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restore
bring back or re-establish (a previous right, 
practice or situation)

return (someone or something) to a former 
condition, place or position

recover
return to a normal state of health, mind or 
strength

find or regain possession of (something stolen or 
lost)

reset
set again or differently (gems, printing type, etc.) 
when you reset something, you start it over again 
or adjust it

◗RESTORE
◗RECOVER
◗RESET
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KEY FIGURES

COMPLAINTS
RECEIVED

13 162 

FORMAL COMPLAINTS 
REGISTERED 

9 797 

FORMAL COMPLAINTS 
CLOSED

10 879
CALLS
RECEIVED

60 514 

AVERAGE TURNAROUND 
TIME IN DAYS

138 days 

PERCENTAGE OF COMPLAINTS 
FINALISED WITHIN 6 MONTHS

70% 

FIXED RATE FEE  
PER COMPLAINT

R4 500 

RAND VALUE 
OF BENEFIT TO 
CONSUMERS

R197m
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WRITTEN REQUESTS FOR 
ASSISTANCE RECEIVED

17 379

FULL CASES 
FINALISED

3 899
COST PER 
STANDARD CASE

R4 406
COMPENSATION 
GRANTED

R948 592
(in 195 cases)

TRANSFERS SETTLED IN 
FAVOUR OF COMPLAINANTS

1 775

TOTAL EXPENSES 
FOR THE YEAR

R33 634m

PERCENTAGE OF CASES 
RESOLVED WHOLLY/PARTIALLY 
IN FAVOUR OF COMPLAINANTS

34.09%

PERCENTAGE OF CASES 
FINALISED WITHIN 
SIX MONTHS

91.9%

AMOUNT
RECOVERED 

IN LUMP SUMS

R200.7m

CHARGEABLE COMPLAINTS 
RECEIVED

8 163



THIS TIME OF YEAR, AS WE MOVE FROM ONE (THE PAST) TO THE NEXT (THE 
FUTURE), IS BOTH A TIME OF CELEBRATION AND A TIME FOR REFLECTION. 
GIVEN ALL THAT WE HAVE BEEN THROUGH, AND THE CONTINUING REALITY OF 
THE HORRIBLE PANDEMIC AND THE URGENCY TO ADAPT, I WANT TO REFLECT 
ON WHAT TRANSPIRED IN 2021 AND LOOK FORWARD TO A STRONGER 2022.

2021 was a far more difficult and challenging year than 
2020 – it severely tested the resolve and capacity of 
every human on earth. The South African business 
sector was under pressure with low economic growth 
and high unemployment – both exacerbated by 
the pandemic and load-shedding. In July 2021 the 
country was shocked by the civil unrest and looting 
across Gauteng and KwaZulu-Natal. 

As an organisation, we can celebrate great success in 
2021 despite the series of unprecedented challenges. 
The suite of technology solutions brought into effect 
over the years, and the innovativeness of management 
and an open-minded and engaging Board, helped 
the organisation to operate and discharge its mandate 
through a remote working environment. Despite the 
difficulties and challenges faced by staff in their personal 
and work environments, they have worked hard, worked 
together and helped complainants to resolve their 
complaints. Most importantly, we maintained our staff 
complement, and some have advanced their careers 
and improved their skills. As a collective, this Board has 
supported management and staff with understanding and 
encouragement. Most importantly, OSTI has been able 
to serve all its stakeholders, adjudicate complaints and 
remain relevant. Despite some concern around the overall 
performance of the organisation, but given the difficulties 
and challenges of 2021 and the unexpected disruption 
brought about by the appearance of the Omicron variant 
in December, we ended 2021 stronger than we started.  
I thank each and every one of you for playing your part.  
I am proud to be part of this organisation. 

Our advancement over the years on the technological 
front has helped the organisation to deliver on its 
mandate – and I suspect that ongoing advancements 
will be required. Technological change is necessary 
and we should not slow the pace in this regard. 

We must recognise that staff are tired. Someone said: 
“The pandemic has long since evolved from a terrifying 
sprint into a wearying marathon.” We are faced with 
negative news all the time: new variants, climate 
change, intolerance, social and racial injustice and 
inequality, and the loss of loved ones. Rules around 
the working lives of the staff changed, and will change 
again. Everything is very uncertain. 

Then we had fatigue in all its manifestations.  
We are all human, after all. Our staff must be made  
to understand that it is not abnormal to tell us how  
they feel, sometimes come out and say that they are 
tired, stressed and maybe anxious. We will overcome 
these challenges only if we remain supportive and 
engaging. The year 2022 presents an opportunity to 
address these issues that face us all.

HEALTH AND WELL-BEING OF 
STAFF
This will remain a priority in 2022. It will remain a key 
issue informing every decision we make – and much 
will depend on how further waves of this pandemic 
evolve and how quickly it does become an endemic. 
We cannot be complacent – but will need to keep our 
eye on the ball insofar as general performance levels 
of the organisation are concerned. We have a job and 
a mandate to discharge. 

For now the offices are, and will remain, partially open. 
Staff attend once a week – unless there are urgent 
technological issues faced by a member of staff.  
This will continue into the foreseeable future. 

Group counselling sessions will continue. Individual 
counselling sessions will also remain available. 
We must continue to support the staff. We must 
encourage staff to take regular and real breaks from 

FOREWORD BY THE 
CHAIRPERSON OF 
THE BOARD
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their schedules – some relief, and some fun, while we work 
through this pandemic and its resurgence in various forms. How 
this virus will evolve over the next several months and years will 
determine what the end of this crisis looks like.  

FINANCIAL PERFORMANCE
The financial position of the organisation is strong. The financial 
results display the immense effort invested by management 
into the organisation and its operations. Cash management has 
always been a key focus as the organisation settles into new 
ways of working. Thanks to Miriam for all her work in keeping 
the finances in order and balanced.

OPERATIONAL PERFORMANCE
OSTI remains equipped to deliver on its mandate. The message 
to the staff throughout 2022 will be on performance, performance 
and performance. This message will be delivered in various 
forms. Edite regularly engages with staff to keep them informed 
of their performance, but most importantly to address and deal 
with any issues that may be affecting performance levels and 
outcomes in the execution of our mandate. The ability to retain 
talent nurtured over the years demonstrates that we are on the 
right track and that staff have bought into the culture of OSTI. 
Edite continues to lead the organisation from the front.

2022 is going to be a key milestone in the life of OSTI. There 
is the amalgamation of the financial ombud schemes following 
the delivery by the World Bank Group of its Diagnostic Report, 
and recommendations, on the financial sector ombud systems. 
We are managing a staged implementation of the new 
governance framework with a clear timetable, so as to minimise 
uncertainty and risk that this kind of event can have on our staff 
and stakeholders. The commitment remains to deliver high-
quality, efficient and independent outcomes for all involved. 

My special thanks to Ron, Edite and Miriam for all their work 
during this challenging year and delivering a strong year (given 
all the circumstances around us). You have done everything 
that was expected. I also thank members of the Board, the 
Executive and Audit and Risk Committees, and the OSTI Crisis 
Committee, for their leadership and contributions during a 
particularly challenging year. Your collective insight and wisdom 
proved invaluable during these uncertain times. I thank you for 
your support.

Thank you also to our members for their continued support and 
engagement.   

I look forward to a new and exciting 2022 – and to our next 
phase.

Haroon Laher

BOARD OF  
DIRECTORS

Haroon Laher

Richard Steyn

Viviene Pearson

Makgompi Raphasha

Collin Molepe

Gail Walters

Gerhard Genis

Magauta Mphahlele

Paul Crankshaw

Leigh Attwood-Smith

Nokuthula Zungu
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FOREWORD BY THE 
CHAIRPERSON OF THE 
OMBUDSMAN’S COUNCIL

Little did I know then that I would now refer with 
sadness to the following passage in the minutes 
of the meeting of the Council which was held on  
28 October 2021:

“At the request of Justice Theron a time of silence 
was observed to pay the respects of those present 
to the memory of the late Adv. Moeletsi and the 
late husband of Ms Zulu, both of whom succumbed 
to COVID-19.”

Adv. Moeletsi first attended a meeting of the Council 
on 26 March 2001. For more than 20 years, until the 
time of his unexpected death on 10 August 2021, he 
loyally served as a member of the Council, having  
been reappointed from time to time. I served on 
the Council with Adv. Moeletsi since 23 April 2009 
and have personal knowledge of his dedicated and 
valuable contribution to the Council and, thereby, 
to the Ombudsman’s office. Adv. Moeletsi will be 
missed by his colleagues on the Council, but in light of  
the uncertainty surrounding the future of the  
voluntary financial ombudsman schemes, about which 
Judge McLaren wrote in his Report, the Council 
decided not to fill the vacancy caused by Adv. Moeletsi’s 
passing. 

Another notable moment in the history of the office 
was the retirement of Ms Jennifer Preiss as Deputy 
Ombudsman. Ms Preiss joined the office in 1998 and 
served as Deputy Ombudsman from 2001 until mid-
2021. On behalf of the Council, I thank Ms Preiss for 
her outstanding contribution to the office, which is 
fortunately not entirely lost as she continues to serve 
as consultant and adjudicator on a part-time basis.  
I echo the sentiments expressed by Mr Dennis Jooste 
in his Independent Review, to which reference is made 
on pages 60 and 61 of this Annual Report: 

In last year’s Annual Report my Foreword was introduced by this paragraph:

“THE OFFICE’S ANNUAL REPORTS PLAY AN IMPORTANT ROLE IN RECORDING 
ITS HISTORY, WHICH INCLUDES THE COMING AND GOING OF PEOPLE IN THE 
OFFICE AND THOSE WHO SERVE ON ITS COUNCIL.”

OLTI is indeed fortunate to have had the 
services of Ms Jennifer Preiss as Deputy 
Ombudsman for many years. There appears 
to be nothing that Ms Preiss does not know 
about OLTI and ombud schemes, not only in 
South Africa but worldwide. Her energy and 
willingness to contribute to the management 
of the office is more than laudable. She is 
respected by the worldwide community of 
financial ombud schemes, largely due to 
her lengthy and very active involvement in 
INFO. Her imminent retirement later in 2021 
is regrettable.

Last year I commended the office for doing more 
work during 2020 than it did, for instance, in 2019 and 
I attributed this to the following admirable qualities 
of the staff:

◗  Adaptability and organisational capabilities.

◗    Courage and tenacity in the face of adversity.

◗    Encouragement and support for one another. 

◗    Emotional and mental well-being. 

◗   Loyalty to the office.

I was then bold enough to predict that the positive 
qualities to which I referred also served to better prepare 
the office to overcome the continuing ravages of the 
COVID-19 pandemic which were anticipated for 2021. 

The office exceeded my most optimistic expectations 
and in a stellar manner again increased the volume and 
quality of the work which it performed. Full particulars 
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of the outstanding performance by the office appear 
from the Report by the Deputy Ombudsman on  
pages 50 and 51 of this Annual Report, to which 
I kindly refer the reader. Suffice it to say that the 
office admirably coped with a significantly increased 
workload and that it did so at a Standard Case  
fee which increased by a negligible amount from  
2020 to 2021. The consumer public and the  
subscribing members have adequate reason to be 
pleased with the office’s performance.

On behalf of the Council I record our appreciation for 
the way in which the staff, under the able leadership 
of Judge McLaren and Ms Denise Gabriels, rose to 
and overcame the challenging conditions posed by 
irregular and unreliable public transport; disruptions 
in households and in the workplace, which resulted 
from periods of lockdown in various stages; and the 
sorrow and upheaval flowing from family members 
and friends contracting COVID-19. You have done  
us proud!

In the performance of its corporate governance 
oversight function the Council met twice during 2021. 
At these digital meetings the Council received a 
comprehensive overview of the office’s activities from 
the management team.

The Council is satisfied that in 2021 the office fulfilled 
its mission, complied with its obligations under the 
scheme’s rules and maintained its independence, 
which is vital to its function.

I thank the members of the Council and the office’s 
management team for their continued support and 
valued contributions during 2021.

Leona Theron

MEMBERS OF THE COUNCIL

Justice Leona Theron (Chairperson)
Justice of the Constitutional Court 

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

Ms Mpho Lekala
Chief Operations Officer: Consumer Financial 
Education Foundation

Mr Alan Woolfson
Director of companies

Ms Lumka Phala 
Head of Finance 
Computer Share Limited

Ms Thandiwe Zulu
Regional Manager of the Black Sash

Ms Jackie 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



REPORT BY THE 
OMBUDSMAN
ON PAGE 8 OF LAST YEAR’S ANNUAL REPORT I SAID THIS:

“Chapter 14 of the Financial Sector Regulation  
Act, 9 of 2017, finally came into operation on  
1 November 2020. This chapter deals with the 
financial services ombudsman schemes, including 
the two offices. We are awaiting the outcome 
of the ‘Financial Ombud System Diagnostic’ (the 
‘Ombudsman’s Diagnostic’) which is a long-expected 
initiative of the National Treasury, funded by the 
World Bank Group. … It is anticipated that the 
final report on the Ombudsman’s Diagnostic will be 
released during 2021. It will be more appropriate to 
deal with the developments which follow the release 
of the relevant report in next year’s Annual Report.

Now that Chapter 14 has come into operation, the 
offices have a period of up to 18 months to apply for 
recognition in terms of section 194 of Act 9 of 2017.”

The Financial Ombud System Diagnostic Report 
(“Diagnostic Report”) is an impressive and 
comprehensive document which was published on  
29 July 2021 for public comment. The Diagnostic Report 
recommends a single non-statutory National Financial 
Ombudsman scheme which encompasses five voluntary 
financial services ombudsman schemes (the two offices, 
the Ombudsman for Banking Services, the Credit 
Ombud and the Johannesburg Stock Exchange Ombud) 
and the Ombudsman for Financial Services Providers.  
At the request of the National Treasury the first-
mentioned four schemes made a joint submission to 
the National Treasury on 19 August 2021 in which they 
advanced reasons for being “firmly in favour of a non-
statutory scheme”. It is clear from the Diagnostic Report 
that the trigger for its implementation is a formal “policy 
decision on the end point of a reformed ombud system.” 
At present we are waiting for the policy decision.

During May 2021 the Minister of Finance announced 
the appointments of: 

◗ The members of the Board of Directors of the 
Ombud Council, in terms of section 180 of the 
Financial Sector Regulation Act, 9 of 2017.

◗ Ms D Wood (formerly the Ombudsman for Short-
Term Insurance) as Chairperson of that Board of 
Directors.

◗ Ms E Meyer as a member of that Board of Directors 
and as interim Chief Ombud, in terms of section 188 
of Act 9 of 2017.

It is my pleasure to congratulate Ms Meyer and  
Ms Wood on their achievements and to reiterate our 
wishes for their happy and successful terms of office 
and our commitment of support and co-operation.

The period of 18 months within which the offices must 
apply for recognition as ombudsman schemes under 
Act 9 of 2017 expires on 30 April 2022. Since about 
November 2021 Ms L Jackson has been assisting 
the Ombud Council in developing a process for the 
formal recognition of existing ombudsman schemes. 
I am pleased to report that the offices have worked 
closely and intensively with Ms Meyer and Ms Jackson 
in this regard and by the end of 2021 the relevant 
application forms and a date for the submission 
thereof had been determined.

In last year’s Annual Report I also referred to the  
project of the said four ombudsman schemes “to 
explore the possible amalgamation of these offices 
in a single ombudsman scheme … which enjoys the 
support of the National Treasury and the Financial 
Sector Conduct Authority.” I point out that, at a 
meeting with the Chief Ombud and the National 
Treasury on 28 July 2021, these schemes were 
encouraged by the National Treasury to continue with 
their collaborative work in the amalgamation project. 
We continue with that work, but until the National 
Treasury makes the “policy decision” envisaged in the 
Diagnostic Report, the situation remains challenging 
and uncertain. As the Deputy Ombudsman for 
Short-Term Insurance pointed out in a report to the 
Board of Directors, dated 19 August 2021, this is so 
“especially in terms of making significant progress as 
regards the amalgamation project and in planning for 
the office’s future.” This observation applies equally 
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to the Ombudsman for Long-term Insurance. In the 
Diagnostic Report it is said: “The existing ombud 
schemes have been living in the shadow of proposed 
reforms for a long time. To their credit, they have 
continued to focus on resolving complaints and 
improving the service they provide.”

I fully endorse that statement in the Diagnostic Report 
in respect of both offices, for which the credit is largely 
due to the resilience and tenacity of the staff.

Clause 4.1.6 of the Terms of Reference of the 
Ombudsman for Short-Term Insurance deals with the 
jurisdiction of that office and provides that a complaint 
will only be considered if the Ombudsman is satisfied 
that it “is being pursued reasonably by the complainant 
and not in a frivolous, vexatious, offensive, threatening 
or abusive manner, as the Ombudsman may decide in 
his or her sole discretion”.

Rule 3.3.2 of the Ombudsman for Long-term Insurance 
provides that “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 the complaint is being pursued in a dishonest, 
frivolous, vexatious, abusive or unreasonable manner”.

I wrote an article about “Unreasonable Complainants” 
on pages 24 and 25 of the 2015 Annual Report of the 
Ombudsman for Long-term Insurance in which I said 
that the distinguishing feature, which is common to 
such complainants, is their unreasonable conduct, 
which falls into five broad categories:

◗ Unreasonable arguments.

◗ Unreasonable behaviour.

◗ Unreasonable demands.

◗ Unreasonable lack of co-operation.

◗ Unreasonable persistence.

I think it is time to draw attention to the regrettable fact 
that, during the complaints resolution process, some 
insurers are at times guilty of behaviour which, on the 
part of a complainant, would have been classified as 
unreasonable conduct offending against the spirit 
of Clause 4.1.6 and Rule 3.3.2. Examples of such 
conduct which readily come to mind, are unreasonable 
arguments and unreasonable persistence. Some of the 
more serious examples of such unacceptable conduct 
were taken up with senior management of the insurers 
concerned. On those occasions I drew attention to 
the following words of the late Judge Nienaber on 
pages 16 and 17 of the 2006 Annual Report of the 
Ombudsman for Long-term Insurance:

“It is the industry’s confidence in the even-handedness 
of the office’s approach to dispute resolution that 
enables the office to dispose of borderline cases 
by way of settlement or concession rather than 
decree, a result that would not have been as readily 
achievable in an atmosphere of endless confrontation.  
The dispute handling units of our subscribing members 
are not our adversaries. We may differ in our affinities, 
customs and methods but, with some exceptions, we 
share a common objective: a just result to a legitimate 
complaint. It is for that reason that the dispute 
handling units of our subscribing members should not 
act as mere apologists for their respective principals; 
they should regard themselves, as some undoubtedly 
do, as semi-ombudsmen co-operating with the office 
in seeking to achieve a form of closure to a dispute 
that will leave both the protagonists satisfied, if not in 
the result, then at least in the fairness of the treatment 
they received in having their disputes resolved.”

The sage advice of Judge Nienaber applies equally to 
both offices and their subscribing members and it is 
all the more apposite now in light of the development 
of Treating Customers Fairly. 

In summary, I stress that insurers should not treat 
the offices as adversaries and should not, in the 
complaints resolution process, address us as if we are 
their litigious opponents. 

I fully endorse the tributes to the staff of the offices 
which appear elsewhere in this Annual Report. I think 
that 2021 was, for many of us, a more challenging 
and a more difficult year than 2020. There are various 
reasons for this perception. For me, 2021 was more 
exhausting and stressful than 2020, mainly because 
there appeared to be no end in sight to the pandemic.

Like I have done since 2014, I started working on the 
Annual Report during January. At the time of writing 
this the launch date is four months away. So, 2022 lies 
ahead of us and it is my hope for the offices and their 
stakeholders that we will return to our normal lives, 
which we must live to the full. Let us take note of the 
following words of CS Lewis and see if we can do what 
he suggests:

“The great thing, if one can, is to stop regarding 
all the unpleasant things as interruptions of one’s 
‘own,’ or ‘real’ life. The truth is of course that what 
one calls the interruptions are precisely one’s real 
life – the life God is sending one day by day.”

Ron McLaren



REPORT BY THE  
CHIEF EXECUTIVE OFFICER
ORIGINALLY, SOUTH AFRICA PLANNED TO GO ON A 21-DAY FULL NATIONAL 
LOCKDOWN. MOST OF US BELIEVED THAT IT WOULD BE A TEMPORARY 
SITUATION, AFTER WHICH WE WOULD GO BACK TO THE WAY THINGS WERE 
RUN. AS I WRITE MY REPORT, IT HAS BEEN JUST OVER TWO YEARS THAT  
WE HAVE LIVED IN A CONSTANT STATE OF LOW-LEVEL TRAUMA.

The start of 2021 was marred by grief and fear as 
the second wave of COVID-19 ravaged South Africa. 
There was no real sense of renewal, as is customary at 
the start of a new year and, instead, we all felt a little 
disheartened by the ongoing lockdowns. Not much 
time passed, and we were again faced with an even 
more devastating third wave. Many staff members 
knew of someone who had been infected or passed 
away due to contracting the virus and just less than a 
third of the staff members contracted the virus. OSTI 
grieved the loss of Ms Gadija Fisher, who passed 
away on 1 July 2021. Our deepest condolences go to 
Gadija’s family, friends and work colleagues. May you 
rest in peace, Gadija.

We have, since the start of the COVID-19 pandemic, lost 
two staff members to the virus. On 16 November 2020, 
we lost Ms Mary Tshabalala, to whom I paid tribute on 
page 17 of last year’s Annual Report. 

On 16 June 2021 Mr Andre Jordaan, the former 
Chairman of OSTI’s Audit and Risk Committee, 
passed away. Mr Jordaan served as Chairman of the 
Audit and Risk Committee since 2006. The Board of 
Directors and management will always be grateful for 
Andre’s dedicated service and contribution to OSTI 
over the years. Our sincere condolences go to his 
family and friends. 

The compound effect and collective trauma of all 
the waves of the virus, and their accompanying fear 
and grief, negatively impacted everyone at OSTI over 
the year, especially the loss of another beloved and 
dedicated colleague. 

Whilst the physical risks of the pandemic became 
better managed in 2021, with the vaccine progress, 
mental health arose as one of the big pandemic and 
post-pandemic issues, which include burnout, sleep 
disorders, depression and anxiety. 

Feeling demotivated with no end of the pandemic 
in sight meant another year of providing staff with 
as much support as possible, including regular 
engagements and check-ins with all staff, group and 
individual counselling sessions, a two-month holistic 
health and wellness programme, the delivery of care 
packages, online yoga sessions, and the distribution 
of mental health newsletters prepared by a trauma 
counsellor and other reliable information on the virus 
and the vaccine that was rolled out during the course 
of the year.

Although the lockdown levels of the national state of 
disaster were adjusted at various stages during the 
year, all staff continued to work from home and the 
office remained officially closed. Towards the end of 
the year, and due to connectivity issues, in part due 
to load-shedding, the complaints registration and 
transfer teams worked at the office for a period of 
two weeks and returned to working from home as the 
fourth wave of the virus arrived in December. OSTI’s 
technological capability enabled all of us to continue 
working online for another year and, in this way, OSTI 
played its part in trying to keep its staff, and all other 
stakeholders, safe. 

At OSTI, we recognise that our people are our biggest 
asset and that the most important capability is the 
human one. Therefore, the health and well-being of 
staff continued to be a top priority for management 
and the Board’s COVID-19 Crisis Committee, both 
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MISSION STATEMENT

To resolve short-term 
insurance complaints 
fairly, efficiently and 
impartially.

ABOUT US

We resolve disputes between 
consumers and short-term/non-life 
insurers:

◗ in a co-operative, efficient and fair 
manner;

◗ with minimum formality and 
technicality;

◗ as transparently as possible, taking 
into account our obligations for 
confidentiality and privacy.

This involves understanding all aspects 
of a dispute without taking sides and 
making decisions based on the specific 
facts and circumstances of each 
dispute.

dedicating time and effort to ensuring that all staff 
were, and felt, supported during the year which was, 
if nothing, more challenging than last year.

A collective sense of emotional burnout from living 
through a second year with a global pandemic was 
very evident at OSTI and is reflected in some of OSTI’s 
key operational results. 

OSTI did not attain two operational targets that it set 
for itself in 2021, namely an average turnaround time 
(“TAT”) of 120 days and ensuring that the number of 
complaints on the 6 Month List did not exceed 10% 
of the number of open complaints. The 6 Months 
List is a list of complaints outstanding for six months 
and longer, and on which management is required 
to report to the Board of Directors. OSTI ended the 
year with an average TAT of 138 days, an increase of 
two days from the average TAT for 2020, and with  
332 complaints on the 6 Months List. Although the 
number of complaints on the 6 Months List came 
down to less than half of the number of complaints 
of the previous year, the figure should have been 
around 300 and this near attainment of the target 
in December 2021 was not consistent throughout  
the year.

11.7% fewer complaints were registered in 2021 
when compared to 2020. OSTI registered 9 797 new 
complaints of which 259 were COVID-19-related 
complaints. The COVID-19-related complaints 
consisted of 197 business interruption (“BI”) and  
62 travel insurance complaints. The COVID-19-related 
complaints made up 2.6% of all the complaints 
registered by the office in 2021. In 2020 COVID-19-
related complaints comprised 7% of all the registered 
complaints. 

Complaints resulting from the civil unrest, looting 
and damage to infrastructure that swept through  
the provinces of KwaZulu-Natal and Gauteng in 
July 2021 were specifically categorised as “SASRIA” 
complaints, that is complaints specifically dealt with by 
the South African Special Risk Insurance Association 
(“SASRIA”). 31 SASRIA complaints were registered 
last year, with 23 relating to commercial lines and  
8 relating to personal lines insurance.

