the office’s 
management team for their continued support and 
valued contributions during 2019. 

In conclusion, I congratulate the Ombudsman’s office 
and every staff member on the admirable and consistent 
results of their hard work, which are reflected in the 
table below. 

Leona Theron

Year

Written 
requests for 

assistance 
received

Chargeable 
complaints 

received
Full cases 
finalised

Complaints 
finalised 

within six 
months

Cost per 
standard case

Lump sums 
received for 

complainants

Compensation 
awarded to 

complainants

Number of 
compensation 

awards

Complaints 
resolved 

wholly or 
partially in 

favour of 
complainants

2015 9 815 5 018 3 491 75% R3 250 R184.4m R527 666 132 29.8%

2016 9 871 5 284 3 324 78% R3 650 R187.7m R487 335 115 28.1%

2017 10 768 5 435 3 371 85% R3 707 R193.3m R531 429 150 29%

2018 11 768 5 978 3 367 91% R3 629 R185.8m R632 737 160 31.5%

2019 11 915 6 107 3 558 91% R4 086 R200.4m R874 286 190 34.1%
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OVERVIEW
Comprehensive statistics for the year appear on pages 10 to 15 of this Annual Report. By way of synopsis of those 
statistics I refer only to the following: we received 11 915 written requests for assistance, including 6 107 chargeable 
complaints, and 3 558 cases were finalised, of which 34.12% were resolved wholly or partially in favour 
of complainants. 

We, as the management team, are particularly pleased to highlight the following, which we believe provides proof of 
the hard work done by the office: 

n 91% of complaints were finalised within six months;

n  the benchmark Standard Case fee was R4 086; and

n  the Key Figures over the last five years show a reassuring consistency. 

REGULATION OF THE

FINANCIAL SECTOR
The development path of the Financial Sector Regulation Bill 

(“the Bill”) was tracked in every one of our Annual Reports 

since 2013. This office was involved in the legislative process, 

particularly in relation to chapter 14 of the Bill, which deals 

with “Ombuds”, by ongoing interaction with the National 

Treasury and the submission to it of various memoranda in 

conjunction with the other affected ombudsman offices. 

On 21 August 2017 the State President signed the Bill into 

law, which is now the Financial Sector Regulation Act, 9 

of 2017. On 30 August 2019 the commencement date of 

chapter 14 of the Act was postponed until 1 April 2020. 

AMALGAMATION OF OFFICES

On page 4 of our 2018 Annual Report I said the following: 

“ For a considerable time the National Treasury had 

advocated a self-rationalisation process for the four 

statutorily recognised voluntary financial services 

ombudsman schemes, including our office and the 

Ombudsman for Short-term Insurance (‘OSTI’). It  is 

well known in the financial services industry that 

the National Treasury is seeking to improve the way 

in which ombudsman schemes function and that a 

single ombudsman’s office is under consideration.… 

During 2018 there were discussions with OSTI and the 

National Treasury about a possible amalgamation of 

OSTI and this office to provide consumers with a single 

point of entry for insurance complaints. This office 

and OSTI will continue to operate as two separate 

entities under the umbrella of a single insurance 

ombudsman.”

During the year this office and OSTI concluded a Shared 

Services Agreement which provides for the practical 

implementation of the amalgamation, including my 

appointment as Ombudsman in both offices, with effect 

from 1 January 2020. There will be a single portal for 

complaints to the offices and a seamless process for 

transferring any complaint from one office to the other. 

D R  S W A N E P O E L
On page 8 of our 2016 Annual Report we 

bade a fond farewell to Dr André  Swanepoel 

on his  retirement and we thanked him 

"for his invaluable input over the years". 

Sadly, Dr  Swanepoel passed away during 

January  2020, aged 94. We  extend our 

condolences to his family on their loss. 
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THE CAPE PENINSULA 

UNIVERSITY OF TECHNOLOGY

This university (“CPUT”) offers a unique Bachelor’s 

degree in para-legal studies. The Long-term Insurance 

Ombudsman’s Association concluded a Co-operation 

Agreement (“the agreement”) with CPUT which records 

the following objectives: 

n  Social transformation and redistribution of skills and 
expertise through alternative building methods and 
sharing capacity. 

n  Providing financial assistance to students from a 
historically disadvantaged background who are 
registered on programmes in the Unit for Applied Law.

During November 2019 we reported as follows to the 
Council:

“ In terms of the Co-operation Agreement, which 

commenced on 1 November 2019, and which is in 

the process of being implemented, the office will 

provide bursaries, internships and vacation work 

for the assistance and advancement of needy and 

deserving students. The matter is ongoing and we are 

in the process of the practical implementation of the 

Co-operation Agreement.”

In pursuance of the agreement the office granted 

bursaries to four deserving students of the CPUT and 

four  students performed vacation work in the office 

during December 2019. It is anticipated that, from 2021, 

some of the first graduates will serve internships with 

us. The CPUT and we are excited about the innovative 

project which forms the subject matter of the agreement. 

We  look forward to its full implementation and the 

resultant benefits for the office and the CPUT. 

OUTREACH
In terms of Rule 1.2.6 “the Ombudsman shall seek to 

ensure that 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”. 

Amongst our outreach efforts was the regular 

publication of our newsletter, Ombuzz, on our website, 

www.ombud.co.za.

I am pleased to report that, following the successful 

release of our 2018 Annual Report on 28 May 2019, 

the office received favourable publicity with a so-called 

“advertising value equivalent” of R3 million.

FINAL DETERMINATIONS 

AGAINST INSURERS
It is by now well known that the office’s process, if attempts 

at settlement fail, is initially to issue a provisional ruling 

setting out our preliminary view and asking the parties 

whether they have any further facts or contentions to 

REPORT BY THE OMBUDSMAN  
CONTINUED

I N F O  C O N F E R E N C E  2 0 1 9

The International Network of Financial 

Ombudsman Schemes (“INFO Network”) has 

59 members from 39 countries. The 12th Annual 

conference of the INFO Network was hosted 

by the Ombudsman for Banking Services in 

South Africa at Bakubung Game Lodge in the 

Pilanesberg. The office is a member of the 

INFO Network and at the conference it was 

represented by Lisa  Shrosbree, Nceba Sihlali, 

Yvonne Barnard-Theron and Jennifer  Preiss 

who, on page 26 of this Annual Report, write 

about the conference. 
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submit before the matter is reconsidered for the purpose 

of making a final determination. It is our experience that if 

a provisional ruling is made against an insurer and if it has 

no new evidence or new submissions, the insurer nearly 

always accepts the office’s provisional ruling, even if it 

does not agree therewith. In some instances an insurer 

may expressly record its disagreement with a provisional 

ruling, without formally challenging it. 

If an insurer challenges the correctness of a provisional 

ruling against it, a final determination may be made at 

a meeting of the adjudicators in the office. If the final 

determination is made against the insurer, particulars 

thereof, including the name of the insurer, will be 

published on our website, www.ombud.co.za, under 

“Useful Information”. This is done in terms of Rule 3.8 

which applies to any final determination which is made 

against a subscribing member and to 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 2019 the office made the nine final determinations 

which are set out on pages18 to 24 of this Annual Report.

APPEALS BY COMPLAINANTS
On page 24 of our 2010 Annual Report this was said: 

“ Because fairness demands it, the availability of an 

appeal process is essential.… It was for the very reason 

that fairness demands it that the office’s internal 

appeal procedure, since embodied in Rule 6, was 

introduced in 1997.”

Against the background set out in the previous rubric it 

can be said that an appeal by a complainant against a 

final determination amounts, as it were, to a “third bite 

at the cherry”. 

During 2018 there were 33 applications for leave to 

appeal, of which I granted only one. On 29 March 2019 

the Appeal Tribunal, a retired High Court judge, dismissed 

that appeal. 

This year 14 complainants applied for leave to appeal. 

All the applications were made in terms of Rule 6.3.3. 

I dismissed each of these applications because I was of the 

opinion that the complainant did not have a reasonable 

prospect of success in the proposed appeal.

NEW SUBSCRIBING MEMBERS

The following insurers became subscribing members of 

our scheme during 2019:

n  Constantia Life and Health Assurance Company 

Limited

n  Constantia Life Limited

n  Shield Life Limited 

HUMAN RESOURCES

In the report to which Justice Theron refers on page 3 of 

this Annual Report the following is said: 

n  The Ombudsman for Long-term Insurance receives and 

considers complaints against subscribing members 

and resolves such complaints through mediation, 

conciliation, recommendation or determination. 

The office prides itself on the delivery of a high-

quality service and appreciates and recognises that 

employees are instrumental in achieving this service. 

Employees are generally well qualified, experienced 

and motivated as reflected in the low turnover.

n  Paying for employees’ studies is appreciated by the 

employees and other development opportunities are 

supported where it makes business sense. 

n  Despite the flat organisation structure, employees are 

provided with opportunities to develop internally.

n  Culture and climate
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  A formal survey was not within the scope of this 
project. However, key HR metrics (such as turnover 
and labour issues – grievances and disciplinary cases, 
performance issues) as well as the focus group results 
and actual company performance, indicate a high 
level of employee engagement. 

 Key contributors are: 

 –  Leadership style (empowering/relaxed/open-door/
work autonomy), creating a very positive, healthy 
and constructive climate and work environment. 

 –  Meaningful and challenging work (purpose of 
the organisation is to help others/intellectually 
stimulating and challenging).

 –  Positive collegial relationships (family environment/
friends/like family). 

 – Company reputation (well respected).

