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I. SUMMARY PROJECT DESCR;EIIOH
A. Summary of the Problem '

The public health sector in Jamaica is funded almost entirely out of general
operating revenues through the Consolidated Fund and, for the five year period
1981/82 through 1985/86, government spending on health care, in terms of constant
dollars has declined. In spite of this decline, the government's twenty-four
hospitals continue to provide ninety-nine percent of the island's inpatient care.
Additionally, public facilities serve nearly all of the island's lower income
groups. As a result of this high volume snd reduced real funding, the system is
showing signs of stress. Facilities are in disrepair; equipment is frequently
"down"; and, poor working conditions and inadequate pay have made it difficult for
the public sector to attract and retain staff. Additionally, the total reliance
on the Consolidated Fund for funding provides few incentives for managers or
physicians to institute cost-effective practices. The absence of island based
health care management training programs and the resulting shortage in trained
administrators has exacerbated the system's management problems.

Private health insurance reaches only a small fraction of its estimated potential
market with coverage currently reaching fifteen percent of the population.
Impediments to further growth include a lack of consumer education about the
advantages of private insurance; difficulty marketing insurance to informal
sectors of the economy; and importantly, the availability of "free" government
funded health care.

The private health care sector has excess capacity and few service users. The
system is funded through individual payments for services and through private
health insurance. However, as noted above, private health insurance ig not widely
used on the islsnd, paying for health services is beyond the reach of most
Jamaicans, and the MOH does not pay for health care services rendered in the
private sector. Services utilization is low and many private sector providers are
reporting financial difficulties. The private sector's problems are compounded by
public sector policies such as high interest rates and duty taxes that make it
difficult to purchase equipment and raise capital. These problems have combined
to hamper growth in the private sector.

Although traditionally, the public sector has been the main provider of health .
services on the island, it is, however, becoming increasingly apparent that in L
order to maintain services and an acceptable level of care, public facilities must
seek support from and begin to work with private providers and financiers, while
at the same time improvements are made in the efficiency and quality of publicly
provided health care services. .

B. Summary of the Project

Thé Project will address the problem of insufficient public resources to prov;déﬁzﬁ
free health services for all citizens, regardless of 1ncome;j»1he'objectivéqf&r@:

-- to spread the financial burden of health care costs by tapping ‘additional
resources; and

Nk
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-—- to improve the quality of health care services.

Over the seven year life of the Project, the Project will assist the Ministry of
Health (MOH) in the areas of financing and management, specifically: to analyze
and formulate long term policy options for sustainable mechanisms to finance
health care in Jamaica; increase cost recovery through improved systems of user
fees; and improve the quality of health care services through improved management
and planning structures and rationalized health care services in both primary and
secondary care,

The Project will improve cost efficiency in public facilities through improved
management and rationalization of staff and facilities, and the privatization of .
support services. Efficiency activities will concentrate on strengthened
management in primary and secondary care, headquarters, and alternative approaches
to managing public facilities.

The Project will work simultaneously with the public and private health sectors in
the areas of health services utilization, drug costs and utilization, health
insurance coverage and adoption of public sector policies to facilitate increased
health insurance coverage and private sector expansion. The Project will promote
the shifting of financial and health care delivery burdens to the private sector
for those who can afford to pay. This shift will be promoted by more efficient
cost recovery, increased health insurance coverage, and social marketing to
promote these efforts.

Expected outputs are increased levels of health insurance coverage, increased
private sector investments in health care, improved quality of care, improved
financial viability of the private health sector and strengthened public and
private partnerships in health. A summary budget follows:

USAID GoJ TOTAL

l.a. Policy Framework , 415 - 415
l.b. More Efficient Cost Recovery 259 — 259
l.c. Social Marketing s 385 - 385
2.a. Headquarters Strengthening’ 236 256.. 492
2.b. Alternative Management L 638 182. . 820
2,c. Primary Care ‘ 126 = - 126
2.d. Secondary Care s 684 482 1166
3.a. Investment Climate Study o 25 - .. 25
3.b. Private Sector Technical Support: 550 0 e= s 550
‘4.a. MOH - PIU S 782, 935 . 1687
4.b. Private Sector Implementation 246 - 246
Audit & Evaluation j 229 e= . 229
Contingency & Inflation o . 455 == 455
“TOTAL ~.5,000 ‘1,855 .6,855

II. PROJECT BACKGROUND AND RATIONALE
A, Scope of the Problem o i
1. Health Status in Jamaica - Health status in Jamaica is ambng'the.bést’in

.~ the developing world, with an official'1nfant‘mo:tality rate in 1984 of
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13.2/1000 live births, and life expectancy of 70 years. Along with improvements
in health status measures over the past few decades has come a shift in disease
incidence toward chronic diseases of adults such as diabetes and heart disease.
Thus, as health problems evolve toward the developed country patterns, the health
system 1s meant to address both the historically important infant and childhood
1llnesses and emerging adult health problems through the preventive primary health
care network as well as the hospital system. This has led to a broad and all
encompassing set of services that includes home visits, pre- and postnatal care,
and dental care, among other services, in addition to the full range of curative
care services. Jamaica's vital statistics for certain years between 1980 and 1986
indicate how well the country is managing its health, and the trend is toward
further improvement. Crude death rates and the infant mortality rate approach
levels for developed countries. Although the crude birth rate is high, once the
adjustment is made for age distribution, which is strongly biased toward the
childbearing ages of 14 to 49 due to earlier high fertility, the measures are low
by developing country standards. Indeed, total fertility is 3, down from 5.5 in
1970 and below the 4.8 1984 average for lower middle income countries (World Bank,

1986).

The only area where progress has lagged is in maternal mortality. In 1982 the
maternal mortality rate was roughly forty times that of a developed country
average (Samuels, 1987). Maternal deaths are concentrated among women over age
34, which suggests a link to fertility at older ages,

The sources of Jamaican mortality also parallel those of the developed world at
least for the main causes based on the leading causes of death for 1979 and 1981.
For the most part, the rankings are roughly the same for the two years. The rate
has declined for the lower ranked causes and has risen slightly for three of the
four major killers, cerebrovascular disease, heart disease, and hypertensive
disease. Morbidity measures offer additional detail on the frequency of health
problems. After normal deliveries, accidents, poisoning and violence show the
highest rates fur hospital admittance based on 1983 data (Swezy et al., 1987). At
the health center level, hypertension and leg ulcers account for the largest
proportion of curative visits.

Thus, the disease pattern underlying mortality and morbidity in Jamaica is heavily
bilased toward chronic diseases and accident-related problems, not unlike developed
countries. The exceptions are the high maternal mortality rate, and the T
relatively high incidence of gastroenteritis and sexually transmitted diseases
(Swezy et al., 1987), and are largely treated at outpatient facilities. '

The implications of Jamaica's disease pattern is that the health system must
provide and finance both simple prevention and treatment interventions for mothers -
and children as well as sophisticated tracking, prevention and treatment for g
adults who are plagued by chronic diseases that are costly to treat because of
their long term nature and often times by the expense of the technologies used to:
treat them (eg. radiation, chemotherapy, dialysis). The transition from
communicable to chronic disease predominance in Jamaica is in effect contributing
to the problem of underfinancing because the breadth and costs of treatment are
expanding, placing additional pressure on public sector resources.

)
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2. Status of Health Care Svystem and Its Financing - Health care services are

provided free or at nominal charge to all citizens., Servicas range from a broad
primary health care network to sophisticated tertiary care, and all Jemaicans have
relatively casy access to all levels of health care services (McFarlane and
McFarlane, 1987). .

The comprehensive nature of subsidized care and the expansion of primary health
care in recent years, combined with severe macroeconomic difficulties, has taken a
toll on the quality of health care, however. Negative economic growth over the
past decade, average annual inflation of 16.6 percent and a rapidly climbing debt
service prompted government to curtail spending early in the decade. The health
sector received modest increments in its nominal budget over the 1980s, and its
proportion of the recurrent budget increased. The sector's share of the capital
budget, however, almost disappeared, to 5-10 percent of total health expenditure
during the period 1980-1984 (Abel-Smith, 1987). Despite some nominal increments,
the real value of total resources available for health was seriously eroded
between 1980 and 1987. Moreover, devaluation, which raised the cost of imported
medical supplies and pharmaceuticals, further reduced the spending power of
domestic resources on non-labor items.

Deficiencies in financing of recurrent costs are evidenced by:

delays in paying bills;

- accumula;ed arrears in'th¢~éaiﬁ§éngncé of.ﬁuiidinééjf”

-~ extent to which equip@eﬁtfiéiéégitihg repair of réb13¢§ﬁénx;§
mé‘f irteéﬁi&t supﬁly Of'aruﬁé:- p&rticui&rly at healﬁﬁtceﬁ;été}ti

— tnacceptable waiting time for inpatient care accompaniediby§1§vfbééﬁ§adéyJ"
in other than Type A hospitals; and S A
--' unfilled vacancies for nurses, doctors, anesthetists and'bthéfsi
(Abel-Smith, 1987). v ‘ R

Government hospitals are financed almost exclusively by tax revenues with only
modest amounts generated from recently introduced user charges (Lewis, 1989),
Hospitals have been receiving an increasingly smaller portion of the already
constrained health budget due to the expansion of the primary health care system.
Within hospital budgets, 70 percent goes to personal emoluments, only a fraction -
of which (10-15 percent) pays physicians. Per patient budget allocations by
hospital, adjusting for case mix across public, quasi-public and private
facilities, suggest a gross underfinancing of public hospital care (Lewis, 1988).
Quality of care is lower in the underfinanced public facilities when compared to
the quasi-public, but better financed University Hospital. A recent study showed
quality to be particularly poor in lower level hospitals (Ross Institute Report,
1986). The shortage of resources has contributed to deteriorated physical
infrastructure and inadequately functioning equipment in public hospitals.

Private health care provision is divided into two markets, one for ambulatory
care, the other for hospitalization. The former serves all income groups, largely

10
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on a fee for service basis, and is expanding. The demand for private outpgtient
care and the willingness of users to pay for it is well established in Jamaica
(McFarlane and McFarlane, 1987). Well over a third of outpatients use private

facilities and the numbers are increasing., Public clinics are infrequently used, ‘

and public hospital use is declining largely in favor of private and public
outpatient care.

Private hospitals are far more costly for patients than public facilities, and
private hospitals treat less than five percent of all inpatients, Private
patients are more likely to have insurance coverage; however, the lack of
catastrophic coverage under most Jamaican insurance plans results in high
utilization of public facilities to husband coverage in case of an emergency and
total reliance for extended hospitalization (Lewis, 1988). The result is an
implicit public subsidy of private insurance companies.

Only one of the seven private hospitals is operating at a profit. Private
hospitals are plagued by poor management and antiquated equipment; rising costs
due to inflation, devaluation and duties; and a limited pool of potential patients
because of declining real incomes and the nature of insurance coverage (Trevor
Hamilton and Associates, 1987; Lewis, 1988).

Despite the extensive network of free public health care, 75 percent of patients,
in a recent study, indicated that they paid for (some part of) their last
treatment (on average about J$85.00 or US$15.00). Only 12 percent of that survey
population had health insurance coverage (McFarlane and McFarlane, 1987). Thus
the majority of users are already paying for health care services. Available
evidence further suggests that this practice cuts across all income groups.

B, Project Rationale_and Strategy

This Project foilows the basic approach set forth in the PID, adopting the Goal
and Purpose identified at that time and pursuing most of the specific objectives
and interventions proposed. Accordingly, the goal of the Project is to improve
the health status of the Jamaican people, and the purpose of the Project is to
improve the quality and efficiency of current and future health services i
delivery. The Project design analyses conducted of the public sector, private
sector and health insurance industry have led to some modification of emphasis and

identification of some new interventions, intended to maximize achievement of the <

Project Purpose.

The overall strategy adopted is to build upon the considerable strengths: ‘Chuman,
technical and capital infrastructure) of the combined public and private health
care services sectors to increase productivity, increase private source revenues,
reduce costs, expand coverage, and improve quality of services provided.