The office ended the year with 3 052 open complaints 
compared to the 4  210 in 2020, the difference 
being primarily due to the 7% increase in registered 
complaints in 2020 and the almost 12% decrease 
in registered complaints last year. The decline in 
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REPORT BY THE CHIEF EXECUTIVE OFFICER  |  CONTINUED

complaints to the office last year correlates with the 
general decline in claim submissions to the non-life 
insurance industry experienced last year, as shared by 
the Prudential Authority with the office. 

In 2021 OSTI closed 10 879 complaints, 0.7% more 
than in 2020. 

OSTI recorded a resolved ratio, also known as 
an overturn ratio, of 18%, the same as in 2020.  
The resolved/overturn ratio is an indicator of those 
complaints where the insurer’s decision was changed 
by the office with some additional benefit to the 
complainant. The recorded monetary benefit and 
value for consumers who approached the office for 
assistance amounted to R197 301 631. Of this total, 
R97  704  980 relates to the COVID-19 BI complaints 
that were settled by the members after the courts 
handed down their judgments on the causal 
connection between the government-imposed 
COVID-19 lockdown regulations and the interruption 
to businesses. Many of the claims pertaining to these 
complaints were settled by the members before the 
office issued a recommendation. 

Despite not attaining certain operational targets, 
as mentioned above, OSTI maintained an overall 
customer experience rating of 76% out of a target of 
80%, the same score as in 2020. Surveys are sent to 
both insurers and complainants on the finalisation of 
each complaint. 

The Insurance Ombudsman Portal, a website launched 
in 2020 as part of the “soft” amalgamation with the 
office of the Long-term Insurance Ombudsman 
(“OLTI”), provides complainants with a single port 
of entry for all insurance complaints and enables 
the seamless transfer of complaints and telephone 
calls between the two offices. As at the end of the 
year, OSTI transferred 1 634 telephone calls to OLTI, 
referred 734 complaints to OLTI and received 1 069 
e-mails from the portal.

Swiss Re Corporate Solutions Africa Limited became 
a member of OSTI and was its only new member  
in 2021.

During the year OSTI appointed two junior assistant 
ombudsmen after they completed their second year 
of legal internship with the office, an accounts assistant 
and two complaints transfer administrators after 
they completed their second year of administrative 
internship, an assistant ombudsman, and a case 
administrator. 

A complaints registration administrator resigned 
towards the end of the year. Since the hard lockdown 
in March 2020, two staff members have resigned  
from OSTI. 

OSTI’s Internship Programme, started in 2018, 
continued in 2021 with five new legal interns and four 
new administrative interns joining the programme, 
and with one legal intern and two administrative 
interns proceeding to their second year of internship.

The International Network of Financial Services 
Ombudsman Schemes (“INFO Network”) conference, 
scheduled to take place in Kuala Lumpur in Malaysia at 
the end of September 2020 and which was postponed 
in 2020, was again postponed, but its Annual General 
Meeting was held online. The office participated 
in surveys, “hot topic” discussions and attended 
webinars hosted by the INFO Network throughout 
the year.

During the year, several engagements took place 
with the National Treasury, Financial Sector Conduct 
Authority, South African Insurance Association (“SAIA”), 
Ombud Council, Financial Intermediaries Association, 
other financial ombud schemes, in particular 
those schemes forming part of the Amalgamation 
Project, member insurers, consumer bodies and 
representatives. A consumer workshop was hosted by 
OSTI in August and an industry workshop was hosted 
in December, both of which were held online.

OSTI continues to serve on the National Consumer 
Financial Education Committee of the National 
Treasury and the SAIA Consumer Education 
Committee and participated in the National Treasury’s 
consumer education initiative called Money Smart 
Week.

OSTI’s community outreach programme during 
2021 took the form of supporting local orphanages.  
In March we donated 92 duvet sets to Kids Haven; in  
July we donated necessities to Princess Alice 
Adoption Home; 80 food parcels were donated 
in October to the Masibambisane Centre; and in 
December we donated essential items to the Door of 
Hope Children’s Mission.

Other initiatives undertaken by OSTI which align with 
being a proactive, committed and socially responsible 
corporate citizen include preparing OSTI’s financial 
statements in accordance with the International 
Financial Reporting Standards and the requirements 
of the Companies Act, 71 of 2008. The General 
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Manager’s Finance Report on page 15 deals in more 
detail with finance matters.

OSTI is currently a level 2 Broad-Based Black 
Economic Empowerment contributor on the qualified 
small enterprise scorecard and its Talent Management 
Project, started in 2021, speaks to OSTI’s integrative 
approach to transformation. OSTI’s Code of Ethics 
sets out the importance of respect for the dignity, 
worth, equality, diversity and privacy of all persons. 
In terms of the Code of Conduct, everyone at OSTI 
must treat their colleagues and all others with whom 
they do business with respect, dignity, fairness and 
courtesy, and maintain a work environment that is 
free from discrimination and harassment. As an equal 
opportunity employer, OSTI aims to eliminate all 
forms of discrimination in the recruitment, selection 
and advancement of staff.

During the year OSTI continued to promote staff 
well-being through its various health and wellness 
initiatives. OSTI kept staff at home for their safety, 
as well as that of its other stakeholders, and all 
engagements with stakeholders continued to take 
place on virtual platforms. 

The Board of Directors delegated the monitoring, 
oversight and addressing of financial, staff health 
and well-being, and operational issues arising from 
COVID-19 to the COVID-19 Crisis Committee.

OSTI conducted in-house training, including  
on-boarding training, and provided external training 
to staff. 

The move of OSTI’s information and communication 
technology platforms to the cloud in 2018 not only 
assisted OSTI in transitioning smoothly to working 
from home when the hard lockdown was imposed 
in March 2020 but enabled OSTI to continue  
working from home in 2021 with minimum disruption 
to its operations. The digitisation of document 
management has not only reduced the cost of 
consumables and equipment such as paper, stationery, 
toner, copiers, printers and offsite document storage, 
but has also reduced OSTI’s carbon footprint. 

OSTI has incorporated the Treating Customers Fairly 
outcomes in its case management system to enable 
it to track, document and report on these outcomes.  

For the first time, OSTI is reporting on these  
outcomes, which can be found on page 27 in the 
Report on the Statistical Analysis of Finalised Matters, 
Customer Experience and Public Relations in 2021. 

There are also some new office statistics on pages 20 
and 21.

Judge Ron McLaren’s report, on page 8, canvasses 
the developments in our regulatory environment 
under Chapter 14 of the Financial Sector Regulation 
Act, 2017, and pertaining to the South Africa Financial 
Ombud System Diagnostic Report by the World Bank 
Group, issued in July. 

In the last section of my report, I extend, on behalf of 
everyone at OSTI, a word of deep gratitude to OSTI’s 
Board of Directors and all the Board’s sub-committees, 
including the Executive Committee, Audit and Risk 
Committee and COVID-19 Crisis Committee, for their 
guidance and support.

I am grateful to and thank Ms Miriam Matabane, our 
General Manager, for her tireless support during 
another challenging year. I thank the senior leadership 
team, and all who occupy managerial roles, for their 
passion and commitment to OSTI. I thank each staff 
member for their dedication and hard work during an 
exceedingly difficult year. 

I thank all OSTI’s stakeholders, especially our 
members, who have enabled the office to continue 
to provide an alternative dispute resolution forum to 
their policyholders.

According to the Zunin and Myers model of dealing 
with disasters*, developed over 20 years ago,  
everyone goes through distinct phases of a shared 
emotional response leading up to, during and 
emerging from a disaster. 

These phases are:

◗ the pre-disaster phase, which generates fear and 
anxiety of the looming unknown; 

◗ the reality impact phase, the spike in the number of 
cases and the ongoing lockdowns created a range 
of intense emotional reactions, from shock, panic, 
confusion, disbelief to a focus on self-preservation 
and family protection;

* By Jennifer Johnston-Jones, Ph.D. Adapted from Zunin & Myers as cited in DeWolfe, D. J., 2000. Training manual for mental health 
and human service workers in major disasters (2nd ed., HHS Publication No. ADM 90-538).
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◗ the heroic phase, during which there is a sense of 
collaboration and co-operation, but characterised 
by elevated levels of activity and low levels  
of productivity;

◗ the honeymoon phase, which typically brings a 
strong sense of optimism that everything is going 
to return to normal quickly leading to a sense of 
community and a desire to help others;

◗ the disillusionment phase, the realisation that 
there is no quick fix and that the vaccine was  
some way in the future. The protracted lockdowns 
led to a sense of discouragement, negativity and 
prolonged physical exhaustion; and 

◗ the reconstruction phase, where individuals and 
communities begin to assume responsibility for 
rebuilding their lives and people begin adjusting 
to new circumstances. There is a recognition of 
growth and opportunity.

The last phase is reflected in our theme for this Annual 
Report. There is a sense of rebuilding and returning 

REPORT BY THE CHIEF EXECUTIVE OFFICER  |  CONTINUED

to a former state of being, including returning to a 
normal state of health, mind and strength, and, at  
the same time, adjusting to a new and different way 
of life.  

2021 was a year of struggles, continued resilience and 
hope for a brighter tomorrow. Having gone through 
two years of a harrowing pandemic have taught us 
that just surviving is not enough, we need to reshape 
ourselves for the future and not just snap back to the 
status quo. The latter may be the safest course, but 
it is not the most forward focused. It may also not be 
enough to navigate future disruptions. 

Former President of the Republic of South Africa,  
Mr Nelson Mandela, said “our human compassion 
binds us the one to the other – not in pity or 
patronisingly, but as human beings who have learnt 
how to turn our common suffering into hope for the 
future”. 

Edite Teixeira-Mckinon

14 INSURANCE OMBUDSMAN 2021 ANNUAL REPORT



REPORT BY THE 
GENERAL MANAGER –  
FINANCE MATTERS
FINANCIAL OVERVIEW
The COVID-19 pandemic (“COVID-19”) has placed 
businesses under immense pressure and uncertainty, 
and continues to have a negative impact on the 
economy. OSTI responded to the pandemic by 
improving its operational efficiencies and aligning 
its strategic objectives with the changing economic 
environment. In 2021 OSTI continued to be mindful of 
the ongoing challenges in the environment in which 
the office operates, particularly the challenges facing 
the insurance industry. 

Information and communication technology (“ICT”) 
remained OSTI’s key strategic focus and investments 
made in enhancing and upgrading our ICT systems 
were targeted at improving our service execution and, 
in turn, ensuring OSTI’s sustainability and relevance.   

OSTI implemented numerous measures to minimise  
the impact of COVID-19 and to ensure that it  
maintained a strong financial position. 

The health and well-being of the OSTI staff remains a 
top priority for management and the Board, with the 
COVID-19 Crisis Committee dedicating its time and 
efforts to ensuring that the staff are, and feel, supported 
through these challenging times. Initiatives undertaken 
this year include a holistic health and wellness 
programme, counselling sessions, yoga sessions and 
the distribution of monthly mental health newsletters, 
to create mental health awareness.

2021 ANNUAL FINANCIAL 
STATEMENTS
PricewaterhouseCoopers Inc. continued in office  
as auditors for the financial year ended  
31 December 2021. The financial statements have 
been prepared in accordance with International 
Financial Reporting Standards and the requirements 
of the Companies Act, 71 of 2008. 

The 2021 Annual Financial Statements have been 
prepared on a going concern basis. The Board of 
Directors and management have reviewed and 
assessed OSTI’s liquidity and financial position to 
ensure that there is sufficient funding to sustain its 
operations and to meet its contractual and financial 
obligations for the next twelve months. 

During the 2021 financial year there were no 
significant changes identified and the audit team 
members remained independent throughout the 
audit engagements.

Copies of the approved and audited 2021 Annual 
Financial Statements will be distributed to our 
members on request.

OPERATIONAL CHANGE: 
CURRENT/PRESENT STATE OF 
AFFAIRS
The “soft” amalgamation between OSTI and the office 
of the Long-term Insurance Ombudsman continued 
with both offices operating as two separate entities. 

Chapter 14 of the Financial Sector Regulation Act, 
9 of 2017, dealing with ombuds schemes, came 
into operation in November 2020 and the Ombud 
Council was appointed in May 2021. In October 
OSTI’s deemed recognition as an ombud scheme was 
extended to 30 April 2022 and OSTI was invited to 
formally apply for recognition of an industry ombud 
scheme in December, which it has done.

FINANCIAL POSITION 
OSTI remains financially sound with all members 
settling their outstanding debts in full for the financial 
year ended 31 December 2021. We would like to 
extend our gratitude to all our insurer members for 
their continued support and contributions.
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REPORT BY THE GENERAL MANAGER – FINANCE MATTERS  |  CONTINUED

The debtors’ collections are monitored timeously 
and we are not aware of insurer members whose 
businesses are being severely impacted by the 
COVID-19 pandemic, causing an inability to settle 
their outstanding accounts.

The Board of Directors is of the opinion that the 
company has adequate financial resources to continue 
meeting its anticipated contractual and financial 
obligations in the foreseeable future.

OSTI will continue to review its liquidity and financial 
position to ensure that there is sufficient funding to 
sustain its operations. The Board of Directors has 
satisfied itself that the company is in a sound financial 
position and that it has access to sufficient borrowing 
facilities to meet its cash requirements.

REVENUE
OSTI recorded a revenue of R44.5 million for the year 
compared to R48.0 million in 2020. The unfavourable 
variance is mainly attributed to a decrease in the 
number of registered complaints. A total of 9 797 
complaints was registered in 2021, representing a 
decrease of 12% compared to 2020 (11 095) and this 
has had a significant impact on the revenue balance.

The decrease in registered complaints during the year 
can be attributed to the following factors:

◗ the trend seen in early 2021 by the Financial 
Sector Conduct Authority of an increase in 
policy cancellations and lapses and the trend of 
a reduction in claim volumes, as shared by the 
Prudential Authority with the office. As the majority 
of OSTI’s registered complaints emanate from 
claims, the two trends correlate with the decrease 
in complaint submissions to the office;

◗ the decrease in the number of motor vehicle-
related complaints as a result of fewer vehicles on 
the road and fewer incidents to claim for due to the 
continued COVID-19 lockdown. Prior to COVID-19 
50% of all complaints registered were related to 
motor vehicle insurance and this dropped to 43% 
at the end of December 2021; and 

◗ the decrease in the volume of COVID-19-related 
complaints. In 2021 the COVID-19-related 
complaints accounted for 3% of the complaints 
registered, compared to 7% in 2020. 

Fee income is recognised over time based on when 
a complaint is closed or based on the three-year 

average time that it takes to close complaints. A fixed 
rate fee is levied for each complaint registered against 
a member insurer. The fee per complaint increased 
from R4 400 in 2020 to R4 500 in 2021. A penalty fee 
of double the current fee is charged to insurers for 
delays in resolving complaints.

OPERATING EXPENDITURE
OSTI recorded R44.3 million in operating expenditure 
against the annual budget of R48.0 million in 
2021. The favourable variance is as a result of the 
implementation of cost management measures and 
cost savings as some of the expenses were cancelled 
due to the COVID-19 lockdown and staff members 
working remotely. OSTI identified measures to 
control actual expenditure and recoveries in 
2021. The increase in cost savings and return on 
investments reflect a solid financial position at the 
financial year-end. A surplus of R1.3 million for the 
year was recorded compared to R7.1 million in 2020.

CASH AND CASH EQUIVALENTS
The cash and cash equivalents increased to  
R37.6 million in 2021 compared to 2020  
(R29.6 million). The favourable variance is mainly 
attributed to the increase in debtors’ collections and 
the increase in the fee per complaint. Cash and cash 
equivalents consist of cash on hand and deposits 
held at call with financial institutions.  

The statement of cash flow reflected the cash 
movements on the purchase of property, plant 
and equipment and intangible assets of around  
R897 476, and the payment of the lease liabilities. 
There were no other significant movements from 
investing or financing activities.

Cash flow scenario planning, with middle and end 
estimates, is in place in order to adjust to changes 
in the environment that might evolve over time. 
We will continue to review our cash flow forecast 
and make adjustments for changes in the economic 
environment.

CAPITAL INVESTMENTS
Capital investments comprising property, plant 
and equipment and intangible assets amount to  
R5.3 million compared to R7.3 million in 2020.  
The decrease of R2 million was mainly due to the 
right-of-use assets depreciated over the time of  
the lease property, in accordance with IFRS 16. There 
were no significant movements to report.
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NEW MEMBERSHIP
Swiss Re Corporate Solutions Africa 
Limited’s application for membership was 
approved in June 2021.

A list of member companies is enclosed 
in this report.

OSTI BOARD AND BOARD COMMITTEES
The Board and Audit and Risk Committee are mandated to monitor the effectiveness of the risk 
management process and systems of internal control. OSTI has implemented and maintained a 
comprehensive system of internal controls to mitigate against risk and to ensure that objectives 
are consistently achieved. Internal controls are based on the principle of acceptable risk being 
inherent to the implementation of a cost-effective system of internal control. The internal control 
system includes monitoring mechanisms and mitigation processes to enhance deficiencies when 
they are detected.

The Board and Audit and Risk Committee are responsible for ensuring and safeguarding the 
company’s assets, including the operations of adequate systems of internal control and risk 
management, ensuring accurate reporting of financial statements in compliance with the applicable 
legal requirements and accounting standards. The internal and external auditors are tasked to 
render combined assurance reports to the Board and the Audit and Risk Committee.

The COVID-19 Crisis Committee continues to monitor the impact of COVID-19 on OSTI’s 
operations, financial position and the health and well-being of staff. The Committee continues 
to meet regularly to address issues with the objective of ensuring that OSTI is sustainable and 
remains relevant to all its stakeholders. 

The risk register is reviewed quarterly to ensure that all the major risks facing the company, 
including emerging risks, are managed effectively. The Board of Directors is not aware of any 
exposure or position that could culminate in the residual risk profile of OSTI exceeding the risk-
bearing capacity expectations set by the Board. 

The finance team would like to extend their gratitude to these committees for their tireless efforts 
in providing support and guidance, and their ongoing contribution to OSTI’s success.

Miriam Matabane
General Manager
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COMPLAINT TYPES – RAND VALUE OF COMPLAINTS RESOLVED IN FAVOUR 
OF THE INSURED

Commercial Homeowners’ Household Motor Other Total

2019  18 255 299.01  14 653 628.32  2 958 039.99  47 701 386.00  11 366 537.36  94 934 890.68 

2020  38 909 691.15  15 703 055.02  3 782 112.41  48 908 741.25  12 245 301.72  119 548 901.55 

2021 134 846 032.30 9 356 581.24 1 974 965.26 34 879 844.54 16 244 207.16 197 301 630.50

COMPLAINT TYPES RESOLVED IN FAVOUR OF THE INSURED

OFFICE STATISTICS

Total closed Resolved Ratio
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1 629
(2020: 1 231)

375
(2020: 199)

23.02%
(2020: 16.16%)
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2 483
(2020: 2 100)

270
(2020: 229)

10.87%
(2020: 10.90%)
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ts 626
(2020: 618)

94
(2020: 102)

15.02%
(2020: 16.50%)

M
o
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r 4 398

(2020: 4 305)
707

(2020: 688)
16.08%

(2020: 15.98%)

O
th

er 1 743
(2020: 2 551)

530
(2020: 744)

30.41%
(2020: 29.16%)
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Household contents 
6.1%

Homeowners’ 
22.2%

Motor 
42.6%

Commercial 
13.9%

Finalised within 4 months
54%

Finalised between 4 and 6 months
16%

Finalised over 6 months
30%

Other 
15.1%

TYPES OF COMPLAINTS

FINALISATION PER PERIOD

2021
9 797

10 879

2020
11 095

10 805

TOTAL 
COMPLAINTS 
REGISTERED 
AND CLOSED

 Total complaints registered 
 Total complaints closed

10 367

9 167
2019
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COMPLAINTS/ENQUIRIES RECEIVED AND REFERRED ELSEWHERE 

Miscellaneous
2.63%

Referred to Consumer Goods and Services Ombud
4.47%

Referred to Financial Sector Conduct Authority
0.07%

Referred to National Credit Regulator 
0.39%

Referred to Banking Ombud
1.64%

Referred to Council for Medical Schemes
2.37%

Referred to Long-term 
Insurance Ombud

48.26%

Referred to the Pension Funds Adjudicator
0.39%

Referred to Community Scheme Ombud
0.07%

Referred to FAIS Ombud
12.75%

Referred to National Consumer Commission
0.79%

Referred to Motor Industry Ombud
3.68%

Third Party Complaints
22.49%

OFFICE STATISTICS  |  CONTINUED
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COMPLAINTS DISCONTINUED OR OUTSIDE JURISDICTION

Applications/Requests for Assistance Closed Percentage Formal Complaints Closed Percentage

Abandoned by Insured 3.25% Abandoned by Insured 3.40%

Withdrawn by Insured 4.02% Withdrawn by Insured 4.18%

Outside Jurisdiction 3.21% Outside Jurisdiction 0.16%

REGISTERED COMPLAINTS CLOSED PER DEPARTMENT 

Fast Track Department
32.75%

On Transfer Department
4.82%

Standard Complaints 
Handling Department

62.43%
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REPORT ON THE STATISTICAL 
ANALYSIS OF FINALISED 
MATTERS, CUSTOMER 
EXPERIENCE AND PUBLIC 
RELATIONS IN 2021 

MOTOR VEHICLE INSURANCE 
DISPUTES 
Although accident-related complaints declined 
from 73% in 2020 to 65% in 2021, this remained the 
highest type of complaint considered by OSTI in this 
category. The second highest type of motor vehicle 
insurance dispute related to warranty and mechanical 
breakdown claims which increased by 3% from 11% 
in 2020 to 14% in 2021. This was followed by theft 
and hijack claims which comprised  7%, remaining 
unchanged. 

The Annual Reports in 2019 and 2020 pointed to  
an upward trend in the number of complaints  
relating to accident claims rejected by insurers on 
the ground that the incident driver failed to exercise 
reasonable precautions/due care. The number of 
these complaints increased substantially, by 48%, 
in 2019 and 2020. In 2021 OSTI considered 26% 
more complaints of this nature when compared to 
2020. Many of these claims were rejected based on 
allegations that the driver was speeding. 

The reasonable precautions/due care clause is a 
general condition of cover applicable to all categories 
of insurance. However, the upward trend in claim 
rejections based on this ground has not been seen 
in other categories. In 2021 homeowners’/building 
and household contents insurance claim disputes on  
this ground comprised 1%. Commercial claims 
comprised 3%. 

The majority of these complaints, at 43%, related to 
motor vehicle insurance disputes. In 2020 the office 
reported the lowest number in this category, with 
a 12% decline when compared to 2019. This was 
attributed, in part, to the nationwide lockdown and 
government regulations set to combat the spread of 
the novel coronavirus (“COVID-19”). In 2021 the office 
finalised 7% more motor vehicle insurance disputes 
when compared to 2020. We expect that these figures 
will continue to rise as the country adapts to living 
with the challenges of the pandemic. 

The second highest number of complaints considered 
by OSTI in 2021 related to homeowners’/building 
insurance at 22%. This was followed by commercial 
insurance complaints at 14% and household contents 
insurance complaints at 6%. The figures in these 
categories remained more or less constant when 
compared to 2020. The balance of complaints, at 
15%, relates to other types of cover and general 
policy queries. 

Below we discuss some of the complaint trends in 
relation to each category of insurance. 

DURING 2021 OSTI FINALISED A TOTAL OF 10 879 FORMAL COMPLAINTS.
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In 2021 OSTI considered a total number of 369 
complaints relating to accident claims that had 
been rejected on the ground that the driver failed to 
exercise reasonable precautions/due care. Of these, 
47 rejections were overturned and insurers paid these 
claims. The Ombudsman issued eight formal rulings 
under the office’s escalation process. 

Rejections were overturned, for instance, where an 
insurer relied on an inaccurate and/or incomplete 
report from an accident reconstruction specialist 
concerning the calculation of the speed and how it 
contributed to the accident. The office does not simply 
accept an expert report as decisive. OSTI carefully 
evaluates this evidence and determines to what extent 
the findings and conclusions put forward by the expert 
were established on logical and accurate reasoning.

Even when an insurer has satisfied the office that the 
driver was speeding, a rejection of the claim may be 
overturned because it failed to establish the legal 
requirement to prove that the driver acted recklessly. 
Essentially, this requires proof that the driver 
knowingly courted danger, with reckless abandon and 
in disregard of the reasonable possibility of the loss 
eventuating, and then failed to take reasonable steps 
to prevent it. A claim cannot be invalidated by the 
insurer if it, at best, established that the driver drove 
negligently. 

In 2021, 16% of the total number of motor vehicle 
insurance disputes were resolved in favour of the 
insureds, and OSTI put R34 879 844.54 back into their 
pockets. 

HOMEOWNERS’/BUILDING 
INSURANCE DISPUTES 
48% of the complaints considered by OSTI under 
this category related to claims for damage caused by  
acts of nature, mainly storm-related. In 2020 we 
anticipated that storm-related claims would become 
prevalent considering changing weather patterns. 

Through various consumer education initiatives, the 
office has continued to draw attention to the insured’s 
responsibility to make sure that their buildings are 
structurally sound and properly maintained. This is  
because most homeowners’ insurance policies 
specifically exclude damage arising from structural 
defects, lack of maintenance, or normal deterioration. 
For several years, the main reason for the rejection 
of homeowner’s insurance claims has been based on 
these grounds. 