 – High regard for complainants. 

 – Flexitime and opportunity to work from home.

n  Change management

  Possible changes seem to be dealt with effectively. 
Management were commended for keeping 
employees informed (“the communication is very 
good”).

n  Supporting employee wellness is a high priority for 
the management team, and they have supported 
employees as and when required – it is however done 
on an ad hoc basis and they feel the need for a more 
formalised approach.

n  The report contained this recommendation:

  “ Implement a formalised employee wellness 
programme (a suggestion was made in this regard).”

In response to the last-mentioned recommendation 
the office started a Wellness Programme for its staff 
with a leading specialist concern, which offers to staff 
members and their immediate families access to the 
following services: 

n  24 hours a day telephonic counselling with a qualified 

psychologist.

REPORT BY THE OMBUDSMAN  
CONTINUED

n  Up to eight sessions of face-to-face counselling with a 

psychologist in the area that you live or work.

n  Life Management: legal, financial and family care 

telephonic guidance.

n  Telephonic health and medical support services.

n  Access to the electronic e/Care service portal that 

provides a wealth of health and wellness-related 

information. 

TRIBUTE TO STAFF 

During 2019 the following new staff members were 

appointed in these positions:

Sonya Marais-de Jager  Assistant Ombudsman

Nicolette May Secretary

Prevanya Moodley Assistant Ombudsman

During the year under review Abigail Machine was 

promoted to an Assistant Ombudsman and as such became 

a member of the Long-term Insurance Ombudsman’s 

Association. We congratulate Abigail on a well-deserved 

achievement. 

The management team welcomed the independent 

human resources survey which the Council mandated 

and we were pleased with the expert’s report. One  of 

the beneficial results of that report is the implementation 

of the Wellness Programme for the staff. This is a small 

token of our sincere appreciation for their hard work 

and it reflects our concern for their well-being. I cannot 

adequately express my personal thanks to the staff for 

their unwavering loyalty to the office and to me. 

We, as the management team, join our Chairperson, 

Justice  Theron, in expressing our appreciation for the 

efforts of the staff in achieving the consistently satisfying 

results which are summarised in the table which forms 

part of her report. 

Ron McLaren
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INDEPENDENT 
EXTERNAL ASSESSOR
During 2014 Judge R Cleaver was appointed in the above 

position to receive and to consider service complaints 

against the office by complainants and insurers. A service 

complaint is about the practical handling of a complaint 

by the office and it does not relate to the outcome of 

a complaint. A special procedure is provided for dealing 

with such service-related complaints. Further information 

can be obtained on our website, www.ombud.co.za.

In the first complaint which was lodged against the office 

with Judge Cleaver, he said this: 

“12.  In an e-mail addressed to the Independent 

Assessor on 20 March 2019 the complainant 

asks me to relook at his complaint ‘I’m not 

satisfied with the manner in which it was 

dealt with’. 

 13.  It is probable that the complainant does not 

understand what my role as Independent 

External Assessor is. Although he complains 

about the manner in which his complaint was 

dealt with, it is likely that his real complaint is 

that his belated submission that all his premiums 

should be refunded was not upheld. 

 14.  My role is restricted to establishing whether 

the office provided the complainant with 

a reasonable service in dealing with the 

complaint. I cannot express any view as to 

the reasonableness or otherwise of the ruling, 

nor can I in any way be involved in an appeal 

process. (See the Ombudsman’s website,  

www.ombud.co.za.) 

 15.  In my view the complaint was dealt with in an 

eminently reasonable and competent manner. 

The fact is simply that the complainant probably 

does not accept the correctness of the ruling, 

but that is not an issue in which I can be 

involved. I am satisfied that the Complainant 

has no ground for complaint as to the manner in 

which the office of the Ombudsman dealt with 

his complaint.”

In the next complaint, Judge Cleaver came to the 

following conclusion:

“I find no ground for any complaint as to the 

manner in which the office dealt with the complaint. 

The  contentions of both parties were conveyed to 

each other and the assessor made a ruling which she 

considered reasonable. What the complainant really 

wants is for me to review the ruling, but as I have 

already indicated, that is something I cannot do.”

In the last complaint Judge Cleaver’s report ends as 

follows: 

“Having perused the Ombudsman’s file relating to the 

complaint, I am satisfied that the complaint was dealt 

with in an eminently fair and reasonable manner and 

cannot be sustained. In fact, the complainant did not 

suggest otherwise.”

9



REQUESTS FOR ASSISTANCE 

RECEIVED
We received 11 915 written requests for assistance in 

2019, which was an increase of 147 requests compared 

to the 11 768 in 2018. Of those requests, 6 107 were 

chargeable complaints which fell within our jurisdiction 

– this was an increase of 2% compared to the 

5 978  chargeable complaints received in 2018.

Of the chargeable complaints 4 051 were Transfers, 

and insurers managed to settle 1 137 directly with 

complainants. This amounted to 28.06% of Transfers, 

which is similar to the 28.6% in 2018. Reviews decreased 

to 1 293 compared to the 1 610 in 2018. 

DESCRIPTION OF CHARGEABLE 

COMPLAINTS
MINI CASES – consist of simple complaints that are 
within the jurisdiction of the office, but which insurers can 
handle without the office’s involvement. The complainant 
is always advised that if the matter is not resolved he/she 
can revert to us. There are also some complaints which 
have no prospect of success. The assessing staff dismiss 
these complaints and explain the reasons for the dismissal 
to the complainants. In these complaints the insurers are 
charged the reduced mini case fee.

TRANSFERS – these are complaints not previously 
seen by insurers and referred to them to try and resolve 
directly with the complainant. If not resolved and if the 
complainant, when contacted by the office, requests us 
to do so, they are taken up by the office as Reviews and 
handled in the same manner as Full Cases.

FULL CASES – these are complaints that have already 
been seen by insurers and they are handled by the office 
from inception to finalisation.

STATISTICS

Credit Life
8%

9%
9%

42%
41%

37%
Funeral

8%
8%

10%
Health

10%
12%

11%
Disability

32%
30%

33%
Life

T Y P E S  O F 
B E N E F I T S

The benefit types 

were consistent over 

the past few years, 

with funeral benefits 

continuing to be the 

highest category of 

finalised cases.

2019

2018

2017

POLICY CANCELLATION

REQUESTS
We also received 469 policy cancellation requests from 

policyholders. We send these to insurers and charge 

them a small fee for the administration involved.

Our contact particulars appear in the contractual 

documents which policyholders receive and the insurer’s 

own details need prominence so that policyholders do 

not make the mistake of sending policy cancellation 

requests to our office.
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Full Cases
1 779

Mini Cases
248

Transfers
3 951

CHARGEABLE COMPLAINTS RECEIVED 2018

Full Cases
1 899

Mini Cases
157

Transfers
4 051

CHARGEABLE COMPLAINTS RECEIVED 2019

5 978

6 107
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STATISTICS  
CONTINUED

CASES FINALISED – cases finalised incorporate Full 

Cases as well as Reviews. These are the cases that the 

office considered and resolved during the year. In 2019 

this amounted to 3 558, which is 191 more than the 

3  367 in 2018. In total, including Transfers closed, 

5 801 complaints were finalised in 2019.

CASE FEES – the office is funded by way of a levy, 

which amounts to 9% of our funding, and the rest is by 

way of case fees which are charged for cases handled 

by the office, irrespective of the outcome thereof. 

The  benchmark Standard Case fee was R4 086, which 

was slightly higher than the estimate of R3 977.

Finalised cases are categorised as follows for charging 

purposes:

STANDARD CASES – this term refers to the benchmark 

category of cases.

INCOMPETENT CASES – these are cases in which the 

insurer gave a late or an inadequate response. These cases 

are charged at either double or triple the Standard Case 

fee, depending on the extent of the incompetence. 

Unfortunately, we have seen an increase in this category, 

mostly caused by the number of second reminders sent 

to one insurer.

COMPLICATED CASES AND COMPLICATED PLUS 
CASES – these cases are difficult to deal with because of 

complex legal, medical or financial issues or as a result of 

the complainant’s persistence. 

BASIC CASES – these are cases involving complaints 

about funeral policies issued by small insurers in which 

the complaint is resolved on the first response from the 

insurer. A reduced fee is charged for these cases.

FINALISATION 
PERIOD

0 – 30 days 34.65%
31 – 60 days 19.85%
61 – 90 days 13.46%
91 – 180 days 22.80%
181 – 365 days 8.50%
Over 365 days 0.74%

F I N A L I S AT I O N  P E R I O D

It is gratifying that the percentage of complaints finalised 

within six months was again 91% as in 2018. This was 

despite the fact that some insurers were tardy in their 

responses as can be seen from the number of incompetent 

cases and the number of second reminders on page 32 of 

this Annual Report.

5 248 complaints  
were closed within 180 days.
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CASES FINALISED 2019

CASES FINALISED 2018

Basic
21

Standard
2 842

Incompetent
157

Complicated +
46

Complicated
4923 558

Basic
24

Standard
2 710

Incompetent
106

Complicated +
66

Complicated
4613 367
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NATURE OF COMPLAINT
We added a category for funeral benefits to this summary. 

These benefits were previously included in the “life” 

category. It is seldom clear from our complaints under 

which licence the funeral benefits were underwritten 

and, therefore, we include all complaints relating to 

funeral benefits under this category.

The Treating Customers Fairly outcome categories as 

stipulated in the Policyholder Protection Rules (“PPR”) 

appear in the block alongside.