More specifically, the Project will: (1) increase efficiency and productivity at
public sector hospitals, where 95 percent of Jamaicans receive secondary care, and
which account for 61 percent (1986) of government health expenditure; (2) increase
revenues at public hospitals from those who can pay; (3) increase the productivity
and expand the market for private hospital and medical support services among
persons now relying on public facilities; (4) expand private payment of health
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care costs through commercial health insurance; (6) increase productivity of
private hospitals and their capacity to serve a- broader segment of the population;
and (7) foster closer collaboration (partnership) between public and private
sector health care providers in order to make more economic utilization of the
total national health care human and material infrastructure.

It is a complex approach which addresses most key factors now constraining the
provision of health care services in Jamaica. However, the Project does not
provide two vital resources - additional professional manpower and financial
capital. Instead, it focuses on better utilization and/or increased mobilization
of existing sources of human and financial capital, public and private.

Public Sector Strategy - The Project analyses have identified a number of

important policies which appear to inhibit progress in health care delivery by the
private and public sectors. At the same time, the MOH will require assistance in
analyzing policy options for the future in terms of identifying appropriate
sustainable financing mechanisms, and allocation of public resources in the longer
term. Consequently, a major component of the Public Sector Financing component is
development of the appropriate policy framework through policy analyses and
new/updated health legislation. Examples include import duties and taxes which
raise the cost of drugs and medical equipment, incentives to expand commercial
health insurance coverage, permission for private physicians to admit patients to
public hospitals, and retention of user fees by public hospitals; and feasibility
studies of indigent financing mechanisms and social insurance.

Simultaneously, the Project will assist the MOH to implement and operationalize
policy options which have been analyzed and proven feasible. For example, the
Project will support an expansion in the range and extent of divested support
services in public hospitals; and strengthened implementation of the hospitals'’
cost recovery system.

Private Sector Strategy - The PID anticipated a clear distinction between Project
support for the private sector, distinct from the public sector, with the
commercial insurance industry seen as bridging the gap. Specifically it
anticipated establishment of a Private Sector Expansion Incentive Fund which would
extend credit to expanding private sector health concerns. However, the analysis
of the private sector's needs conducted during Project design identified a number
of constraints, but came to a different conclusion. The major constraints to
increased private sector investment in health can be addressed through the
adoption of public sector policies and incentives which make investments in health
- an attractive alternative. One output of the Project will be recommendations for
GOJ policy changes which will encourage private investment in health care services
and promotion of incentives for increased health insurance coverage.

In addition, the Project will provide technical expertise targeted to specific
investments and management changes intended to improve or expand private health
care providers', and insurers', capacities to serve the large "public sector
market", s ' , o

Alternatives Considered - The Project activicieé[afejdeééribéd,1n detail in

Section III.B. Project Description. They were‘identifieg.and defined based on:;he
results of the design stage analyses and,selepcedvby_thg'MOH and USAID for

\a
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inclusion in the Project because of their'antibipatedlcolléc;ivefand synergistic
contributions to achieving the Project Purpose. ST R e gl e
Several interventions which are included in, the Project ‘activities had been -
considered in a different mode, but were incorporated into the present structure
for administrative viability, or to reinforce the technical and policy objectives
of the Project., : ' o

As Project design work proceeded, consideration was given to the importance of
geographical application and concentration of the activities under consideration,
By their nature, some activities require intensive, concentrated implementation in
one or a few hospitals, parishes, or other zone, for all or part of their
implementation, whereas others have Island- wide applicability only. However, it
was determined not feasible, nor necessary to the attainment of the Project
objectives, to attempt to concentrate a predetermined set of activity
interventions in one or several Parishes or hospital regions. Appropriate -
geographic and institutional allocation of Project resources will be made as part
of the Project planning and implementation process, depending on technical and
policy requirements. :

C. Project Relationship to GOJ Development Plans gngvgb U§AID~S;;gtggx

1. GOJ Health Sector Strategy -~ The Government of Jamaica's health policy is to

develop a comprehensive national health service that incorporates both the public
and private sectors and provides all Jamaicans with access to the services
enabling them to enjoy good health. The GOJ's highest priority is the
establishment of an effective primary health care system throughout the country,
and increased efficiency in secondary and tertiary levels of care. Increased-
fiscal constraints Auring the past decade have forced the GOJ to recognize the -
importance of cost-effectiveness in health sector planning. o

In early 1949 the Peoples National Party was elected to govern Jamaica based on'a
platform of "Putting People First", with particular emphases on the health and
education sectors. The PNP government has stated that its administration will
emphasize the optimal use of already limited resources, and concentrate on
preventive and health promotion activities, They also recognize that the
effective organization and administration of the health services is critical to
any enhanced delivery of service. Their stated priorities in the health sector

are to address the management of the health system including decentralization, the

provision of drugs, the status of health workers, and private sector participation.

2, GOJ Policy and Actions in Health Care Financing -~ The need to devise

t

alternative means of financing and delivering health care is of paramount concern

to the government, and health care financing is a priority for the MOH. MOH
initiatives to date include:

(a) Revision of user charges in public hospitals and a modification of Jamaican
law to allow those facilities to both spend earned revenue and not Jeopardize
future budget allocations; .
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(b) Divestiture of nonmedical services. Housekeeping services have been ‘

~ divested in three tertiary care hospitals saving J$374 million, or roughly half
the budget, and raising quality. Catering and laundry services are also to be
divested in these three facilities as well as four others. 1In addition, the
National Mainténance Unit is slated for divestment so that facilities can rely
on contractors for maintenance services;

(c) Examining privatizing public hospitals experimenting with three approaches:
(a) management of a hospital with the entrepreneur assuming all financial '
risks; (b) management by a private group with the MOH assuming the financial
risk; and (c) establishment of a parastatal hospital with private operation,
management and control but with government holding a majority share. In the
latter case, facilities and public medical employees would exist in a Health
Facilities Trust that would allow government to own but not operate facilities
and would allow managemernit to set salaries for all staff; and, =

(d) Administrative and financial management reforms that introduce performarce
based budgeting, computerization to improve financial management, and R
rationalization of facilities (downgrading or reducing bed size of public
facilities). '

USAID assistance has supported a number of GOJ activities: studies (see Annex I)
that address policy concerns in health care finance (e.g., Steven, 1983; Project
Hope, 1985; Zukin and Weinberg, 1986), evaluations of MOH experiments (Lewis,
1989), and periodic technical assistance in the development of policy and MOH
experiments in financing. 1In addition, USAID has examined the role and efficiency
of the private sector in the delivery of health care (Trevor Hamilton and
Associates, 1987; Lewis, 1988; Barnes, 1989).

3. USAID CDSS and Health Sector Strate -~ Given that the relatively healthy
population is regarded as an asset for economic development and productivity in
other sectors, the CDSS emphasizes strategies to assist and upgrade the quality of
health care service delivery in Jamaica. A key strategy element of the CDSS is
the development of human capital which is difectly dependent on the health of the
population. By strengthening the private sector's role in health services
provision, the Project will reduce the burden on the public sector thereby
allowing a more efficient use of limited resources on the remaining public health
services, especially for primary health care, and on improvement in the quality of
health services. : ‘

USAID's CDSS health strategy concentrates on three broad areas:

(1) develop and implement alternative means of financing and déii?éring‘héa;ﬁhq
care services, including privatization and prin;e‘Seétér_appfogghéé;r,_‘""“

'(2) prevent and contfol STDs and AIDS; and:
(3) concentrate population funds in areas whefe health gains are greatest.
The Project will address the first component of the.étfategy (other projects

address the latter two) while building on the activities to be completed uhdetttﬁéa
USAID funded Health Management Improvement Project. (HMIP), particularly in the
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areas of alternative financing and management, and rationalization of health care
facilities and staff. The HMIP is focusing on long term strengthening of health
sector administration by assisting the MOH in beginning the process of determining
cost-effective and efficient means of maximizing health status with limited .
available resources. Project activities have focused on management training,
development of management procedures, improved working conditions for health
professionals in primary health care facilities, development of a comprehensive
health information system to facilitate better national health planning,
renovation of selected health centers, and the purchase of pharmaceuticals.

D. Relgtionéhip to Other Donor Programs

Other international donors are active in the health sector in Jamaica. A
seven-year World Bank Population and Health Project, which got underway in January
1988, has a health improvement component to strengthen health management systems,
restructure referral systems, and improve cost recovery and health financing
systems. The Pan American Health Organization's (PAHO's) ongoing program of
technical assistance, training, research and environmental health has made
important contributions to the health sector in Jamaica, particularly in the areas
of health manpower assessment and planning, and hospital management. UNICEF
supports a variety of small-scale community projects, health education programs,
and primary health care research as part of its ongoing program of assistance in
Jamaica., UNICEF also assists the GOJ with procurement of supplies and equipment
for the Jamaican health sector, including oral rehydration therapy packets, The
GOJ is negotiating a loan from the Interamerican Development Bank for the
upgrading and restoration of six hospitals, as well as a grant-financed Technical
Cooperation Component. The Technical Cooperation Component, if approved, will
assist the MOH in developing management systems in the areas of budgeting and
accounting, maintenance, quality assurance, supply and transport management. It
is anticipated that the Project will start-up in the fourth quarter 1989,
consultancies will begin in mid-1990 to design these systems, and implementation
would take place in 1991 and thereafter. The Italian Government is assisting with
rehabilitation of the Bustamante Children's Hospital, and Spanish Town and
Victoria Jubilee Hospitals with particular attention to the maternity blocks. The
European Economic Community (EEC) is providing grant funds to finance a new
central laboratory building scheduled for completion in 1990, equipment and
vehicles.

The Health Sector Initiatives Project has been developed with consideration given
to complementing these other donor financed projects. The Project will build upon
and complement these programs and activities by its tight focus on changing
Systems to get better total service delivery at relatively constant recurring
budget levels of Jamaican dollars. :

III. PROJECT DESCRIPTION

A. Project Goal and Purpose -~  The goal of the Project is to 1mprove the'hégith
status of the Jamaican people. This goal is consistent with the LAC Bureau <
objective of improved health and child survival.
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current and future health services delivery. This will be accomplished by. ﬁ%

.?(l) increasing the efficiency of,the:GOJ in»the provisionvof health services,af
 and:” ; : BN R T ., S, ‘“'

:(2) increaaing the proportion of healthJcare servicea delivered and financed by
the private sector.,g»ygg v ARG

By PACD, the Project iscexpectedato:achieve

——300 percent increase in collection of hospital fees'"w

(

--Percent population covered by health insurance increase from 15 percent to 25
percent; o R -

--Admission to private hospitals or private wings of public hospitals increasc
from 1 percent of all admissions to 10 percent,, _'x‘ S

--10 public/private partnerships in place: (1. e. privatized supportfservices,
public purchase of lab services, etc.) o

—~Improved quality of service in public aector ‘a8 measured{by patient,waiting':
“time, ‘availability of pharmaceuticals, ratio of ataff to patient, efficiency of
inputs to outputs. _

. Project Accomplishments The Project will address the»problem of:

insufficient public resources to: provide free health aervice_;for all citizens,
regardless of income; S e e T e T e e

The objectives are:

-- to spread the financial burden of health care costs by tapping additional
‘resources; and - Cope S o

— to improve the quality of health care services‘

The Project will work simultaneously with the public and private health se tors”
Project Outputs in each of the components of the Project include.,f. e ’
blic Secto a

,--Policy Framework

« A series of analyses to assist the GOJ in taking policy decisions which
y facilitate sustainable mechanisms for financing of health care in Jamaica.

= mechanisms.

Updated health legislation to support management, efficiency, and financing

\
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- More Efficient Cost Recovery

a;i,Administrative systems in place to collect hospital fees and insurance
_payments._‘”h

. Increased revenues.%'f

. Revised policies for fee structures and retention and utilization of fees
ﬁ.‘by the collecting facility.