The number of complaints relating to homeowners’ 
claims rejected by an insurer on the ground that the 
loss or damage resulted from defective construction 
and/or maintenance issues increased by 17% in 2020 
when compared to 2019. There was a further increase 
in 2021, from 47% in 2020 to 53%. We urge insureds to 
heed our advice because the cost of repairs after an 
incident, such as a storm, is far greater than the cost 
of regular maintenance. 

Having said this, we encourage consumers to register 
a complaint with the office if they disagree with their 
insurer’s decision to reject a claim on these grounds 
or are not satisfied with the explanation provided to 
them. In our approach, we gather and review all the 
evidence to determine, not only whether the insurer 
had sufficient grounds to rely on the policy exclusion, 
but also, whether this was done fairly. In 2021, 10% 
of the matters we considered on this issue were 
overturned by the office and insurers paid these claims. 

11% of the total number of homeowners’ insurance 
disputes were resolved in favour of the insureds’ 
claims, with a recovery of R9 356 581.24.

HOUSEHOLD CONTENTS 
INSURANCE DISPUTES 
Theft and burglary claims comprised 44% of 
complaints considered by OSTI under this category. 
In 2020 we reported a 17% decline when compared 
to 2019. The number of complaints relating to theft 
and burglary claims declined by a further 9% in 2021 
compared to 2020. 

Complaints relating to damage caused by power 
surges increased from 3% in 2018 to 6% in 2019.  
In 2020, 11% of household content disputes were 
related to power surge claims. In 2021 the number of 
these complaints increased to 16%. 

With the country continuously dealing with load-
shedding and power outages, OSTI recommends that 
consumers review their policy documents to ensure 
that they enjoy cover for damage caused by a power 
surge. Some household contents insurance policies 
do not include this cover, whilst other policies may 
only cover power surge damage for an additional 
premium if it is requested. 

15% of the total number of household contents 
insurance disputes were resolved in favour of the 
insureds’ complaints, with a recovery of R1 974 965.26. 
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COMMERCIAL INSURANCE 
DISPUTES 
2020 saw a surge in the number of commercial 
insurance complaints considered by OSTI when 
compared to previous years due to COVID-19-related 
business interruption claims. There was a delay in 
the finalisation of these disputes in the office as the 
industry sought clarity on the question of whether 
the direct cause of the business interruption was the 
government-imposed lockdown or COVID-19. This 
issue was decided by the courts in December 2020 
and the outcomes of COVID-19-related business 
interruption claims were reconsidered by insurers 
based on the courts’ decisions. 15% of these 
complaints were finalised in 2020. A further 27% were 
finalised in 2021. 

Building and motor vehicle-related complaints 
comprised 21% and 19% respectively. Commercial 
policy documents specify certain obligations on 
business owners/the insureds in respect of the risk 
on cover. For motor vehicle insurance, these include 
the roadworthiness of the vehicle, a valid professional 
driver’s permit and vehicle security, amongst others. 
Building insurance cover may have been accepted 
on the condition that certain security and/or fire 
regulations are met. The majority of complaints 
considered by the office under commercial building 
and motor vehicle insurance concerned claims that 
were rejected on the ground that the insured did not 
comply with the conditions of cover. 

In 2020, 16% of the total number of commercial 
insurance disputes were resolved in favour of the 
insureds and OSTI recovered R38 909 691.15. In 2021, 
22% were resolved in favour of the insureds and  
R134 846 032.30 was recovered for businesses. 

“OTHER” AND NON-CLAIM-
RELATED POLICY DISPUTES 
The remaining complaints related to various types 
of insurance cover and products including personal 
accident, water loss, travel, all risks, mobile devices, 
legal expenses, hospital and medical gap cover. 

Disputes relating to mobile device theft and accidental 
damage remained the highest in this category. They 
increased from 30% in 2020 to 36% in 2021. This was 
followed by personal accident and legal expense 
claims disputes at 9% and 8% respectively. COVID-19-
related travel insurance matters remained unchanged, 
at 7%. 

30% of the total number of complaints in this category 
were resolved in favour of the insureds’ complaints 
and OSTI recovered R16 244 207.16. 

CUSTOMER EXPERIENCE 
OSTI designed and implemented a customer 
experience strategy in January 2018. Its purpose is to 
provide a substantive way in which the office’s services 
are measured and evaluated internally and externally. 

Customer experience, in the context of OSTI, entails 
delivering efficient and fair resolutions to complainants 
and insurers. OSTI evaluates its services and quality 
across a broad range of issues we see as critical to our 
success, and we have set service level targets. 

Based on the telephone call metrics in 2021, OSTI’s 
contact centre operated at an exceptional service 
level and attained a score of 80 out of a target score 
of 80. 

Customer experience surveys are completed by 
complainants and insurers at the conclusion of a 
complaint. 10 879 cases were closed in the year 
under review. Out of these, 2  357 complainants and 
1  508 insurers (36% overall) completed the surveys.  
In relation to the number of customer experience 
surveys completed in 2021, 95% (an overall score of  
76 out of the target of 80) were satisfied with the office’s 
service, process and communications. 

The customer experience survey questions are about 
the handling of a complaint by the office. However, 
to some degree, survey results are influenced by the 
outcome of the dispute. 

It is essential that both parties feel that they were 
treated fairly, even though the outcome of the dispute 
was not in their favour. Open and closed cases are 
regularly audited to ensure efficient and fair dispute 
resolution practices. OSTI also has an escalation 
committee to review cases where the decision of 
an Assistant Ombudsman, on the outcome of a 
dispute, is challenged by the complainant or insurer.  
The escalation committee comprises the 
Ombudsman, Chief Executive Officer (“CEO”) and  
four Senior Assistant Ombudsmen. 

The Head of the Customer Experience Department 
investigates and responds to service complaints 
submitted through OSTI’s internal channels, social 
media, and Hello Peter. The customer experience 
survey results are also evaluated. Every service 
complaint or compliment is critical to identifying 

REPORT ON THE STATISTICAL ANALYSIS OF FINALISED MATTERS,  
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behavioural trends and internal processes that 
need improvement or additional resources.  
The head of the department provides regular 
feedback and recommendations to the staff and 
provides a comprehensive quarterly report on the 
office’s performance which is submitted to the Board 
of Directors. 

Resolving disputes in the shortest time possible 
remains a common issue raised by complainants 

SOCIO-ECONOMIC INFORMATION ON THE DISTRIBUTION OF 
COMPLAINANTS 
Complainants by province
The completion of demographic information is not a compulsory field in the application for assistance/complaint 
forms. The following data is based on 10 343 complainants that provided this information in the complaint form. 

and insurers. The office aims to resolve complaints 
within 120 days. 54% of the cases considered by OSTI 
in 2021 were resolved within this period. 30% took 
longer than six months to resolve. 

Strategic initiatives have been taken by the office to 
manage staff capacity, backlogs and work volumes. 
OSTI has also recruited additional professional and 
administrative staff, as well as legal interns. 

BASELINE – 
SERVICE LEVEL 

TARGET

80%

Customer experience survey results 

60% Achieved 

75% Achieved

76% Achieved

76% Achieved

2018

2019

2020

2021

1 Gauteng 3 818 38% 

2 KwaZulu-Natal 2 978 29%

3 Western Cape 1 259 12%

4 Eastern Cape 643 6%

5 Mpumalanga 401 4%

6 Free State 384 4%

7 North West Province 346 3%

8 Limpopo 330 3%

9 Northern Cape 184 1%

1

2

4

8

6

7

9

3

5

25INSURANCE OMBUDSMAN 2021 ANNUAL REPORT



Where did complainants hear about OSTI? 
The following data is based on 8 162 complainants that provided this information in the complaint form. 

REPORT ON THE STATISTICAL ANALYSIS OF FINALISED MATTERS,  
CUSTOMER EXPERIENCE AND PUBLIC RELATIONS IN 2021  |  CONTINUED

BASED ON

8 162
COMPLAINANTS

Internet/social media 1 900 23%

By word of mouth 1 236 15%

Your insurer 1 211 14%

Your broker 906 11%

Other Ombudsman 791 10%

Your attorney 632 8%
Media  
(Radio/Television/Newspaper/Magazine) 537 7%

Your policy document 422 5%

The rejection letter 328 4%

Your bank 142  2%

Motor dealer 57 1%

SOURCES OF 
COMPLAINTS RECEIVED 
BY OSTI

52.69% E-mail

36.95% Web

9.36% Referral

0.43% Fax

0.41% Phone

0.14% Post

0.02% Walk-in
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PERCENTAGE OF 
CASES CLOSED 
UNDER EACH 

OUTCOMES-BASED 
QUESTION

TREATING CUSTOMERS FAIRLY (“TCF”) 
TCF is a regulatory framework set by the Financial Sector Conduct Authority. It is an outcomes-based 
regulatory and supervisory approach designed to ensure that regulated financial institutions deliver 
specific and clearly set out fairness outcomes for financial customers. 

Regulated entities are expected to demonstrate that they deliver the following TCF Outcomes to their 
customers throughout a product’s life cycle, from product design and promotion, through advice and 
servicing, to claims and complaints handling. 

Insureds can be confident that they are dealing with an insurer 
where the fair treatment of policyholders is central to the insurer’s 
culture. 

39%

Products are designed to meet the needs of identified types, 
kinds, or categories of insureds and are targeted accordingly.

4%

Insureds are given clear information and are kept appropriately 
informed before the point of sale.

4%

Insureds are given clear information and are kept appropriately 
informed during the point of sale.

7%

Insureds are given clear information and are kept appropriately 
informed after the point of sale.

6%

Where insureds receive advice, the advice is suitable and takes 
account of their circumstances.

2%

Insureds are provided with service that is of an acceptable 
standard. 

16%

Insureds are provided with products that perform as they have 
been led to expect.

11%

Insureds do not face unreasonable post-sale barriers when they 
want to change a product. 

2%

Insureds do not face unreasonable post-sale barriers when they 
want to switch providers.

1%

Insureds do not face unreasonable post-sale barriers when they 
want to submit a claim.

5%

Insureds do not face unreasonable post-sale barriers when they 
want to make a complaint.

3%
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OSTI’S SERVICE CHARTER 
The Service Charter reflects OSTI’s values and explains 
what a complainant and insurer can expect from the 
office during the registration and investigation of a 
complaint. It also, in turn, explains what OSTI needs 
from them. 

OSTI will finalise its Service Charter in April 2022.

VULNERABLE CONSUMERS
OSTI has an obligation to ensure that appropriate 
mechanisms are in place to address the needs of 
vulnerable consumers when investigating complaints. 

A “vulnerable consumer” is defined as “someone 
who, due to their personal circumstances, is especially 
susceptible to detriment, particularly when a firm is 
not acting with appropriate levels of care” (The United 
Kingdom Financial Conduct Authority).

OSTI will finalise its Vulnerable Consumers Policy in 
January 2022. This policy, which will be implemented 
during the year, addresses the need for the office to 
define “vulnerable consumers”, develop guidelines 
and implement processes to handle the complaints 
of vulnerable consumers, record this information so 
that the office can better support the needs of this 
group of insurance customers and collate statistical 
information to analyse trends. 

When compiling the categories of vulnerable 
consumers in the policy, OSTI considered the types 
of complaints that it has dealt with over many years as 
well as international precedents.

OSTI fully supports the growing international and local 
movement towards the identification of “vulnerable 
consumers” in the financial sector. The office aims to 
ensure that this category of complainants receives the 
care, protection and guidance that they may need.

PUBLIC RELATIONS (“PR”), MEDIA 
AND CONSUMER EDUCATION 
(OUTREACH PROGRAMME)
The Public Relations and Communications Department’s 
strategy is to create public awareness and understanding 
of the office, educate consumers and communicate 
with industry members regarding important information 
relating to complaints and the office. 

In line with the office’s strategic objectives in 2021, OSTI 
issued quarterly press releases addressing important 
issues in the industry. The office also published quarterly 
newsletters, called “The Briefcase”, containing important 
information about the office and various case studies. 
These publications are available on the office’s website. 

OSTI also engaged in positive press coverage. 
According to the Media Monitoring Report for 2021, 

OSTI was featured in 132 print and online media 
publications, conducted 49 radio interviews and five 
broadcast television appearances. These channels 
are an integral part of the office’s communications 
strategy and OSTI expresses its gratitude to the 
media for its commitment to consumer education. 

In 2021 OSTI continued to participate in the National 
Treasury consumer financial education committee. 
It is also an active member of and participated in 
the South African Insurance Association’s consumer 
education committee. The office also engaged 
with the Financial Intermediaries Association of  
South Africa on non-life insurance complaint trends. 

OSTI and OLTI continued to strengthen their 
joint social media presence on Facebook, Twitter 
and LinkedIn. As a result, in 2021, the office saw 
a substantial rise in the number of complaints 
submitted online. Social media platforms are used to 
raise awareness of the office’s services and processes, 
and to educate consumers on emerging trends in the 
insurance industry. Jointly, OSTI and OLTI posted five 
consumer tips per week. At the end of 2021 the office 
had 3 698 followers across all social media platforms. 
OSTI’s YouTube channel, which was launched on  
19 August 2021, has had over 1 000 views. 

The office participated in Money Smart Week  
South Africa (“MSWSA”), a consumer education 
initiative of the National Treasury, in March 2021.  
OSTI and OLTI also held a joint Consumer 
Workshop on 26 August 2021. Various consumer 
body representatives, journalists and legal advisers 
were hosted on a virtual platform. MSWSA and 
the Consumer Workshop were aimed at ensuring 
that consumers are made aware of their rights and 
recourses when they are unhappy with the conduct 
of an insurer or the outcome of a claim. Recorded 
video presentations are available on OSTI’s YouTube 
channel and website. 

OSTI held an Industry Workshop for insurers on  
2 December 2021. Key emerging trends, including the 
reasonable precautions clause, were discussed. 

Details of media exposure and consumer education 
activities are reported to the CEO and Board of 
Directors every quarter. 

Since the start of the pandemic, the office has had 
to restrict some of its PR activities, especially its in-
person activities. In 2022, the office plans to engage 
in outreach programmes to underrepresented groups 
of potential complainants. 

Ayanda Mazwi 
Senior Assistant Ombudsman and Head of  
Department for Customer Experience and 
Public Relations
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EXPLANATORY NOTES
However, this statistic should be considered in 
conjunction with columns 8 and 9, being the share 
of matters resolved through conciliation by the 
parties/enforcement by OSTI.

 The overturn rate is an indicator that the decision 
of the insurer with respect to a complaint was 
changed in some respect by this office with 
some additional benefit to the insured. Further 
comments on the overturn rate appear below.

5. Please note that a claim can be received by an 
insurer in year one and a complaint in respect 
of that claim may be received by OSTI only in  
year two – hence the number in column 1 may  
be greater than the number in column 3.  
The statistics record the numbers received by 
insurers and the OSTI respectively during 2021.

6. Also note that under column 1, certain insurers may 
be shown by the FSCA statistics as having received 
no claims during 2021. This may be explained based 
on either the company issuing only commercial lines 
policies or that the company is dormant. We repeat 
that only personal lines statistics are included in the 
table as this is what has been received from the 
FSCA (columns 1 and 2).

7. The overturn rate per insurer as shown in the 
table is for personal lines claims only. It excludes 
commercial lines claims and complaints resolved 
on transfer (see point 3 above). If a high overturn 
rate is registered, this may, but not necessarily, 
indicate that the insurer is not treating its customers 
as fairly as it should. However, the overturn rate 
should be treated with considerable caution as a 
high overturn rate can also be indicative of a high 
degree of co-operation being received by OSTI 
from a particular insurer in resolving a complaint 
to the satisfaction of the customer. OSTI takes 
into account the following two circumstances in 
determining the overturn rate:

(a) The decision of the insurer is overturned by 
OSTI by way of a recommendation which is 
accepted or by way of a Final Ruling.

(b) A resolution of the dispute has been mediated 
by OSTI with the insured receiving a benefit 
which he/she would not have received without 
the involvement of OSTI.

8. Any media queries in relation to the insurer statistics 
should be directed to the particular insurer.

1. The data must be understood in the correct context 
and it is therefore necessary to record some words 
of explanation in relation to these statistics.

2. OSTI has limited jurisdiction over commercial 
lines policies and, in any event, has jurisdiction for 
personal lines business only up to R3.5 million, save 
for homeowners’ claims where the jurisdictional limit 
is R6.5 million. The statistics therefore focus only on 
personal lines claims (statistics provided by the Financial  
Sector Conduct Authority (“FSCA”)) and personal 
lines complaints received by this office. Commercial 
lines complaints, which are not reflected in the 
statistics, represent about 14% of the total complaints.

3. Excluded from the overturn rate per insurer, as 
shown in the table, are those complaints resolved 
“on transfer”. In terms of the complaints handling 
process that came into effect on 1 January 2019, 
an insurer is given an opportunity to resolve a 
complaint directly with the insured where the 
insured lodged a complaint with OSTI before 
first approaching his/her insurer to resolve  
the complaint. This process is referred to as the 
“on transfer” process. If the insurer resolves  
the complaint to the satisfaction of the insured, 
then the decision of the insurer is not recorded as 
an overturn against the insurer in these statistics 
but is included in the overall office statistics. Further 
comments on the overturn rate appear below.

4. No adverse conclusions should be drawn against 
any insurer based purely on the number of 
complaints against them received by this office. 
Larger insurers issue proportionately more policies 
which cannot form the basis of a complaint to 
this office due to our jurisdictional limits. Thus, 
for example, when considering the percentage 
of complaints received by this office against a 
large insurer, the large insurer, upon a superficial 
analysis, therefore appears to attract a relatively 
low number of complaints. What is the more 
important statistic is the proportion of personal 
lines complaints relative to an insurer’s share of the 
total personal lines claims reported to the FSCA. 
The clearest indicator of this is column 5, being the 
number of complaints to this office per thousand 
claims received by an insurer. Where an insurer 
receives a high number of complaints to this office 
per thousand claims, this may be an indicator 
that claims are dealt with unfairly by the insurer. 
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INSURER STATISTICS 
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Abacus Insurance Limited 6 593 0.15% 13 0.16%  1.972/1 000 11 6 54.55% 0.00%

Absa Insurance Company Limited 141 539 3.28% 597 7.12%  4.218/1 000 680 97 13.68% 0.59%

AIG South Africa Limited 14 544 0.34% 22 0.26%  1.513/1 000 33 7 18.18% 3.03%

Allianz Global Corporate & Speciality SA 
Limited 70 0.00% 1 0.01%  0.014/1 000 3 0 0.00% 0.00%

Auto & General Insurance Company Limited 235 131 5.46% 302 3.60%  1.284/1 000 282 12 3.90% 0.35%

Bidvest Insurance Limited 21 291 0.49% 57 0.68%  2.677/1 000 70 11 15.71% 0.00%

Bryte Insurance Company Limited 183 033 4.25% 201 2.40%  1.098/1 000 247 46 17.00% 1.62%

Budget Insurance Company Limited 65 853 1.53% 225 2.68%  3.417/1 000 215 16 6.98% 0.47%

Centriq Insurance Company Limited 417 567 9.80% 177 2.11%  0.424/1 000 162 35 21.60% 0.62%

CFAO Motors Insurance Limited% 
(previously Unitrans Insurance Limited) 3 966 0.09% 2 0.02%  0.504/1 000 2 1 50.00% 0.00%

Chubb Insurance South Africa Limited 726 0.02% 5 0.06%  0.007/1 000 6 1 16.67% 0.00%

Compass Insurance Company Limited 18 659 0.44% 20 0.24%  1.072/1 000 24 1 4.17% 0.00%

Constantia Insurance Company Limited 204 640 4.80% 119 1.42%  0.582/1 000 176 47 24.43% 2.27%

Corporate Guarantee (South Africa) Limited! 0 0.00% 0 0.00%  0.000/1 000 0 0 0.00% 0.00%

Dial Direct Insurance Company Limited 27 511 0.64% 96 1.15%  3.490/1 000 112 6 5.36% 0.00%

Discovery Insure 238 766 5.54% 433 5.16%  1.813/1 000 425 41 9.18% 0.47%

Dotsure Limited% (previously Oakhurst 
Insurance Company Limited) 109 637 2.54% 283 3.38%  2.581/1 000 276 31 10.14% 1.09%

First for Women Insurance Company Limited 38 329 0.89% 133 1.59%  3.470/1 000 124 8 6.45% 0.00%

Firstrand Insure Short-term Insurance 49 201 1.14% 19 0.23% 0.386/1 000 23 3 13.04% 0.00%

Genric Insurance Company Limited 50 440 1.17% 45 0.54%  0.892/1 000 42 9 21.43% 0.00%

Guardrisk Insurance Company Limited 326 061 7.57% 550 6.56%  1.687/1 000 569 137 23.20% 0.88%

Hollard Insurance Company Limited 162 022 3.76% 370 4.41% 2 284/1 000 370 92 24.59% 0.27%

Hollard Specialist Insurance Limited 11 895 0.28% 56 0.67%  4.708/1 000 63 18 28.57% 0.00%

Indequity Specialised Insurance Limited 3 031 0.07% 0 0.00% 0.000/1 000 0 0 0.00% 0.00%

Infiniti Specialised Insurance Limited 28 098 0.65% 48 0.57%  1.708/1 000 51 8 15.69% 0.00%

King Price Insurance Company Limited 131 314 3.05% 504 6.01%  3.838/1 000 464 70 13.36% 2.16%

Land Bank Insurance SOC Limited! 0 0.00% 0 0.00% 0.000/1 000 0 0 0.00% 0.00%

Legal Expenses South African Limited 24 718 0.57% 83 0.99%  3.358/1 000 81 17 20.99% 0.00%

Lion of Africa Insurance Company Limited$ 1 0.00% 0 0.00% 0.000/1 000 0 0 0.00% 0.00%

“A complaint finalised on transfer” refers to a complaint where the complainant did not first approach the insurer to 
resolve the complaint. In such a case, the insurer is given an opportunity to resolve the complaint directly with the 
complainant and, if the complaint is resolved at this stage without OSTI’s intervention, the complaint is closed ”on 
transfer” and is excluded from columns 6 to 9 in the below statistics.
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Please Note:
The statistics for Old Mutual Insure include statistics for Iwyze. 

The statistics for Momentum Insurance Company Limited 
from 1 January 2021 to 30 June 2021.

Momentum Insure Company Limited% (previously 
Momentum Short-Term Insurance Company Limited)

The statistics  for Momentum Insure Company Limited 
include Momentum Insurance Company Limited statistics 
from 1 July 2021 to 31 December 2021.

The statistics for Centriq Insurance Company Limited 
include statistics for Shorprite Insurance Company Limited.

Legend:
! Nil return submitted
% Change of name 
$ Run-off of business
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Lloyd's South Arica (Pty) Limited 55 0.00% 1 0.01%  0.018/1 000 4 1 25.00% 0.00%

Lombard Insurance Group 24 014 0.56% 125 1.49%  5.205/1 000 115 9 5.22% 0.87%

MiWay Insurance Limited 138 423 3.21% 495 5.90%  3.576/1 000 467 35 6.64% 0.86%

Momentum Insurance Company Limited 32 774 0.76% 56 0.67% 1.709/1 000 84 15 17.86% 0.00%

Momentum Insure Company Limited% 85 025 1.97% 151 1.80% 1.776/1 000 192 40 20.83% 0.00%

Monarch Insurance Company Limited 9 738 0.23% 3 0.04%  0.308/1 000 4 2 50.00% 0.00%

Mutual and Federal Risk Financing 48 462 1.12% 255 3.04%  5.262/1 000 237 102 43.04% 0.00%

Nedgroup Insurance Company Limited 62 749 1.46% 285 3.40% 4.542/1 000 331 80 23.87% 0.30%

New National Assurance Company Limited 14 448 0.34% 130 1.55%  8.998/1 000 144 34 22.92% 0.69%

NMS Insurance Services (SA) Limited 163 094 3.78% 5 0.06%  0.031/1 000 2 1 50.00% 0.00%

Old Mutual Insure Limited 191 481 4.44% 559 6.67%  2.919/1 000 618 79 11.81% 0.97%

OUTsurance Insurance Company Limited 321 700 7.46% 279 3.33%  0.867/1 000 250 12 4.80% 0.00%

Professional Provident Society Short-Term 5 121 0.12% 18 0.21%  3.515/1 000 18 3 11.11% 5.56%

Renasa Insurance Company Limited 101 347 2.35% 130 1.55%  1.283/1 000 146 38 23.97% 2.05%

SAFIRE Insurance Company Limited 6 684 0.16% 7 0.08%  1.047/1 000 5 0 0.00% 0.00%

SA Home Loans Insurance Company Limited 25 762 0.60% 83 0.99%  3.222/1 000 108 2 0.93% 0.93%

Santam Insurance Limited 350 989 8.14% 416 4.96%  1.185/1 000 460 35 7.61% 0.00%

Santam Structured Insurance Limited 20 875 0.48% 263 3.14%  12.599/1 000 221 17 7.69% 0.00%

SASRIA (SOC) Limited 2 268 0.05% 6 0.07%  2.646/1 000 4 2 50.00% 0.00%

Standard Insurance Limited 137 473 3.19% 565 6.74%  4.110/1 000 610 70 11.15% 0.33%

Swiss Re Corporate Solutions Africa Limited! 0 0.00% 0 0.00% 0.000/1 000 0 0 0.00% 0.00%

Vodacom Insurance Company Limited 27 575 0.64% 158 1.88%  5.730/1 000 136 70 51.47% 0.00%

Western National Insurance Limited 20 574 0.48% 21 0.25%  1.021/1 000 33 5 15.15% 0.00%

Workerslife Insurance Limited 3 955 0.09% 10 0.12%  2.528/1 000 9 6 66.67% 0.00%

Yard Insurance Limited 517 0.01% 2 0.02%  0.004/1 000 0 0 0.00% 0.00%

TOTAL 4 309 739 100.00% 8 384 100% 1.945/1 000 8 709 1 378 15.82% 0.67%
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Mr. M registered a claim with his insurer for the 
replacement of a geyser. When he submitted the 
claim, he told the insurer that the geyser had fallen 
off the wall of the insured property. The claim was 
submitted under a homeowner’s insurance policy. 
The insurer rejected the claim on the basis that  
the policy only covers “bursting, leaking or  
overflowing geysers, or broken geyser valves or 
other geyser parts”. 