STATISTICAL SUMMARY OF

LIFE DISABILITY HEALTH FUNERAL TOTALS % OF TOTAL

NATURE OF COMPLAINT 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 2019

Poor communications/documents or information not 
supplied/poor service 414 37% 504 37% 61 25% 37 35% 25 44% 51 27% 437 46% 509 54% 937 38% 1 101 44% 27.83% 30.94%

Claims declined (policy terms or conditions not 
recognised or met) 335 36% 437 27% 343 37% 273 37% 225 23% 198 21% 758 34% 767 36% 1 661 31% 1 675 32% 49.33% 47.08%

Claims declined (non-disclosure) 92 20% 101 24% 60 22% 54 19% 35 0% 27 19% 11 9% 12 33% 198 15% 194 22% 5.88% 5.45%

Dissatisfaction with policy performance and maturity 
values 98 11% 122 11% 0 0% 0 0% 0 0% 0 0% 3 33% 1 0% 101 11% 123 11% 3.00% 3.46%

Dissatisfaction with surrender or paid-up values 49 14% 59 10% 0 0% 0 0% 0 0% 1 100% 4 0% 2 0% 53 11% 62 11% 1.57% 1.74%

Misselling 18 39% 17 24% 1 100% 1 0% 1 0% 0 0% 4 25% 1 100% 24 33% 19 26% 0.71% 0.53%

Lapsing 60 30% 79 33% 3 33% 1 0% 4 75% 2 50% 143 36% 139 38% 210 34% 221 36% 6.24% 6.21%

Miscellaneous 117 26% 100 35% 4 25% 7 14% 7 57% 5 40% 55 18% 51 27% 183 24% 163 25% 5.44% 4.59%

Total 1 183 30.7% 1 419 28.3% 472 33.5% 373 33.2% 297 23.2% 284 22.5% 1 415 37% 1 482 42% 3 367 31.5% 3 558 34.12% 100% 100%

* Resolved wholly or partially in favour of the complainant.

PPR COMPLAINTS 
CATEGORISATION

Design of policy or related service 6.1%
Information provided to policyholders 11.8%

Advice 0.8%
Policy performance 4.7%

Service to policyholders 13.0%
Policy accessibility, changes or switches 2.3%

Complaints handling 1.1%
Insurance risk claims 58.7%

Other complaints 1.5%
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RESOLVED WHOLLY OR PARTIALLY (“W/P”)

IN FAVOUR OF COMPLAINANTS
The percentage of cases resolved in favour of complainants increased from 31.5% to 34.12%. If we add the Transfers 

settled in favour of complainants, then the W/P percentage increases to 41%.

R200.4 million was recovered for complainants in the form of lump sums. This figure does not reflect the value of all 

benefits awarded in favour of complainants, such as recurring income disability benefits, annuities, the reinstatement of 

policies, etc.

The amount of compensation awarded to complainants in terms of Rule 3.2.5 increased from R632 737 in 160 complaints 

in 2018 to R874 286 in 190 complaints in 2019.

LIFE DISABILITY HEALTH FUNERAL TOTALS % OF TOTAL

NATURE OF COMPLAINT 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 W/P* 2019 W/P* 2018 2019

Poor communications/documents or information not 
supplied/poor service 414 37% 504 37% 61 25% 37 35% 25 44% 51 27% 437 46% 509 54% 937 38% 1 101 44% 27.83% 30.94%

Claims declined (policy terms or conditions not 
recognised or met) 335 36% 437 27% 343 37% 273 37% 225 23% 198 21% 758 34% 767 36% 1 661 31% 1 675 32% 49.33% 47.08%

Claims declined (non-disclosure) 92 20% 101 24% 60 22% 54 19% 35 0% 27 19% 11 9% 12 33% 198 15% 194 22% 5.88% 5.45%

Dissatisfaction with policy performance and maturity 
values 98 11% 122 11% 0 0% 0 0% 0 0% 0 0% 3 33% 1 0% 101 11% 123 11% 3.00% 3.46%

Dissatisfaction with surrender or paid-up values 49 14% 59 10% 0 0% 0 0% 0 0% 1 100% 4 0% 2 0% 53 11% 62 11% 1.57% 1.74%

Misselling 18 39% 17 24% 1 100% 1 0% 1 0% 0 0% 4 25% 1 100% 24 33% 19 26% 0.71% 0.53%

Lapsing 60 30% 79 33% 3 33% 1 0% 4 75% 2 50% 143 36% 139 38% 210 34% 221 36% 6.24% 6.21%

Miscellaneous 117 26% 100 35% 4 25% 7 14% 7 57% 5 40% 55 18% 51 27% 183 24% 163 25% 5.44% 4.59%

Total 1 183 30.7% 1 419 28.3% 472 33.5% 373 33.2% 297 23.2% 284 22.5% 1 415 37% 1 482 42% 3 367 31.5% 3 558 34.12% 100% 100%

* Resolved wholly or partially in favour of the complainant.

FULL CASES FINALISED
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The late Constitutional Court Justice Didcott, who was 

the trial judge in Pillay v South African National Life 
Assurance Co. Ltd 1991 (1) SA 363 (D&CLD), said this 

at 371C – D with reference to section 63(3) of the old 

Insurance Act, 27 of 1943:

“The amendment of s 63(3) should, I feel, be 

considered. What I have in mind is the introduction 

of a proviso covering any state of affairs like 

the present one, in terms of which the insurer 

gains the right and is confined to the remedy of 

deducting from the proved claim the additional 

premiums that it would have charged throughout 

the duration of the policy if the true facts had been 

known to it at the outset. An alternative idea is 

the adoption by us of the French ‘proportionality 

rule’.… According to that, as I understand it, the 

insurer has to pay the proportion of the proved 

claim which the actual premium bears to the 

one it would then have levied. As matters stand, 

however, the plaintiff can get nothing.”

The office’s approach to a non-disclosure or a mis-

disclosure of material information by an applicant for 

insurance was explained as follows in an article which 

appeared on pages 16 and 17 of our 2018 Annual Report: 

“In the exercise of its equity jurisdiction, this office is 

a strong proponent of the view that, in the event of a 

non-fraudulent misrepresentation, the policy should be 

‘reconstructed’ to what it would have been if there had 

not been a non-disclosure. This  view is implemented 

according to the ‘Didcott principle’, named after the 

late Judge Didcott....

The legislature should reconsider the current non-

disclosure legislation. If it is of the view that an insurer 

can only escape liability on the ground of a non-

disclosure if there is a causal connection between the 

non-disclosure and the insured event, it is a matter for 

the legislature to deal with. Until that happens, this 

office applies the law as it stands, with due regard 

to our equity jurisdiction, which enjoins us ‘to have 

due regard to considerations of equity’ (Rule  1.2.4) 

and to ensure that ‘subscribing members act with 

fairness and with due regard to both the letter 

and the spirit of the contract between the parties’ 

(Rule 1.2.7). The legislature should, at the very least, 

give consideration to the introduction of the Didcott 

principle into legislation.” 

Against the above backdrop we can now report on 

relevant developments. 

During 2019 the office accepted an invitation of the 

Financial Sector Conduct Authority to be represented on 

its Working Group: Underwriting and Claims Assessment 

Practices (“the Working Group”) which will look at 

underwriting and claims assessment practices in the 

industry. The task of the Working Group is wide and its 

outcome could have far-reaching effects for the insurance 

industry and consumers alike. Pending the finalisation of 

that task, we will continue to exercise our equity/fairness 

jurisdiction in the best interest of complainants in our office.

MATTERS OF INTEREST 

NON-DISCLOSURE AND THE DIDCOTT PRINCIPLE
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PRACTICE NOTE ON INTEREST 

During September 2019 the office released a 
“Revised Practice Note on interest for late payments by 
insurers”. The Practice Note is published on our website, 
www.ombud.co.za. In the introduction to the Practice 
Note this is said: 

“On 4 December 2006 the office of the Ombudsman 
for Long-term Insurance (‘the office’) issued a practice 
note dealing with the late payment of benefits due 
under a policy of long-term insurance. In  view of 
developments since 2006 it has been decided to 
update and clarify the practice note.”

In the Practice Note we drew attention to Rule 3.2.6 and 
then said:

“22.  It is significant that an unfettered discretion is 
conferred on the office. However, a discretion of 
such a nature must generally be exercised in a 
reasonable manner (arbitrio boni viri) and not 
arbitrarily. 

23.  The foundation of Rule 3.2.6 is equity. When the 
issue of interest arises as a result of late payment, 
considerations similar to unjustified enrichment 
could be indicative of where the equities lie. 
Where the insured/beneficiary has a claim that 
became due on a particular date, but payment of 
the claim is deferred, the effect is that the insurer 
enjoys the benefit of the use of the money due to 
the insured/beneficiary at the expense of the latter. 

24.  Liability for such interest is, therefore, not based 
on fault, but simply on the ground that the 
insurer was in possession of the proceeds of 
the policy due to the insured/beneficiary. Interest 
on account of delay based on quasi-enrichment 
can be termed equitable interest, as distinguished 
from compensatory interest payable in case of 
mora debitoris. 

…

27.  When determining equitable interest in terms of 
Rule 3.2.6 the office is guided by market conditions 
and practices. Equitable interest would usually 
run from the date of the claim; be compounded 
monthly and continue to the date of payment. 
However, each award of interest in terms of 
Rule 3.2.6 will be made with reference to the facts 
of the particular matter.