— Social Marketing
. Improved knowledge, attitude and practices of hea1th consumers, providers,
employers and labor unions with regard to health services utilization, drug
costs and utilization, health insurance coverage, and public sector hea1th
policies.

Publ ¢ Sect Management

- Headquarters"Strengtheningf

. Restructuring of headquarters resulting in improved planning and managementf

L capability.

e Hore efficient financial, personnel, and support systems’in~p1ace due to
. modern management technologies.. . -~

—-,Alternative-Management

. Decentralized management structures in place for primary and sefandary care;

. A target of 10 divested hospital suppo‘t?services.resulting?in cost saving
and improved quality. ' '

— Primary'Care

. -Rationalized primary care services in all parishes’ throug*“
_ staff and improved facilities' utilization.vyl‘ e

« . vOperations research studies complete which demonstrate cost savings and
;quality of care improvements.

--Secondary Care

. Improved management of secondary care facilities through staff training and‘f

~ management assistance. g

Private Sgctor

.- Recommendations for GOJ policy to encourage""rivatei:nvestmentimn*health.
~care services, IR R RN S T e R
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. Threégfeasibilityﬁétudies'cémp;gtgdffbryneﬁﬁbrivaté:séétor 1ﬁ§§§£héﬁ§§giﬁ:
health care, . .o oo SRR AT

. .riﬁﬁrOQédvfiﬁan°1ﬁl‘V155ilifY.of_pfiﬁé;eﬁﬁsspitql sector ih Jamaica.
facilitated through management imptovements and training. R

. Increased health insurance eé#éfage fhtbugh';mprovad productfﬁackhgiﬁgfénd

marketing. g » _ A

i - Improved capacity of privdte héhith secﬁor to work 1n'paftnership'with
public sector. K C Lo o :

C. Project Outline and How It Will Work - The public sector compohents of the

Project will assist the MOH with ¢ontinued implementation of financing and
management initiatives which have proven successful in the past, and with analysis
of policy options that represent new directions for the future. The primary focus
of these components is to assist the MOH to plan and implement initiatives for
improved management and financing of the health services. Because the public
sector continues to provide the majority of health services in Jamaica,
particularly secondary and tertiary, and is the major financier of health
services, it is critical to achievement of Project objectives that public health
services be upgraded. .

At the same time, the Project will begin the process of assisting the GOJ to
analyze and understand the potential role which the private sector can play in the
financing and provision of health care services in the long term. The Project
will promote, through policy dialogue and through direct assistance, an expanded
private sector role in the delivery of health care and an expansion in the
percentage of the population covered by health insurance. As insurance coverage
rises, the demand for private facijities will rise, even where public care is an
option. Ihsuranre is therefore a key element in efforts to promote private health
care. As documented by Lewis (April 1988), the availability of Government
subsidized "free" health care and "free" catastrophic heal:h care are impediments
to expanded private insurance coverage and rational financing in the overall
sector.

The Project will increase the proportion of health care services provided by the
private sector by systematically addressing the constraints to an expansion of
this sector. By encouraging private individuals, companies, and groups to invest
in health, some of the financial burden for health care can be shifted from the
public sector, at least for that segment of the population that can afford to pay,
and for those services for which the private sector has a comparative advantage,
The financial and management efficiency of those services for which the public
sector has a comparative advantage are being addressed by the previous components,

This component of the Project will analyze the extent to which current public
sector policies constrain the growth of the private health care sector and outline

the various policy options available to the GOJ; and provide technical assistance,

training and marketing assistance to facilitate increased health insurance
coverage and an increased role for the private sector in providing health care -
services. : ‘
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1. PUBLIC SECTOR - FINANCING-
a. golici Framework ($415,000)

~This component of the Project will assist the GOJ to analyze a variety of'pqlicy
options, and to implement these options through updated legislation in order to

~.--put in place a policy framework which supports improved financing and management
"~'of the health services.

(1) Policy Analyses: The Project will assist the GOJ in analyzing the various
policy options--in particular policies which promote private sector health care
investment, expanded health insurance coverage and financing mechanisms for those
unable to pey for their health care. The studies will provide the analytical
foundation on which to base subsequent policy decisions. A number of policy ,
1ssues that relate to health care financing have received little if any attention,
and deserve some consideration as the debate on how best to finance care '
proceeds. The selected topics are 1llustrative:

Defining the Indigent - Assessing the ability versus the willingness of persons to
pay for health care can be examined at an aggregate level by analyzing the World
Bank financed Jamaican Living Standards Measurement Suivey (LSMS). Data from the
survey can help determine the linkage between income and health seeking behavior
of all income groups, including the determinants of health care ntilization across
private and public sources, and willingness and ability of patjents to pay for
health care. This information will help to address the concern that those whose
public fees are waived can and do purchase private health care services. Gaps of
importance to government planning and program development could be addressed
through a focused add-on survey, piggy backing subsequent LSMS rounds, or
developing a direct registry of indigents at facilities. This study is supportive
of the Project's activities in the areas of User Fee Reforms, in particular the
question of the incidence and level of charges and a revision of the current fee,
structure. o

Analysis of the LSMS and input from the MOH on subsequent rounds of the survey to
better focus on health issues of interest 1s a cost effective means of obtaining
data and analysis for priority policy issues. Topics for consideration could
include the following: the determinants of health care utilization across private
and public sources; the willingness and ability of patients to pay for health care
across income, location, age, occupation, third party coverage; the relationship
between food aid covcrage and use of public and private health care. The analysis
would be used to explore the incidence of user fees in public facilities, to
examine how households respond to changes in charges and how shifts in income
affect the demand for (public) health care. '

Financing and Managing Indigent Care -~ As alternative financing arrangements

develop and insurance coverage expands, the management and financing of care for
those who cannot afford to pay will become the primary concern of the GOJ.
Moreover, if and when public reimbursement of some private health care occurs,
some type of financial intermediary may become desirable to ensure equal accessfgs
well fiscal control over resources. This study will examine alternative :
arrangements, studies of feasibility and cost, and design of alternative models ‘
for testing by the MOH. Given the complexity of this issue and the fact that it
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1s closely linked to the indigent study abbvé, anai&éisfand experimentatibn are
warranted early on to plan for its design and introduction. ' .

8 easibility S - One of the options to be reviewed will be
national, or social, health insurance, to determine if a government-funded
insurance program to cover the commercially un-insureds is feasible in Jamaica,
The study will examine the potential costs, structural options, scope and benefits
of a social insurance program. Similarly, hybrid public-private insurance systems
will be considered and analyzed for comparison purposes. The analyses will
estimate the number of persons eligible for such programs, estimate health
services utilization and costs, assess the administrative requirements, and
estimate impacts of alternative arrangements on cost savings, equity and quality
of care. Recommendations for appropriate courses of action will be made to the
GO0J.,

Incentives for Health Insurance Expansion ~ A major objective of this Project is

to assist the insurance industry and GOJ to expand commercial coverage to all
those capable of paying the premiums. This study will analyze the incentives
which Government could give to employers and insurers to provide health insurance
benefits, and provide recommendations to the GOJ on appropriate policy and
regulatory measures to foster expansion of an effective commercial health
insurance industry. Polity incentives could include preferential tax treatment of
employer contributions to health plan premiums, requirements that employers of
more than X number of employees must offer health insuranc: as an employee
benefit, encouragement for labor unions to accept health insurance benefits in
lieu of wage increases, etc. Review is also needed of current MOH policies (e.g.
public hospital pricing) to determine the extent they are a disincentive to
expanded private provision. The analysis will include computer-based simulations
of costs and savings of alternative insurance stimulation policies,

Regulatory Role of Government with Ex anding Privately Provided Health Ca e - If
the private sector takes on & larger proportion of health care delivery in
Jamaica, the government's role will shift from that of provider and financier of
care to a different role of regulator and financier (and possibly deliverer) of
indigent and perhaps near-indigent health care. The regulatory functions are not
well established and would need to be phased in depending on the direction and
speed of private sector growth. For example, overseeing the accuracy of
laboratory tests, ensuring that private hospital providers meet basic standards of
medical practice and that the hospital environment is properly maintained are the
kinds of regulatory interventions that might be required. Some exploration of the
possible actions and means of enfsrcement deserve consideration as well,

Health Care Implications of Aging in Jamaica - The aging of the Jamaica population

and the government's policy of not charging pensioners has potentially serious
financial implications for the MOH. Moreover as the birth rate continues to
decline, the demand for hospital care will shift awvay from maternity. Given the
dearth of nursing homes, hospitals are at risk of becoming chronic care facilities
for elderly patients who cannot be cared for adequately at home but have nowhere -
else to go other than the hospital. This planning for future delivery and
organization of health care services is meant to ensure more cost effective
service delivery without neglecting the needs of the elderly.
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Pharmaceutical Procurement - Government dfug‘procurement policies and practices

will be analyzed and changes recommended to improve efficiency and reduce consumer
costs. Recommendations would entail changes which the GOJ could make in current
systems for the procurement of drugs which would result in cost savings. In
particular, the analyeis and recommendations will examine measures to provide
financial incentives for use of generic drugs. These studies will be carried out
by the MOH in conjunction with Jamaican and/or U.S. technical assistance.

(ii) Health Legislation: As the MOH begins to redefine its functions in the
delivery and financing of health care, new laws will be required and legislation
currently on the books will require updating. For example, an expanded role of
the Regional Hospital Boards in the planning and management of hospital services
will require a revision of the amended Hospital Act of 1963. In a similar vein,
cost containment of pharmaceuticals will require preparation and passage of a
Generic Drugs Act. This component will ensure that policy decisions which require
legislative enactment will be implemented. In other instances, many laws need to
be written or revised, and regulations need to be formulated from existing laws.
The laws and/or regulations that require revision or enactment include the Public
Health Act of 1974, the Dangerous Drug Act, the Excise Duty Act, the Coroner's
Act, the Food and Drug Act, the Auxiliary Health Personnel Licensing Act, the Food
Protection Law, the Meat Inspection Law, a Generic Drug Act, the Pesticide Control
Act, and other legislation relating to Reporting of Communicable Diseases, Mental
Health, the Export of Jamaican Foods to the U.S., the Use of Water Resources,
Mandatory Immunization, and the Transportation of Hazardous Wastes. Some of these
date back over fifty years. The Project will assist the MOH with identification
of areas requiring amended and/or new legislation, and with the preparation and
submittal of briefs to the Attorney General's office, which then drafts the actual
legislation on the basis of the information contained in the brief.

b. More Efficient Cost Recovery Through User Fee Reforms ($259,000)

This compone.t will implement improvements in user fee administration in publig’n
facilities, and promote a revised System of charges which more closely IR
approximates the real costs of providing those services. User fee reform
activities will encompass the Administrative System, Adjustment of the Fee
Structure, and the Retention/Utilization of Fees.

(1) Administrative System: This will result in streamlining of the administration
of fees from the central government and training and group seminars for both Vo
medical and administrative staffs in order to develop better collection systems.

System Design - A national workshop with relevant hospital personn2l will be
organized in the first year in order .to gacher information on current practices of
collecting hospital user fees, with the objective of designing a standardized
system for fee collection. It is anticipated that the seminars will allow
facility managers and fiscal personnel to share experiences across hospitals in
the alternative arrangements used to identify paying patients, tracking them,
collecting the charges, handling the revenue, and requesting reimbursement from
the MOH, and will suggest means of designing appropriate systems. Moreover,
exposure to Jamaican public hospitals that have been effective at collection will
encourage the less effective facility managers to rethink their own systems. This'
exchange would further help to adapt administratively correct procedures in
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revenue collection and management to the context of Jamaléan‘publié hospitals,

Technical assistance will be provided during the first year to finalize the”design 
and the administrative requirements of the fee system, ‘ A

System on - Implementation of the system will be accomplished through:
initial training seminars for the collection agents, hospital administrators,"
assessment officers, controllers, accountants and accountant assistants at all
public hospitals (except Bellevue), with follow-up seminars planned three times
during the life of the Project, beginning in the first year.