Mr. M subsequently raised his unhappiness with 
the outcome of the claim and requested that OSTI 
assist him in compelling the insurer to honour  
the claim.

The insurer submitted that no insured peril had 
been identified which had caused the geyser to 
fall and, consequently, the claim did not fall within 
the scope of the cover. It maintained that it was 
not liable to pay the claim. 

In his application for assistance to this office,  
Mr. M submitted that the geyser and its 
attachments were dislodged during a storm.  
The insurer argued that Mr. M had changed his 
initial description of the loss in an attempt to bring 
the claim within the scope of the cover. The insurer 
also provided a weather report for the date of  
the incident to prove that there had been no storm 
in the area at the time of the incident. 

OSTI reviewed the recorded claim submission 
call and confirmed that Mr. M only stated that 
the geyser had fallen off the wall. Mr. M did not 
provide any objective evidence to support his 
submission that a storm had caused the damage.

The insurer is only liable if the claim made by the 
insured falls within the scope of the cover provided 
in the policy. The policy wording sets out what is 
covered and what is excluded from the cover. 
It is the responsibility of insureds to familiarise 
themselves with the contents of the policy wording 
and raise an objection directly with their insurer 
should they not be happy with any of the terms of 
the contract. Once an agreement (policy) has been 
concluded, then the parties are entitled to apply 
the terms as they stand. 

A further review of the policy revealed that  
Mr. M’s claim could also not be entertained under 
the accidental damage section of the policy 
because the policy limited this cover to fixed glass, 
mirrors or sanitary ware, such as basins or toilets.

Accordingly, OSTI upheld the insurer’s rejection of 
the claim.

In conclusion, policyholders should bear in mind 
that, in certain circumstances, the insurer may 
elect to endorse a policy following the rejection 
of a claim. This simply means that, if the necessary 
remedial measures are not carried out, then the 
insurer will not accept further liability for any 
similar claims related to the insured property. 

Nomthandazo Molefe 
Assistant Ombudsman 

A CLAIM FOR GEYSER 
DAMAGE

CASE STUDIES
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Mr. D submitted a claim after a burglary that 
occurred on 31 August 2021 at his home.  
The burglary occurred in the garage on the 
insured property whilst the insured and his family 
were asleep. 

The claim was validated and approved.  
The insurer offered Mr. D a settlement amount 
of R10 000 on the basis that there were no signs  
of forced entry into or exit from the garage.  
Mr. D approached OSTI for assistance and advised 
of his dissatisfaction with the settlement amount 
offered by the insurer.

Mr. D did not agree that there were no signs of 
forced entry into or exit from the outbuilding.  
Mr. D made the following arguments:

1. The outside security cameras were broken.

2. The electrical gate was forced open.

An assessor was appointed by the insurer to 
investigate the loss. According to the assessor’s 
report, Mr. D was woken up by the house alarm 
at 04:30 in the morning. Mr. D switched off the 
alarm and checked outside to see if there was any 
movement of persons on the property. As there 
was no indication of any break-in, Mr. D turned 
the alarm back on. At 06:30 in the morning, Mr. D 
went to inspect the property. He discovered that 
unknown perpetrators had stolen various items 
from the garage, an outbuilding situated on the 
property. 

The report provided that a single combination 
steel door leading into the garage was not locked 
at the time of the incident. Furthermore, there 
were no signs of forcible or violent entry into or 
exit from the outbuilding. The report, however, 
stated that the unknown perpetrators had broken 
a beam located at the front gate before climbing 
over the gate and gaining access to the property.

Relying on the report, the insurer proceeded 
to approve the claim by offering the insured a 
settlement offer of R10 000.

The insurer relied on the following policy  
provisions to substantiate its decision to limit the 
claim:

“Key terms to understand 

Outbuildings

Any other domestic buildings on the premises 
of your home, such as garages, sheds, offices 
or consulting rooms”.

“Compensation following forcible entry  
or exit 

We compensate you up to the sum insured 
for theft where there are clear signs of forced 
entry to or exit from:

your outbuildings”

And:

“Household contents Comprehensive cover

Theft from your outbuildings without force 
R10,000”

Having reviewed all the evidence, OSTI found in 
favour of the insurer stating that the insured failed 
to provide evidence showing that there was forced 
entry into or exit from the outbuilding.

According to the assessor’s report, the garage 
door was not locked at the time of the incident. 
Whilst the security cameras may have been 
broken and the electrical gate tampered with, 
there were no signs of forced entry into or exit 
from the outbuilding as stipulated in the policy. 
Accordingly, OSTI concluded that the settlement 
offer was in line with the terms and conditions of 
the policy.

Eunine Dlamini
Tsholofelo Malatse
Kgothatso Maja 
OSTI Legal Interns

BURGLARY CLAIM AND 
QUANTUM IN DISPUTE
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BUSINESS INTERRUPTION AND 
THE COVID-19 CONTAINMENT

There is no doubt that the COVID-19 pandemic hit 
businesses hard in the wake of a nationally imposed 
hard lockdown and various other restrictions as 
the country moved between the different stages 
of lockdown in the months following June 2020. 
Who can forget walking into previously bustling 
malls to find the shop window of your favourite 
shop papered over, a sign that another business 
has fallen victim to tough times? For the insurance 
industry, this meant the creative interpretation 
of policy contracts to avoid liability for claims it 
never foresaw, and for the desperate business 
community, it meant scrutinising policies closely 
and finding even more creative ways to claim for 
the losses suffered. One such matter embodies 
this case study.

The insured approached the office of the OSTI for 
assistance following the rejection of a claim for 
losses incurred as a result of business interruption 
in terms of the Tourist Attraction Section of a 
commercial insurance policy held with the insurer. 
The insurer rejected the claim on the basis that 
there is no cover for the loss due to the fact that 
it was not caused by an insured peril as defined 
in terms of the policy. What is unique about the 
dispute is that the policy, along with the standard 
business interruption cover, provided an extension 
to the cover, being cover for losses resulting 
from business interrupted due to contamination 
occurring within a 50 km radius of the business 
premises. It is in terms of this clause that the 
insured claimed from its insurer.

The insured claimed from the insurer for losses due 
to the business being interrupted and presented 
evidence that various businesses within a 50 km 
radius had to close down for decontamination 
purposes after staff and customers tested positive 
for the COVID-19 virus. According to the insured, 
the World Health Organisation recommended 
these decontamination procedures and 
recommended protective wear for those entering 
premises to be decontaminated. 

It was common cause that the insured did not have 
cover for the claim in terms of the standard business 
interruption clause, which only provided cover for 
losses arising from a business being interrupted 
due to physical damage to the business premises 
and only if caused by specific perils. The insured 
was claiming that business was interrupted due to 
contamination by the COVID-19 virus.

In support of its rejection of the insured’s claim, the 
insurer argued that the wording providing cover 
for contamination refers to the introduction of 
harmful substances which causes a financial loss to 
the complainant’s business. It was submitted that 
the term “contamination” refers to “the action or 
state of making or being made impure by polluting 
or poisoning.” Therefore, the insurer argued, the 
word “contamination” is a verb which necessarily 
dictates an intentional action by an individual and 
would further have to be accompanied by an act of 
pollution or poisoning. The insurer submitted that 
the spread of a virus from person to person cannot 
be seen as an intentional act by an individual and 
cannot be defined as poisoning or pollution. In the 
office’s view, the insurer dealt with the transmission 
of the virus from person to person but failed to 
address surface contamination, which poses a 
threat to individuals for a period after the infected 
person is not present. The insurer went on to argue 
that the Tourist Attraction Loss cover does not 
provide cover for the COVID-19 pandemic. It said 
that the word “contamination” does not extend to 
a virus and that the complainant is therefore not 
covered under the section of the policy.

Having reviewed the matter, the office of the 
OSTI issued a preliminary recommendation that 
the claim be settled. The recommendation was 
based on the argument that “contamination,” as 
contained in the policy wording, does not refer 
to an intentional act only. This was certain even 
from the definition submitted by the insurer. 
Although standard business interruption cover 
requires material damage, the tourist interruption 
cover provides for perils that are additional to the 
standard covered perils. There is no denying that 
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COVID-19 causes contamination that requires 
sanitising hands and certain premises. The policy 
requires that there be contamination within a  
50 km radius, and the insured provided sufficient 
evidence of cases of the virus falling within the 
radius requirement. The OSTI went on to point 
out to the insurer that the next requirement to 
trigger cover in terms of the policy is that business 
be interrupted as a result of the contamination. 
A simple test for causality was found to be 
sufficient. Therefore, but for COVID-19 causing 
contamination, government would not have 
implemented measures to curtail the spread of 
the virus and the subsequent business interruption 
would not have occurred. A clear causal connection 
between the business being interrupted and 
the contamination, which is inevitable due to 
COVID-19, was established. It followed that factual 
causality had been established.

In order to determine legal causality, the question 
is whether, having regard to directness, the 
absence or presence of a novus actus interveniens, 
legal policy, reasonableness, fairness and justice, 
the insurer should be burdened with liability? 
The OSTI found that it should. Therefore, legal 
causality was also established.

While no counter arguments were received from 
the insurer to the preliminary recommendation 
based on the interpretation of the policy wording, 
which we submit is correct, the insurer then 
proceeded to query the validity of the agreement 
itself. The insurer was able to show that the 
insured was specifically advised at sales stage that 
the insurer will not cover any damages related to 
COVID-19 and that, where lockdown was already 
announced and imminent, the insured already 
had the intention of claiming for losses due to 
COVID-19. The insurance agreement was entered 
into telephonically with the explicit understanding 
that COVID-19-related losses would not be 
covered. 

The office of the OSTI then pointed out to the 
insured that the terms and conditions of any 

insurance contract are made up of the policy 
schedule, the policy wording, correspondence 
between the parties, where relevant, and 
telephone recordings. On this basis alone, cover 
was specifically excluded for damages arising from 
COVID-19 following business being interrupted 
and the insured did not have a claim. In the 
alternative, where the insurer specifically indicated 
that it did not provide cover for COVID-19-related 
damages where business is interrupted, and where 
the insured clearly had an intention to claim for 
such damages, if and when they arose, the OSTI 
agreed with the insurer that there was no meeting 
of minds at the time of contracting. Therefore, a 
valid contract regarding the Tourist Attraction 
Cover could not have come into being as there 
was no consensus between the contracting parties 
regarding the material terms of an agreement, 
which is essential for a valid contract. On this basis, 
the OSTI upheld the rejection of the claim.

John Theunissen
Assistant Ombudsman
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ENSURE YOU HAVE ELECTED POWER 
SURGE COVER ON YOUR POLICY

The insured approached OSTI following the 
insurer’s rejection of his claim. He stated that  
his television was damaged due to a power 
surge and stopped working on the evening of  
23 January 2021.

The insurer rejected the insured’s claim as the 
policy did not provide cover for damage caused 
by a power surge. The insurer referred to the terms 
and conditions of the policy that only provided 
cover for certain “insured events” which did not 
include power surges.

During the submission of the claim the  
insured stated that the damage occurred on 
23 January 2021. The insured’s service provider 
disposed of a fridge as, according to the insured, 
it was not economical to repair and so the  
insurer was unable to assess the fridge to 
determine the cause of the damage.

The insurer obtained a weather report from 
the South African Weather Service. The report 
indicated that there was no lightning activity 
between 21 and 23 January 2021 in the area where 
the insured resides. The claim was accordingly 
rejected.

The insured advised that he had resubmitted the 
claim to the insurer and explained that he had used 
the incorrect cause of damage as the television was 
damaged by lightning. He also provided a report 
from his service provider that confirmed that the 
cause of the damage was lightning, however, the 
insurer had failed to re-evaluate his claim.

In the insurer’s response to the complaint it stated 
that the insured initially registered the claim for 
damage to his television, which he attributed to a 
power surge. The claim was rejected as the insured 
did not elect power surge cover on his policy.  
The insurer stated that, during the submission of 
the claim, the insured did not indicate lightning  
as the cause, but had said that he thought that  
the damage was due to a power surge.

The insurer further confirmed that it reviewed the 
claim upon the insured’s resubmission of the claim 
on the basis that the damage had actually been 
caused by lightning.

The insured argued that the report provided by the 
South African Weather Service was not accurate 
and could not be used by the insurer to decline 
liability. The claim, according to him, had to be 
paid as his service provider had confirmed that the 
damage was the result of an insured event, being 
lightning.

The office found that the damage report provided 
by the insured’s service provider was dated after 
the insured’s resubmission of the claim and did 
not indicate the reasons for the service provider’s 
conclusion that the damage to the fridge was 
due to lightning. The insurer was unable to 
assess the fridge due to the insured disposing 
of it. The weather report compiled by the  
South African Weather Service could not be 
ignored and this provided the insurer with 
evidence that, on a balance of probabilities, the 
damage could not have been due to lightning 
as there was no lightning activity on the day the 
fridge stopped working.

The policy on which the insured is relying on to 
be indemnified is a peril-based policy. This means 
that the insured bears the onus of proving on a 
balance of probabilities that an insured event, as 
listed in the policy, was the proximate cause of the  
damage. Due to the inconsistencies regarding  
the cause of damage and lack of information  
on the report from the insured’s service provider, 
OSTI could not uphold the complaint.

In another case that came before the office, the 
insured approached OSTI for assistance regarding 
her dispute with her insurer on the settlement offer 
made by the insurer for damage to her appliances. 
The insured submitted that her stove and fridge 
stopped working and provided a report by her 
service provider stating that the main PC board 
was found to be faulty. The insured provided 
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replacement values for the damaged items, 
however, the service provider’s report did not 
specify the cause of damage to these appliances.

The insurer stated that it required a report 
confirming the cause of the damage. The service 
provider stated that the damage to the fridge’s 
main PC board was possibly caused by a high 
voltage or fluctuation in power caused by load-
shedding which had caused the motor to burn out. 
No photographs were included in the report.

The insurer appointed an assessor to verify 
the cause of damage, however, the insured 
had already discarded the fridge. The insurer 
argued that it had been prejudiced in not being 
allowed an opportunity to validate the cause of 
the damage. Despite this, the insurer agreed to 
indemnify the insured based on the replacement 
value of the appliances. It however deducted 
an amount of R999.00 for the salvage value 
and agreed to waive the power surge excess of  
R1 500.00. The insurer argued that it was entitled to 
take possession of the fridge as salvage and that it 
had been prejudiced by the insured discarding the 
fridge. The insured disputed the settlement offer.

The applicable policy provision states the 
following:

OUR INDEMNITY TO YOU

1.1 If the Property Insured is lost or damaged 
by a sudden and unforeseen Insured 
Event, We will pay for or may choose 
to repair or replace it, or a combination 
thereof. The amount payable will be the 
current replacement cost.

In considering the matter, the office found that 
the insurer had been prejudiced by not being able 
to assess the fridge and determine the cause of 
the damage. Despite being unable to confirm the 
cause of damage, the insurer settled the claim and 
waived the power surge excess.

When an insurer indemnifies an insured for 
damaged items, it is entitled to take possession 
of the salvage. It is also entitled to assess the 
damaged item. The insurer based the settlement 
offer on the replacement value submitted by the 
insured’s own service provider.

OSTI found that the insurer would have been 
entitled to reject the claim for the damage to the 
fridge on the ground that it was not able to assess 
the damage. It, however, elected to provide the 
insured with a settlement offer, less the salvage 
value, which, in the office’s view was fair and 
reasonable.

The amount claimed by the insured was more than 
the replacement value submitted by the insured’s 
service provider. The office was unable to compel 
the insurer to increase its settlement offer and 
recommended that the insured accept the offer.

Zuleckha Cara
Assistant Ombudsman
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FAILURE TO KEEP VEHICLE IN A PROPER STATE OF 
REPAIR, INCLUDING PREVENTATIVE MAINTENANCE

The engine of the insured motor vehicle sustained 
damage when the timing chain and tensioner 
failed.

Mrs. J stated that the insured vehicle went for a 
service on 11 January 2021. It was reported to the 
dealer that a noise was emanating from the engine 
when Mrs. J started the vehicle that morning.  
The dealer undertook to investigate the cause of 
the noise. Mrs. J stated that when her husband 
uplifted the vehicle, he enquired about the noise 
and was informed that there was no problem and 
that the vehicle was fit to be driven. No additional 
repairs were effected to the engine and no 
quotation was provided to Mrs. J for additional 
repairs. Mrs. J stated that her husband did not 
hear the noise in the engine again.

Two days later, the vehicle would not start and, 
upon inspection, the dealer informed Mrs. J that 
the engine was damaged and had to be replaced.

Mrs. J submitted a claim to her insurer who rejected 
the claim. She disputed the rejection of the claim 
and stated that the dealer did not provide her 
husband with a quotation for the replacement 
of the timing chain and tensioner. She further 
stated that her husband was not informed that 
parts needed to be replaced, failing which further 
damage could be caused to the engine. Mrs. J 
stated that the available photographic evidence 
revealed that the oil in the engine was dry which 
meant that the vehicle was not filled with oil during 
the servicing of the vehicle.

The insurer stated that after Mrs. J submitted a 
claim for the damage to the engine, an assessor 
was appointed to assess the cause and extent of 
the damage. The assessor reported that valves in 
the engine had bent when the timing chain failed. 
He stated that the timing chain was trenched and 
the tensioner broke into two pieces. The plastic 
timing chain guides were worn to the extent that 
the timing chain was touching the steel on the 
sides. This was evidence that the vehicle had been 
driven in this state for a period of time.

The assessor was informed by the technician 
that, when Mrs. J’s husband uplifted the vehicle, 
he informed him that the timing chain and 
tensioner had to be replaced. A quotation was 
provided to the assessor that was issued for 
the timing chain and tensioner. The vehicle was 
driven for approximately 80 km when the timing 
chain jumped a tooth, resulting in the damage to  
the engine.

The insurer argued that the noise in the engine 
could not have disappeared after the service, since 
the timing chain and tensioner were not replaced. 
Had the vehicle not been driven after the service, 
the failure would have been limited to the timing 
chain and tensioner only and not the other parts 
of the engine.

The insurer referred to the following terms and 
conditions of the policy: 

“What you must do 

If you do not follow these conditions, then it 
is likely that your claim will not be paid. 

◗ You must take all steps possible to keep 
the vehicle in a proper and efficient state 
of repair and not misuse the vehicle. 

Proper and efficient state includes 
preventative maintenance. 

◗ If any Mechanical Breakdown or Electrical 
Failure occurs you must protect the 
vehicle from further loss or damage.” 

The insurer rejected liability for the loss on the 
grounds that Mrs. J had failed to keep the vehicle 
in a proper and efficient state of repair by carrying 
out preventative maintenance. The insured failed 
to protect the vehicle from further loss or damage, 
after being informed that the timing chain and 
tensioner had to be replaced.

OSTI found that the insurer had made out a case 
that the timing chain and tensioner were worn 
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before the failure of the engine. Mrs. J’s husband 
was, on a balance of probabilities, informed 
of the fault and that these parts needed to be 
replaced. The dealer submitted a quotation for 
the replacement of the parts. 

Although Mrs. J denied that the dealer informed 
her of the fault, she stated that the noise in the 
engine was not there after the vehicle was uplifted 
from the dealer. OSTI finds this to be improbable, 
on a balance of probabilities, because the timing 
chain and tensioner were not replaced when the 
vehicle was serviced. The noise could only have 
disappeared had the parts been replaced. 

Mrs. J thus failed to keep the vehicle in a proper 
state of repair by not conducting preventative 
maintenance to the vehicle to protect the vehicle 
from further damage.

The rejection of the claim was upheld.

Johan Janse van Rensburg 
Assistant Ombudsman 

39INSURANCE OMBUDSMAN 2021 ANNUAL REPORT



NATURE VS NURTURE

In 2021, 50% of all homeowners’ complaints closed 
by OSTI involved a dispute relating to a claim for 
damage caused by an act of nature, such as a 
storm, which was rejected on one or more of the 
following grounds, namely gradual deterioration, 
lack of maintenance, wear and tear, and defective 
design, construction or workmanship.

Like all contracts, a non-life insurance policy is 
a contract that contains terms and conditions.  
The terms and conditions in the policy will determine 
the basis on which cover will be provided.

Most homeowners’ policies contain the insured 
events that an insurer will cover and the exclusions 
which will apply to instances where an insurer will not 
pay a claim, even where it is not in dispute that an 
insured event has occurred. A storm is an example 
of an insured event. The exclusions that may apply 
in a homeowner’s policy are, for example, gradual 
deterioration, lack of maintenance, wear and tear 
and defective design, construction or workmanship.

As part of the terms and conditions in the policy, 
there are obligations on the part of the insured, for 
example to keep the property or building properly 
maintained in order to avoid loss or damage.

When an insured lodges a claim, the insured must 
bring the claim within the ambit of the policy by 
showing that the damage was caused by an insured 
peril, for example, by a storm. Some homeowners’ 
policies are exclusions-based policies and do not 
contain a list of insured events, but most policies 
provide a list of the events that are covered if 
the damage is caused by these events. When an 
insurer rejects a claim on an exclusion, the burden 
of proof lies with the insurer to prove that the 
damage was caused by the exclusion in the policy.

In the event, for example, that an insurer rejects a 
claim on the exclusion of gradual deterioration, then 
the insurer will need to prove its ground for rejection 
on a balance of probabilities. Where it is not in 
dispute that an insured event has occurred and an 
insurer rejects the claim on an exclusion, then the 
insurer must substantially prove that the proximate 
cause of the damage was the exclusion it relied on.

CASE ILLUSTRATION
Mrs. A lodged a claim for damage to her boundary 
wall that collapsed during a storm. Mrs. A said 
that the wall stood perfectly for the 15 years 
that she owned the property and that the storm 
was the only reason for the collapse of the wall.  
The insurer rejected the claim on the grounds that 
the damage was due to gradual deterioration and 
defective design and/or workmanship. The insurer 
had relied on the reports of its loss adjuster and 
an engineer. Both reports provided evidence that 
the wall was not built according to the National 
Building Regulations and that the structure of the 
wall had deteriorated over time. It was reported 
that, as a result of the defective construction and 
deterioration over time, the wall was not strong 
enough to withstand the storm. It was opined 
by the engineer that, if the wall had been built 
according to the required standards, then it would 
have withstood the storm. The insured rejected 
the factual allegations raised by the insurer and 
argued that she was not aware of the defective 
construction of the wall and that, if the insurer 
relied on this, then it should have inspected the 
property prior to the inception of the policy.

OSTI found that there is no obligation on an insurer 
to inspect the property prior to the inception of 
a policy. Any assessment or valuation carried out 
prior to the inception of a policy is done for the 
purpose of the bond holder and to determine 
whether the property satisfies the bond holder’s 
equity requirements for the granting of a bond.

The evidence showed that, on a balance of 
probability, the damage was due to the exclusions 
relied on by the insurer and not the storm and the 
office could therefore not uphold the complaint.

CASE ILLUSTRATION
Mr. X submitted a claim to his insurer for storm/flood 
damage to the laminated flooring in his home. 

Mr. X said that, due to heavy rains in and around the 
area where his property is situated, the jacuzzi pump 
stopped working. The insured contacted his service 
provider who assessed the pump. The service 
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provider reported that he removed and tested the 
pump and motor and found that there was water 
damage, possibly from the rain, which was detected 
on the wiring, causing the pump to burn.

The insurer appointed its own service provider 
to assess the damage. The insurer’s service 
provider found that the bearings of the jacuzzi 
pump motor were noisy and that this indicated 
that the bearings where in the process of ceasing.  
The service provider also found that the capacitor 
on the pump was faulty. It was reported that the 
damage had occurred gradually over a period of 
time due to normal wear and tear.

Based on this report, the insurer rejected the claim 
on the following policy wording:

“4. Exclusions

The policy does not cover the following:

4.2 Damage caused directly or indirectly by:

4.2.16 Wear and tear, depreciation, damp or 
other gradually operating causes.

4.3 Costs directly or indirectly associated 
with:

4.3.2 Maintenance – all reasonable measures 
that you should take to prevent loss or 
damage.

7. Duty of care

You must exercise all reasonable precautions 
for the maintenance and safety of the 
buildings as well as prevent or minimise loss 
or damage.”

The office found that the insurer was required to 
settle the claim on the ground that the finding of 
the insurer’s service provider was inadequate in that 
he failed to test the capacitor using a multi-meter 
and, therefore, the service provider’s findings 
could not be relied on. The insurer conceded that 
the multi-meter test was the ultimate determinant 
of the cause of the damage to the pump. 

The policy was an exclusions-based policy and 
therefore the burden of proof rested with the 
insurer to prove on a balance of probability that 
the damage to the pump arose due to wear and 
tear. It was found that the insurer did not discharge 
its onus to prove its case. The insurer then agreed 
to pay the claim.

On page 24 of Life Insurance in South Africa by 
Nienaber and Reinecke, it is said that:

“A claimant under a policy must prove all the 
elements entitling him to the policy benefits. 
That includes proof that the policy is valid (that is, 
that all the formal and substantive prerequisites 
for the conclusion of a valid contract have been 
complied with, such as consensus and legality), 
what its terms are and what they mean, that 
pre-conditions have been fulfilled and satisfied 
(for example, that an agreed waiting period 
has elapsed and that due notice of the claim 
has been given), that premiums have been duly 
paid and, above all, that the insured event has 
occurred and that it is applicable to the insured.