28.  It is conceivable that occasionally it may not be 
fair and equitable to deny a claimant an award of 
interest at a compensatory rate, simply because 
technically there was no fixed date for the 
insurer’s performance and no proper demand. 
For  instance, where an insurer was at fault by 
asking unnecessary information at a slow pace 
or by being unaccommodating. Nothing in 
Rule 3.2.6 prevents the office from making an 
award at a compensatory rate of interest in such 

circumstances.”
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FINAL DETERMINATIONS 

AGAINST INSURERS

Case Report 35

In this complaint the insurer averred that it is not bound 

by the in duplum rule, which potentially comes into play 

if interest is payable on a debt. In  Commissioner for 
SA  Revenue Service v Woulidge 2000 (1) SA 600, 

661F the following was said:

“The effect of the in duplum rule is that interest 

stops running when the unpaid interest equals 

the outstanding capital. When the debtor repays 

a part of the interest the quantum of the 

outstanding interest reduces below the amount 

of the outstanding capital. Interest again runs 

until it equals the capital amount. The rule applies 

not only to money lending transactions but to any 

transaction which involves the payment of interest 

on an amount due in terms of the transaction.”

In 1999 the complainant made a loan of about R5 000 

“against the security of the policy”. It  was common 

cause that the complainant did not make any payment 

to the insurer in respect of the loan; that the insurer 

never demanded any payment from the complainant and 

that it sent regular policy statements to the complainant 

showing a loan amount of R5 319.78; the “accumulated 

interest” and the interest rate which applied at the time 

of a particular statement. The  policy statement, dated 

1  July  2018, reflected the “accumulated interest” as 

being R55 487.16.

We requested the insurer to “please advise if the 

in duplum rule has been applied in this instance and if 

not, why not?” The insurer said this in response:

“MMI Group Limited (Momentum) has held a long-

standing view that the common law doctrine of 

in duplum applies in respect of interest which is 

in arrears.”

The insurer submitted that, because “there is no 

obligation for the client to make repayments towards the 

loan debt, except for when a benefit becomes payable, 

or the policy is cancelled”, the “interest payments … 

only become due and payable when they are paid and 

therefore repayments are never unpaid and in arrears, 

and the loan never goes into default” and that, therefore, 

the in  duplum rule was not applicable to the loan in 

question.

The insurer challenged the correctness of the provisional 

ruling in which it was held that “the in duplum rule was 

to be applied by Momentum” to the policy and that it 

had to adjust the loan balance accordingly.

Reasons for the final determination

In terms of section 68A(1) of the Insurance Act, 37 of 

1943, a loan or an advance made by a registered insurer 

“on the sole security of a policy under which the insurer 

is liable” is exempted from the in duplum rule. Act 37 of 

1943 was repealed by the Long-term Insurance Act, 52 

of 1998, which came into operation on 1 January 1999 

and which was in force when the loan was made to 

the complainant. The exemption referred to earlier was 

omitted from Act 52 of 1998 and this omission reflects 

the intention of the Legislature.

It is important to have regard to the following observation 

by Madlanga  J in Paulsen and Another v Slip Knot 
Investments 777 (Pty) Ltd 2015 (3) SA 479 (CC):

“[81]:  Thus the broad basis for the existence of 

the rule – protecting debtors from being 

buried under a mountain of debt – applies 

with at least equal force in today’s modern 

world of finance, ….” 

The facts of this complaint demonstrate that the 
unchecked accumulation of interest resulted therein that 
the complainant is “buried under a mountain of debt” – 
his loan debt of R5 319 has grown more than tenfold to 
a policy debt of R55 487.

MATTERS OF INTEREST  
CONTINUED
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If the complainant does not pay the interest which, in 
the words of the 1999 loan agreement, is then “due and 
payable but unpaid” such interest is, in law, in arrears 
and the complainant would have been entitled to the 
protection of the in duplum rule.  Instead of collecting 
that arrear interest the insurer, since the inception of the 
policy, advanced it to the complainant. It was the view 
of the meeting that such an accumulation of interest 
offends against the in duplum rule.

We carefully considered the matter and came to the 
unanimous conclusion that, on the facts of this matter, 
fairness demands that the protection of the in duplum 
rule should be extended to the complainant.

Case Report 36

In terms of Rule 3.2.5 a provisional ruling was made, 
ordering Sanlam Developing Markets Limited (“the 
insurer”) to pay compensation of R2 000 for “material 
inconvenience or distress or for financial loss suffered by” 
the complainant as a result of poor service. The  insurer 
challenged the provisional ruling. The  policy incorrectly 
reflected the complainant’s surname. It  was held 
that “the benefit (was) usually expected to be paid 
immediately (and that) it was doubtful that in the event 
a claim was lodged, the claims process would have been 
seamless”. The complainant’s claim for a refund of all the 
premiums paid was not upheld, but the insurer’s offer of 
compensation of R500 was held to be inadequate, also in 
the light of the complainant’s submission that he “spent 
over 4.5 hours on a cell phone, speaking to numerous 
persons in both Johannesburg and Cape  Town, over a 
period of two weeks” about the matter. The provisional 

ruling was upheld as a final determination.

Case Report 37

Clientèle Assurance Company Limited (“the insurer”) 
covered the complainant for a funeral benefit of R18 000 
in terms of a policy which provided that “should 
you miss three  consecutive premiums” it will lapse. 
The complainant countermanded the debit order for the 
May and June  2014 premiums. The insurer cancelled 
the policy on the strength of the complainant’s alleged 
repudiation of the policy. The complainant averred that 

the policy was then reinstated on the same terms as those 

which applied before the insurer’s cancellation thereof. 

The insurer contended that during the reinstatement of 

the policy, a new benefit was provided, namely cover of 

R15 000. Following the death of the life insured an amount 

of R15 000 was paid by the insurer. The complainant was 

of the view that R18 000 should have been paid. In the 

provisional ruling it was held that the insurer bears the 

onus to prove the repudiation on which it relies; that 

an objective test is applied to determine whether the 

conduct of a party to an agreement is a repudiation; that 

a repudiation is not lightly inferred; that the policy would 

only lapse if three consecutive premiums were not paid; 

that the complainant “had a right to keep the policy alive 

by paying the third (premium) which would have prevented 

the lapsing” and that “the insurer’s decision to regard the 

policy as lapsed was premature and inconsistent with the 

terms … of the policy”. The provisional ruling directed 

the insurer to pay the original policy benefit of R18 000 

“less the shortfall in premiums and the benefit that has 

already been paid”. The  insurer exercised its right to 

challenge the provisional ruling. The final determination 

confirmed the provisional ruling. Equity/fairness was also 

applied on the ground that the complainant’s election 

to reinstate the policy demonstrated that he had no 

intention to repudiate it by countermanding the payment 

of the two premiums in question.

Case Report 38

The complainant joined a funeral scheme covering his 

parents and uncle. A participation certificate was issued 

by Safrican Insurance Company Limited (“the insurer”), 

with the “cover start date” and the “waiting period 

expiry” date reflected as, respectively, 1 June 2018 and 

30 November 2018. According to the insurer these 

dates were incorrectly calculated due to a system error. 

The complainant’s uncle died on 9  December  2018. 

The insurer disputed liability for the complainant’s claim 

and relied on the definition of “waiting period expiry” on 

the reverse of the participation certificate.

A provisional determination in favour of the complainant 

was issued after an adjudicators’ meeting. The  insurer 
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challenged the correctness of the provisional ruling. At a 

further adjudicators’ meeting it was unanimously agreed 

to  uphold the provisional determination. The  policy 

provision relating to the six-month waiting period is 

ambiguous, contradictory and not easily understood. 

At best for the insurer, there was uncertainty about the 

interpretation of the contract, with regard to the six-month 

waiting period. In such an event the contra proferentem 

rule would apply and the interpretation would be against 

the insurer, as drafter of the contract. Safrican was 

instructed to pay the claim of R20 000.

Case Report 39

The complaint concerned the refusal by Sanlam 

Developing Markets Limited (“the insurer”) to pay a 

claim under three funeral policies which the complainant 

took out in 2013, 2015 and 2016, covering her family, 

including the deceased. Although the deceased was 

not a family member, he had been cared for by the 

complainant from  2009 until he was fatally stabbed 

in 2018. The evidence about the relationship between the 

complainant and the deceased included the following:

•  The aunt of the deceased said this:

“Due to some financial constraints in 2009 we handed 

over (the deceased) to (the complainant) who became 

a parent to him. She supported him financially with 

everything, i.e. food, clothing, sickness, education. 

We had no complaints as the family, she cared for 

him since 2009 until he passed on. To prove that she 

did not have any regrets for caring for (the deceased) 

as her son she paid all the funeral expenses in 

remembrance of all the time they spent together.”

•  The deceased’s sister and brother confirmed in 

affidavits that the complainant had taken care of 

the deceased as described above. The headman in 

the district also confirmed in an affidavit that the 

deceased had been under the complainant’s care.

•   In the application forms the complainant covered 

the deceased (and her other children) by name and 

described the deceased as “nephew” at first, and 

then later as “child”, and paid a separate premium 

for each of the lives assured, including for the 

deceased.

•  The complainant explained how she viewed the 

deceased and how their relationship developed from 

the deceased regarding her as his aunt to calling 

her “mum”.

The insurer refused the claims on the basis that the 

complainant had described the deceased as a family 

member when there had not been a blood relationship. 