In addition, follow up visits to designated hospitals by the trainer(s) and
relevant Project staff will occur at six month intervals after the training to
assist hospitals with the start-up and operation of their new systems. The
benefits, which will be derived within months after training, will be quantified
by the increase in revenue and the efficiency of collection and transmission to
the MOH. ' :

(i1) Adjustment of Fee Structure: This will result in adjustments in charges to .

remove incentives for extended inpatient stays and unneeded tests; charges for
insured patients will be set closer to those of the University Hospital; and an
increase in the prices charged.

The results of the policy studies completed in the previous component will provide
information in support of user fee reform activities, in particular the level of
fees, and determination of billable items. The level of fees should bear some
relationship to other Project elements: charges should be linked to some degree to
the costs of services, primary care referral arrangements can be strengthened by
establishing higher charges for those who unnecessarily bypass public clinics, and
expansion of those covered by insurance will add to public revenues, particularly
if the reforms proposed here are implemented.

(1i1) Retent and Utilizatio fF ¢ This will design alternative facility
reimbursement arrangements (for deposited revenue); increase the percentage of
fees which the collecting facility retains; and develop revised guidelines on the
utilization of retained fees, ‘ ‘

Policy dialogue will be pursued on decentralization of greater management and
budgetary authority to facility managers; an increase in the proportion of fees
collected allocated to the collecting facility; and preparation of reviged
guidelines on the use of retained fees to support improvements in health services
delivery. -

The anticipated outputs of this component are administrative systems deéignpd‘and .
in place in public hospitals to collect hospital fees and insurance payments;
increased revenues available to the MOH and the collecting facility; and revised
policies analyzed and in place for fee structures, and the retention and ’
utilization of fees by the collecting hospital. ‘

c. Social Marketing ($385,000)

Achievement of the Project objectives~v;iigdépend upon many persons making L af
fundamental behavioral changes, Sectoral analyses reveal that health’serViées‘“
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consumers and providers follow cost-ineffective practices which drive up health’
care costs and cause over-utilization of some sector resources and
under-utilization of others. Health services consumers must become more cost -
conscious, seek health insurance, pay for services received (if able), seek health
care at appropriate sites, etc. Health services providers must also become more
cost conscious, and improve efficiency and productivity. Employers and unions
must agree to collaborate with insurers to provide and pay reasonable premiums for
comprehensive health insurance with strong cost containment mechanisms built in,

Many, if not all, of the "inappropriate" practices are actually rational responses
to constraints in the sector which must be addressed also. For example, patients
bypass clinics and overload hospital casualty departments because there are no
doctors or drugs at the clinics. Consequently, the MOH cannot expect to achieve
positive behavior changes without making concomitant structural or service
delivery improvements also. The Public Sector Efficiency component of the Project
will address service delivery constraints in primary and secondary care delivery.
This component will address some of the principal behavioral constraints that
negatively impact on the sector.

This component will address four principal Project concerns: proper services
utilization, drugs (pharmaceuticals) costs and utilization, expanding demand for
health insurance coverage (especially managed care), and public sector health
policies including alternative management. Other priority issues may be added
during the course of Project implementation. It will focus on four specific
target groups, according to the subjects and strategies developed: health
consumers, health providers, employers, and labor unions. Some activities will be
aimed at audiences Island-wide, and others will be targeted to specific Parishes
or other limited geographic zones according to the particular objectives.

Although detailed avproaches and strategies will be determined later, as explained
below, the following illustrate the nature of this component. The sub-activity
aimed at rationalizing services utilization will describe the proper uses of ‘
primary care and secondary facilities and explain that inappropriate use raises
costs and reduces services received. The health insurance sub-activity will
explain the benefits of private health insurance, the importance of cost
containment measures, and the ramifications of insurance abuse,

The Project will contract with a social marketing contractor to plan, design,
implement and evaluate the "projects"., The Project's New Initiatives in Health
Financing and Management Secretariat will be responsible for coordinating the ;
Social Marketing Component of the Project with other related activities supported
by the Project. The Project will finance market research studies and pre- and
post- Knowledge, Attitudes and Practices (KAP) surveys to measure the impact of
these activities.

In certain instances, face to face communication through seminars and in-service
training will provide a more appropriate vehicle for educating the target g;puplg
than the use of mass media. An example of this would be the current prescribing”
practices of physicians. 1In this case, it would be most appropriate for e
representatives of physicians (private & public sector), pharmacists, g
pharmaceutical companies, UWI Medical School and Pharmacy School, and nurses -to .
collaborate with the MOH on technical and policy issues related to prescribing:and -
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dispensing activities, and become active collaborators in design and
implementatidh of the marketing strategy. ' /

The outputs of this component will be a series of social marketing activities

- resulting in improved knowledge, attitude and practices of health consumers,
providers, employers and labor unions with tegard to health services utilization,
health insurance coverage, drug costs and utilization, and public sector health
policies. For each "project", concrete knowledge, attitude and practices changes
will be defined and quantified in terms of number of persons affected. This
component's expected outputs will consisc of three to five completed social
marketing "projects", with quantified "KAP" changes achieved. The "projects" will
be carried out by a Jamaican firm contracted under a Host Country Contract.

2. PUBLIC SECTOR - MANAGEMENT

a. Headquarters Strengthening ($236,000)

While the Project will assist the MOH with decentralized planning and midnagement
of its primary and secondary health catre programs on the one hand, MOH ‘
Headquarters must likewise be prepared to provide the necessary policy guidance
and supportive services to promote these changes. Headquarters will continue to
play critical roles in the areas of personnel, budget and accounting, and supply
procurement and management. This component of the Project will assist with
restructuring of headquarters, and the design and implementation of modern
management systems for headquarters' key support functions.

(1) Headquarters Restructuring: The MOH lLias beeh considering various options for
its restructuring which would facilitate improvements in the platining and _
management of the health services. This component of the Project will assist the
MOH through the provision of local technical assistance, to further define and
analyze the various organizational options. Given the nature of this activity,
GOJ counterpart funds will support consulting services as heeded.

(11) Mapagement Information System: Provision will be made for the enhdficement of

the MOH's information framework which will complement the other activities
undertaken by the Project. This component will build on the ac:omplishments
achieved under HMIP in this area. Under HMIP, computer hardware and software were
procured to automate some of the information requirements of the MOH's Health .
Information and Epidemiology Units. This Project will procure, install, and train
staff to automate the supply management, finance and personnel divisions. It
addition, the program will provide modern management technology to other
headquarters offices in the areas of information processing and

telecommunications,

Expected outputs are a restructured headquarters with improved planning and
management capability; improved and more efficient systems in place for MOH's
accounting and budget, personnel and supply management systems; and increased
productivity of Headquarters staff through utilization of modern office
technologies, :
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b. Alternative Management of Public Facilities’($638;000)

This component of the Project will assist the GOJ with implementation of a policy
dialogue agenda and analyses of various policy options which have been explored or
implemented successfully under the HMIP, The GOJ has been investigating the
feasibility of several alternative means of transferring management, and to the
extent possible, financial responsibility of public hospitals, and related primary
care and support services, from MOH to private entities. USAID has been assisting
this effort for several years through HMIP. It has provided financial support to
the MOH New Initiatives in Health Financing and Management Secretariat (formerly
Alternative Financing Secretariat), for a number of studies sponsored by it, and
implementation of divested hospital support services., This component will build .
upon the work done to date and enable the GOJ to pursue and implement the
initiatives which have proven feasible under HMIP.

Activities included under this component are: (1) the contracting out of public
sector functions to the private sector; (ii) the integration of management of -
primary and seccndary health areas and; (1i1) an expansion of the role and
authority of regional hospital boards. '

(i) Contracting Out: The MOH has already successfully divested selected health
care related support services resulting in considerable cost savings, improved
quality of service, and a reduction in MOH staff. The Project will support an
expansion in the range of services divested and in the number of participating
facilities. Specialized US and/or Jamaican consultant services will be provided
to the Secretariat to determine an overall master plan for implementation of :
divested support services over the 1life of the Project. The Project will provide
commodity support, small-scale renovation or other costs associated with the
preparations needed to facilitate contracting out. The assistance may be directed
as well to private/public contracts for management of professional support e
services such as radiology and laboratory, or referral of "public" patients to =
private facilitles on a contractual basis. . ‘

Technical assistance will be provided for development of an overall plan to divest
support services and/or contract private sector management of professional support
services including necessary feasibility studies and cost benefit analyses. The
Secretariat has already made substantial progress in preparing for contracting
out support services in Spanish Town and other hospitals under HMIP. These
activities will require continued assistance. Technical services will also
include: determination of appropriate contract structures; assessment of what
services are best suited for private management; identification of private sector
entities capable of undertaking contracts; financial analyses and determination of
appropriate levels of risk to be assumed by the contractors, versus government;
development of contractor selection criteria; and review of proposals.

(1i) Integration of Primary and Secondary Care Health Areas: The MOH operates two

levels of health care that are Inadequately integrated: a hospital network and a
primary health care network, each with its own regions, Primary care has a
network of 372 inter-related Types I-V, health centers which are organized into a
total of 47 health districts, under the responsibility of the thirteen parish
Medical Officers of Health. The island is divided into four primary health care
areas or regions which is intended to provide a decentralized management and
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administrative system for the parishes in the area, Only one of the four health

~ area administrations has been fully implemented, and the other three only
partially implemented. Cornwall (Western area) was developed as a pilot area in
the Jamaica Population Project II (World Bank) and is fully operational. In the
other regions, there are already some officers in place, but this nucleus needs to
be supported by the provision of appropriate Staff so that the regions can be
officially established.

This Project will support the Ministry's plan to fully implement the four
decentralized PHC areas, and over time to develop fully integrated primary and
secondary care decentralized regions. The Project will provide local techhical
assistance to develop the plans; management procedures; lines of authority;
reporting relationships and implementation of the new management structures
through in-service training, workshops and seminars.

(11i) Expansion of the Role and Authority of Hos tal Boards: The secondary care
services are provided through 24 hospitals in the public sector: 19 acute care
hospitals, University Hospital and four specialist hospitals. The hospitals vary
in size and range of services provided. The hospitals are classified as Type A,
B, and C according to the level of services and catchment population served. The
hospitals (except the Bellevue mental hospital) are organized into 10 hospital
regions, each administered by a hospital Board selected every two years by the
Minister of Health under the amended Public Hospitals Act of 1963.

The MOH has taken the policy decision to decentralize management and budgetary
authority for hospitals to strengthened Hospital Boards. The Project will assist
the MOH with implementation of this new organizational framework by providing
technical assistance to define the role and functions of strengthened Hospital
Boards; recommend the legislative changes needed and a redraft of the Public
Hospitals Act. The Project will support development of management procedures
including reporting relationships, management and budgetary practices, lines of
authority and roles and responsibilities. These will be implemented through
technical assistance for organizational development and in-service training,

Outputs include: A number of private/public contracts under which private sector
health care enterprises will provide services which were previously provided
directly by the public sector. A national master plan for contracted health care
services will be developed. The MOH will have implemented a new organizational
framework for administration and management of hospital setrvices and
decentralization of primary health care administration. Finally, a decentralized
administration which integrates primary and secondary care will be designed and in
place. The impact of this will be cost savings due to a streamlined and more
efficient administration, and improved quality of care.

c. Primary Care ($126,000)

The Primary Health Care Operations Research (PRICOR) has developed a test model by
category of worker to provide maximum efficiency in health delivery at the primary
health care level. Under the HMIP, USAID is funding local costs to implement the
recommended personnel changes as a pilot project in one parish. The current
Project will include funds for evaluating the PRICOR model. Provided the
evaluation is positive, the Project will undertake replication of the PRICOR inodel
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in the remaining twelve parishes. The Prdject will also suppo:tgother>operations
research studies to test out improvements in the quality and efficiency of'health
care delivery. U R .