The onus (or, as it is also called, the burden of 
proof) is on the claimant (who may or may not 
be the life insured) to establish all the above 
elements of his claim. The onus of proof refers to 
the burden which is cast on a party to a dispute 
to prove a disputed issue, failing which the issue 
must be found against him. The basic rule is that 
he who asserts a fact which is in dispute must 
prove it.”

When OSTI deals with matters of this nature, we 
are guided by the facts of the case, the policy 
wording, the evidence provided by the parties, 
including experts’ and service providers’ reports, 
the law and, where appropriate, fairness and 
equity. 

Thasnim Dawood
Senior Assistant Ombudsman 
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The complainant approached this office for 
assistance in regard to a claim for accidental 
damage to the insured vehicle. The motor vehicle 
was declared a write-off by the insurer as the repair 
costs exceeded the insurer’s write-off percentage 
threshold. The complainant stated that the insurer 
had retained the vehicle (salvage) but that she 
wanted to retain it as the implications of writing 
off the vehicle were never explained to her.  
She accordingly required the vehicle to be 
returned to her. The complainant held the view 
that because the vehicle’s finance was “paid up”, 
she was entitled to keep the vehicle and be paid 
the full insured value of the vehicle.

The salvage value of the vehicle is the amount 
that the insurer would have been able to sell the 
salvage for at an auction. This amount is included 
in the insured value, being the retail value, paid 
to the insured. The insurer is entitled to retain the 
salvage as it paid for it when it offered the insured 
the retail value and it becomes the legal owner of 
the salvage. Accordingly, once the claim is settled 
for the full retail value and the complainant has 
signed the agreement of loss, she would have no 
legal right to retain the salvage.

Should the complainant wish to retain the vehicle, 
the insurer would be entitled to deduct the salvage 
value. The complainant cannot be settled on the full 
retail value and keep the salvage; this would unduly 
enrich the complainant. The underlying purpose 
of non-life insurance is one of indemnification and 
not enrichment. Indemnification means that the 
insured is placed in the same position that she was 
in prior to the incident. When the vehicle/salvage 
is retained, the complainant may elect to repair 
the damage or sell the vehicle. The office found 
in this case that the complainant had no recourse 
against the insurer and dismissed the complaint. 

Abri Venter 
Assistant Ombudsman

SETTLEMENT DISPUTE ON A 
WRITTEN OFF VEHICLE

THE INSURER SETTLES A 
LEGAL EXPENSES CLAIM

The insured, Mr. A’s late father, the testator, named 
three of his grandchildren in his will and gave them 
habitation rights in respect of an outbuilding on 
his property. The testator also declared that only  
Mr. A’s son may register the habitation right against 
the property. The other grandchildren were occupying 
the property based on the habitation right bestowed 
upon them in the will. Mr. A, as guardian, sought a 
court order evicting the other grandchildren. Mr. A 
approached the insurer for assistance with the court 
application and legal expenses. 

The insurer provided Mr. A with the services 
of an advocate (“Counsel”). Counsel provided a 
memorandum of advice following a consultation with 
the insured. Counsel held that there were defences 
which could be raised against the proposed 
application for eviction which, according to Counsel, 
required the court to exercise judicial discretion when 
adjudicating the matter. Counsel did not provide an 
opinion on the prospects of success. 

Provision for evictions is made under the Prevention 
of Illegal Eviction from and Unlawful Occupation 
of Land Act, 19 of 1998, to which reference 
was made by a second Counsel appointed to 
provide a supplementary opinion. In terms of  
the Act, eviction applications can be brought  
by the owner or the person in charge of the  
land. The second Counsel held that Mr. A’s son is 
neither the owner of the land nor the person in charge  
of the land, and that the other grandchildren are not 
occupying the property unlawfully. On this basis, the 
second Counsel concluded that the application will 
not succeed because Mr. A and his son do not have 
legal standing to bring an eviction application in 
respect of the property in question. 

Based on the second Counsel’s opinion, the insurer 
concluded that Mr. A’s eviction application lacked 
prospects of success. The insurer declined the claim 
based on the following policy provision: “3. A matter 
qualifies for Insurance Benefits if all the conditions 
below are met:

(b) We could not resolve Your matter in-house and 
Your Lawyer agrees in writing that Your chances 
of succeeding in a Civil or Labour case or 
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application for leave to appeal, are better than not 
succeeding.” 

Mr. A was not satisfied with the outcome of the claim  
and lodged a complaint against the decision and wanted 
the insurer to reconsider its stance. Mr. A believed that 
his son had exclusive rights to the property as his son’s 
name was mentioned on the deeds of transfer while the 
other grandchildren were not. 

After receiving the complaint, the insurer referred the 
matter to an independent attorney for review.

The attorney confirmed that Mr. A’s son held a 
habitation right registered against the property which 
is enforceable against third parties. The rights of the 
other grandchildren were not registered and therefore 
not enforceable against third parties. 

The attorney, however, pointed out that the other 
grandchildren are lawful occupiers, and that 
enjoyment of their habitation right was not subject 
to registration of the deeds of transfer. Based on 
the fact that the grandchildren were given the same 
right in terms of the same will and the fact that all the 
grandchildren are minors, the attorney concluded 
that Mr. A does not have prospects of success and 
upheld the insurer’s decision. The insurer therefore 
stood by its decision.

Mr. A then turned to OSTI for assistance as he was not 
satisfied with the review decision and still believed 
that his son had a stronger right. 

In reviewing the matter, OSTI confirmed that all the 
grandchildren named by the testator are holders of 
the habitation right. The rights held by Mr. A’s son, 
however, cannot be said to be equal to the rights held 
by the other grandchildren as they are distinguishable 
and registerable. 

OSTI found it difficult to ascertain the intention of the 
testator and as to why he specifically excluded the 
other grandchildren from registering their habitation 
rights against the property. This fact remained unclear, 
and it may have been that there was an underlying 
dispute which was not resolved. 

OSTI found that the court enjoys certain discretionary 
powers and that it considers the factors mentioned by 

Counsel and the attorney. OSTI, however, found the 
attorney’s review decision not compelling enough 
and without proper justification. OSTI found that the 
insurer had failed to consider how taking the matter 
to court could benefit Mr. A and bring about legal 
certainty. 

According to OSTI, the issue raised by Mr. A appeared 
to be one that could only be resolved by a court of 
law, and it was not possible to predict what factors 
the court would consider and how it would exercise 
its discretion. 

The insurer was not satisfied with OSTI’s handling 
of the matter as, according to the insurer, OSTI was 
not suited to provide legal advice on the matter. 
The insurer maintained its stance on the matter and 
opted to refer Mr. A for another opinion. 

OSTI pointed out that its recommendation disagreed 
with the insurer’s decision to reject the claim on 
the basis that there were no reasonable prospects 
of success, for reasons already mentioned above.  
Due to the fact that Mr. A himself was not in 
agreement with the opinion provided by the insurer’s 
appointed Counsel and attorney, and the issues 
of jurisdiction raised by the insurer, OSTI allowed 
the insurer to refer the matter for another opinion.  
It appointed a third Counsel for this purpose. 

The third Counsel established that the other 
grandchildren and their parent stayed in the main 
building. They vacated the main building, rented it 
out and moved into the outbuilding. They received 
rent to the exclusion of the insured. Based on the 
fact that the other grandchildren and their parent 
had alternative accommodation and the fact that 
the rights of Mr. A’s son were restricted unlawfully, 
the third Counsel opined that Mr. A had prospects of 
success in the application for eviction and possible 
other remedies. 

Accordingly, the insurer reconsidered its stance 
on the matter and agreed to administer the claim.  
It instructed attorneys to consult with Mr. A in order 
to take the matter further.

Relebogile Mashego 
Assistant Ombudsman 
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TRAVEL INSURANCE AND 
COVID-19

The insured submitted a claim against a travel 
insurance policy as his trip had been cancelled 
due to COVID-19. The insured and his wife were 
to travel to Australia and New Zealand, and 
they were scheduled to depart on 20 April 2020.  
The insurer authorised the claim in accordance 
with the Cancellation Benefit of the policy.  
The insured disputed the insurer’s settlement  
of the claim and referred the complaint to OSTI. 

The insurer assessed and settled the insured’s 
claim in terms of the following policy wording: 

4.1 Cancellation

The Company will reimburse the non-
fundable unused portion of the travel or 
accommodation costs paid by the Insured 
Person following necessary cancellation and/
or Postponement of the Insured Journey 
prior to departure due to:

1. The Insured Person’s unexpected death, 
illness or injury or the unexpected death, 
illness or injury of his Spouse, Business 
Associate, Children, the person with 
whom he had intended to stay abroad, a 
Relative or Travel Companion.

2. Non availability of the person that is in 
charge of the Insured Person’s minor or 
disabled Children due to such Person’s 
unexpected death, illness or injury within 
30 days prior to the date of the Insured 
Journey.

3. Cancellation or diversion of scheduled 
public transport services, including by 
reason of strikes or other industrial action, 
unless there was media warning before 
the date the particular Insured Journey 
was booked that such events were likely 
to occur; or

4. Serious or considerable accidental 
material damage to immovable property 
owned by the Insured Person caused 
within 30 days of the intended date of 
departure. The cause of such damage 
must be unintentional, not as a direct result 
of any action of the Insured Person and 
require him to cancel the Insured Journey 
for the safeguarding of his interests.

The insurer settled the claim as follows:

Virgin Australia (Christchurch to 
Brisbane) R3 142.00

Tourist Visa R906.58 

Less excess R1 000.00 

Total payable to the insured R3 048.58 

The following costs were excluded from the claim 
as the insured was offered credit vouchers by the 
respective service providers: 

Kulula R3 133.00

Emirates R5 406.00

Jetstar R3 241.68

Virgin Australia (Sydney to Perth) R7 271.00

Qantas Hotels R792.20 

The insured advised that there had been recent 
developments regarding the costs which the 
insurer excluded from the settlement: 

1. Regarding the Emirates claim in the amount of 
R5 406.00, the insured confirmed that he had 
been refunded in full by Emirates, and therefore 
the claim fell away.

2. Qantas Hotels claim of R792.20 had been 
refunded in full by Qantas Hotels, and therefore 
the claim fell away.
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3. However, the Kulula travel vouchers expired at 
the end of November 2021, and the insured 
would not be able to utilise them. The insured 
also confirmed that he would no longer pursue 
the claim because the vouchers had been made 
available to him in South Africa, as opposed to 
travel vouchers to Australia.

4. The insured advised that the  Jetstar and 
Virgin Australia flights were cancelled by the 
airlines themselves at the outbreak of the novel 
coronavirus pandemic and it was still impossible 
for foreign travellers to travel to Australia as it 
had closed its borders to foreigners. According 
to the insured, the entire trip to Australia and 
New Zealand was impossible to undertake. 

The insurer pointed out that the Christchurch to 
Brisbane flight costs were covered in terms of the 
policy as they were booked through an agent who 
had confirmed that they were non-refundable. 
Furthermore, the Sydney to Perth flights were 
booked through another agent and a credit 
had been issued by that agent, who had sent 
confirmation that a refund had been processed. 
This then was the reason why these costs had not 
been considered under the policy.

OSTI advised that the policy is a perils-based  
policy, and the insurer would only be liable if the 
claim fell within the ambit of cover provided.  
In terms of the Cancellation Benefit, the 
insured is only entitled to indemnification for 
the non-refundable, unused portion of travel 
or accommodation costs paid by the insured 
following the cancellation of the insured  
journey. The office further advised that the 
insured cannot receive the travel vouchers and 
be indemnified under the cancellation benefit 
as this would amount to unjustified enrichment, 
which is not the purpose of non-life insurance, 
and therefore the travel credit vouchers would 
not be considered non-refundable in terms of  
the policy. If the insured is unable to accept 

the credit vouchers from the various service  
providers, the insured may pursue the matter 
further with the respective service providers. 
Also, if the service providers later confirm that  
the bookings are non-refundable, the insured  
may then again approach the insurer to reconsider 
the claim under the Cancellation Benefit.

OSTI accordingly upheld the insurer’s settlement 
of the claim.

Valerie Mngadi
Assistant Ombudsman
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OSTI has recently dealt with various matters 
where insurers declined claims on grounds 
that required factual or technical points to 
be proved in order to succeed with claim 
repudiations. Expert reports were obtained 
and relied upon by insurers in this regard. 

In the office’s handling of these disputes, 
it often becomes apparent that there is 
a misunderstanding of the role played 
by experts and expert reports in dispute 
resolutions. It is often an apparent expectation 
that once the insurer has presented its 
evidence, which includes an expert report, the 
conclusion reached or proposed by the expert 
determines or should determine the outcome 
of the dispute.

This view is more common than one would expect.  
It seems to stem from an assumption that the report is 
not without its own fault. 

Although the discussion is based on the insurer being 
the party that provides the report, the issues under 
discussion are not limited to reports provided by 
insurers.

The most common defect in the reports provided 
by complainants is that there is no justification or 
explanation of the conclusions reached or even an 
indication that the cause to which the loss is attributed 
was found by the expert to be the cause. It is often 
purely the reported reason that was provided by the 
insured that is simply repeated without validation. 

MATERIALLY EXCEEDING THE 
SPEED LIMIT, RECKLESSNESS 
AND LACK OF DUE CARE

Amongst some of the other reasons why expert 
reports may have their own issues are the following:

◗ The expert may not be qualified in the relevant 
field (education, skills, experience).

◗ Opinions expressed in the report may be beyond 
the expert’s expertise (e.g. an engineer giving a 
legal opinion).

◗ The expert may misunderstand his/her role in the 
matter, which is to assist the decision-maker. 

◗ The report could contain unjustified or 
unsubstantiated views, opinions or conclusions, 
such as:

• The roof was damaged/not damaged by the 
storm.

• The cause of the mechanical breakdown was 
normal wear and tear. 

◗ Information gaps (conclusions not supported by 
facts or evidence), such as:

• He bought alcohol, therefore he was under the 
influence of alcohol.

• He drove fast, therefore the speed was the 
cause of the accident.

• Optical illusions, vantage points and other 
potentially misleading evidence.

◗ Speculative and general statements, such as:

• He drove fast, therefore he must have been 
drunk. 

• When people spend time at shebeens, they 
consume alcohol.

◗ Statements demonstrating prejudice.

FORMAL RULING  
AGAINST INSURER
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In the current case, the insured’s claim had been 
declined on two grounds:

1. Materially exceeding national and local speed 
limits.

2. Due care and precaution.

The insured was driving at approximately 80 km/h 
when he saw three cows in the road and had to take 
evasive action. The speed limit on the relevant section 
of the road was 60 km/h.

Relying on an expert report, the insurer, Old Mutual 
Insure Limited (“the insurer”) submitted that the 
insured attempted to execute a right-hand turn at 
an excessive speed and that this and the bad road 
surface were the cause of the accident. The insurer 
submitted that such a manoeuvre was reckless and 
grossly negligent. It submitted further that the insured 
reconciled himself with the fact that he might be 
unable to take evasive action should an emergency 
occur and proceeded to do so in any case.

The insured’s version was that, when he saw the cows, 
he thought he would be able to safely pass them. 
After passing the first cow, the second one jumped 
into his path, and he then had to take evasive action.

OSTI found that the insurer, and its expert, had failed 
to prove that their version, rather than that of the 
insured that he was avoiding a cow, was the more 
probable one. 

Various other shortcomings were observed by the 
office regarding the insurer’s expert report, including:

1. All of the insurer’s versions and arguments were 
based on the insurer’s version that the insured 
executed a right-hand turn, even though this had 
not been established.

2. The expert questioned the insured’s reaction in 
avoiding the collision with the cow and advised 
that it had not been the best reaction.

3. The insurer’s evidence did not adequately deal 
with the issue of the presence of the cows and 
what impact this would have had on the insured, 
but merely glossed over this. For example, it did 
not deal with the distance from which the insured 
would have seen the cow, how much time he had 
to react, and when he did in fact react, etc.

4. Interestingly, it was acknowledged that the vehicle’s 
movement did suggest that it was avoiding 
something. 

5. The insurer had therefore failed to prove that there 
was a causal link between the speed at which the 
insured vehicle travelled and the collision, beyond 
just arguing for this conclusion. 

6. On the alternative ground of the failure to exercise 
due care and precaution, the insurer’s case 
was found wanting in that the insurer had not 
demonstrated fault in the sense of the subjective 
dolus eventualis, as the legal position would 
dictate.

The office cited various decided cases that 
highlighted the shortcomings in the insurer’s case and 
recommended settlement.

The insurer contested that finding. A provisional ruling 
was subsequently made in favour of the insured, which 
the insurer again disputed. The provisional ruling was 
then made final. The insurer accepted the formal 
ruling and settled the claim.

Peter Nkhuna 
Senior Assistant Ombudsman

47INSURANCE OMBUDSMAN 2021 ANNUAL REPORT



In his Details of Complaint, the insured 
advised that a claim was submitted to his 
insurer, King Price Insurance Company Limited 
(“the insurer”), for theft of his vehicle which 
was stolen during a burglary at his home on 
7 September 2019. The insured referred the 
matter to OSTI as he was unhappy with the 
insurer’s rejection of the claim on the grounds 
of the following policy exclusion:

You did not adhere to agreed time limits

How to claim

What to do in the event of a claim, Tell the 
police

◗ If you’ve been involved in a car accident, 
you must report it to the police within  
24 hours, even if there’s no damage to  
your car.

◗ If you’ve suffered a theft, hi-jacking, burglary 
or any crime-related event, you must tell the 
police immediately after becoming aware of 
the event.

The first issue to be determined was when did the 
insured become aware of the theft of the vehicle and 
when did the insured report the theft to the police.

According to the insurer, the insured became 
aware of the theft at approximately 11:30 on  
7 September 2019, yet he only reported the theft to 
the police on 8 September 2019.

As regards the circumstances of the loss, it was 
pointed out to the insurer that the insured was away 
from home over the weekend that the loss took place 
as he was attending a work function where he had 
to drive several of his colleagues to the premises 
where the function was being held and then also 
had to drive them back to Johannesburg. He was, 
therefore, unable to return to Johannesburg until he 
had dropped his colleagues off back home.

LATE NOTIFICATION OF  
THE CLAIM

Regarding exactly when the theft of the vehicle took 
place and when the insured became aware of the 
theft, the insurer was advised that the assessment 
conversation between the insured and the assessor 
was listened to. During the insured’s conversation 
with the assessor, the insured advised the assessor 
that he only became aware of the theft of the vehicle 
late afternoon on Saturday. When questioned 
regarding when the incident took place, the insured 
estimated that it took place between 04:00 and  
06:00 on the Saturday. He further advised that he 
contacted the tracking company at about 15:00 on 
Saturday to activate the tracking device in order to 
trace the vehicle.

During the assessor’s conversation with Mr. A, the 
insured’s manager, he said that he advised the insured 
of a burglary at the insured’s home, and he confirmed 
the approximate time when he became aware of the 
burglary. He said that he went to the insured’s house, 
and it was only then established that the insured 
vehicle had been stolen.

There were discrepancies noted regarding exactly 
what time the insured reported the theft to the 
police, as during the claim’s conversation, he advised 
the insurer that he reported the theft after 12:00 on 
Sunday, however, in his Details of Complaint, he 
stated that he reported it at 13:30.

The second issue to be determined was whether 
the insurer was prejudiced due to the insured’s late 
reporting of the theft to the police. In considering 
prejudice, OSTI takes into account considerations of 
fairness and equity, in line with its equity jurisdiction. 
When a strict application of the policy results in an 
unfair outcome, this office may invoke its equity 
jurisdiction.

OSTI’s Terms of Reference require that the office  
deal with matters using “the criteria of law,  
equity and fairness”. It is empowered to resolve 
disputes and make rulings “based on the law and 
equity”.

In its answer to the complaint, the insurer advised 
that it was prejudiced due to the insured’s failure to 
timeously report the matter to the police in that had 
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the complainant reported the theft immediately 
after becoming aware thereof, the SAPS could have 
circulated the vehicle, increasing the chances of 
a recovery. This became more pertinent after the 
complainant was advised by the tracking company 
that the unit was not active and that they could 
not find a signal. The complainant argues that he 
was away for the weekend and that is why he only 
reported it once he arrived back in Midrand. It should 
again be noted that even after the complainant 
arrived back home it still took him four and half 
hours to report the incident to the SAPS, resulting 
in more than a 28-hour lapse after the break-in and 
theft occurred. Further to this the complainant could 
have arranged with any one of the residents on the 
premises or his manager to report the theft to the 
SAPS on his behalf.

Later, the insurer referred to a “recovery opinion” 
which stated that:

There is a timeframe that the South African Police 
Service refer to as the “golden period”. This is 
the first 24 hours after the crime is committed. 
The following are the protocols in place to aid in a 
successful recovery:

◗ Directly after (within the first 24 hours) a theft/hi-
jack has taken place, the likelihood of a recovery 
is at its highest. Every hour after the first 24, the 
success rate of recovering the stolen/hi-jacked 
vehicle decreases significantly.

◗ Patrol vehicles that are patrolling the area are 
made aware of this crime by way of radio contact, 
which in turn creates a lookout. Thus increasing 
the potential of the vehicle being spotted. 
Awareness is higher and the recovery possibility 
is increased.

◗ This in itself assists in detaining the criminals and 
keeping them of the streets, which will prevent 
them from committing other, possibly more 
serious crimes with the stolen/hi-jacked vehicles.

◗ When a stolen/hi-jacked vehicle is reported 
during this “golden period” the chances of 
locating the vehicle before the criminals have an 

opportunity of stripping same are much higher 
as the patrol vehicles can immediately search the 
known hotspots.

◗ By reporting the crime immediately it also assists 
the South African Police Service in preventing the 
stolen/hi-jacked vehicle from crossing the border 
as there is a lookout with the registration number 
of said vehicle sent out to all patrolling units.

In OSTI’s formal ruling, OSTI advised that while the 
above opinion did support the notion that 24 hours 
after a theft is the “golden period” within which the 
likelihood of recovering the vehicle is higher, the 
opinion amounted to a general statement and did 
not address the actual prejudice which the insurer has 
suffered in this claim.

Considering that the insured only became aware of the 
theft of the vehicle at approximately 15:00 on Saturday 
and reported it well before 15:00 on Sunday, OSTI 
was of the view that the insurer had not discharged 
its onus in that it was unable to demonstrate any 
prejudice due to the “late” reporting of the theft of 
the vehicle to the SAPS as the theft was reported 
within the “golden period”.

OSTI issued a formal ruling in favour of the complaint 
for the claim to be settled in full. The insurer agreed 
to abide by the formal ruling and the claim was paid.

Darpana Bodalina
Senior Assistant Ombudsman
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REPORT BY THE  
DEPUTY OMBUDSMAN
THE RAVAGES OF THE COVID-19 EPIDEMIC CONTINUED IN 2021, WITH THE THIRD 
WAVE IN SOUTH AFRICA HITTING PARTICULARLY HARD. MANY EMPLOYEES 
CONTRACTED THE VIRUS, RESULTING IN PROLONGED ABSENCES, AND SOME 
LOST CLOSE RELATIVES. THE CIVIL UNREST IN KWAZULU-NATAL AND GAUTENG 
IMPACTED ON THE NATIONAL PSYCHE, AND IN THE WESTERN CAPE TAXI 
VIOLENCE PREVENTED SOME OF OUR EMPLOYEES FROM GETTING TO WORK 
FOR MANY DAYS. LOAD-SHEDDING BY ESKOM FURTHER EXACERBATED  
THE SITUATION. 

Against this backdrop our reported results are 
remarkable, and for this all tribute must go to the 
staff, who displayed resilience and perseverance 
despite the adversity. The advent of the vaccinations, 
with 90% of staff being vaccinated by the end of the 
year, aided our ability to restore, recover and reset.

OVERVIEW
The 17 379 written requests for assistance exceeded the 
record of 14 198 set in 2020, as did the 8 163 chargeable 
complaints received. Including Transfers closed, we 
finalised 7  533 cases compared with 6 512 in 2020.  
Of the cases finalised, 3 899 were Full Cases and  
34.09% of these were resolved wholly or partially in  
favour of complainants. Over R200 million was 
recovered for complainants in lump sums and an 
additional R948  592 was awarded to complainants  
as compensation. These exceptional results were 
achieved with a marginal increase of R19 in the Standard 
Case fee, from R4 387 in 2020 to R4 406 in 2021.

The increase in the number of complaints can largely 
be ascribed to the effects of the COVID-19 pandemic, 
as insurers have widely reported on their increased 
number of claims. This is also reflected in our mid-
year statistics, which showed an increase of 48% of 
chargeable complaints and requests for assistance 
compared with the first half of 2019.

Elsewhere in this Annual Report, under Matters 
of Interest, we cover the Independent Review 
commissioned at the end of 2020 and conducted by 
Mr Dennis Jooste. It is encouraging to receive such 
a favourable report of the office. We also cover the 

surveys done in 2021 with insurers and complainants 
and will be sure to take valuable lessons and insights 
from these.

In line with our shared services agreement with the 
Ombudsman for Short-Term Insurance (“OSTI”), we 
continued to embark on joint outreach programmes 
and training workshops for staff.

OUTREACH
During March 2021 some of our staff members, in 
collaboration with OSTI, participated in the Money 
Smart Week South Africa, a financial literacy campaign 
supported by the Financial Sector Conduct Authority 
and National Treasury. 

The two offices also hosted a Consumer Workshop on 
26 August 2021.

The joint 2020 Annual Report was distributed to libraries 
and advice offices around the country.