Our office suggested to the insurer that it should consider 

equity/fairness, given the circumstances of the relationship 

between the complainant and the deceased. The insurer 

was not prepared to make a concession. The insurer’s view 

was that there had been a material misrepresentation and 

that it would not have accepted the risk had it known of 

the true relationship. It also emphasised that payment 

outside the terms of the policy would be unfair and that 

it would be unfair discrimination if this policyholder was 

treated differently from other policyholders.

After the complaint had been discussed at a meeting 

of the adjudicators in the office, a provisional ruling 

was made, upholding the complaint. The provisional 

ruling quoted as follows from the judgment of Deputy 

Chief Justice Moseneke in Everfresh Market Virginia 
(Pty) Ltd v Shoprite Checkers (Pty) Ltd 2012 (1) SA 

256 (CC) 276I – 277A:

“Indeed, it is highly desirable and in fact necessary 

to infuse the law of contract with constitutional 

values, including values of ubuntu, which inspire 

much of our constitutional compact. On a number 

of occasions in the past this court has had regard 

to the meaning and content of the concept of 

ubuntu. It emphasises the communal nature of 

society and ‘carries in it the ideas of humaneness, 

social justice and fairness’ and envelopes ‘the key 

values of group solidarity, compassion, respect, 

human dignity, conformity to basic norms and 

collective unity’.”
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The following provisional ruling was made:

“The adjudicators’ meeting was of the unanimous 

view that in this particular case, given the 

circumstances of the complainant in relation to the 

deceased, the insurer should in fairness pay the claims 

under the policies, less the amounts already paid.”

The insurer challenged the correctness of the provisional 

ruling and submitted that the complainant had made “an 

intentional misrepresentation” about her relationship 

with the deceased and that “equity (fairness) remains 

an abstract value and an inappropriate application could 

result in untenable legal and commercial uncertainty”.

The complaint was again discussed at an adjudicators’ 

meeting and it was unanimously decided that a final 

determination be made that the insurer should pay 

the claims.

Attention is drawn to the following aspects of the final 

determination:

1.  “It appeared to the meeting that (the insurer) 

was of the view that equity/fairness could only be 

applied within the confines of the actual policy 

provisions. If that is so, there would be no need for 

an equity/fairness jurisdiction. It is precisely when the 

application of the policy provisions leads to an unfair/

inequitable result that it is necessary to exercise our 

equity jurisdiction, as in this complaint.”

2.  “The view of the meeting was that, based on 

documentation, there was no fraudulent intent on 

the part of the complainant when she described the 

relationship as she did. She described the de facto 

relationship.”

3.  “The office is aware of the fact that fraud occurs in 

the insurance industry when policyholders insure the 

lives of people where there is no insurable interest, 

by describing the relationship between the parties 

incorrectly, in the hope of benefiting from the 

death of someone who has no relationship with the 

policyholder. In our view this is not such a case.”

4.  “We do not create precedent with our decisions. 

However, where circumstances such as these pertain 

we will always consider whether we should invoke 

our equity jurisdiction.”

5.  “We feel sympathy and compassion for our 

complainant because of the loss she suffered, 

but those feelings did not inform our decision. 

What informed our decision was fairness. The insurer 

is correct that fairness is not an exact and rigid 

concept. It is, however, part of our jurisdiction and 

has been since 1998; it is prescribed as a requirement 

for financial ombudsman schemes in terms of the 

Financial Services Ombud Schemes Act, 2004; it is 

part of the requirements for such schemes in terms 

of Chapter 14 (to be effective 1 April  2019) of the 

Financial Sector Regulation Act, 2017; it is part of 

the Treating Customers Fairly approach included in 

the Policyholder Protection Rules; and fairness is one 

of the fundamental principles that the International 

Network of Financial Services Ombudsman Schemes 

recommends for financial ombudsman schemes. 

It is therefore clear that equity/fairness is part of the 

financial services landscape and has been part of our 

jurisdiction for more than 20 years without resulting 

in ‘untenable legal and commercial uncertainty’.”

Case Report 40

In this complaint Sanlam Life Insurance Limited 

(“the  insurer”) declined the complainant’s claim for 

the insured benefit because it was of the view that the 

complainant could still perform his own occupation. 

The  medical reports indicated that the complainant’s 

condition was “related to urethral strictures and bladder 

neck hypertrophy”. For personal, traditional and cultural 

reasons the complainant was not prepared to undergo 

the operation which his urologist recommended. 

The insurer challenged the provisional ruling in which it 

was said that Sanlam was incorrect in its opinion that 

(the complainant) could not be regarded as totally and 

permanently incapable of performing his occupation as a 

section supervisor.
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The insurer accepted, quite correctly and in line with 

the office’s approach, that the complainant could 

not be compelled, nor be expected, to undergo the 

recommended operation. It, nevertheless, submitted 

that “surgery would have improved (the complainant’s) 

medical condition to the extent that (he) could return 

to work”. The insurer also disputed the permanence of 

the complainant’s condition.

The final determination confirmed the provisional 

decision and the following was said:

“While it is understood that (the complainant’s) 

problem is not incontinence but rather that he 

needs to respond to the inclination to urinate as 

soon as possible, cognisance needs to be taken of 

the circumstances of his work and the proximity 

of any public toilets. The … is in a rural area … 

and it is unlikely that public toilets are that readily 

available. If he is unable to relieve the pressure on 

his bladder immediately, he suffers intense pain.

The majority opinion was that taking (the 

complainant’s) condition into consideration it is 

unreasonable to expect him to return to work. 

This  makes changing occupation to a position 

which accommodated his medical problem 

unrealistic at his age. Expecting him to find 

another reasonable position in the open labour 

market where he would compete against younger 

and more functional candidates without his 

particular medical problems is unreasonable.”

Case Report 41

The complainant and her husband obtained two policies 

from Nedgroup Life Assurance Company Limited (“the 

insurer”) to cover the outstanding balance of a bond 

over a property in the event of death, disability or 

retrenchment. The policies are similar, but not identical. 

The complainant’s husband passed away during  2015 

and she claimed the insured amounts under both policies. 

The insurer settled the outstanding bond balance in terms 

of policy #315 (sum assured R280 000) and relied on the 

following clauses to decline the claim under policy #601 

(sum assured R277 500):

• In policy #315:

 “Limitation of sum assured

  The aggregated sum assured of all mortgage 

protection policies held with Nedgroup Life may not, 

at any time, exceed the registered amount of the 

mortgage loan to which the policies offer collateral 

security.”

• In policy #601:

 “2. Exclusions and limits

  2.1. Death

    No benefit will be payable after repayment/

cancellation of bond."

The insurer declined to pay the claim under policy #601 

and justified its decision as follows:

“… it was a duplicate policy and on payment of 

the claim on policy #315 the outstanding balance 

on Nedbank account xxx was settled in full. 

All premiums in respect of this policy were refunded 

on 10 June 2015.”

The complainant’s response was that she and her late 

husband had paid the premiums under both policies for 

many years and that the insurer should have picked up 

that there were in existence two policies to cover the one 

bond. As it turned out, the insurer only implemented a 

system to prevent “duplicate policies” in 2016, nine years 

after the commencement of the policies.

The complaint was considered at an adjudicators’ 

meeting which was of the view that the payment under 

policy #315 extinguished the outstanding balance on the 

loan and it made a provisional ruling that the amount of 

R277 500 (the sum assured under policy #601) should be 

paid to the complainant.

The insurer challenged the provisional ruling and 

the complaint was again referred to an adjudicators’ 

MATTERS OF INTEREST  
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meeting. The meeting was of the view that the correct 

conclusion was reached in the provisional determination 

and confirmed the same on the basis that:

Premiums were paid on time without fail; there is no 

provision in either policy that prohibits holding more 

than one Bondability policy on the same mortgage 

loan; there was no indication in any of the annual 

communication sent by the insurer, that holding 

two policies might be problematic and it is not unusual 

to hold more than one policy with a particular insurer.

Case Report 42

The policy in question was aimed at persons who are HIV 
positive; it was marketed and sold telephonically by AllLife 
and underwritten by Centriq Life Insurance Company 
Limited (collectively, “the insurer”). During the telephonic 
sale the complainant was advised by the AllLife agent:

“Okay it will have the disability benefit. You will 
have cover from the start of your policy. To maintain 
the full cover of your policy you must complete 
our underwriting process within three months.… 
To  complete underwriting you will be required to 
submit a CD4 count blood test with a CD4 of above 
200 cells/mm3…. Should you fail underwriting or not 
complete underwriting, your cover will automatically 
be limited to accident only cover, ....”

The complainant did not complete the underwriting 
process; his cover was changed to accidental cover only 
and he was notified thereof in writing on 30 March 2016. 
The complainant was again underwritten in August 2018. 
Due  to being hospitalised for cancer, he did not pass 
underwriting. His cover remained as accidental cover 
only. The premium was, at this stage, reduced.

A claim for disability was submitted to the insurer in 2018. 
The claim was declined as the disability was not as a 
result of an accident. The complainant requested to be 
reimbursed with all of his contributions as he was of the 
view that the cover had been amended without his consent. 
We enquired from the insurer if the premium was reduced 
when the policy was changed to accidental cover only 

during March 2016. The insurer replied in the negative.

The complaint was discussed at an adjudicators’ meeting 

at which it was unanimously agreed that the insurer should 

refund to the complainant the difference between the full 

cover premium and the accidental cover premium for the 

period between March 2016 and August 2018. The insurer 

disputed the correctness of the provisional ruling.

In the final determination reference was made to 

Rules 1.2.4 and 1.2.7 and the following was said:

“20.  Our equity jurisdiction is not restricted to the 

terms of the policy.