The expected outputs are rationalized deployment of staff and facilities for
primary health care in the remaining twelve parishes resulting in improved quality
of care and increased efficiency in the utilization of staff and physical =
resources. Four operations research projects will be implemented which *
demonstrate cost savings or improvements in quality of care. '

d. Secondary Care ($684,000)

This component will train hospital administration and other key hospital staff in

essential skills for managing and operating Jamaican public hospitals, with an
emphasis on establishing clear lines of authority and responsibility within the
hospitals and establishing clear written operating standards and procedures. This
activity will upgrade the skills of incumbent administrators, clarify roles and
relationships among the key actors, and define critical standards and procedures
in hospitals to make a marked difference in their performance. The component will
be conducted in two phases. Phase one will focus intensively on two public
hospitals for one year. Lessons learned from the Phase One effort can then be
applied more widely in phase two which will extend the training to managers from
all public hospitals. Upgrading of the physical infrastructure to be implemented
in concert with management improvements will be financed by the GOJ counterpart
budget.

(1) Phase One: The MOH has identified Spanish Town Hospital and Victoria Jubilee
Hospital (VJH) as the two pilot facilities. Spanish Town Hospital has received’
physical upgrading under HMIP in conjunction with management changes and along
with VJH is not part of the proposed IDB hospital loan. Victoria Jubilee is the

primary maternity hospital on the Island and the primary source of tubal ligations

(TLs). Giveu USAID's priorities in the health and family planning sector,

management improvements at VJH will support multiple sector objectives, including

upgrading the provision of TLs.

A senior hospital administration advisor recruited from the U.S. will work
directly with the Administrators, and other members of the hospital management
teams, of these two public hospitals over the course of one year. The Advisor
will diagnose the principal management issues facing the two hospitals, identify
priority needs for operating standards and procedures, develop on-the-job training
strategies intended to build skills, clarify roles, prepare or modify procedures,
and carry them out over the twelve month period. This hands-on problem definition
and problem solving training will help the Administrators and management teams
better understand their roles and responsibilities and encourage them to initiate
new practices, guided by an experienced expert. Subjects which may be addressed
will include financial administration, personnecl management, medical records,
quality assurance, patient admissions and triage systems, discharge practices,
ambulatory care practices, drug management, equipment maintenance and supplies
control,

The Advisor will identify needs and éandidates for specific skills,developmént  v

training and recommend formal training sources fdr,qbtainingjit.{ﬂ:hgkP:oJec§5will“
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support short-term training courses, locally or overseas. In addition, the MOH
may request assistance for training from other Donois. Such training would
complement the work of this component. The Advisor will provide follow-up
technical support to the two hospitals in subsequent years of the Project.

(i1) Phase Two: After one year of experience working intensively with the two
"pilot" hospitals, the Advisot, assisted by additional experts, will develop a set
of training modules based on some of the highest priority issues, to be used in a
series of training workshops for administrators and other staff of the other _
public hospitals. The focus and content of these workshops will be determined in
consultation with appropriate MOH officials and Project staff. Participants may
include hospital board members, senior medical officers, matrons and other
Interested parties, as well as the hospital administrators. Targeted seminars may
be developed aimed especially at one or more of those groups,

The workshops/seminars will be conducted during years two, three, and four of the
Project, following development of their content based on the intensive "pilot™
work of Phase One. : ' ‘ ;

Expected outputs are iniproved management of séébhdﬁry.cdre_facilities thtdﬁﬁhi
staff training and management aaaistance.“ o '

3. PRIVATE SECTOR

The activities to be supported under thia“dbmpbﬁehffbffthéfbeJeht are (a)

Investment Climate Study and (b) Private Sector TébhnibalfSﬁppbrt;

a. Investment Climate Study ($25,000)

Private investment in health care enterprises is constrained by unfavorable tax
and regulatory policies, as compared to other priority economic sectors such as
tourism, manufacturing and export agriculture. Health sector investments can help
to shift a portion of the national health care burden from the public sector to
the private sector. Such a shift, however, will require incentives similar to
those currently offered to investors in other sectors.

The Project will support a detailed assessment of the private health care
industry, its investment climate and current profitability for different segments
of the market. Investment incentives and disincentives, including access to
credit, taxes, impor: duties, and regulations, will be analyzed and their impacts
quantified. The analysis will also identify the demand for health services, in
terms of level of quality, types of services, and acceptability of fee

structures. The analysis will tie in with the Social Marketing component, with
differentiation by locality and recommended options to increase market penetration
through improved public perceptions of and recourse to private health services.

The study will be conducted by the PSOJ and will result in recommendations to the
GOJ for policy changes to encourage private investment in the health care industry.
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b. Private Sector Technical Support ($550,000)

This component which will be implemented by the Private Sector Organization of
Jamaica (PSOJ) will provide technical expertise to private health care
enterprises, including insurers and HMOs, in support of their investments in
management improvements, services expansion or initiation, major equipment
purchases, or other improvements required to become financially viable. The
component will not provide funds for the capital investments, however. More
specifically, the following are among the areas that will be addressed:

(1) Health Insurance Industry Expansion:

Targeted Social Marketing - Programs will be conducted to encourage commercial
insurance enrollment expansion, with emphasis on "HMO - like" pre-paid managed
care systems focussed on cost containment. Effectiveness of the social marketing
approach will be monitored in order to distinguish between its impact on
enrollment growth versus the policy incentives impacts.

Product Improvement - Technical assistance to commercial health insurers, and new
"IiMO" ventures will assist in improving their "product" to meet the national
health care objectives. Improvements will include enhanced management efficiency,
better provider relations and member services, and expanded enrollments.

Regulatory Guidance - Consultant services will assist the health insurance
regulatory body to strengthen its capability to develop a long-term strategy for.
guiding the health insurance industry in a direction that will best meet the '
health sector goals. A

Cost Containment - Assistance will strengthen insurers' cost containment practices
and develop new product lines which will attract more enrollees. Assistance will
be offered to develop, or expand, prepaid managed care (HMO-1ike) schemes, and
Preferred Provider Organization (PPO) schemes, because they focus on cost
containment,

(i1) Private Health Care Service Providers:

Financial/Management Analysis - Analysis of the present financial and management
systems will be carried out, emphasizing planning and monitoring capabilities.
Advisors will also work with the private sector facilities to establ!sh short,
medium and long range priorities, and specific objectives such as health care
services targets, financial targets, and professional development targets.

Operations Review - Identification of problem areas affecting the cost of
operating the facility, particularly focusing on financial and management -
accounting systems and mechanisms, and procedures for operations and maintenance
of physical assets.

Service Levels - Optimal levels of service for existing and future demands will be
determined. This will involve thorough investigations of fixed costs at the
unit/cost center level and a review of the break-even level of services required;
surveys of prevailing rates and reviews of the levels of coverage under prevailing
health plans when making these determinations; and recommendations for competitive
prices for services in each profit/income center.

r
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tab - Recommendations for improvements that will increase profitability
while maintaining service coverage. These recommendations will be in the areas of
systems/approaches (i.e. accountability; planning, monitoring and control;
performance assessment; cost control; accounts receivables; break-even; inventory
management; maintenance of physical assets, and sample reports); organization
structure; staffing requirements; and training requirements. The advisors will
also provide recommendations on the mix of services in light of the capability of
present and planned physical facilities and personnel levels. These
recommendations will be supported by an analysis of the likely impact on revenue
with an evaluation of cost-benefit and profitability of providing each service,
the compatibility with existing services, and the implications for investment
outlay. )

Iraining -~ Training of staff in all areas of business management, such as
marketing, finance and production.

" (111) Other Areas -

New _Investments - Feasibility studies in support of new private sector investments
in health care services. These will be conducted by local firms with U.,S. -
technical assistance as appropriate,

Public/Frivate Partnership - Technical assistance and training for private sector
firms working in partnership with the MOH in the area of divested support services

and public/private partnerships.

Assistance will be provided in the form of a matching grant to an enterprise to
pay for consultant services marketing assistance or training. A maximum amount.of
$75,000 will be provided to any one enterprise, on a cost sharing basis with the
grantee providing 25% in cash or in kind. Typical "grants" will involve
feasibility studies, management assessments, market and site selection studies,
equipment specifications preparation and review, marketing assistance, and
training. Because the present private health care industry is small, excluding
individual physician practices, this assistance will be available to almost all of
the hospitals, diagnostic centers and laboratories, and health insurance companies
as well as to newly formed enterprises. The criteria to be used in providing this
support will be developed in conjunction with the MOH to ensure that the overall
health policies of the GOJ are facilitated.

The expected outputs are recommendations for revised GOJ policies to encourage
private investment in health care services; new private health care enterprises;
increased health insurance coverage through improved product packaging and
marketing; and enhanced collaboration between the private and public segments of
the health care sector.

ROJEC MENTATION AND AD STRATIO
(a) Secretariat Institutional Support ($752,000) -

The New Initiatives in Health Financing and. Managemént Secretariat (forﬁefly the
Alternative Financing Secretariat) will be located in the Ministry of Health with
- responsibility for implementing the Public Sector Activities and for coordinating
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the overall Project. The Secretariat will be responsible for administering ‘the
Project, coordinating Project activities and the deployment of technical
assistance as appropriate. The Secretariat will coordinate the contracting work
underway, investigate new financing initiatives, maintain close coordination with
other government agencies and private sector organizations, liaise with the
technical assistance contractor and monitor overall progress. Funds will be used
to pay for the services of a Health Finance Coordinator, a Health Management
Coordirnator, and support staff., The Project Manager member of the secretariat,;
will be GOJ funded. o

(b) Private Sector Coordinator ($246, 000)

This person will be located in PSQOJ and wi11 be responsible for coordinating the
private sector component of the Project. {; S

. ANNUALIZED PROJECT QUTPUTS - The following are the expected

achievements/accomplishments of the Project on an annual ‘basiss

YEAR 1 (FY90) B
. Policy Studies -~ Social Insurance Feasibility Study
, - Defining the Indigent
. National Workshop Held - Standardized system for fee collection designed
. Design Management Information System .
. Complete Master Plan for Divested Services _ ’
. Evaluate Primary Care Rationalization Project (PRICOR)
. Recruit In-country Advisor for Hospital Management Upgrading
. Investment Climate Study
AR FY
. Policy Studies - Financing and Managing Indigent Care
- Pharmaceutical Procurement
. 5 legal vriefs prepared
. 3 Training Workshops on Hospital Fee Collection and follow—up visits
comple¢ted
. Develop the objectives and RFP for Social Marketing Component
. Procure equipment and install MIS (Management Information System)
.. 2 Divested Hospital Services in place ‘ . N -yxﬁ
. Replicate PRICOR in 2 parishes o ‘ T e
. Hospital Management Improvements implemented in 2 pilot hospitals
. Develop Hospital Management Training Modules .
. 5 Technical Support packages undertaken for: Private Sector
YEAR FY92

Policy Study - Incentives for Health Insurance Expansion

5 legal briefs prepared oy

Adjustment and Review of Fee Structure and. Retention and Utilization of Fees
1st. Social Marketing Project completed . t

2 Divested Hospital Services in place

Replicate PRICOR in 2 parishes

4 completed Hospital Management Seminars

5 Technical support packages undertaken for Private Sector

Primary Care administration decentralized )

e Mid-project evaluation complete

b\\‘
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- Policy Study - Regulatory Role of Government

2nd, Social Marketing Project completed
. 2 Divested Hospital services in place
Replicate PRICOR in 2 parishes
" 4 completed Hospital Management Seminars
5 technical support packages undertaken for Private Sector
Decentraiized Hospital Boards in place .

YEAR 5 (FY94)
Policy Study - Health Care Implications of Aging

3rd. Social Marketing Project.completed

2 Divested Hospital Services in place

Replicate PRICOR in 2 parishes

4 completed Hospital Management Seminars

Integrate Primary and Secondary Care Administrative Systems

YEAR 6 (FY95-96)

4th, Social Marketing Project completed
2 Divested Hospital Services in place
Replicate PRICOR in 4 parishes

Final Project EBvaluation

IV. COST ES FINANC

The total cost of the seven year HSIP Project is estimated to be US$6,855,000. Of

this amount, A.I.D. is expected to contribute resources totalling. US$5,000 000
while the equivalent of US$1,855,000 will be contributed by the GOJ. First year
obligations in FY 1989 are expected to be $468,000. Contingency has been
estimated at 10% of Project costs each year.