Media coverage of the 2020 Annual Report, released 
to subscribing insurers and the media on 18 May 2021, 
generated advertising value equivalent of R3.4 million 
in the following months.

Engagement with the media through press releases, 
radio and television interviews and articles continued 
throughout the year. Our Ombuzz newsletter reporting 
on our mid-year statistics received much media 
attention, as did the topic of “murder for money”, in 
the aftermath of a well-publicised criminal trial. We also 
continued to do weekly posts on social media.
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INSURERS
Our subscribing members also had to operate 
against the challenging background painted in the 
opening paragraph, some no doubt impacted even 
more gravely by the events described. Many had staff 
working from home, which had its own challenges 
with ability to source information and documentation, 
as well as accessibility. Combined with an inordinate 
increase in the number of claims, especially funeral 
and credit insurance claims, this gave rise to many 
service-related complaints.

Despite pockets of service lapses and poor complaints 
handling, and the unfortunate liquidation in one 
instance and curatorship in another (see Matters of 
Interest), in general the insurers responded well to 
the challenges. 

Our thanks go to the staff of our subscribing members 
for their hard work in dealing with the added pressures 
of the past two years, and for the long hours many 
have put in, as can be gleaned from the times we 
received responses. Also, our thanks to the insurers 
who consider our recommendations in a positive light 
in the interest of treating customers fairly.

The year was not without operational challenges for 
our office, and at times we had backlogs and did not 
always meet our turnaround times. We implemented 
some changes with a view to streamlining our process, 
which had its teething problems, sometimes resulting 
in first reminders being sent to insurers that were 
unwarranted. We apologise for these and thank the 
insurers for their patience and open feedback, given 
in a positive spirit. 

INTERNS
In the 2020 Annual Report we referred to the 
introduction of a legal internship and an internship 
for para-legal graduates from the Cape Peninsula 
University of Technology that led to the appointment 
of two legal interns as well as three para-legal interns 
in 2021. 

As stated then, “(t)his is a mutually beneficial 
arrangement as the office benefits from their 
employment and the interns gain valuable work 
experience which should assist in their future 
careers.” This indeed proved to be the case. For the 
office, the appointments helped with the increased 
number of complaints we had to deal with. One of 
the legal interns, Xabiso Mtambeka, was accepted 
for pupillage at the Cape Bar in 2022 and the other, 

Timothy Nel, had decided to return to university full-
time to pursue further studies. Two of the para-legal 
internships, that of Marcelino Delcarme and Limpho 
Santo, have been extended into 2022.

STAFF
A significant moment in the history of the office was the 
retirement of Jennifer Preiss as Deputy Ombudsman 
at the end of July after more than 20 years, leaving 
huge shoes to fill. In her report, Justice Theron pays 
fitting tribute to Jennifer’s immense contribution 
to this office. Fortunately, all that experience is not 
entirely lost as she continues to serve in a part-time 
capacity as consultant and adjudicator.

Adri Joubert has been contracted as adjudicator.  
She took early retirement as legal adviser from a large 
insurer a few years ago and has extensive experience 
in retirement fund and long-term insurance matters.

Nicolette May, who was engaged on contract 
previously, was appointed as secretarial assistant.

Tracey Clark, who was engaged on contract as 
administrative assistant in the Transfers department, 
resigned at the end of the year.

Carol Olckers was engaged on a fixed-term  
contract to assist with jurisdictional assessment, 
especially considering Nosiphiwo Sifingo’s impending 
maternity leave.

I started this report by paying tribute to the staff, 
and I would like to close it also by extending my 
heartfelt thanks to each one of you for your hard work, 
dedication and support. 

SPECIAL THANKS
I received the following request from the staff, which I 
am delighted to include: 

“Please thank Judge McLaren for all his guidance, 
expertise, reasoning, encouragement, case handling, 
decision-making, support and assistance on so many 
levels. We find huge security in his presence in the 
office.”

Denise Gabriels
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THE INDEPENDENT 
EXTERNAL ASSESSOR

During 2021 Judge Cleaver dismissed the two 
complaints to him about the office and in his rulings, 
he said the following:

“7. The complainant concludes his complaint as to the 
manner in which the office handled his complaint 
with the following: ‘And to make matters worse 
your office criticised me every time I had reiterated 
a point with an e-mail correspondence that was 
already received by your staff not to resend’. 

8. My role as Independent External Assessor is to 
take an independent view as to whether the office 
provided the complainant with a reasonable 
service in dealing with this complaint. In my view 
the service provided was eminently reasonable. 
The office conveyed his complaint to the insurer, 
and after having obtained the insurer’s response, 
which was conveyed to the claimant, issued 
a provisional ruling, to which the parties were 
afforded an opportunity to comment, and then 
issued a final ruling. 

9. As to the averment that the office criticised the 
complainant every time he had reiterated a point, 
I find this to be entirely unsubstantiated and 
unwarranted. 

10. It follows from the aforegoing that the complaint 
to me cannot be sustained.”

IN 2014 JUDGE R CLEAVER WAS 
APPOINTED IN THE ABOVE 
POSITION TO RECEIVE AND 
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.
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“3. In his complaint to me dated 8 May 2020 the 
complainant contends that the Ombudsman was 
biased against him and that the Ombudsman’s 
ruling was made ‘outside of the law and the 
constitution’. He submits further that the effect 
of the ruling was to ‘block’ his appeal from being 
heard by ‘the Ombudsman’s Council or Board’. 

4. It is clear that the complainant does not 
comprehend the ambit of my role as Independent 
External Assessor. My function, as set out on the 
Ombudsman’s website (https://www.ombud.co.za),  
is to assist the office of the Ombudsman by 
establishing whether or not the office provided the 
complainant with a reasonable service in handling 
his complaint against the insurer. My function is 
not to enquire into the correctness or even the 
reasonableness of the ruling made by the office.  
I can also not be involved in any appeal process.

5. As is the custom the office referred the complaint 
to the insurer and the reply of the latter was in turn 
referred to the complainant. It so happens that 
issues other than the question of prescription were 
canvassed, but it remained the insurer’s contention 
that the claim had prescribed. In my view the office 
acted perfectly reasonably in conveying the views 
and contentions of the parties to each other before 
making the ruling and consequently I cannot be of 
any assistance to the complainant. His complaint, 
couched as it is in the form of an appeal, does not 
fall within my limited jurisdiction.”
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REQUESTS FOR 
ASSISTANCE RECEIVED
We received 17 379 requests for assistance in 2021, 
which was an increase of 22% over the 14 198 requests 
received in 2020. This is the highest number of 
requests for assistance ever received in the office.

DESCRIPTION OF CHARGEABLE 
COMPLAINTS
8 163 of the requests for assistance translated into 
chargeable complaints which we accepted for further 
consideration – this was an increase of 1 407 over 
the 6 756 of 2020. COVID-19 had a significant impact 
on the number of insurance claims and insurers’ 
administration of claims and this is also reflected in 
the increase in 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.  

STATISTICS
The complainant is always advised that if the matter is 
not resolved he/she can revert to us. 

TRANSFERS – Transfers increased to 6 038 from the  
4 782 in 2020. 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. Reviews 
increased to 1 677 from 1 342 in 2020.

Insurers managed to settle 1 775 of these Transfers 
directly with complainants. 

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

6 756
2020

Mini Cases
127

Transfers
4 782

Full Cases
1 847

8 163
2021

CHARGEABLE COMPLAINTS RECEIVED

Mini Cases
284

Transfers
6 038

Full Cases
1 841
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REQUESTS FOR ASSISTANCE 
WHICH ARE NOT TAKEN UP AS 
COMPLAINTS 
OUT OF SCOPE COMPLAINTS 
Complaints which were not within our jurisdiction 
numbered 6 780 in 2021. All requests for assistance 
are assessed by our jurisdictional assessors, recorded 
and, where appropriate and the complaint is for 
another external dispute resolution office, forwarded 
to such office. Other examples of out of scope 
complaints include complaints where prescription 
applies or where litigation regarding the complaint 
had previously been instituted. 

The table below reflects the 5 032 referrals to other 
financial ombudsman schemes.

REQUESTS FOR ASSISTANCE WHICH ARE 
PENDED
The office receives requests for assistance in various 
forms and often more information regarding the 
policy, the insurer or the complaint is required.  
We contact the complainant and when the requested 
information is received the complaint can then be 
actioned. In the interim the request for assistance is 
pended. 

Banking Ombudsman

Credit Ombud

FAIS Ombud

Short-Term Insurance Ombudsman

Statutory Ombud

Pension Funds Adjudicator

361

339

1 290

1 082

811

1 149

COMPLAINTS REFERRED TO OTHER FINANCIAL OMBUD SCHEMES 

COMPLAINTS WHICH ARE DECLINED FOR 
CONSIDERATION
There are certain complaints involving long-term 
insurance policies which are not accepted for further 
consideration by the office, often because there is no 
prospect of success. This could happen for instance 
where legislation prevents payment of requested 
benefits. There were 19 such complaints in 2021.  
The assessing staff explain the reasons for the 
dismissal to the complainants. 

REQUESTS FOR ASSISTANCE THAT ARE  
NOT COMPLAINTS
Some requests for assistance were not taken up by 
the office for further consideration because they were 
not complaints. Some of these are simply enquiries. 
We respond to the consumer and record the request 
in case the consumer reverts to the office.

WITHDRAWN COMPLAINTS
There were 110 complaints which were withdrawn from 
further consideration. This occurs for various reasons, 
most often because the insurer had already settled the 
complaint before receiving the complaint from this office.
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FINALISATION PERIOD 
Despite the fact that some 
insurers delayed their responses, 
as can be seen from the increase 
in second reminders on page 82 
of this Annual Report, the office 
managed to close 91.9% of 
complaints within six months. This 
percentage is based on Full Cases 
and Transfers finalised. 

0 – 30 days 31.40%

31 – 60 days 29.67%

61 – 90 days 13.35%

91 – 180 days 17.51%

181 – 365 days 6.89%

Over 365 days 1.18%

TOTAL FULL 
CASES AND 
TRANSFERS 

SETTLED

7 533

Credit Life

Funeral

Health

Disability

Life

TYPES OF BENEFITS 
Complaints relating to funeral and credit life benefits increased as is reflected in the table. This is not 
surprising given the increase in deaths at the end of 2020 and in 2021 due to COVID-19 as well as the 
increase in retrenchments and loss of income claims due to COVID-19. What is perhaps surprising is the 
decrease in the number of complaints about Disability and Health benefits.

 2021     2020     2019

11%

8%

8%

30%

45%

9%

8%

10%

34%

39%

8%

6%

10%

32%

42%
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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 2021 this amounted to 3 899, as compared to 3 624 
finalised in 2020. Of the cases finalised, 3 516 cases 
were finalised without requiring a final determination. 
In 383 or 9.82% of cases a final ruling was issued.

In total, including Transfers closed, 7 533 complaints 
were finalised in 2021.

CASE FEES – the office is funded by way of a levy, 
which amounts to 9.4% of our funding, and the rest of 
the funding 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 406.

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.

3 899
2021

CASES FINALISED

Incompetent
185

Complicated
404

Complicated +
56

Basic
36

Standard
3 218

3 624
2020

Complicated
468

Basic
29

Incompetent
142

Complicated +
64 

Standard
2 921
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STATISTICAL SUMMARY 
OF FULL CASES  
FINALISED

LIFE DISABILITY HEALTH FUNERAL TOTALS % OF TOTAL

NATURE OF COMPLAINT 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 2021

Poor communications/documents or information 
not supplied/poor service 527 31% 545 34% 46 35% 67 33% 31 32% 41 41% 460 49% 706 51% 1 064 39% 1 359 43% 29.36% 34.86%

Claims declined (policy terms or conditions not 
recognised or met) 502 28% 534 28% 333 35% 284 36% 226 29% 173 33% 753 31% 770 31% 1 814 30% 1 761 31% 50.05% 45.17%

Claims declined (non-disclosure) 88 22% 64 17% 39 28% 23 22% 29 14% 28 21% 5 40% 6 17% 161 22% 121 19% 4.44% 3.10%

Dissatisfaction with policy performance and 
maturity values 112 13% 100 8% 1 0% 0 0% 0 0% 0 0% 1 0% 4 0% 114 12% 104 8% 3.15% 2.67%

Dissatisfaction with surrender or paid-up values 55 13% 34 15% 0 0% 0 0% 0 0% 0 0% 0 0% 3 67% 55 13% 37 19% 1.52% 0.95%

Misselling 10 10% 1 100% 1 100% 0 0% 0 0% 0 0% 6 67% 2 50% 17 35% 3 67% 0.47% 0.08%

Lapsing 78 23% 139 33% 1 0% 1 0% 4 25% 4 25% 163 35% 202 38% 246 31% 346 36% 6.79% 8.87%

Miscellaneous 104 25% 104 11% 7 57% 5 40% 6 67% 8 38% 36 39% 51 24% 153 30% 168 17% 4.22% 4.30%

Total 1 476 26.3% 1 521 27.5% 428 34.3% 380 34.5% 296 28.4% 254 33.1% 1 424 37% 1 744 40% 3 624 31.73% 3 899 34.09% 100% 100%

* Resolved wholly or partially in favour of the complainant

NATURE OF COMPLAINT
Declined claims are still the biggest cause of 
complaints. Service complaints increased to 34.86% 
of complaints in 2021 from 29.36% in 2020. This is not 
unexpected as insurers saw an influx of claims due to 
COVID-19, and this challenged the service capabilities 
of some insurers.  

The Treating Customers Fairly outcome categories as 
contained in the Policyholder Protection Rules (‘’PPR’’), 
appear in the block alongside. There has also been 
very little change from 2020 in this categorisation. 

PPR  
CATEGORISATION

%

Design of policy or related service 6.3

Information provided to policyholder 9.4

Advice 0.2

Policy performance 2.9

Service to policyholders 19.4

Policy accessibility, changes and switches 2.2

Complaints handling 0.9

Insurance risk claims 58.0

Other complaints 0.7

Total 100
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LIFE DISABILITY HEALTH FUNERAL TOTALS % OF TOTAL

NATURE OF COMPLAINT 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 W/P* 2021 W/P* 2020 2021

Poor communications/documents or information 
not supplied/poor service 527 31% 545 34% 46 35% 67 33% 31 32% 41 41% 460 49% 706 51% 1 064 39% 1 359 43% 29.36% 34.86%

Claims declined (policy terms or conditions not 
recognised or met) 502 28% 534 28% 333 35% 284 36% 226 29% 173 33% 753 31% 770 31% 1 814 30% 1 761 31% 50.05% 45.17%

Claims declined (non-disclosure) 88 22% 64 17% 39 28% 23 22% 29 14% 28 21% 5 40% 6 17% 161 22% 121 19% 4.44% 3.10%

Dissatisfaction with policy performance and 
maturity values 112 13% 100 8% 1 0% 0 0% 0 0% 0 0% 1 0% 4 0% 114 12% 104 8% 3.15% 2.67%

Dissatisfaction with surrender or paid-up values 55 13% 34 15% 0 0% 0 0% 0 0% 0 0% 0 0% 3 67% 55 13% 37 19% 1.52% 0.95%

Misselling 10 10% 1 100% 1 100% 0 0% 0 0% 0 0% 6 67% 2 50% 17 35% 3 67% 0.47% 0.08%

Lapsing 78 23% 139 33% 1 0% 1 0% 4 25% 4 25% 163 35% 202 38% 246 31% 346 36% 6.79% 8.87%

Miscellaneous 104 25% 104 11% 7 57% 5 40% 6 67% 8 38% 36 39% 51 24% 153 30% 168 17% 4.22% 4.30%

Total 1 476 26.3% 1 521 27.5% 428 34.3% 380 34.5% 296 28.4% 254 33.1% 1 424 37% 1 744 40% 3 624 31.73% 3 899 34.09% 100% 100%

* Resolved wholly or partially in favour of the complainant

RESOLVED WHOLLY OR PARTIALLY IN FAVOUR OF 
COMPLAINANTS (“W/P”)
The percentage of cases resolved in favour of complainants increased from 31.73% in 2020 to 34.09% 
in 2021. If we add the Transfers settled in favour of complainants, then the W/P percentage increases 
to 41.21%.

R200 689 324 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 or instalment 
benefits, annuities, the reinstatement of policies, etc.

The amount of compensation awarded to complainants because of poor service by an insurer, in terms 
of Rule 3.2.5, amounted to R948 592 in 195 complaints, as compared to R817 970 in 208 complaints 
in 2020.
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MATTERS OF 
INTEREST 
INDEPENDENT REVIEW

WE MENTIONED IN OUR 2020 ANNUAL REPORT THAT MR DENNIS JOOSTE, A 
FORMER OMBUDSMAN FOR SHORT-TERM INSURANCE, HAD BEEN TASKED TO 
CARRY OUT AN INDEPENDENT REVIEW. THESE REVIEWS ARE COMMISSIONED 
EVERY THREE TO FIVE YEARS TO ENSURE THAT THE OFFICE IS PERFORMING IN 
ACCORDANCE WITH ITS MISSION.

The report was released in March 2021 and is available 
on our website, together with management’s 
responses to the recommendations. An excerpt of 
the introduction and the full conclusion are quoted 
below: 

“Section 1. Introduction
1. It is the policy of the Council of the Ombudsman 

for Long-term Insurance (“OLTI”), as part of its 
governance procedures, to commission a periodic 
independent review of issues relating to OLTI. I have 
been asked to do such a review. This constitutes 
my report.

2.  In view of the limitations caused by the COVID-19 
pandemic affecting certain activities such as face-
to-face interviews, this report is largely based on 
documentation provided to me by the staff of 
OLTI. Unfortunately, as I write this report in the 
first quarter of 2021, the Annual Report for 2020 
is not yet available. This means that some of my 
observations are based on the 2018 and 2019 
reports. Fortunately, I have experienced nothing 
but the fullest co-operation by all concerned and in 
particular by the Ombudsman, Judge Ron McLaren 
and the Deputy Ombudsman, Ms Jennifer Preiss in 
obtaining information. 

3. Notwithstanding the practical difficulties faced 
in the preparation of this report, I have been 
able to come to conclusions with a high degree 
of confidence. I am bound to disclose that 
during my term as Ombudsman for Short-Term 

Insurance from 2012 to 2016, I worked closely with  
Judge McLaren and Ms Preiss. This has given me 
an invaluable insight into the inner workings of 
the OLTI office, an advantage denied to those 
who authored previous independent reviews.  
In this regard, I acknowledge having had the  
benefit of reading those earlier reviews 
prepared, in 2005 by Prof. JC van der Walt, in 
2009 by Adv. Neville Melville and in 2015 by  
Dr Elmarie de la Rey. 

4.  The overall impression is of an institution performing 
at the highest level of competence, an institution 
which more than meets the high standards 
expected of it by the long-term insurance industry, 
consumer interest groups and the regulator.  
The reasons for this will become apparent from the 
comments contained in this report. That the office 
has attained these high standards should come as 
no surprise. Since its inception in 1985, successive 
ombudsmen, all retired High Court (formerly 
Supreme Court) judges, appear to have built on the 
success of their predecessors with the support of 
the Council and all interested parties. Furthermore, 
OLTI has been a very active participant as member 
of The International Network of Financial Services 
Ombudsman Schemes (“INFO”) which has, as one 
of its main aims, the improvement of schemes 
worldwide, formulating a set of Fundamental 
Principles which, if attained, ensures the highest 
level of competence. 
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5. As the Scheme has matured over time, it is safe to 
say that its performance has improved. This is due 
to several factors, including:

◗ the normal maturation process of learning 
by experience, taking into account local 
circumstances; 

◗ the obvious willingness to be open to 
recommendations such as those by INFO, the 
World Bank and independent reviewers;

◗ the increased awareness of OLTI amongst 
consumers;

◗ the positive relationship that exists between 
OLTI and insurers; and

◗ changes in the statutory environment.

*** 

Section 7. Conclusion
1.  This review confirms what I suspect has long 

been known to the now-defunct FSOS Council, 
the South African Treasury, INFO, the Long-term 
Insurance Industry and the public, namely that in 
OLTI, South Africa has one of the most reputable 
financial Ombud schemes in the world. Its near-
total compliance with each and every element of 
the INFO Fundamental Principles bears testimony 
to the fact. As we approach a new dawn with the 
implementation of the 2017 Act, I can only envy the 
Chief Ombud, when appointed, and those who will 
sit on the Ombud Council. Hopefully they will soon 
appreciate what they have inherited.

2. I have already expressed my appreciation 
for the outstanding work done by the 
Ombudsman, Judge Ron McLaren and his 
able assistant, the Deputy Ombudsman,  
Ms Jennifer Preiss. However, their contribution 
needs again to be acknowledged, as must be 
that of all staff members, currently working under 
extremely stressful circumstances. 

3. In conclusion, I record my thanks to all the helpful 
individuals at OLTI who have assisted me in 
compiling this review, under difficult circumstances. 
I regret that circumstances have not enabled me 
to do the in-depth, face-to-face, on-the-spot 
investigations that I would normally have done. 
I wish all who contribute towards a just society, 
through their association with this initiative, well and 
thank them all for their invaluable contributions.”



62 INSURANCE OMBUDSMAN 2021 ANNUAL REPORT

CE14_OMBUDSMAN 2021 AR_JB_print ready

MATTERS OF INTEREST  |  CONTINUED

POLICY ON UNREASONABLE 
COMPLAINANT BEHAVIOUR
In February 2021 the office released a policy on 
unreasonable complainant behaviour, which can 
be found on our website www.ombud.co.za. 

In the introduction we drew attention to the 
mission of the office as set out in Rule 1.1 and 
to Rule 1.2 in terms of which the office “takes 
no instructions from anybody” regarding the 
performance of its free complaints resolution 
service. The introduction continues as follows:

This policy applies to current, past and 
potential complainants, as well as to 
anyone who contacts us, irrespective of 
the method of contact.

Unreasonable complainant behaviour 
hampers the proper performance by the 
office of its functions and is often unfair 
to other complainants. These adverse 
effects are recognised by Rule 3.3.2, in 
terms of which the Ombudsman may 
decline to consider or may dismiss a 
complaint which is “being pursued in a 
dishonest, frivolous, vexatious, abusive or 
unreasonable manner”.

Hereinafter such conduct is collectively 
referred to as “unreasonable behaviour”.

Unreasonable behaviour is explained in the 
policy as follows:

We consider the following broad 
categories of conduct as unreasonable 
behaviour:

◗ Dishonest, frivolous, vexatious, 
threatening and abusive conduct will 
not be tolerated. Examples of such 
conduct are offensive language; any 
form of discrimination; inflammatory 
statements; and threats of violence, 
whether direct or veiled.

◗ Unreasonable demands, which 
negatively impact on our ability 
to provide an efficient service 
to complainants. Examples of 
unreasonable demands include 
insistence on a response or action, 
otherwise than in accordance with our 
usual complaints resolution procedure 
and the insistence on communicating 
with a particular member of staff, 
despite that person’s unavailability 
or the fact that he/she is not the 
appropriate person.

◗ Excessive levels of contact, which 
include multiple letters, telephone 
calls or visits to the office, more 
particularly when such communication 
is out of line with our usual complaints 
resolution procedure.

◗ Inappropriate social media activity.

The policy continues with guidelines for social 
media engagement and lists some of the 
appropriate actions the office may take when 
confronted with unreasonable behaviour.
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NESTLIFE ASSURANCE 
CORPORATION LIMITED – 
LIQUIDATION 
In 2021 we dealt with what was, in the collective 
memory of staff members of our office, the 
unprecedented liquidation of a life insurer. 

Following a spate of complaints received about 
unpaid claims and policyholders and claimants 
not being able to reach Nestlife, and a lack of 
response to our queries, we were eventually 
informed by the insurer on 3 August 2021 that it 
was going to be liquidated as it was insolvent. 

Our office instigated a meeting with the Financial 
Sector Conduct Authority and the Prudential 
Authority as we had not seen any communication 
from these authorities about what affected 
policyholders and claimants could do or where 
they could get relevant information.

At the online meeting held on 17 August 2021 
we raised the fact that time is of the essence 
as, in terms of the Policyholder Protection 
Rules, policyholders may be able to enter 
into a similar new microinsurance or funeral 
policy with another insurer without the waiting 
period being extended if they did so within  
31 days of the previous policy having ended.  

We noted that many Nestlife assureds would not 
be able to exercise this option as they would be 
too old to qualify for a new policy under insurers’ 
new business product rules. 

The final liquidation order was granted on the 
same day as our meeting, following which the 
Prudential Authority put out a press release and 
Questions & Answers document. Claims arising 
on or before 31 July 2021 could be lodged with 
the liquidator, following the liquidation process, 
which in our view is quite an onerous process for 
claimants of funeral policies, for example.

The statistics for Nestlife shown on page 85 do 
not reflect the 107 complaints, which were closed 
as “not taken up” and not charged, as we could 
not assist the complainants in light of Nestlife’s 
liquidation. We did, however, correspond with 
these complainants and liaise with the liquidator. 
Two of the complaints were from retirement funds 
on behalf of 79 claimants in total whose Group 
Life Assurance benefits were not paid.

It is lamentable that no special industry 
arrangement was put in place to offer cover to 
erstwhile policyholders of the liquidated insurer, 
and that many policyholders who had faithfully 
paid premiums despite personal financial 
hardship, were left without cover.