21.   Our decisions do not set a precedent as fairness 

can only be established on the particular 

circumstances of the case concerned.

22.   Prejudice to the insurer and other policyholders 

does not preclude our office from exercising 

our equity jurisdiction. Such prejudice is taken 

into account and weighed against the prejudice 

suffered by the complainant to decide if an 

equity decision is justified.

23.   The matter was discussed at an adjudicators’ 

meeting on 13 December 2019.

24.  The meeting:

  •  Agreed, that contractually, the disability 

claim was not payable as the disability was 

not as a result of an accident;

  •  Noted that prior to October 2016, there 

was no pricing adjustment for accidental 

cover only, which resulted from non-

completion of the underwriting process;

  •  Held that such system and/or practice 

constraint did not prevent the exercise of 

our equity jurisdiction;

  •  Found that AllLife/Centriq had not 

submitted any further information that 

persuaded the meeting that the provisional 

determination should be changed. 
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25.   The meeting unanimously agreed that in terms 

of fairness, the payment of a premium for full 

cover, when the actual cover provided is that 

of accidental cover only, could not be justified 

and as such, the difference between the 

full cover premium and the accidental cover 

premium for the period between March  2016 

and August  2018, was to be refunded to the 

complainant.

26.   Taking the above into account, AllLife/Centriq 

is instructed to calculate and refund the 

difference between the full cover premium and 

the accidental cover premium for the period 

between March  2016 and August  2018, to 

the complainant. In  addition, AllLife/Centriq 

should pay interest on the refund amount 

in terms of the Practice Note on our website,  

www.ombud.co.za.”

Case Report 43

The complaint against BrightRock Life Insurance 

Limited (“the insurer”) arose from its failure to pay the 

insured amount of R8 500, following the death of the 

complainant’s husband, but only paying R1 700. Teko’s 

Funeral Undertakers is a representative of the insurer and 

a group master policy was issued to it. The complainant’s 

claim for R8 500 was equivalent to the value of a coffin, 

but according to the insurer, the benefit was restricted to 

R1 700 because the services of Teko’s Funeral Undertakers 

were not used. The attention of the insurer was directed 

to section 53(2)(b) of the Long-term Insurance Act, 52 

of 1998, which deals with “option for payment of policy 

benefits in money” and which provides as follows:

“Where an assistance policy that provides for a policy 

benefit expressed otherwise than as a sum of money 

is entered into on or after 1 June 2009, that policy 

must state the amount of the policy benefit that is to 

be provided as a sum of money, which amount must 

be equal to the value of the policy benefit expressed 

otherwise than as a sum of money.”

We also referred the insurer to the policy which provides 

as follows:

“Claim payment

Should a claimant decide not to use our preferred 

funeral service provider for funeral services offered, 

a cash settlement option will be determined by ‘the 

insurer’ at claim stage.”

The insurer responded by saying that its discretion “is 

in most instances applied at take-on stage and not at 

claim stage, to the degree that fixed payment values 

are determinable” and that the office “would not be 

incorrect in the assumption that the funeral services value 

would exceed that of the cash payment option”.

In the provisional ruling it was held that section 53(2)(b) 

of Act 52 of 1998 applied and that the claim amount 

was payable.

The insurer did not accept the provisional ruling, but 

suggested that the matter should be settled with the 

complainant by paying R4 000 to her, which she did not 

accept. The insurer then submitted that the payment of 

R4 000 was fair and “that a cash value in excess of the 

maximum cash value offered would inadvertently set an 

unwanted precedent….” The insurer referred to the fact 

that there is a selection at application stage when the 

cash benefit amount was disclosed to the policy owner. 

Therefore, the insurer was of the view that the settlement 

was fair.

At a further adjudicators’ meeting it was held that no 

determination by the office sets a precedent and that the 

provisional ruling be confirmed as the final determination, 

in terms of which the insurer was directed to pay the 

balance of the claim of R2  800, with interest. As the 

result the insured paid the full amount of R8 500 (R1 700 

+ R4 000 + R2 800).
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TRENDS

Increasing funeral complaints

The trend of increasing funeral complaints appears to 

us to be driven by the following factors:

n  The number of lives insured for funeral benefits has 

increased markedly over the years.

n  There are a number of new entrants selling funeral 

insurance in the market. Some of their practices 

and policies have generated complaints.

n  Funeral benefits cover an urgent need. 

The deceased has to be buried and the claimants 

do not have time to spare. They are quick to 

complain, which is understandable. This is 

particularly so if the insurer does not perform 

within the advertised payment period. There are, 

accordingly, many early complaints. This  also 

explains why the number of cases resolved wholly 

or partially in favour of complainants, 42%, is 

higher than the average W/P of 34.12%.

n  With other benefits, claimants more often have 

recourse to an intermediary to liaise with the insurer 

who can intercede on their behalf. With funeral 

benefits our office may be the only recourse if there 

is no satisfaction in dealings with the insurer.

n  Cover for extended family has resulted in numerous 

complaints regarding the correct description of the 

relationship of the insured lives to the policyholder. 

We have written about these difficulties in the past.

Insurers

The actual number of cases resolved wholly or 

partially (34.12%) in favour of complainants was 1 213. 

Of  these we made 71 provisional determinations and 

nine final determinations that were accepted by insurers. 

The remaining 1 133 cases were settled by insurers.

There were a number of instances during 2019 when 

we had to liaise with the Financial Sector Conduct 

Authority (“FSCA”) regarding so-called systemic issues 

such as:

n  An insurer, 3Sixty Life, that did not respond to 

correspondence. The substantial number of second 

reminders reflected on page 32 of this Annual 

Report demonstrates the difficulties which our 

office, and in turn complainants, experienced in 

this regard.

n  We alerted the FSCA to the increase in complaints 

about Universal Life policies. These complaints are 

about increased premiums, following premium 

reviews and delayed premium reviews, and about 

poor maturity values. This issue has been raised 

previously, but despite these policies decreasing 

in number over the years, the problems have not 

decreased. We are aware that it is a problem not 

unique to South Africa.

n  There are some new products on the market that 

generated complaints either because of unusual 

policy structures or the insurer’s practices.
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INFO 2019
The theme of the INFO annual conference was “Innovation 

shaping performance excellence”. The  conference was 

hosted by the Ombudsman for Banking Services at 

Bakubung Game Lodge, Pilanesberg, North West Province. 

Delegates from more than 20 countries attended.

The presentations and group discussions covered a wide 

range of topics of interest to financial ombudsman 

schemes.

The lessons we learnt and the issues we undertook to 

investigate include:

n  Whether we should have a social media presence 

and, if we do, what form this should take to have 

maximum effect. We can learn from our colleagues 

in other jurisdictions how best to avoid the pitfalls 

of such a  move. We decided to go ahead with this 

initiative together with the Ombudsman for Short-term 

Insurance.

n  We will look into improving our attempts at raising 

awareness of the office in the most effective way.

n  Whether to publish the steps in our complaints 

resolution process in a graphic way on our website 

and also send it to our complainants and update them 

on a stepped basis where they are in the process. 

We currently do update our complainants, but other 

schemes have had success with doing this in a more 

graphic, stepped manner.

n  We will also investigate whether the current fast track 

process can be extended.

Other important insights:

The delegates emphasised the fact that talking to 

complainants and not only writing to them, is an important 

part of dealing with complainants.

The delegates agreed that benchmarking is useful. 

However, one must take account of the fact that schemes 

differ widely and use different ways of measuring 

performance. It might be more appropriate to benchmark 

against the scheme’s own previous performance and to 

check whether there is improvement where it is needed.

Schemes have had differing levels of success with early 

resolution processes. Our scheme has an early conciliation 

process for difficult disability complaints which has been 

successful. The limiting factor that has prevented it from 

being extended to more insurers is the lack of experienced 

complaints handlers at some of the insurers which do this 

type of business. This is not an easy challenge to overcome.

A conciliatory approach may result in slower, rather than 

faster, resolution of complaints, but the advantages 

outweigh the disadvantages.

The Australian and Irish schemes have recently been 

involved in mergers and valuable lessons were learnt. 

There was a positive response to the route South Africa is 

going with the merger of our office and the Ombudsman 

for Short-term Insurance – following an unrushed and 

methodical process.

As always, fluctuations in volumes are challenging. If there 

is an unexpected increase in complaints volumes, the 

question is whether you employ additional staff or just 

burden existing staff more? Fluctuations in complaints 

volumes is a problem faced by many schemes.

The conference also provided many opportunities to 

compare notes on an individual basis with colleagues in 

other jurisdictions regarding challenges and successes. 

As always, the conference was well worth the time and 

expense.

MATTERS OF INTEREST  
CONTINUED
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SURVEYS

INSURER SURVEY

COMPLAINANT SURVEY

Are you of the view that the insurance industry can have confidence in our office?

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

93%

79%

7%

21%

15%

Do you regard our decisions on cases as unbiased and fair?

Do you think our process is fair?

80%

76%

20%

24%

Do we provide a good dispute resolution service for insurers?

Has our office treated you courteously?

100%

85%

YES NO NOT ANSWERED

Are you treated with courtesy by the office?

Would you advise family or friends to use our office?