A, Summ Cost timate and an -~ Table I presents a summary of the
cost estimates and financial plan for the total life of project. The GOJ is
contributing 27% of Project costs with increasing fiscal responsibility toward the

end of the Project. The GOJ contribution will include administrative support (the

Project Manager and support staff, office equipment and supplies, renovations,
furniture and equipment for hospitals and clinics).

Costing of Project Outputs/Inputs - Table II shows ~~~ting of Projeet inputs
and outputs. , S _ B
Projection of Expenditures by Fiscal Ye g; - ‘T§b1¢ III shsvs theggqgiBSEédif

expenditures by component by year,

>
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D. Methods o ementation and Financing - The methods of implementation and

financing listed in Table IV are all in accordance with the Agency's payment
verification guidelines. The Ministry of Health will be the GOJ implementing
agent and will be responsible for all host country accounting and financial
reporting and contracting for goods and services. Funds will be disbursed by
USAID to the MOH under the reimbursement basis. The MOH is currently implementing
the Health Management Improvement Project and their accounting and reporting
capabilities were reviewed on several occasions by the Mission's Financial Analyst
staff and were found adequate as were their ability to comply with host country
contracting procedures. The Mission will contract with a local Chartered
Accounting Firm to conduct a follow-up review during the first Year of
implementation.

The Private Sector Organization of Jamaica will assist the MOH in implementing the
private sector component of the project. USAID will enter into a direct contract
(grant) with the PSOJ and the organization will operate under an
advance/reimbursement method of financing. Before signing the grant, USAID will
have a Chartered Accounting Firm conduct a review of their accounting, financial
reporting and contracting capabilities. The PS0J previously implemented a grant
funded under another project and a prior review found no weaknesses in their
capabilities.

Project funds are provided to contract periodically with local chartered
accounting firms to perform reviews to ensure that the internal controls, o
accounting and reporting systems are adequately maintained through the life of .the
Project. -

TABLE IV - METHODS OF IMPLEMENTATION AND FINKNCINGv

METHOD OF :
INPUT IMPLEMENTATION FINANCING AMOUNT
TECHNICAL ASST.: :
-Long Term Local H.C. Contract Direct Reimbursement 896
-Short Term Local AID Direct Contract Direct Payment . 789
~Short Term -U.S. AID Direct Contract Direct Payment 782
TRAINING:
~Local Workshops H.C. Contract Direct Reimbursement 228
~Seminars H.C. Contract Direct Reimbursement . 80
-Other US & Local H.C. Contract Direct Reimbursement - 90

PIO/P Transfer of Funds .45
COMMODITIES: : e
~Computer Hard/ AID Direct Contract/ Bank L. Com/Direct Payment = - .
Soft Ware PSA o .200
-Other Commodities AID Direct Contract/ Bank L. Com/Direct Payment 295

PSA o T '
PRIVATE SECTOR Direct Grant ~ Advance/Reimbursement 821
SUPPORT COSTS H.C. Contract/PIL = Direct Reimbursement 90
AUDITS/ AID Direct Contract Direct Payment h 229
EVALUATIONS . .
CONTINGENCY/ '
INFLATION - __455
TOTAL = ..5,000
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V. IMPLEMENTATION PLAN

A, ﬁrbject Management Responsibilities and Organization -~ The followtng:

section outlines the responsibilities of the key players. Specific implementéfion
steps of the activities are described in further detail below. ' S

Public Sector - Responsibility for the Public Sector aspects of the Project will
be lodged in the New Initiatives in Health Financing and Management Secretariat in
the Ministry of Health. The Secretariat will be responsible to the Permanent
Secretary of the MOH who is designated Project Director. The function of the
Secretariat will include Project related administrative responsibilities which
will be carried out with the addition of GOJ funded administrative staff. These
individuals are currently located in the organizationally separate PIU of the
HMIP. Actual day to day Project implementation will be the responsibility of a
GOJ funded Project Manager who will be assisted by the following Jamaican staff:

- Health Finance Coordinator

- Health Management Coordinator

- Secretary , .

- Administrative Staff (including an accountant, a Contracts Officer,

and a secretary)

Institutional Contract - It is envisaged that all the U.S. and local short term TA
will be provided under an AID direct institutional contract. An RFP will be
prepared inviting proposals from both Jamaican and U.S. firms for a joint venture
arrangement to access the required mix of TA. Individual consultants provided
under the Contract will be subject to approval by the Secretariat and AID.

Social Marketing Contract - The Secretariat will work out specific achievable
behavior change obiectives and, using the institutional contract described above,
contract for field research to determine target groups' understanding of the
issues, reasons for their current practices, and receptivity to change. An RFP
will be developed and a Jamaican firm chosen to implement the Social Marketing
activities. A series of media packages will then be developed and executed by the
social marketing firm to develop and test messages, determine the apprcpriate
media, conduct the interventions, evaluate the performance, and measure the
impact. The Secretariat staff, as well as any short-term technical specilalists
working on a related component (pharmaceutical utilization, privatization, health
insurance coverage, etc.), will work closely with the firm throughout the social
marketing process to ensure that the technical quality of the social marketing
efforts are maintained, and GOJ policies are adhered to. The Project will seek
financial or in-kind contributions from private sector institutions which stand to
benefit from this component, such as insurance companies, to defray Project costs.

Private Sector - The Private Sector aspects of the Project will be the s
responsibility of a Private Sector Coordinator funded by the Project and located -
in PSOJ. Prior to execution of a handbook 13 grant with P50J, USAID will contract
a local chartered accounting firm to check if PSOJ's system of internalifinancial
contract and management are adequate. ; S o

The PS0J will be responsible for carrying out the Investment Climate Studyl'ﬁhiﬁﬁﬁ
will assess the environment for doing business in health care services, ‘analyze::
the comparative position of the healthlggctor 1n competing for private sector
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pérticipation, and provide policy fréhewdrk'recomhendations to. promote private
sector participation, S o B e

Under the Private Sector Technical Support component depending on the nature of
the activity in some cases, grants will be awarded through a competitive process
either in response to invitations from the Private Sector Coordinator and in other
cases will be awarded, in response to unsolicited proposals that meet established
criteria. Selection criteria will be determined in conjunction with the MOH and
will focus on the extent to which sub-activities will increane private sector
services capacity, quality of care, market share, coverage of lower income groups,
and reduction of public sector health care expenditures, at least in the long

run. A special panel of experts will be formed to advise the Private Sector
Coordinator on implementation of this componeut and to review and approve "grant"
applications. The panel will consist of a majority of private sector
representatives drawn from the PS0J Health Subcormittee, as well as the MOH
delegate,.

Depending on the receiving organization's capability, assistance will be provided
as a "grant" which the organization will use to procure the services; or directly
provided to the organization with the requisite assistance contracted for by the
PSOJ Private Sector Coordinator. Under the first option, the applicant will be
given a grant tc procure appropriate expertise required. The Private Sector
Coordinator will assist the applicant to identify and make arrangements with
consultants and experts, but their actual selection and hiring will be the
responsibility of the applicant. Under the second option, the Private Sector
Coordinator will arrange to provide appropriate consultant services required to
meet the applicants' requirements, at a cost not exceeding the approved "grant",
Under both options, the potential grantee will submit a proposal which will serve
as the basis for determining their eligibility to receive a "grant". The proposal

will include their proposed 25% cost sharing arrangement in either cash or in-kind,

B. Procurement Plan - The goods and services to be procured by the Project
consist primarily of commodities and technical services.

Commodities - The commodities consist of computer hardware and software, office
equipment, and equipment which supports divestment of hospital support services ,
such as catering equipment, laundry equipment, etc. AID will contract directly
with a Procurement Services Agent to procure all its project funded commodities,
The specifications for the equipment procured under the Project will be developed
by consultants or MOH staff who possess the requisite technical skills.

Technical Assistance - The MOH and A.I.D. will jointly develop a Request for
Technical Proposals for short-term technical services to be provided over the Life

of the Project. The RFTP will be advertised in the Commerce Business Daily, AID
Bulletin and locally to American and Jamaican firms who will be encouraged to
develop joint venture arrangements. Criteria for selection will be developed
Jointly and a Technical Review Committee convened for purposes of reviewing and
ranking the technical proposals received., A USAID direct contract will be
executed.



-33-

The Ministry of Health will execute Host Country contracts. for the long term ',
Jamaican technical assistance required by the Project: These include the Health |
Finance and Health Management Coordinators in the Secretariat, and the technical -
assistance for updating Health Legislation, ' L ' - o

Similarly, a RFIP and a competitive revi¢w7df proposals wfilvform the basis for .
awvarding a host country contract for the Social Marketing component of the:
Project. However, this contract will be limited to Jamaican firms since they have.

been shown to have adequate capability in this area.

The technical services required for the Private Sector component of the Project
will be procured by the PSOJ, i.e. an RFTP will be developed and a firm selected
and contracted for the services to be provided. Technical services under this
contract will be provided to grantee organizations which do not have the .
capability to procure their own services; otherwise a line of credit will be
provided.

For both components of the Project, the sources for all procurement of goods and
service provided under the Project will be the United States or Jamaica in
accordance with current Agency policy on Source and Origin of grant-financed
assistance.

In the case of procurement of computer hardware and software, approval of the IRM
office of A.I.D. Washington will be sought in line with current policy on the
value of the procurement.

C. Project Monitoring and Evaluation -~ Monitoring during the Project will be

provided by the Project Manager, who will also be responsible for an ongoing
process of evaluating the impact of the Project. USAID has the capability to
monitor the Project with one USDH Health Officer and an FSN Program Specialist
designated responsibility for backstopping the I'roject. Project monitoring will
ensure that the Project is on track and that necessary reviews are undertaken to
evaluate and measure impact. Progress under the Project will be monitored through
monthly meetings of the Project Review Committee, consisting of key MOH staff and
the USAID Project Officer. Measurement of the Project's progress will be
monitored through analyzing the data collected under the World Bank sponsored
Living Measurement Standards Surveys, now conducted twice yearly by STATIN, to
monitor trends in health care utilization and illness. Access to these data will
enable the Project managers to determine differentials in terms of sex, income,
and geographical stratification. This survey has been adopted by the GOJ as its
monitoring tool to evaluate progress and problems in the implementation of its
Social Adjustment Programme. Careful input from the Project Manager on subsequent
rounds of the LSMS will allow for the routine collection of the necessary data to
determine the impact of the Project on an ongoing basis.