3SIXTY LIFE INSURANCE LIMITED 
– CURATORSHIP
In December 2021 it was reported that 3Sixty Life had 
been placed under provisional curatorship following 
an urgent application by the Prudential Authority.  
The insurer has opposed the application for a final 
order. We will see how the story unfolds in 2022 
and trust that the interests of policyholders and 
beneficiaries will be paramount. It is worrisome that, 
in 2021 alone, our office issued 200 second reminders 
for a response to this insurer.
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MURDER FOR MONEY
The trial and ultimate conviction in October 2021 
of a former policewoman for the murder of six of 
her family members on whose lives she had taken 
funeral insurance cover raised much media interest 
and requests for comment. Around the same time, 
a pastor and two co-accused were convicted of the 
murder of a parish member and attempted murder of 
another to benefit from insurance policies which they 
had fraudulently taken out on behalf of the victims. 
Sadly, such cases are not new.

They are also not matters that our office would 
typically be involved with. Occasionally, we would 
receive complaints about the delay in the processing 
of a death claim where the insurer responds with 
a memorandum from the investigating officer, 
requesting that the proceeds of the policy be withheld 
as the police are investigating a possible “murder 
for money” motive. In 2021 we received five such 
requests involving five different deceased people 
from one insurer. Each case is treated on its own 
merits. Whilst we will allow time for the investigation 
to proceed if there is reasonable suspicion, we do 
not condone inordinate delays without any progress 
in the investigation or where there is no ground to 
suspect the beneficiary’s involvement in the unnatural 
death. In some instances, the complainant withdraws 
the complaint.

The media coverage seems to have led to several 
enquiries to our office from people wanting to know 
whether there was cover on their lives or people 
objecting to the continuance of cover on their 
lives taken by previous employers or ex-spouses. 
Currently, our law does not require the consent of a 
person whose life is to be covered (the life assured).  
The contract is between the policyholder and the 
insurer, not the life assured (if different) and the insurer. 
The policyholder must have an insurable interest in 
the life he or she wishes to cover, but this insurable 
interest need only exist at inception of the policy.

Sadly, the existence of insurable interest did not 
protect the policewoman’s family, nor would consent 
protect the victims of someone like the pastor whose 
victims were fraudulently impersonated.

FINAL DETERMINATIONS 
AGAINST INSURERS
In accordance with our usual procedure a final 
determination is preceded by a provisional ruling.

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 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, despite 
the fact that it does not agree with it. 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 2021 the office made the final determination 
set out in Case Report 48.
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In this complaint against Liberty Group Limited 
(‘’the insurer’’ or ‘’Liberty’’) the insurer’s defence, 
of non-disclosure of material information, was not 
upheld. 

The complainant had applied for the policy with the 
assistance of a Liberty financial adviser. The policy 
had been issued by Liberty after the receipt of the 
application and certain medical tests. Although 
Liberty acknowledged that the sales process had 
been flawed, the provisional ruling upholding the 
complaint was not accepted by the insurer.

The final determination was only issued after a 
hearing was held in terms of our Rule 5.3.

It appeared from the uncontested evidence of the 
complainant and the financial adviser at the hearing, 
which confirmed what was stated in the previous 
correspondence, that the correct procedure had 
not been followed in completing the application 
form. The adviser stated at the hearing:

◗ That he had asked the complainant at the 
outset about any chronic illnesses that he might 
have had at that stage.

◗ That he was only looking for chronic conditions, 
not acute conditions.

◗ That he understood chronic conditions to be 
ongoing conditions for which you take ongoing 
medication, such as diabetes. It is not a once-
off condition such as an injury.

◗ That he asked the medical questions in a 
generic fashion. He did not read out the 
questions as per the application form. For 
instance, he would ask the complainant if there 
were any problems with his heart, any problems 
with his lungs and so on. 

◗ The complainant had then signed the 
application form.

The office accepted that the complainant had 
suffered from medical conditions prior to the 

application, and these were not disclosed in the 
application form. These had not, however, been 
chronic conditions for which he received ongoing 
treatment. Given the format in which the questions 
had been asked and the fact that the focus had 
been on chronic conditions, the view of the office 
was that Liberty had not proved non-disclosure. 
The following determination was issued:

‘’The application process was fundamentally 
flawed, which Liberty Life should have 
realised from the hearing, if not before then. 
The adviser is employed by Liberty Life and 
is mandated to handle the process for the 
application of a policy. As Liberty cannot 
prove non-disclosure of material information 
in response to the questions that were 
actually asked of the complainant by the 
financial adviser, it has not discharged the 
onus of proof. The adjudicator meeting was 
satisfied that in the circumstances Liberty Life 
cannot rely on non-disclosure to repudiate 
the policy. The policy must be reinstated. 
This is the final determination.

“The claim process must now be followed. 
The complainant will be requested to 
provide any outstanding claim information 
once confirmation is received that the 
policy is reinstated.’’

Conclusion of the case
As the policy had been cancelled by Liberty 
the policyholder had not paid premiums during 
the complaint process. Liberty as a goodwill 
gesture agreed to reinstate the policy without the 
complainant having to pay the arrear premiums.

However, the assessment of the claim indicated 
that the complainant did not, in fact, qualify for a 
benefit in terms of the policy provisions.

FINAL DETERMINATION

CASE REPORT 48
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1.  The insurer had rejected a claim for a Mortgage Protection policy on the grounds 
that the insured was receiving a partial income in the form of a Temporary Employee/
Employer Relief Scheme (“TERS”) payment and therefore did not experience total loss 
of income. 

2.  The policy had commenced after the Final Credit Life Insurance Regulations, 2017 were 
promulgated in August 2017 and provided for a benefit to be paid in the event that the 
insured became “Unemployed” or “Unable to Earn an Income”, other than as a result 
of disability.

3.  “Unable to Earn an Income” was defined as:

Unable or Inability to Earn an Income means you are incapable of earning an 
income from any occupation, work, job or business for any reason other than 
Disability.

4.  Relying on the definition above as read with the Regulations, the insurer contended that 
there had to have been a 100% loss of income for a claim to succeed.

5.  The complainant did not receive her monthly salary from her employer for two months 
due to the COVID-19 pandemic but received a benefit from the TERS for those months.

6.  The insurer argued that the benefit payments received from the TERS constituted 
income earned and the complainant therefore did not suffer a 100% loss of income as 
required by the policy for her claim to succeed.  

7.  The question that arose was whether the payments which the complainant received from 
the TERS constituted income earned “from any occupation, work, job or business for any 
reason other than disability”.

8.  The matter was discussed at an adjudicators’ meeting, which noted that the policy did not 
define “income” or “income earned”.   The meeting therefore considered the ordinary 
meaning of “income earned” and “earned income” and the wording of the TERS 
Directives issued by the Minister of Employment and Labour in March and August 2020.  
It also considered the legal opinions obtained by the insurer and the office.

9.  The March TERS Directive does not refer to income earned but instead throughout 
refers to a “benefit” or “benefits” or “special benefit”. This was significant.

10.  Importantly, the August TERS Directive distinguished between the TERS benefit and 
remuneration paid by the employer, with “remuneration” bearing the same meaning as 
that given in the Basic Conditions of Employment Act, 1997 (Act No. 75 of 1997):

LOSS OF INCOME AND TERS

OTHER CASE REPORTS
The following are summaries of a few of the cases finalised in 2021. Our website contains more case reports.
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“… any payment in money or in kind, or both in money and in kind, made or 
owing to any person in return for that person working for any other person …” 

11.  It followed that the August TERS Directive construed the TERS benefit separately 
from the employee’s “remuneration paid by the employer for work performed by the 
employee”.

12.  It was also noted that the South African Revenue Service, in its memorandum to 
employers dated 11 September 2020, directed that TERS payments were not to be 
reflected on IRP5/IT3(a) certificates issued by employers to their employees. 

13.  In summary, it was concluded that:

◗ the TERS benefit is a benefit created by statute and it is not income earned from 
any occupation, work, job or business nor is it remuneration paid to an employee 
for services rendered;

◗ the source of funds for the TERS benefit is the National Disaster Benefit Fund;

◗ the source of funds for the TERS benefit is not the employer in terms of a contract 
of employment;

◗ TERS is a benefit paid via the Unemployment Insurance Fund from the funds of 
the National Disaster Benefit Fund, not from the employer’s coffers;

◗ the employer’s role with regards to TERS is, at best, that of a payment agent; and

◗ the ordinary meaning of “earned income” and “income earned” in the context 
of income earned for services rendered/work done, cannot mean passive income  
from TERS.

14.  In light of the above, the meeting held that the TERS benefit did not constitute  
income earned and therefore could not be considered in the assessment of the 
complainant’s claim.

15.  The meeting was also of the unanimous view that the conclusion reached above was in 
accordance with the principles of fairness and equity as applied by the office.

16.  The insurer accepted our view and paid the loss of income claim.
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MISTAKE/RELIANCE
LAPSING/REINSTATEMENT

Background
1. The policyholder had a “key person” policy on 

the life of an employee. Premiums for October 
and November 2017 were paid late, after the  
30-day grace period. 

2. On 25 November 2017 the insurer sent the 
policyholder a letter advising that “Your policy 
has lapsed (been cancelled)”. The letter also 
advised that “you may be able to reinstate the 
policy within 6 months”. It stated further:

“You may be able to reinstate your 
policy

If you decide to pay the arrear 
premiums, the policy may be 
reinstated depending on [the insurer’s] 
underwriting requirements at that 
time.

Please speak to your financial adviser or 
call us to discuss your options. You will 
need to apply for reinstatement within  
6 months of the date of this letter.”

3. The policyholder requested that the policy be 
reinstated. On 29 November 2017 a letter was 
sent to the policyholder’s broker (agent for the 
policyholder) stating as follows:

“The total outstanding amount 
(December 2017 premium included) 
is R1  479.76 to reinstate the policy 
without formalities. Should the policy be 
reinstated after the 28th February 2018,  
the reinstatement will be subject to 
underwriting assessment.”

4. A similar letter was sent on 8 December 2017.

5. The policyholder paid the outstanding amount 
of R1 479.76, which included the premium for 
December, on 20 December 2017. 

6. The insurer then stated that it made an error 
in offering to reinstate the policy without 
formalities. It insisted that the life insured be 
underwritten again before it would reinstate 
the policy. The policyholder complained to  
our office.

Discussion
7. We noted that the policy is silent on the issue 

of reinstatement. This means that there is no 
right to reinstatement flowing from the policy. 
An agreement on reinstatement would thus 
have to be reached between the parties. There 
would have to be an offer and an acceptance, to 
constitute a binding agreement (a contract).

8. The letter sent on 29 November 2017  
(paragraph 3 above) appears to be a clear  
offer by the insurer to reinstate, without 
formalities, if the total outstanding amount 
is paid. The time within which payment 
must be made for reinstatement without 
formalities is not made as clear, but the 
implication is that it should be before  
28 February 2018. 

9. By paying R1 479.76, which included the 
premium for December, on 20 December 2017, 
the policyholder indicated acceptance of the 
insurer’s offer.

10. The insurer then stated that it made a mistake 
in offering to reinstate the policy without 
formalities.

11. This mistake would be regarded as causal 
since, according to the insurer, it intended 
to contract on different terms, i.e. on the 
basis that underwriting would be required.  
The mistake is material (essential), since it  
led to dissensus between the parties on a 
material term of the contract.
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12. An essential mistake in principle means that a 
contract is invalid (void ab initio), because of 
the lack of subjective agreement. 

13. However, contractual invalidity in this situation 
may be seen as unfair to the other party, if 
he reasonably believed that there was a valid 
contract, and the reliance theory may then 
come into play.

14. In accordance with the reliance theory, it 
must be asked whether the policyholder  
(the non-mistaken party) reasonably believed 
that there was subjective consensus between 
the parties. If so, he should be able to enforce 
the contract despite the insurer’s mistake. In 
terms of the reliance theory, the contract will 
be valid if the mistaken party (the insurer) 
created the impression that it subjectively 
agreed to the contract; there was reliance on 
this impression by the non-mistaken party; 
and the reliance was reasonable.

15. In this case the insurer created the 
impression that it would reinstate 
the policy without underwriting/
formalities if the arrears were paid before  
28 February 2018. The policyholder relied  
on this impression, paid the arrears on  
20 December 2017 and attempted to pay 
subsequent premiums. In our view the 
policyholder’s reliance in this case was 
reasonable. We stated our view that the 
insurer should be held to the contract.

Result
16. The insurer reinstated the policy without 

underwriting.
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Background
1. Mr W was employed at a State Department 

as an independent contractor, through a 
consulting agency, from 1 April 2010 to  
30 March 2017, at which time his contract  
was not renewed. In a letter dated  
6 November 2017 from the agency, addressed 
to Mr W, the contract was not renewed due  
to budget cuts. 

2. He had taken out a Salary Protection 
Policy: retrenchment and injury cover 
only, commencing on 1 October 2012 and 
terminating on 30 September 2021. The cover 
was R75  000 per month, at a premium of  
R1 141, which had escalated at 6% per annum.

3. In the sales call Mr W stated that, as he was a 
contractor, he needed to cover himself if he  
lost income. The consultant did state later that 
he did not provide advice, only information. 
During the call the consultant informed Mr W 
of the retrenchment cover as set out below in 
paragraph 6. 

4. The complainant advised that he had 
submitted a retrenchment claim later in  
2017. This was eventually declined on  
6 December 2017. He provided some details 
to our office on the liaison with the bank 
and the unfortunate circumstances that he 
endured from the termination of the contract 
to the time that he submitted his complaint to 
our office. 

5. Mr W was aggrieved about the insurer‘s stance 
that the claim could not succeed as he was 
not considered a permanent employee and a 
formal retrenchment process was not followed 
in the termination of his contract. 

6. The policy under the heading “Retrenchment” 
states:

“About retrenchment

Bank* will provide a monthly payout 
for a maximum of six months, provided 
that the following conditions are met:

◗ Your employer must have followed 
a formal retrenchment process.

◗ You cannot be self-employed 
or employed by any of your 
family members in any capacity 
whatsoever.

◗ The salary protection insurance 
must have been in force for at least 
six months before the retrenchment 
process started.”

* Full name of bank not provided.

7. The retrenchment claim was declined by the 
insurer because: 

 (a) Mr W was not permanently employed;

 (b) the employer did not follow a formal  
 retrenchment process in the termination  
 of his services; and

 (c) his contract came to a natural end. 

8. We asked the insurer to consider that a contract 
that is renewed over several years creates the 
expectation of contract renewal and points 
to permanent employment, and that one 
could not hold the insured to the fact that the 
employer did not follow a formal or legitimate 
retrenchment process. In this case, Mr W had 
stated that there had in fact been several 
consultations between him and the agency 
(effectively his employer) before the contract 
was terminated. The insurer responded that 
the claim could not succeed because:

◗ The agency confirmed Mr W was an 
independent contractor and not an 
employee.

TERMINATION OF LONG-STANDING CONTRACT/RETRENCHMENT 
BENEFIT CLAIM/CONSIDERATION OF FORM OF EMPLOYMENT
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◗ His contract came to a natural end.

◗ He was paid an hourly rate and there were 
no deductions for the Unemployment 
Insurance Fund or employee benefits.

◗ The nature of the budget cuts at the 
State Department, to which Mr W was 
contracted, was not stipulated and adverse 
conditions had not been confirmed.

◗ There was no indication of a retrenchment 
process being followed by the employer.

◗ The minimum criteria had not been met 
and the claim could not succeed.

9. Mr W responded by emphasising: 

◗ He could not penalised if there is no 
information about the reasons for the 
budget cuts, but he could confirm that 
when the agency loses an income from a 
client, there are budget cuts and he and 
two other contractors were affected. 

◗ His contract was renewed over 12 years at 
the agency until budget cuts affected him. 

◗ He paid PAYE.

◗ The agency extended his contract for only 
another month which indicates there was 
a consultation process when the company 
experienced adverse conditions. 

◗ At a minimum, he worked eight hours a 
day times the number of workdays per 
month.

10. This matter was submitted to the adjudicators’ 
meeting. 

Meeting’s consideration and decision
11. The meeting considered the policy 

requirements, as set out in paragraph 6 above. 
The criteria do not include the requirement for 
the insured to be “permanently employed” as 
suggested by the insurer. The meeting focused 
on the exclusion of “self-employed” persons. 
The question that arose was whether Mr W, in 
the circumstances and taking cognisance of 

“employee” definitions and the understanding 
of the factual employment relationship, 
could be considered an “employee”.  
An “employee” enjoys retrenchment cover, 
as opposed to a contractor who offers his 
services through his own enterprise.

12. Section 213 of the Labour Relations Act, 66 of 
1995, (“LRA”) defines an employee as:

“(a) any person, excluding an 
independent contractor, who works 
for another person or for the state 
and who receives, or is entitled 
to receive, any remuneration, and  
(b) any other person who in any manner 
assists in carrying on or conducting 
the business of an employer, and 
‘employed’ and ‘employment’ have 
meanings corresponding to that of 
employee.” 

13. However, the above must be read with  
section 200A of the LRA and section 83A 
of the Basic Conditions of Employment 
Act, 75 of 1997, which provide that until the 
contrary is proved, a person who works for, 
or renders services to, any other person, 
is presumed,  regardless of the form of 
the contract  (emphasis added), to be an 
employee if any one or more of the following 
factors are present:

“(a) The manner in which the person 
works is subject to the control or 
direction of another person;

(b) the person’s hours of work are 
subject to the control or direction 
of another person;

(c) in the case of a person who works 
for an organisation, the person is a 
part of that organisation;
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(d)  the person has worked for that 
other person for an average of at 
least 40 hours per month over the 
last three months;  

(e)  the person is economically 
dependent on the other person 
for whom that person works or 
renders services;  

(f)  the person is provided with tools 
of trade or work equipment by the 
other person;

(g)  or the person only works for or 
renders services to one person.”

14. It is evident from the above provisions that our 
labour legislation presumes that a person is 
an employee notwithstanding what a contract 
may be called or the form it takes. The law 
effectively looks at the substance of the 
relationship/agreement.

15. Mr W’s contract had rolled over for a period 
of 12 years with the agency and he worked 
for at least 40 hours per week. He did not 
provide his services to any other entity and 
was under the control and instruction of this 
company. The factual employer/employee 
relationship between him and the agency had 
brought him within the four corners of the 
definition of “employee”. The meeting was of 
the view that he ought to enjoy the protection 
the policy affords to an employee in terms of 
retrenchment. 

16. The other criterion in the policy relates to the 
requirement that the employer must have 
followed a formal retrenchment process. 
We reiterated that it was not Mr W’s fault 
that his employer did not provide details 
of the consultations or the “budget cuts”. 
From the information at our disposal the 
logical conclusion is that his position became 

redundant when his employer could not 
pay his salary due to budget cuts and that 
these followed from adverse, structural, 
economic or operational factors, suffered 
by the employer and this impact affected 
future work for him. Mr W contended that 
he and two other contractors had formal 
consultations with the employer prior to 
termination, in any event. 

17. The format of “a formal retrenchment 
process” may not necessarily mean 
the legislative process or the process 
documented by the employer. It may take the 
shape of meetings with the employer where 
the termination is considered. It was our 
view, from the information provided to us, 
that Mr W was dismissed due to operational 
requirements after consultations with his 
employer and notice provided to him that 
his contract would not be renewed.

18. After due consideration of the factual 
employment relationship and the reason for 
the termination of the contract, the meeting 
concluded that a recommendation be made 
to the insurer to consider admitting this claim 
for the retrenchment benefit. 

Insurer’s response
19. The insurer responded that it had noted the 

recommendation by this office and that it 
had concluded that it was willing to make an 
exception to its business rules and pay the 
retrenchment benefit. They asked for Mr W’s 
banking statements to prove unemployment. 

20. Mr W was paid the retrenchment benefit as 
set out in the policy. 
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1. The policy commenced on 1 July 1995.  
It covered life, capital disability and a double 
accident (as defined) benefit each at R48 176. 

2. The life insured, Mr V, a police officer, passed 
away as a result of a gunshot wound to the 
head on 27 January 2000. 

3. The beneficiary, the deceased’s brother, also 
Mr V, submitted a claim and was paid the life 
cover benefit of R56 892.32 on 12 April 2000. 

4. The information at the disposal of the insurer 
indicated that the death was as a result of  
suicide and they declined the double 
accident benefit. However, new information 
was submitted on 6 September 2018, and 
on 11 September 2018 the insurer paid the 
beneficiary the double accident benefit of  
R48 211.32, which included interest of R35.32. 

5. One of the issues that had to be determined 
was the consideration of interest on the 
delayed payment of the accident benefit.  
The insurer was alerted in this regard to 
paragraph 23 of the revised practice note on 
the payment of interest as follows: 

 “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.”

6. The complainant was aggrieved about the 
interest of R35.32, citing that his brother had 
passed away in 2000 and the accident benefit 
was only paid in 2018, while the insurer’s 
argument was that they only became aware  
that the cause of death was an accident and  
thus that a double benefit was due in  
September 2018, after which they made 
payment within a week.

7. Our office made a provisional ruling dated  
26 August 2019, finding that the insurer should 
pay interest on the accident benefit with effect 

from 1 April 2000 when the claim for the life 
cover benefit was finalised, as the insurer had 
the use of the funds. The interest amounted 
to R104 297.06 according to a calculation 
submitted to our office by the insurer on  
23 July 2019 but later retracted as not 
applicable in this matter. 

8. The insurer made further submissions following 
the provisional determination, offering 50% 
of R104 000 and stating its opinion that 
the in duplum rule applied whereby the 
interest component should be capped to the 
(outstanding) capital amount. The offer was a 
settlement amount of R52 000 to be paid on an 
ex gratia basis. 

9. The complainant declined the settlement offer.

10. The office decided to obtain an independent 
legal opinion on the application of the in 
duplum rule on interest on benefits, as 
opposed to interest on loans. 

11. The legal opinion concluded that interest 
should be capped at the capital amount of the 
benefit.

12. The matter was submitted to an adjudicators’ 
meeting where it was decided as follows:

(a) The ex gratia offer of R52 000 made by the 
insurer was reasonable.

(b) Our office agreed with the legal opinion 
provided to our office by an independent 
legal consultant that, with application of 
the in duplum rule, the offer exceeded 
the capital benefit, and that the interest 
due, whether in mora or not, had stopped 
accruing when it reached the capital 
amount. 

(c) As the amount offered was in excess of the 
capital amount, the date from when the 
interest should run was deemed irrelevant.

13. The complainant remained aggrieved that the 
interest did not run from the date of death but 
accepted the office’s decision. He was paid 
R52 000 in interest and the file was closed. 

DELAY IN PAYMENT OF CLAIM: 
INTEREST AND THE IN DUPLUM RULE
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MATTERS OF INTEREST  |  CONTINUED

Background
1. The deceased person was killed when he was 

struck by a train (“the incident”).

2. At the time of the incident at approximately 
05:15:

◗ the deceased was a pedestrian; and

◗ a Metrorail train was being driven from 
Compensation to Umhlali.

3. The incident occurred at a place at or near or 
along the railway line which, in the statement 
of the witness was only described as “126/391” 
and which, according to that statement, 
was the “precise place” where the incident 
occurred.

4. In the statement the witness said this referring 
to the deceased: “To my knowledge the 
person had no authority to be present at the 
mentioned place and in my opinion, there was 
nothing that I or my employer could do to 
avoid the incident.”

5. There was no other relevant information about 
the incident, save for the following statement 
by the investigating officer of the South African 
Police Service: “The deceased was walking 
along the railway tracks at Shaka’s kraal when 
he was knocked down by a train travelling in 
his direction.”

6. The insurer justified its repudiation of the 
claim for the funeral policy benefit as follows:

 “It is confirmed that the direct cause of death 
of the deceased was due to illegal railway line 
crossing.

 The illegal crossing of a railway line is 
criminalised in terms of the following provision 
from the Legal Succession to the South African 
Transport Services Act 9 of 1989:

A person who crossed a railway line 
without the authority of the Company 
or Corporation, as the case may be, 
at a place where a level crossing or 
pedestrian crossing has not been 
constructed; shall be guilty of an offence 
and on conviction any competent 
court may impose, in its discretion, 
a fine or imprisonment, or a fine and 
imprisonment, or any other suitable 
punishment within its jurisdiction.

 It is confirmed by the investigating officer that 
the deceased was hit by a train whilst walking 
on the railway line.”

Discussion
7. The matter was discussed at a meeting of the 

adjudicators in our office. The meeting noted 
the following:

7.1 The insurer bore the onus of proving 
the criminal act on which it relied for its 
repudiation of liability in terms of the 
policy.

7.2 According to the insurer, the deceased 
committed the offence set out in the 
second paragraph quoted in paragraph 6 
above.

7.3 The following were the factual errors in 
the insurer’s letter, quoted in paragraph 6 
above:

◗ There was no evidence that, at the 
time of the incident, the deceased 
was in the act of an “illegal railway line 
crossing”.

◗ The investigating officer did not 
say that the deceased was hit whilst 
walking on the railway line.

EXCLUSION RELATING TO DEATH AS A RESULT 
OF ACTIVE PARTICIPATION IN CRIMINAL ACT
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◗ There was no evidence that the 
deceased’s death arose while illegally 
crossing a railway line.

8. The offence in question can only be committed 
by a person:

◗ who crosses a railway line; and

◗ at a place where there is no level crossing 
or pedestrian crossing.

9. It had not been proven that:

◗ the incident occurred while the deceased 
was crossing a railway line; or

◗ the incident occurred at a place where 
there was no level crossing or pedestrian 
crossing.

10. The witness’s evidence and that of the 
investigating officer did not prove the 
commission by the deceased of the alleged 
criminal act.

11. It was a unanimous finding of the meeting that 
the insurer did not discharge the onus and that 
it was liable for the payment of the benefit.