93%

83%

7%

17%
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STAFF AS AT 31 DECEMBER 2019

MEMBERS OF THE 
OMBUDSMAN‘S COUNCIL

MANAGEMENT TEAM
Judge Ron McLaren 
Jennifer Preiss 
Clyde Hewitson
Tony Sterrenberg

ADJUDICATORS/ASSESSORS
Heinrich Engelbrecht
Nceba Sihlali 
Nuku van Coller             
Lisa Shrosbree
Deon Whittaker
Yvonne Barnard-Theron
Ganine Bezuidenhoudt
Denise Gabriels
Abigail Machine
Vuyolwethu Skolo
Prevanya Moodley
Sonya Marais-de Jager
Diana Mills
Kathy Heath
Edith Field
Tamara Sonkqayi
Jenny Jenkins
Sithandwa Tolashe
Nosiphiwo Sifingo
Nikelwa Tolashe

SUPPORT STAFF
Rosemary Galolo 
Charmaine Bruce
Marshalene Williams
Lynn Fitzpatrick
Angelo Swartz
Sureena Gallie
Colline Alexander
Tania Thomas
Phindiwe Fana
Puleka Ngalo
Yolanda Augustine
Virginia Smith
Colleen Louw 
Shanon Augustine
Melanie Trout
Brenda Wyman
Nicolette May

Due to COVID-19 we were unable to take the planned group photographs.

* Mr Baldwin retired from the Council on 20 September 2019.

Justice Leona Theron (Chairperson)
Justice of the Constitutional Court

Mr Ken Baldwin*  
(Deputy Chairperson)
Retired senior partner of KPMG

Adv Moses Moeletsi
Independent consultant; 
Formerly Chairperson of the Board of the Ombudsman 
for Short-term Insurance

Mr Desmond Smith
Chairperson of Reinsurance Group of America 
(South Africa); director of companies

Ms Mpho Lekala
Chief Operations Officer: Consumer Financial 
Education Foundation

Ms Thandiwe Zulu
Regional Manager of the Black Sash

Ms Jacky Huma 
(ex officio)
Head of Department: Micro and Access Product 
Institutions Supervision
Financial Sector Conduct Authority

Mr Glenn Hickling 
(ex officio)
Head of Legal Department: BrightRock Life Limited 
Chairperson of the Ombudsman’s Committee

Judge Ron McLaren 
(ex officio)
Ombudsman
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REPORT BY THE CHAIRPERSON 
OF THE OMBUDSMAN’S 
COMMITTEE 
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Glenn Hickling (Chairperson)
BrightRock Life Insurance Limited

Hein Human
Discovery Life Limited

Eheila Engelbrecht
Sanlam Developing Markets Limited

Gaby Faltermair
Hollard Life Assurance Company Limited

Anna Rosenberg
ASISA

Jacolien Potgieter
Assupol Life Limited

Russell Krawitz
Guardrisk Life Limited

Jason Mey
Clientèle Life Assurance Company Limited

Shale Adams
ABSA Life Limited

Charlotte Sunker
First Rand Life Assurance Limited

Sue du Plessis
MMI Group Limited

Martin van Wyk
Sanlam Life Insurance Limited

Carmen Williams
Old Mutual Life Assurance Company (SA) Limited

Mariza Schlusche
Metropolitan Life Limited

Hazel Lerman
Liberty Group Limited

Fathima Reddy
Nedgroup Life Assurance Company Limited

Denvor Pillay
1Life Insurance Limited

Nkululeko Masondo
Workerslife Assurance Company Limited

Shaun-Thomas Pringle
Santam Structured Life Limited

MEMBERS OF THE

OMBUDSMAN‘S COMMITTEE

As with the previous reporting period this has been a busy 

year for the office due to the preparations being made for 

the amalgamation of the office of the Ombudsman for 

Short-term Insurance and the office of the Ombudsman 

for Long-term Insurance. This initiative will be more fully 

dealt with in the Ombudsman’s report, but it promises 

an accessible portal for insurance-related complaints and 

has the potential to widen the presence of both offices 

to Cape  Town and Johannesburg. During the coming 

reporting period we will see the two offices fall under a 

single Ombudsman. We are supportive of this initiative.

Last year I reported on the public outcry flowing from the 

Ganas case. Since then the Financial Services Conduct 

Authority has proposed the constitution of a Regulatory 

Framework Steering Committee to, inter alia, consider 

the possibility of incorporating the Didcott principle into 

our financial services legislation. This committee will 

be composed of various industry participants and the 

Ombudsman.

The complaints statistics were consistent with those 

of previous years. Complaints relating to the funeral 

insurance business have seen an increase in volume, which 

now comprises 42% of the caseload. The W/P percentage 

has increased to 34.12% and nine final determinations 

were made against insurers and published by the office.

Our members have again unanimously expressed 

their view that they enjoy a positive and constructive 

relationship with the office and that the well-considered 

and rigorous determinations they receive from the office 

are incorporated into their complaints handling processes.

As always, I will end by saying on behalf of the committee 

that the office continues to provide the South  African 

consumer with a world-class dispute resolution system. 

For this our thanks go to the Ombudsman and each and 

every member of his staff.

Glenn Hickling
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COMPLAINTS DATA FOR 
SUBSCRIBING MEMBERS
The office published individual insurer complaints data 

for the period 1 January 2019 to 31 December 2019 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, i.e. the W/P (Wholly 

or Partially) percentage. In addition, Table 2 on the 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 and industry 

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. 

Although there are a number of published reports 

reflecting market share in the long-term insurance 

industry, there is no single generally accepted measure 

for it 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 

a percentage of the total complaints received.

WHOLLY OR PARTIALLY IN FAVOUR 

OF COMPLAINANTS (W/P)
A W/P classification applies whenever a case is resolved 

either wholly or partially in favour of a complainant, 

whether by settlement or determination. This includes so-

called ex gratia settlements. The W/P classification is not 

limited to cases where the office issued a determination. 

The classification is also not limited to cases where a 

sum of money is paid to a complainant – it can apply to 

service complaints, reinstatement of policies, adjustment 

of benefits, etc. 

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, 

S E C O N D  R E M I N D E R S 
F O R   R E S P O N S E S

Where an insurer has more than five second reminders per 

year, the number of reminders is published with the complaints 

data. The names of the insurers and the number of the second 

reminders sent to them during 2019 appear alongside.

MORE 
THAN 

FIVE SECOND 
REMINDERS 
3Sixty Life – 120

Safrican – 29
Workers Life – 16

Vodacom – 9
Centriq – 7

AIG – 6
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THE TABLE OVERLEAF

SHOWS:
Complaints received

This is 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 complainants directly. If a complainant 

is not satisfied with  the insurer’s response we 

will then take up the case.

Percentage of total

This 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 2019, some 

of which had been received in earlier years.

Percentage resolved W/P in favour of 

complainants

This refers to the percentage of cases which were 

resolved wholly or partially (W/P) in favour  of 

the complainants. These  cases are resolved by 

way of settlement, mediation, conciliation, 

recommendation or determination.  The overall 

W/P  percentage in favour of complainants 

was 34.12%.

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, 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. 
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COMPLAINTS DATA FOR SUBSCRIBING MEMBERS  
CONTINUED

Complaints
 Received

% of
 Total

Cases 
Considered

Cases
 Finalised

Resolved W/P
 in favour of

 Complainants

1Life Insurance Limited 174 2.85% 129 116 34.5%

3Sixty Life 156 2.55% 121 92 73.9%

Abacus Insurance Limited 21 0.34% 13 7 85.7%

ABSA Insurance and Financial Advisers (Pty) Limited 2 0.03% 2 0 0.0%

ABSA Life 209 3.42% 179 121 31.4%

Acsis Limited 0 0.00% 0 0 0.0%

AIG Life South Africa Limited 108 1.77% 98 67 20.9%

Alexander Forbes Investments Limited 0 0.00% 0 0 0.0%

Alexander Forbes Life Limited 17 0.28% 15 8 50.0%

Allan Gray Life Limited 12 0.20% 6 1 0.0%

Assupol Life Limited 242 3.96% 160 109 38.5%

AVBOB Mutual Assurance Society 100 1.64% 80 60 35.0%

Bidvest Life Limited 5 0.08% 4 5 40.0%

BrightRock Life Insurance Limited 45 0.74% 33 29 48.3%

Centriq Life Insurance Company Limited 166 2.72% 142 76 11.8%

Channel Life Limited 34 0.56% 28 24 33.3%

Clientèle Life Assurance Company Limited 228 3.73% 178 153 35.9%

Constantia Life 3 0.05% 0 0 0.0%

Constantia Life & Health Insurance 1 0.02% 0 0 0.0%

Discovery Life Limited 192 3.14% 169 152 28.3%

FedGroup Life Limited 3 0.05% 3 4 0.0%

First Rand Life 95 1.56% 70 70 42.9%

Guardrisk Life Limited 167 2.73% 97 61 9.8%

Hollard Life Assurance Company Limited 511 8.37% 402 374 43.9%

Hollard Specialist Life Assurance 74 1.21% 55 43 39.5%

Investec Assurance Limited 0 0.00% 0 1 100.0%

Investec Life Limited 0 0.00% 0 0 0.0%

Just Retirement Life 1 0.02% 0 1 0.0%

Liberty Group Limited 626 10.25% 509 382 34.0%
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Complaints
 Received