In those cases where training is envisioned, there will be follow-up monitoring of
training, with feedback to be utilized in the planning of future seminars or
training programs. This monitoring will be included as part of the
responsibilities of the trainer(s) and will be ensured by the Project Manager.
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In addition, under the Social Marketing component, the Secretariat will develop
appropriate baseline indicators of target group knowledge, attitudes and practices
about each subject to be addressed. These will be monitored periodically during
implementation to measure progress. Impact indicators will aisc be developed in
terms of changes by target groups of health services utilized, drugs purchased,
insurance purchased, adaptation to privatized facilities, etc. The Project
Manager will be responsible for ensuring that these indicators are reviewed
periodically. '

It is anticipated that an assessment will take place in year three of the
Project. The assessment will determine the extent to which the Project is meeting
its-objectives of increasing the collection of hospital fees; increasing the
percentage of the population with insurance coverage; increasing utilization of
the private sector; and improving management and efficiency of public sector
health services. In addition, the evaluators will: (a) determine if the inputs
are being provided in a timely manner, (b) determine the extent to which planned
outputs are being achieved, and (c) provide recommendations on timely corrective
actions needed. A final evaluation of the Project will be conducted in year 6.
The purpose of this evaluation will be to evaluate the impact of the Project on
GOJ health care financing and management reforms. The evaluation will pay
particular attention to synthesizing lessons learned for dissemination to AID/W
and other countries which are addressing similar health care financing and
management concerns,

In terms of USAID/Jamaica's monitoring arrangements, the Project Officer will be
the USDH Health and Family Planning Officer. Additionally, the USAID Project
Committee will conduct regular assessments of Project progress through the
Mission's Semi-annual Review process, : e

VI, SUMMARIES UF ANALYSES
A, Technical Analysis

Overview - Recent studies suggest that quality of care in Jamaica has been
seriously eroded (Stevens, 1983; Ross Institute Report, 1985; Lewis, 1988) due to
sharp reductions in the MOH's real budget. Moreover, the hospital capital stock
is in serious disrepair, further jeopardizing health care quality. The government
1s currently providing and subsidizing over 90 percent of all inpatient care, and
will continue to provide the bulk of hospital care for the near term. Without
rehabilitation, the quality of hospital care will continue to decline due to
continuing erosion of existing infrastructure and deterioration of equipment.
Although recurrent expenditures are currently underfinanced, the ability and -
willingness of patients to pay for health care has been demonstrated. Moreover,
there are evolving initiatives within the MOH to ensure the sustainability of
health programs. The lack of capital investment is the major constraint in MOH
efforts to rehabilitate the health care system. :

As mentioned, government subsidies cover the entire population contributing to the
high costs and underfinancing of public health care. More efficient utilization
of government expenditures caa be achieved by targeting resources to those who
cannot afford to pay and promoting greater reliance on private health services,



-36—&

especially for hospital care. Thia, however, requires that private hospital care
be both attractive and affordable. There is a serious shortage in the number ~f
trained hospital administrators, and that gap negatively affects the costs,
quality, and effectiveness of private hospital care. On the demand side, third -
party coverage is key to greater reliance on private providers, and catastrophic
coverage 1s central to private iapatient use.

Thus there are supply problems in both the public and private sectors that pose
serious threats to the basic quality and quantity of health care services. The
government's expenditures in health care are high and will continue to rise, due
to public demand, technological upgrading and inflation. Patient demand for free-
health care will continue unabated unless patients shift to private sources of
care. To promote this shift, the Government will need to consider providing the
necessary incentives. ‘

Several macro level trends adversely impact the Jamaican health sector. Health
care services are currently concentrated in urban centers resulting in health care
maldistribution. When the rural patients, who are typically indigent patients,
eventually access the public health care system, they enter at a progressed
disease level requiring more medically sophisticated and technically intense
treatment. The impact of sicker indigent patients entering the system is
increased health care cost to the public health care system. As the populatior
ages, the trend to chronic and degenerative disease patterns will accelerate. As
chronic disease prevalence increases, so will the public demand for
technologically sophisticated diagnostic and clinic laboratory services, as well .
as specialized physicians. The public sector will thus require additional -
resources to strengthen its current hospital system.

Range of Public Sector Services and Service Standards - In 1987, the public sectof

delivered 5.5 million units of health care services, with primary health care
accounting for 2.7 million or 49 percent and secondary accounting for 51 percent.
Curative, child health, family planning and antenatal care represent the highest
demanded services in primary health care while pharmacy, casualty, hospital
outpatients, and laboratory services represent the most demanded services in
secondary care.

The supply of professional staff, a main source for enhancing the quality of care,
is very poor especially among dentists, physicians, registered nurses, and
assistant nurses. The ratio of these persons is below the standard specified by
WHO. This serious shortage of personnel affects the quality of service in the
following ways: some personnel have to perform duties outside their areas of
competence; turn-around time at clinics and hospitals is unnecessarily long; and
the effectiveness of some personnel is impaired because they have to work
excessive hours.

Public Sector Efficiency and Administration - Personnel, who account for

J$86 million or 69 percent of the J$126 million recurrent budget at hospitals, are .

significantly under-utilized. Professional personnel for example, who are in
short supply, spend over 50 percent of their time on the Job doing unrelated
activities, e.g. excessive paper work and routine service tasks. These tasks
should be performed by the auxiliary staff, who are excessive to the needs. The
unproductive time ranges from 36 percent for nurse practitioners to 81 percent for
dentists, based on PRICOR's operations research in Jamaica. '
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The hospitals are very weak in administering the policy of fees for services where
possible, collections, and productivity. For example, there is no system for
determining the medically indigent or those with ability to pay for services.
Consequently, only about 18 percent of the chargeable fees have been collected and
a high percentage of patients charged have not been paying because the collection
gsystem is ineffective. The hospitals have no system in place to establish
adequate costing for services and optimum use of personnel. Fees do not
accurately reflect the cost of providing the services. In most cases they
represent only a small fraction of those charged by private sector providers or
the cash benefits insurance carriers allow for the service. 3

&>

Key Public Sector Issues: Underfinancing - The public sector is characterized by

underfinancing, as per capita expenditure in real terms has decreased. This is
due to almost total reliance upon the Consolidated Fund for financing and the
failure to recover costs through user fees or third party financing.
Underfinancing of the sector results in: deficiencies in physical facilities and
equipment; medical staff and nursing shortages due to low salaries; clinical and
diagnostic laboratory deficiencies; and shortages of medical supplies and '
pharmaceuticals,

It is estimated that only 18 percent of the potential collectible hospital fees
are collected (J$5.3 million versus J$29.0). The failure to recover costs is due
to a number of factors: (i) a high proportion of indigents in the population: 44,0
percent of the population is estimated to be indigent (1,041,000) and 35 (817,000)
are near indigents; (ii) weak financing administration and management systems for
collecting fees resulting in low cost recovery; (iii) absence of productivity or
cost of services profiles so that fees proposed under the cost recovery program
are not realistic; and (iv) the public's perception that services should be free,

Key Public Sector Issues: Human Resource Shortages - Shortages in the human

resources availuble particularly for the public sector are due to the failure to
attract and retain staff. Professional health personnel are poorly paid in
comparative and real terms. Depending on the particular category of personnel,
they receive salaries equivalent to 36-52 percent of those received by personnel
in other positions requiring comparable training, experience, and
responsibilities; have poor working environment conditions; and lack support
personnel. However, emoluments account for approximately 70 percent of the
recurrent expenditure in health.

Shortages of key categories of personnel are also due to limitations in the
training programs for these professionals, including: (i) limited capacity for
training in professional or specialized training in areas such as cardiology,
dermatology, chest disease, neurosurgery, plastic surgery, pediatric surgery,
nuclear medicine and psychiatry; (ii) reduction of numerous training programs in
recent years for enrolled assistant nurses, nurse practitioners, community health
aids, general nurses, dental nurses and dental assistant, health management and
public health; (iii) difficulty recruiting trainees due to high admission
standards required and the low levels of salaries associated with the positions:
pharmacology, physiotherapy, dietetics and nursing administration; (iv) inadequate
training programs as is the case for hospital administrators; and (v) overemphasis
on professional rather than management training.
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The public sector suffers from inefficient and poor quality of care. Public
hospitals are not organized to give prominence to cost-effective services and
enhancement of quality services. Financial administration is fragmented and _
poorly positioned. Service improvement oriented functions such as maintenance,
staff administration, stores and catering are fragmented and in very low positions
in the organization. '

There are no incentives for management innovation to secure alternative funding
sources or to initiate systematic programs to maximize cost-effectiveness and
reduce overall costs. Patient turnaround time in health care facilities is
excessive due to inefficient administration of services and staff shortages.
Clinical and diagnostic laboratory services are inadequate due to staff shortages,
equipment failure and inadequate supplies of reagents. o

Size and Composition of the Health Insurance Industry - There are about 333,000
insured persons, with insurance companies being the carriers for 99 percent of
that number. The level of insured represents only 14 percent of the population,
while the number of policy holders represents only 13 percent of the economically
active. The industry earns $79 million per year in premiums or about $711 per
policy holder. The low level of policy holders among the economically active is
mainly because the health insurance carriers promote insurance among larger
enterprises or organizations where payroll deduction systems are systematic. This
segment of the market is very small and concentrates mostly on the civil service,
commerce and financial services, and manufacturing. However, the large and
growing informal sector, agriculture, and self employed have not been targeted by
the insurance carriers.

There are five key health insurance providers on the island: Blue Cross, First
Life, Mutual Life, American Life and Life of Jamaica, with Blue Cross being the
leader with over 50 percent of the market. Blue Cross is also the only company
providing health insurance services as its only business. Health insurance
revenue accounts for 1.1 percent to 24 percent of the premiums earned by other
carriers. Blue Cross and American Life are foreign owned and therefore corporate
decisions regarding their role in the health services sector have to be endorsed
by the U.S. based administration. The other three carriers are, Jamaican owned.
In addition to these companies, several large employers self-insure.
Approximately fourteen percent of the population is covered by private health
insurance.

Four of the companies are indemnity insurance companies that pay health care
providers as services are rendered to subscribers. HMO Jamaica (operated by Life
of Jamaica) is the only health maintenance organization (HMO) on the island. It
pays affiliated providers a set monthly fee per assigned enrollee (a capitation
fee). That fee does not vary regardless of the number or types of services that
are rendered to a given enrollee.

Characteristics of the Market - Over 60 percent of the potential insurance market
has not been realized, primarily due to administrative constraints and inadequate
inducement to subscribe to health care insurance. The large and groving informal
sector representing over 350,000 adults or 42 percent of the employed, is not
tapped by the insurance industry, even though it represents the largest segment of
the market. This is because the cost of servicing this segment of the market is
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prohibitive and they have no formal payroll system to facilitate easy
collections. Failure to access these markets leads to low plan enrollment and
either financial failure or the need to set rates beyond the reach of most
consumers and employers. Low enrollment results in an inadequate base across
which to spread risk resulting in financial difficulty for insurance companies,

Premiums have been increasing at 23 percent annually between 1985 and 1988

primarily because the cost of drugs, which accounts for over 40 percent of claims,
has been increasing at 17.5 percent annually. The premiums have however remained
competitive, ranging from J$860 - J$1,020 per year for individuals and J$1,480 to

J$1,620 per year for groups.

Key Health Insurance Industry Issues - The industry has a range of concerns that

are restricting its growth and role in the health care services. They revolve
around the cost of drugs, the lack of a national policy to promote generic drugs
and free market trading of drugs, the poor health care services for fee paying
patients, and the absence of a suitable environment to promote the role of the
industry in health care services. There are no major inducements to subscribe to
health insurance because of two key reasons.

-~ The public sector which provides about 90 percent of the health care
services does it almost on a "free for all basis" since less than 15
percent of those receiving the services are required to pay a small fee,
This small fee is also too low to encourage patients to find third party

payers. -

-- The quality of services is poor for the paying patient and rarely differs
from that received by the non-paying patients. ‘ : '

The lack of consumer education regarding the purpose or advantages of private .
insurance and inadequate awareness of the importance of health insurance retards
and restricts financial support for health care. Difficulty in marketing to
certain sectors of the economy such as self-employed and seasonally employed
persons is another factor resulting in low enrollment. There is no drive to
subscribe to health insurance. The health insurance industry will not grow as
fast as it could due to: (i) the lack of pressure to have health insurance; (ii)
the private sector role and services are very limited; (iii) the public sector
which is more equipped to handle more complex cases charges very minimal fees;
(iv) the health insurance sector does not enjoy any fiscal incentive for expanding

their services.

All of the health insurance companies plan to introduce more aggressive marketing
strategies to increase their share of the market. However, they have no concrete
plans for mobilizing those in the "hard to administer" market segment comprising
small farmers, self employed persons, or employees in small scaie enterprises.

Size of the Private Health Care Sector - Compared to the public sector, the
private sector is quite small. There are seven private hospitals on the island,
five of which are located in Kingston. They range in size from ten to sixty-six
beds with a total bed capacity of only 286. All function as secondary hospitals.
The only tertiary care facilities on the island are Kingston Public Hospital and
the University of the West Indies, both of which are public hospitals.