12. The insurer accordingly paid the claim.
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SYSTEMIC ISSUES
As we have mentioned in previous Annual Reports, there are certain complaints that reflect systemic issues. 
This means that the issue raised in complaints has a wider impact than the complaints which are lodged 
with the office. The office liaises with the insurer concerned as to the wider implication of the problem and 
reports such systemic issues to the Financial Sector Conduct Authority (“FSCA”) and where appropriate to 
the Committee. We record systemic issues in the Annual Report.

Overinsurance
In 2021 there were numerous complaints (70) about 
the fact that a microinsurer declined or limited claim 
amounts on the basis of overinsurance. The insurer 
declined death claims under funeral policies on the 
ground that the maximum benefit per life assured had 
been reached, relying on the following wording in the 
policy: 

“What is the Maximum Funeral Benefit 
Amount per Life Assured?

Benefits per Life Assured over the age of 
13 years on ALL policies – R50 000.00 (Fifty 
Thousand Rand)” 

The problem arose at claim stage when a life assured 
died who was covered under more than one policy 
owned by different policyholders. The insurer’s 
systems could not detect the overinsurance at 
application stage (the system has subsequently been 
upgraded). At claim stage the insurer would pay the 
benefit on a first claim, first pay basis, irrespective of 
when the policies were issued. When claiming the 
remaining policyholders would either receive the 
balance of the maximum amount or no benefit at all. 
Premium refunds were paid to these policyholders.

There were extensive consultations with the insurer 
and with the FSCA.

Our view was that the insurer’s reliance on the 
policy wording for its defence was problematic.  
An insurance contract is a reciprocal contract in which 
“the one party is bound to perform in exchange  
for the performance by the other party” – see  
paragraphs 1.37 and 11.36 on, respectively,  
pages 9 and 375 of Contract – General Principles 
(fifth edition) by Van Huyssteen and Others. An insurer 
must perform (by paying the benefit) in exchange for 
having received the premium. In the policy clause titled 

“Benefits payable under this Policy” it is stated that “All 
Lives Assured under this Policy will qualify for benefits 
as specified per the Terms and Conditions.”

The clause dealing with the maximum benefit amount, 
could be seen to have more than one meaning and 
should have been expanded upon to make the 
insurer’s intention clearer. As it stands, it is not clear 
whether “ALL policies” refers only to policies held by 
the particular policyholder, whether it is “ALL policies” 
across all insurers or only with the particular insurer.  

The Claims Procedure clause in the policy has no 
caution as to the possibility of overinsurance or to the 
insurer’s practice of paying on a first come, first paid 
basis. There was nothing a policyholder who took out 
the first policy could do to protect herself, because 
the knowledge of the total amount of cover on a 
particular life assured’s life rests solely with the insurer. 
The fact that the insurer’s system failed to prevent the 
breach of the clause by allowing other policyholders to 
subsequently effect cover on the life assured’s life does 
not assist its defence. There is a well-known rule that 
”a party cannot take advantage of his own default, to 
the loss or injury of another” – Scott and Another v 
Poupard and Another 1971 (2) SA 373 (A) 378H.

The office was of the view that:

◗ The wording “ALL policies” is imprecise. 

◗ The insurer cannot avoid its obligation to pay the 
full policy benefit to a claimant by invoking the 
“first come, first paid” defence.

◗ The insurer cannot convey to a policyholder that 
the clause in question means that if a deceased is 
“overinsured” the competing claim will be treated 
on a “first come, first paid” basis and that the 
insurer’s liability is capped.

◗ The application of the principles of fairness and 
equity, in terms of the Policyholder Protection 
Rules, were not present.  

MATTERS OF INTEREST  |  CONTINUED
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TRENDS
Rate reviews on funeral policies
As can be expected after the impact of COVID-
19-related deaths on the life insurance industry, 
there have been premium increases on policies. 
This is particularly evident on certain funeral 
policies after rate reviews.

The office received complaints about these 
increases. The office does a check to ensure 
that there has been compliance with Rule 15 
(dealing with premium reviews) of the PPR.  
In most instances the insurers’ premium 
increases were upheld because the rate review 
was justified, and the office does not interfere 
with the legitimate exercise by the insurer of its 
commercial judgement.

QUARTERLY REPORTS
The office reports to the FSCA and National 
Treasury on a quarterly basis on the statistics of 
each subscribing insurer. Problems and trends are 
highlighted in these reports for further attention 
by the regulator.

COMPLIANCE WITH 
DETERMINATIONS 
There was no incidence of non-compliance 
with a final determination by an insurer.

It needs to be mentioned, however, that 
the liquidation of Nestlife had an impact on 
complaints as explained on page 63.

QUALITY CONTROL
The office has in place the following quality 
control measures: 

In 5% of randomly selected cases an 
assessor reviews the complete file in 
terms of a standard list of criteria.

User surveys are done every two years. 
See pages 78 and 79 for the latest 
survey results.

An Independent Review is carried out 
every three to five years by a suitably 
qualified and experienced person.  
The latest Independent Review is 
discussed on pages 60 and 61.

An Independent External Assessor deals 
with and reports on complaints against 
the office. See pages 52 and 53 for a 
summary of the complaints during 2021.

Where a complainant is dissatisfied 
with a provisional ruling the case file 
is reallocated to an adjudicator who 
had not been involved in the ruling, to 
review the decision. This occurs in 10% 
to 12% of complaints.

◗ The words “ALL policies” were therefore not 
sufficiently clear to allow the insurer to avoid liability.

It was agreed with the insurer that the resolution of 
the complaints would be done on the following basis:

Where the claims were otherwise valid, the 
insurer had to pay the policy claim amount. 
However, where there were other possible 
defences, the insurer could raise these after a 
proper investigation of the circumstances.

Unfortunately, there had been a considerable 
delay in finalising these complaints because of the 
consultations and the subsequent investigations.

It subsequently transpired that another insurer was 
also involved with the policies. It was agreed that 
the policies underwritten by that insurer would be 
resolved on the same basis as mentioned above.

The office continues to receive complaints regarding 
this issue.
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YES NO NOT ANSWERED

COMPLAINANT SURVEY

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

Do you think our process is fair?

Has our office treated you courteously?

Would you advise family or friends to use our office?

84%

77%

88%

83%

1%

3%

1%

2%

20%

11%

15%

15%
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INSURER SURVEY

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

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

Do we provide a good dispute resolution service for insurers?

Are our decisions consistent?

Are you treated with courtesy by the office?

100%

7%

20%

93%

80%

100%

100%

YES NO NOT ANSWERED
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REPORT BY THE 
CHAIRPERSON OF THE 
OMBUDSMAN’S COMMITTEE

Notwithstanding these challenges the office 
continues to show its resilience by not only absorbing 
and dealing with the increase with the same staff 
complement, but also becoming more efficient, 
as the statistics below will show. For this our thanks 
and admiration go to each member of the staff, for 
the contribution they make and the example that  
they set. 

At this stage committee meetings continue to be held 
via electronic functionality. Discussions will, in due 
course, be held as to the viability of having in-person 
meetings again, given the relaxation of the COVID-19 
regulations.

The office received 17 379 written requests for 
assistance which is an increase of 22% from the previous 
year and no doubt largely impelled by COVID-19.  
A knock-on effect of this was that chargeable cases 
increased to 8 163 and finalised cases increased to  
3 899. It is pleasing to report that the success of 
transfer cases, greater efficiencies, tight financial 

ANOTHER REPORTING PERIOD HAS PASSED WHERE THE OFFICE HAD TO COPE 
WITH A COVID-19-IMPELLED INCREASE IN WORKLOAD WHILST WORKING 
REMOTELY OR INTERMITTENTLY AT THE OFFICE. IT SEEMS TO HAVE BECOME THE 
“NEW NORMAL”. 

controls and determination of the staff have enabled 
the office to contain the increase in case fees.  
The office has therefore managed, with courage 
and resourcefulness, to keep the balance between 
giving excellent service, ensuring procedural rigour, 
maintaining informality and transparency, guarding 
confidentiality and delivering cost-effectiveness.  
A truly praiseworthy achievement in the circumstances.

Our members have again unanimously pronounced 
their appreciation for the constructive and positive 
relationship they enjoy with the office and for the well-
considered and rigorous determinations the office 
continues to deliver against the background of the 
increase in their workload, as illustrated above. 

As always it gives me great pleasure to be able to 
say that the office continues to provide a world-class 
dispute resolution service.

Glenn Hickling  
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Glenn Hickling (Chairperson) 
BrightRock Life Insurance Limited

Corlene du Plessis 
Sanlam Developing Markets Limited

Theressa Jenkins 
Nedgroup Life Assurance Company Limited

Hein Human 
Discovery Life Limited

Shaun-Thomas Pringle 
Santam Structured Life Limited

Nkululeko Masondo 
Workerslife Assurance Company Limited

Anna Rosenberg 
ASISA

Shale Adams 
Absa Life Limited

Martin van Wyk 
Sanlam Life Insurance Limited

Mariza Schlusche 
Metropolitan Life Limited

Russell Krawitz 
Guardrisk Life Limited

Jacolien Potgieter 
Assupol Life Limited

Jason Mey 
Clientèle Life Assurance Company Limited

Sue du Plessis 
Momentum Metropolitan Limited

Denvor Pillay 
1Life Insurance Limited

Hazel Lerman 
Liberty Group Limited

Lara du Plessis 
Old Mutual Life Assurance Company (SA) 
Limited

MEMBERS OF THE OMBUDSMAN’S COMMITTEE
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The information to be 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.

The office published individual 
insurer complaints data for the 
period 1 January 2021 to  
31 December 2021 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. 

COMPLAINTS DATA FOR 
SUBSCRIBING MEMBERS

SECOND 
REMINDERS FOR 
RESPONSES
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 
2021 appear alongside.

3Sixty Life 200

Nestlife 18

Safrican 13

Hollard Life 9

Emerald Life 9

Workerslife 9

First Rand 7

1Life 6 

More than five second reminders 2021



83INSURANCE OMBUDSMAN 2021 ANNUAL REPORT

CE14_OMBUDSMAN 2021 AR_JB_print ready

WHOLLY OR PARTIALLY (“W/P”) 
IN FAVOUR OF COMPLAINANTS
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, 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. 

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 2021, 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 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 34.09%.
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Complaints
 Received

% of
 Total

Cases 
Considered

Cases
 Finalised

Resolved W/P
 in favour of

 Complainants

1Life Insurance Limited 210 2.57% 180 122 18.9%

3Sixty Life Insurance Limited 317 3.88% 243 142 59.9%

Abacus Insurance Limited 36 0.44% 19 18 27.8%

ABSA Insurance and Financial Advisers (Pty) Limited 0 0.00% 0 0 0.0%

ABSA Life Limited 285 3.49% 204 126 34.9%

AIG Life South Africa Limited 51 0.62% 35 37 35.1%

Alexander Forbes Investments Limited 0 0.00% 0 0 0.0%

Alexander Forbes Life Limited 11 0.13% 9 12 58.3%

Allan Gray Life Limited 12 0.15% 8 5 0.0%

Assupol Life Limited 216 2.65% 143 90 37.8%

AVBOB Mutual Assurance Society 177 2.17% 116 79 53.2%

Bidvest Life Limited 6 0.07% 6 7 0.0%

BrightRock Life Insurance Limited 63 0.77% 45 30 33.3%

Centriq Life Insurance Company Limited 242 2.96% 195 109 26.6%

Clientèle Life Assurance Company Limited 328 4.02% 234 134 44.0%

Constantia Life Limited 2 0.02% 1 8 37.5%

Constantia Life & Health Insurance Company Limited 6 0.07% 6 4 25.0%

Discovery Life Limited 218 2.67% 187 165 21.2%

Dotsure Life Limited 6 0.00% 3 2 0.0%

Emerald Life (Pty) Limited 200 2.45% 146 35 60.0%

FedGroup Life Limited 1 0.01% 0 0 0.0%

First Rand Life Assurance Limited 168 2.06% 124 91 41.8%

Guardrisk Life Limited 251 3.07% 124 63 19.0%

Hollard Life Assurance Company Limited 966 11.83% 702 518 46.7%

Hollard Specialist Life Limited  49 0.60% 35 17 52.9%

Investec Life Limited 2 0.02% 2 0 0.0%

Just Retirement Life (SA) Limited 1 0.01% 0 0 0.0%

COMPLAINTS DATA FOR SUBSCRIBING MEMBERS  |  CONTINUED
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Complaints
 Received

% of
 Total

Cases 
Considered

Cases
 Finalised

Resolved W/P
 in favour of

 Complainants

Liberty Group Limited 668 8.18% 510 388 28.9%

Merrit Insurance Limited 0 0.00% 0 0 0.0%

Metropolitan Life Limited 594 7.28% 418 282 41.8%

MMI Group Limited 280 3.43% 229 181 34.3%

Nedgroup Life Assurance Company Limited 214 2.62% 175 124 24.2%

Nestlife Assurance Corporation Limited 9 0.11% 9 14 35.7%

New Era Life Insurance Company Limited 4 0.05% 4 2 0.0%

Ninety One Assurance Limited 1 0.01% 0 0 0.0%

Old Mutual Alternative Solutions Limited 12 0.15% 5 2 100.0%

Old Mutual Life Assurance Company (SA) Limited 1 307 16.01% 889 465 24.9%

OUTsurance Life Insurance Company Limited 34 0.42% 25 24 20.8%

Professional Provident Society Insurance Company Limited 43 0.53% 36 23 30.4%

PSG Life Limited 0 0.00% 0 0 0.0%

Real People Assurance Company Limited 5 0.06% 3 4 25.0%

Safrican Insurance Company Limited 261 3.20% 164 115 41.7%

SA Home Loans Life Limited 11 0.13% 9 11 9.1%

Santam Structured Life Limited 250 3.06% 152 89 28.1%

Sanlam Life Insurance Limited 324 3.97% 254 160 13.1%

Sanlam Developing Markets Limited 239 2.93% 171 119 15.1%

Shield Life Limited 1 0.01% 0 0 0.0%

Smart Life Insurance Limited 5 0.06% 2 2 50.0%

Viva Life Insurance Limited 11 0.13% 8 6 50.0%

Vodacom Life Assurance Company Limited 14 0.17% 9 12 66.7%

Workers Life Assurance Company Limited 52 0.64% 44 62 54.8%
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APPENDICES

SUBSCRIBING MEMBERS

Lloyd’s South Africa (Pty) Limited

Lombard Insurance Limited

MiWay Insurance Limited

Momentum Insure Company Limited

Monarch Insurance Company Limited

Mutual and Federal Risk Financing

Nedgroup Insurance Company Limited

New National Assurance Company Limited

NMS Insurance Services (SA) Limited

Old Mutual Insure Limited

OUTsurance Insurance Company Limited

Professional Provident Society Short-term Insurance 
Company Limited

Renasa Insurance Company Limited

SAFIRE Insurance Company Limited

SA Home Loans Insurance Company Limited

Santam Limited

Santam Structured Insurance Limited

SASRIA (SOC) Limited

Standard Insurance Limited

Swiss Re Corporate Solutions Africa Limited

Vodacom Insurance Company Limited

Western National Insurance Limited

Workerslife Insurance Limited

Yard Insurance Limited

Abacus Insurance Limited

Absa Insurance Company Limited

AIG Insurance Company 

Allianz Global Corporate & Specialty (SA) Limited

Auto & General Insurance Company

Bidvest Insurance Limited

Bryte Insurance Company Limited

Budget Insurance Company Limited

Centriq Insurance Company Limited

CFAO Motors Insurance Limited

Chubb Insurance South Africa Limited

Compass Insurance Company Limited

Constantia Insurance Company Limited

Corporate Guarantee (South Africa) Limited

Dial Direct Insurance Limited

Discovery Insure

Dotsure Insurance 

First for Women Insurance Company Limited

First Rand Short-Term Insurance Limited

GENRIC Insurance Company Limited

Guardrisk Insurance Company Limited

Hollard Insurance Company

Hollard Specialist Insurance Limited

Indequity Specialised Insurance Limited

Infiniti Insurance Limited

King Price Insurance Company Limited

Land Bank Insurance Company (SOC) Limited

Legal Expenses Southern Africa Limited
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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
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
Clientèle Life Assurance Company 
Limited
Constantia Life and Health Assurance 
Company Limited
Constantia Life Limited
Discovery Life Limited
Dotsure Life Limited
Oakhurst Life Limited
Emerald Life (Pty) Limited
FedGroup Life Limited
First Rand Life Assurance Limited
FNB Life Limited
Guardrisk Life Limited
Platinum Life
Hollard Life Assurance Company 
Limited
Crusader Life
Fedsure Credit Life
Investec

Hollard Specialist Life Limited 
Regent Life
Investec Life Limited
Just Retirement Life (SA) 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
Merritt Insurance Limited
Metropolitan Life Limited
Commercial Union
Homes Trust Life
MMI Group Limited
African Eagle Life
Allianz Life
Anglo American Life
FNB Life
First Rand
Guarantee Life
Legal and General
Lifegro
Magnum Life
Metropolitan Odyssey 
Protea Life
Rand Life
Sage Life
Shield Life
Southern Life
Yorkshire

Nedgroup Life Assurance Company 
Limited
BOE Life 
NBS Life
Nedbank Limited
Nestlife Assurance Corporation 
Limited
New Era Life Insurance Company 
Limited
Ninety One Assurance Limited
Investec Assurance 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 
Channel Life Limited
Permanent Life
PSG Anchor 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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APPENDICES

MEMBERS OF STAFF

Complaints Registration Administrators
Maureen Nel
Thobile Gumede
Ethel Maimela 
Lucky Jacobson

Complaints Transfer Manager
Jo-Anne Goqo

Complaints Transfer Administrators
Mbali Mdakane
Tshireletso Tshabadira 

Case Administrators
Aadielah Soliman
Claudia Kampmann
Joanne Sergel
Louisa Godspower
Thulisile Mgiba
Refilwe Mokoena 
Selinah Zwane
Vantera Freemantle
Melissa Adams 
Siyabonga Mazodwa 

Accounts Assistant
Comfort Sebalane

Clerical Assistant/General Worker
Maria Khampepe

Legal Interns 
Eunine Dlamini
Nicole Sentoo
Kamogelo Mohulatsi
Msizi Zungu
Cute Mokoena 

Administrative Interns
Amukelani Maringa
Cynthia Maremane

Learnership Programme
Keyana Jacobs
Ntshidiseng Thosago

Ombudsman
Judge Ron McLaren

Chief Executive Officer
Edite Teixeira-Mckinon

General Manager/Company Secretary
Miriam Matabane

Senior Assistant Ombudsmen
Ayanda Mazwi
Darpana Bodalina 
Peter Nkhuna
Thasnim Dawood

Office Manager
Azeht du Plessis

Assistant Ombudsmen
Hannes Bester
Abri Venter
Johan Janse van Rensburg
John Theunissen
Kgomotso Molepo
Nadia Gamieldien
Regina Chindomu
Sangeetha Sewpersad
Valerie Mngadi
Zuleckha Cara
Elizabeth Haworth
Nomthandazo Molefe
Relebogile Mashego
Vuyisile Ramakoaba

Assistant to the Ombudsman and Chief 
Executive Officer
Janine Jacobs

Project Manager
Marilize Blignaut

Complaints Registration Manager
Karinien Kok
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Support Staff
Rosemary Galolo
Charmaine Bruce
Marshalene Williams
Lynn Fitzpatrick
Angelo Swartz
Sureena Gallie
Colline Alexander
Tania Thomas
Nicolette May
Virginia Smith
Yolanda Augustine
Colleen Louw 
Melanie Trout
Phindiwe Fana
Puleka Ngalo
Shanon Augustine
Brenda Wyman

Legal Interns
Timothy Nel
Xabiso Mtambeka

Administrative Interns
Marcelino Delcarme
Limpho Santho

Management Team
Judge Ron McLaren 
Denise Gabriels
Jennifer Preiss (Retired 31 July 2021)
Clyde Hewitson
Tony Sterrenberg

Adjudicators/Assessors
Heinrich Engelbrecht
Nceba Sihlali 
Nuku van Coller
Jennifer Preiss
Lisa Shrosbree
Yvonne Barnard-Theron
Sonya Marais-de Jager
Ganine Bezuidenhoudt
Deon Whittaker
Prevanya Moodley
Abigail Machine
Vuyolwethu Skolo
Kathy Heath
Sithandwa Tolashe
Tamara Sonkqayi
Jenny Jenkins
Nosiphiwo Sifingo
Nikelwa Tolashe 



USEFUL INFORMATION ABOUT 
OTHER OFFICES

www.insuranceombudsman.co.za

ASISA 
Cape Town Office
PO Box 23525, Claremont, 7735
Tel: 021 673 1620 
E-mail: info@asisa.org.za 
Johannesburg Office
3rd Floor, Sandton Close
2 Block A
Norwich Close, 2196
Tel: 010 276 0970
E-mail: info@asisa.org.za

COMMUNITY SCHEME OMBUD SERVICE 
Berkley Office Park
8 Bauhinia Street
Highveld Techno Park 
Centurion, 0169
Tel: 010 593 0533
E-mail: Info@csos.org.za

CONSUMER GOODS AND SERVICES 
OMBUD
292 Surrey Avenue, Ferndale
Randburg, 2194
Tel: 011 781 2607
Call Centre: 0860 000 272
Fax: 086 206 1999
E-mail: info@cgso.org.za
Website: www.cgso.org.za

COUNCIL FOR MEDICAL SCHEMES 
Block A, Eco Glades, 2 Office Park
420 Witch-Hazel Avenue, Eco-Park Estate
Centurion, 0157
Private Bag X34, Hatfield, 0058
Tel: 012 431 0500
Sharecall: 0861 123 267
E-mail: information@medicalschemes.co.za 
Website: www.medicalschemes.com.

CREDIT OMBUD
PO Box 805, Pinegowrie, 2123
Tel: 011 781 6431
Call Centre: 0861 662 837
Fax: 086 674 7414
E-mail: ombud@creditombud.org.za
Website: www.creditombud.org.za

FINANCIAL SECTOR CONDUCT 
AUTHORITY  
PO Box 35655, Menlo Park, 0102
Tel: 012 428 8000
Fax: 012 346 6941
Toll free: 0800 20 37 72
E-mail: info@fsca.co.za
Website: www.fsca.co.za

MOTOR INDUSTRY OMBUDSMAN OF 
SOUTH AFRICA
Suite 156, Private Bag X025
Lynnwood Ridge, 0040
Tel: 010 590 8378
Call Centre: 086 116 4672
Fax: 0866 306 141
E-mail: info@miosa.co.za
Website: www.miosa.co.za

NATIONAL CONSUMER
COMMISSION
Dr Lategan Rd, Groenkloof, Pretoria, 0027
Private Bag X84, Pretoria, 0001
Tel: 012 428 7000
Fax: 086 758 4990
E-mail: complaints@thencc.org.za
Website: www.nccsa.org.za

NATIONAL CONSUMER TRIBUNAL
Postal address: Private Bag X110  
Centurion, 0046
Tel: 012 683 8140/012 742 9900
Fax: 012 663 5693 
E-mail:  Registry@thenct.org.za

NATIONAL CREDIT REGULATOR
127, 15th Road, Randjespark, Midrand, 1683
PO Box 209, Halfway House, 1685
Tel: 011 554 2600/011 554 2700
Call Centre: 0860 627 627
E-mail: complaints@ncr.org.za
Website: www.ncr.org.za

OFFICE OF THE TAX OMBUD
Menlyn Corner, 2nd Floor
87 Frikkie de Beer Street 
Menlyn, Pretoria, 0181
Tel: 012 431 9105
Call Centre: 0800 662 837
Fax: 012 452 5013
E-mail: complaints@taxombud.gov.za

Sunclare Building, 3rd Floor
21 Dreyer Street, Claremont, 7700
Private Bag X45, Claremont, 7735
Tel: 021 657 5000
Sharecall: 0860 103 236
Fax: 021 674 0951
E-mail: info@ombud.co.za
Website: www.ombud.co.za
Registered non-profit organisation number 036-985-NPO

OMBUD FOR FINANCIAL SERVICES 
PROVIDERS (FAIS OMBUD) 
PO Box 74571, Lynnwood Ridge, 0040
Tel: 012 470 908/012 762 5000
Sharecall: 0860 324 766
Fax: 012 348 3447
E-mail: info@faisombud.co.za
Website: www.faisombud.co.za

OMBUDSMAN CENTRAL HELPLINE
Sharecall: 0860OMBUDS/0860 662837

OMBUDSMAN FOR BANKING SERVICES
34 – 36 Fricker Road, Ground Floor
Illovo, Johannesburg, 2001
Tel: 011 712 1800
Sharecall: 0860 800 900
Fax: 011 483 3212
E-mail: info@obssa.co.za
Website: www.obssa.co.za

PENSION FUNDS ADJUDICATOR
PO Box 580, Menlyn, 0063
Tel: 012 346 1738/012 748 4000
Fax: 086 693 7472
E-mail: enquiries@pfa.org.za
Website: www.pfa.org.za

PUBLIC PROTECTOR
Private Bag X677, Pretoria, 0001
Tel: 012 366 7000/012 336 7112
Fax: 012 362 3473
Toll free: 0800 11 20 40
E-mail: registration2@pprotect.org
Website: www.pprotect.org

SA MILITARY OMBUDSMAN 
Private Bag X163, Pretoria, 0046
Tel: 012 676 3800
Toll free: 080 726 6283
Fax : 012 661 2091
E-mail: intake@miliombud.org 

1 Sturdee Avenue, First Floor, Block A
Rosebank, Johannesburg, 2196
PO Box 32334, Braamfontein, 2017
Tel: 011 726 8900
Sharecall: 0860 726 890
Fax: 011 726 5501 
E-mail: info@osti.co.za
Website: www.osti.co.za