% of
 Total

Cases 
Considered

Cases
 Finalised

Resolved W/P
 in favour of

 Complainants

Metropolitan Life Limited 406 6.65% 338 246 30.9%

MMI Group Limited 330 5.40% 282 213 34.3%

Nedbank Limited 1 0.02% 0 0 0.0%

Nedgroup Life Assurance Company Limited 165 2.70% 134 113 29.2%

Nestlife Assurance Corporation Limited 7 0.11% 5 5 80.0%

New Era Life Insurance Company Limited 1 0.02% 1 0 0.0%

Oakhurst Life 2 0.00% 1 0 0.0%

Old Mutual Alternative Solutions Limited 10 0.16% 5 4 0.0%

Old Mutual Life Assurance Company (SA) Limited 885 14.49% 629 437 29.1%

Outsurance Life Insurance Company Limited 28 0.46% 21 16 31.3%

Professional Provident Society Insurance Company Limited 46 0.75% 39 35 42.9%

PSG Life 0 0.00% 0 1 0.0%

Real People Assurance Company Limited 5 0.08% 4 2 50.0%

Santam Structured Life Limited 140 2.29% 92 35 22.9%

SA Home Loans Life Limited 14 0.23% 13 9 11.1%

Safrican Insurance Company Limited 171 2.80% 127 90 64.4%

Sanlam Life Insurance Limited 291 4.77% 248 184 14.7%

Sanlam Developing Markets 241 3.95% 176 122 23.8%

Shield Life 3 0.05% 3 1 0.0%

Smart Life Insurance Limited 7 0.11% 4 3 0.0%

Viva Life Insurance Limited 1 0.02% 0 2 0.0%

Vodacom Life Assurance Company Limited 18 0.29% 15 10 40.0%

Workers Life Assurance Company Limited 152 2.49% 131 66 36.4%
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APPENDIX 1

SUMMARY OF INCOME AND 
EXPENDITURE
OF THE LONG-TERM INSURANCE OMBUDSMAN’S ASSOCIATION

2019
R

2018
R

REVENUE

Recoveries from subscribing members 28 552 375 25 025 230

Interest income 947 132 1 016 887

29 499 507 26 042 117

OTHER OPERATING EXPENSES

Accounting fees 98 270 17 050

Administration and professional fees 192 010 115 430

Annual report 112 777 108 382

Call centre costs 78 579 78 917

Case management system 173 871 176 500

Computer expenses 717 525 635 578

Council – travel and accommodation 105 748 69 183

Council fees 90 000 76 500

Depreciation and amortisation 106 430 46 327

Electricity and water 269 600 308 988

Employee costs 22 767 258 20 487 196

Employee costs – other overheads 164 541 189 793

General expenses 442 783 423 442

Legal expenses 317 875 264 342

Marketing and brochures 72 383 90 317

Professional advice 167 615 145 242

Quality control 68 132  –

Rent – parking 412 245 375 817

Rent – premises 2 174 324 1 798 426

Repairs and maintenance 75 077 87 904

Staff training 304 327 –

Stationery 244 239 153 148

Telephone 139 166 165 407

Travel and accommodation 204 732 228 228

29 499 507 26 042 117

Over (under) recovery from subscribing members – –

The audited and approved annual financial statements are available on our website, www.ombud.co.za.
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APPENDIX 2

SUBSCRIBING  
MEMBERS
AS AT 31 DECEMBER 2019

1Life Insurance Limited

3Sixty Life Insurance Limited 
Union Life

Abacus Insurance Limited
JDG Micro Life Limited

ABSA Insurance and Financial 
Advisers (Pty) Limited

ABSA Life Limited
Allied Insurance 
UBS Insurance

Acsis Limited

AIG Life South Africa Limited
Chartis Life

Alexander Forbes Investments Limited
Investment Solutions Limited

Alexander Forbes Life Limited

Allan Gray Life Limited

Assupol Life Limited
Prosperity Life

AVBOB Mutual Assurance Society

Bidvest Life Limited
Mclife

BrightRock Life Insurance Limited
Lombard Life Limited
Pinnafrica Life

Centriq Life Insurance Company 
Limited

Channel Life Limited
PSG Anchor Life

Clientèle Life Assurance Company 
Limited

Constantia Life and Health Assurance 
Company Limited

Constantia Life Limited

Discovery Life Limited

FedGroup Life Limited

First Rand Life Assurance Limited

Frank Life Limited

Guardrisk Life Limited
Platinum Life

Hollard Life Assurance Company 
Limited
Crusader Life
Fedsure Credit Life

Hollard Specialist Life Assurance
Regent Life

Investec Assurance Limited 

Investec Life Limited

Just Retirement Life (S.A.) Limited

Liberty Group Limited
AA Life
ACA Insurers 
Amalgamated General Assurance
Capital Alliance Life 
Fedsure Life
IGI Life
Liberty Active
Manufacturers Life
Norwich Life
Prudential
Rentmeester Assurance 
Rondalia
Saambou Credit Life
Standard General 
Sun Life of Canada
Traduna

Metropolitan Life Limited
Commercial Union
Homes Trust Life

MMI Group Limited
African Eagle Life
Allianz Life
Anglo American Life
FNB Life
Guarantee Life
Legal and General
Lifegro
Magnum Life
Metropolitan Odyssey 
Protea Life
Rand Life
Sage Life
Shield Life
Southern Life
Yorkshire

Nedbank Limited

Nedgroup Life Assurance Company 
Limited
BOE Life 
NBS Life

Nestlife Assurance Corporation 
Limited

New Era Life Insurance Company 
Limited

Oakhurst Life Limited

Old Mutual Alternative Solutions 
Limited
MS Life

Old Mutual Life Assurance Company 
(South Africa) Limited
Colonial Mutual

Outsurance Life Insurance Company 
Limited

Professional Provident Society 
Insurance Company Limited

PSG Life Limited
M Cubed Capital
Time Life

Real People Assurance Company 
Limited

Safrican Insurance Company Limited

SA Home Loans Life Assurance 
Company Limited

Sanlam Developing Markets Limited
African Life 
Permanent Life
Sentry Assurance

Sanlam Life Insurance Limited

Santam Structured Life Limited
RMB Structured Life Limited

Shield Life Limited

Smart Life Insurance Company Limited

Viva Life Insurance Limited
Resolution Life

Vodacom Life Assurance Company 
Limited

Workerslife Assurance Company 
Limited
Sekunjalo Investments

The names of the members are in bold font and the other names are of insurers which were taken over.
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These Rules, effective from 1 January 1998 and last amended with effect from 30 June 2016, regulate the relationship between the 
Ombudsman for Long-term Insurance (“the Ombudsman”) and each member of the Long-term Insurance Industry (“the Industry”) who 
subscribes to the Ombudsman’s scheme as well as between the Ombudsman and each complainant who lodges a complaint with the 
Ombudsman’s office.

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 which arises from the use by the complainant 
of the services of a subscribing member and every complaint by a complainant who is or claims to be a policyholder, a 
successor in title, a beneficiary, a life insured or a 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 has 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;

APPENDIX 3

RULES 
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  3.2.4 make a ruling of a procedural or evidentiary nature;

  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 R50 000;

  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, at any stage of the complaints handling process, if it 
appears to him or her 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, abusive or unreasonable 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.
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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.

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

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

  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 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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OTHER OFFICES

Ombudsman for Banking Services National Consumer Commission
PO Box 87056, Houghton 2041 PO Box 36628, Menlo Park 0102
Tel: 011 712 1800 Tel: 012 428 7726
Fax: 011 483 3212 Fax: 0861 515 259
E-mail: info@obssa.co.za E-mail: complaints@thencc.org.za
 
Credit Ombud National Credit Regulator
PO Box 805, Pinegowrie 2123 PO Box 209, Halfway House, Midrand 1685
Tel: 011 781 6431 Tel: 011 554 2600
Fax: 086 674 7414/011 388 8250 Fax: 011 554 2871
E-mail: ombud@creditombud.org.za E-mail: complaints@ncr.org.za

Ombudsman for Short-term Insurance Council for Medical Schemes
PO Box 32334, Braamfontein 2017 Private Bag X34, Hatfield 0028
Tel: 011 726 8900 Tel: 012 431 0500
Fax: 011 726 5501 E-mail: complaints@medicalschemes.com
E-mail: info@osti.co.za 
 Public Protector
Ombud for Financial Services Providers Private Bag X677, Pretoria 0001
PO Box 74571, Lynnwoodridge 0040 Tel: 012 366 7000
Tel: 012 470 9080/762 5000 Fax: 012 362 3473
Fax: 012 348 3447 E-mail: registration2@pprotect.org
E-mail: info@faisombud.co.za 
 Tax Ombud
Pension Funds Adjudicator PO Box 12314, Hatfield 0028
PO Box 580, Menlyn 0063 Tel: 012 431 9105
Tel: 012 748 4000  Fax: 012 452 5013
Fax: 086 693 7472 E-mail: complaints@taxombud.gov.za
E-mail: enquiries@pfa.org.za 
 ASISA
Statutory Ombud Cape Town Office
PO Box 74571, Lynnwoodridge 0040 PO Box 23525, Claremont 7735
Tel: 012 470 9080 Tel: 021 673 1620
Fax: 012 348 3447 Fax: 021 673 1630
E-mail: info@faisombud.co.za E-mail: info@asisa.org.za
 
Financial Sector Conduct Authority  Johannesburg Office
PO Box 35655, Menlo Park 0102 PO Box 52115, Saxonwold 2132
Tel: 012 428 8000 Tel: 011 214 0960
Fax: 012 346 6941 Fax: 011 447 5018
E-mail: info@fsca.co.za E-mail: info@asisa.org.za

OMBUDSMAN’S CENTRAL HELPLINE

Sharecall  0860ombuds / 0860662837

Registered non-profit organisation 
number 086–985–NPO

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