§S¥
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There are than five private diagnostic centers and laboratories on the island.
These private facilities, however, offer some specialized services that are not
available through the public sector or are available only on a very limited

basis. Ownership of these centers varies. Some are privately owned by
entrepreneurs and one is a joint venture between an insurance company, physicians,
and private investors.

Physicians in private practice constitute the largest element in the private
medical sector. While the number of physiclans and dentists practicing in Jamaica
is not accurately known, 1986 MOH estimates placed 420 physicians wholly in
private practice. That represented fifty-three percent of the estimated 786
physicians practicing at that time. In addition to those physicians wholly in the
private sector, as many as fifty percent of the doctors working in the pubdblic
sector are estimated to engage in private practice. As a group, physicians are
well organized through the Jamaican Medical Association and other societies and
associations directed at specific practice specialties. The largest of these
specialty associations is the General Practitioners Association with over 400
members. Private pharmacies are another large component of the private health
sector. There are 180 private pharmacies in operation in Jamaica.

vate Sector Market and Marke t ~ Private health care services are
delivered to a broad market, Over eighty percent of persons receiving care in the
private sector reportedly come from the working or middle classes. The perceived
high quality of private services coupled with reduced waiting times at private
facilities accounts for the willingness of many persons to pay out of pocket for
care in the private sector. Currently, however, because of the underdeveloped
insurance industry, only a small fraction of the estimated potential market has
access to private secter services.,

Private physicians, representing over half of all physicians, account for the
majority of private sector health services consumed and, overall, this segment of
the private market is thriving. Approximately forty percent of all physicians
visits annually are to physicians in private practice. Payments to private sector
physicians represent forty percent of all private insurance claims. Given the
limited use of insurance, most persons seeing private providers pay out-of-pocket
for services. Private physicians visits are relatively inexpensive when compared
to other private health services and persons show a high degree of willingness to
pay limited amounts for private health services. When more costly services are
needed, the uninsured often move into the public system.

Unlike physicians in private practice, private hospitals, diagnostic centers, and .

laboratories are not well utilized. Private hospitals account for only one
percent of all hospital admissions annually and most hospitals report excess bed
capacity. At diagnostic centers and laboratories, current volume for most
services is less than fifty percent of capacity. Reasons for poor utilization of
these services include: limited private insurance coverage; a lack of
understanding among the insured regarding the proper uses of insurance; and high
insurance co-payments for non-physician services with a resulting reluctance even
among the insured to access these services. It is believed that the market for
these services is high and that with increased insurance coverage and a better
understanding among the population regarding the proper use of insurance, these
services could come closer to achieving their market potential.

Y
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Private Sector Finances - Many private sector entities report that they are
financially strained, with sector funding coming from individual patient payments
and insurance reimbursement. Given the general economic climate in Jamaica and
the limited use of private insurance, these funding sources have proven inadequate
to cover costs within the private sector. '

Several insurance companies are reporting financial difficulty. These
difficulties have many causes, including low enrollment and poor provider
controls., Low enrollment results in an inadequate base across which to spread the
risk of insuring against unforeseen and costly illnesses. When the number of
covered persons is too low, one catastrophic illness can have serious consequences
for the company. Therefore, rates must be adequate to protect the insurance
companies from the financial difficulties that they would experience should some
subscribers experience catastrophic illnesses. Current rates are beyond the reach
of most persons, absent some form of employer contribution.

Because insurance companies are a major funding source for the private health
sector, their financial problems have ramifications for the entire private health
system. Financial difficulties have forced many insurance companies to delay
claims reimbursement and physicians report that numerous services are not covered
by insurers at all. Slow claims payment has proven to be a hardship for service
providers and some have ceased to deal directly with insurers because of payment
delays. Physicians and other low cost providers can deal with patients on a
direct pay basis. Inpatient facilities and providers of other high cost gservices,
however, must continue to rely on insurers for reimbursement. Slow claims payment
has had an adverse effect on the finances of these facilities.

In addition to slow claims payment, private hospitals and diagnostic centers face
other financial obstacles. These difficulties stem from an inability to generate
adequate patient volume, high interest rates, and duty fees that must be paid on
imported equipment.

All private hospitals, diagnostic centers, and laboratories report low services
utilization. Hospitals' occupancy rates average approximately sixty percent and
services utilization for private diagnostic centers and labs is under fifty
percent. Because of their high fixed costs, it is generally accepted that
occupancy or utiiization rates of over sixty to sixty-five percent are needed in
order for hospitals and diagnostic centers to maintain financ’al health., The
limited use of private insurance and the government's policy of not reimbursing
for care rendered through private facilities have limited the ability of these
facilities to generate adequate patient volume.

Existing government policies and high interest rates have made it difficult for
hospitals, diagnostic centers, and laboratories to raise the capital needed to
purchase and maintain necessary equipment. Interest rates on loans are as high as
tventy-seven percent and government duty can comprise nearly forty percent of the
total purchase price of new equipment. In its Ministry Paper #48, the GOJ
modified the import duty obligations of private hospitals. As of December 16,
1988, the aggregate custom and stamp duty on imports of medical and scientific
equipment was reduced from thirty percent of equipment purchase price to twenty
percent of price. While this action represents a reduction in the tax burden on
private medical enterprises, duty taxes continue to be impediments to sector

il



42~

growth and high tax rates have led many institutions to indefinitely postpone
purchases of new equipment, thereby limiting services availability throughout the
private sector. In response to high interest rates and heavy duty taxes,
physicians have developed a credit union to finance the start-up of new practices
and to fund capital acquisitions.

Manpower and Management in the Private Sector - Within the private sector, pay is

better than in the public sector, making it somewhat easier for private providers
to attract and retain staff. Still, staff shortages plague private facilities and
the island's lack of trained health services administrators has had a negative
effect on overall sector performance.

Jamaica does not have any formal hospital or health services administration
training programs. As a result, persons managing health care facilities have
little or no specialized training in health services management and are often 111
equipped to deal with the problems faced by the private health care sector.

Within private medical facilities, inadequate management training has lead to poor
to nonexistent long term financial and strategic planning, inadequate or poorly
designed marketing programs, improper or nonexistent management controls, and poor
resources management and allocation. These management shortcomings have affected
the ability of private sector facilities to perform in the market place and to
develop innovative strategies for increasing their market share.

Management inefficiencies are particularly acute among pharmacles where critical
drugs are frequently unavailable because of poor distribution systems. Access to
drugs has also been limited because of high drug costs. In an effort to improve
overall health sector finances and to increase drug availability, both the public
and private sectors have supported the increased use of generic drugs. Attempts
at increasing generic use, however, have been undermined by the institution of a
government tax on generic drugs. The tax, which funds other government programs,
has made generics nearly as expensive as their brand name counterparts. As a
result, drug costs have remained high and access has continued to be a problem.

Key Private Sector Issues - The private sector faces many problems. Due to the

limited use of private health insurance, the government's failure to reimburse
private facilities for services, and the availability of government funded care,
the private sector has had difficulty expanding its market. Limited services
utilization has resulted in inadequate cash flow within the private sector to
finance sector services. Sector growth is further limited by high interest rates
and government duty taxes that have made it difficult to fund capital expansion.
and equipment acquisition. Financial problems within the sector are compounded by
manpower shortages and management inefficiencies.

Although the private health care sector faces many challenges, it offers many
strengths that are not readily available in the public sector. 1Its emphasis on
efficiency and profitability provides opportunities for improved management
techniques and enhanced patient care coordination that could not only lower.costs
but also increase the quality of care delivered. 1In spite of the management
shortcomings within the private sector, components of the private sector can bring
management expertise to the public sector. Specifically, insurance companies ;
offer management and health care financing skills that are lacking in the public
sector,
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B. Institutional and Administrative Analysis

The successful implementation of the Project requires a suitable administrative
and institutional framework at the MOH and PSOJ as the primary implementing
agencies. These organizations, in turn, must be able to coordinate and implement
the Project's activities in conjunction with the hospitals, other public sector
institutions and among key private sector players. This analysis summarizes the
existing capabilities of these organizations to execute the Project's activities.

The Ministry of Health (MOH) - The MOH has national responsibility for developing
and delivering primary, secondary and tertiary health care services. It also
operates with an institutional framework to plan, execute and monitor project
performance. However, the severe shortage of staff in the project planning and
project execution units have been major constraints to the successful
implementation of projects and have required the establishment of project specific
implementation units.

The project planning unit has no unit head, and the only technical person is
engaged in a junior position. The lack of staff restricts its ability to
carefully plan the logistics for project implementation or to monitor on a timely
basis. Consequently, numerous projects experience delayed start-ups. The project
implementation unit is also ineffective due to inadequate staffing. Consequently,
much of this responsibility has been undertaken by the Finance Division.

In additcion to the technical staffing arrangements, the MOH executes its projects
with guidance and monitoring from two project review committees. The
advisory/management oriented committee, which meets on a monthly basis, is
comprised of the Permanent Secretary, the Director of Finance, the Principal
Medical Officer for Secondary Health Care (if applicable to the project), the
Project Manager, a representative from the Planning Institute of Jamaica, and a
representative trom PAMCO, a public sector company. The second committee consists
of the same wembers, but is is chaired by the Minister of Health.

Since both the project planning and project implementation units have been so
ineffective, project execution arrangements have to be established on an
individual basis. For example, HMIP which is a major project being executed by
the MOH, is being managed by a special project team. The HMIP team comprises: a
Manager (who is a medical doctor), a financial analyst, a construction adviser, a
procurement officer, several administrative support persons, a director for the
alternative financing component, and a research officer. These last two
individuals form the backbone of a Secretariat that was established to handle the"
staff work required to promote the alternative financing objectives of the Project.

The HMIP will terminate in March 1990, and consequently it is envisioned that the
MOH will retain these personnel, as appropriate, to implement the Project, and

during the interim period be responsible for implementing both the HMIP and the

new Project. The advantages to this are that HMIP personnel are already familiar
with USAID and MOH procedures; they have prior knowledge of activities conducted
under HMIP, many of which feed in directly to the new Project; and start-up time
for the Project will be minimal since the Unit will be staffed and ready to work.

Private Sector Players - The private sector plays a significant role in

!
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production, health services, commerce, health insurance, and other financial
services in Jamaica. Institutions include: The Life Insurance Companies
Association, the Medical Association of Jamaica, the Private Hospital Association,
the Jamaica Employers Federation and the Private Sector Organization of Jamaica,

The implementing organization for the private sector component is the Private
Sector Organization of Jamaica., The PSOJ is a voluntary, national organization of
private sector associations, companies and individuals, who are concerned with
developing a strong and vibrant private sector. It was formed in 1976 to:
-=- promote the principles of private enterprise and the market system as the
most effective model of economic growth for Jamaica; LT

-~ advocate equality of opportunity, freedom and revard for personal
initiative; : ‘ - .

L

—- foster unity and co-operation within the private'aector;

~— lobby government for policies and:programs favorable'tQ,tﬁE?ptiVétéﬁséctBr;
and £ e

== Channel private sector resources to help alleviate the e¢ohoﬁ1cf§hdi§o¢igl
problems of the country. ‘ - > . v

In carrying out its aims and objectives, the PSOJ engages in a wide range of
social and economic activities through its three main divisions, Economic
Research, Human Resource and Enterprise Development, and Communications and
Membership. Some of the Organization's activities include publications of
in-depth economic analyses and forecasts, helping community groups to start
businesses, promoting entrepreneurial education in the schools and lobbying
government on behalf of business interests.

At present the PSOJ has an active Health Subcommittee which has successfully
implemented projects promoting family planning and the use of generic drugs.
Most recently the Committee has been focusing on the plight of the nurses in
Jamaica and facilitating actions to address the crisis. The Committee .
comprises representatives of the Nurses Association, Pharmacists Associations,
Private Hospital Association, Health Insurance Industry, MOH, and USAID. The
Committee will perform an advisory role for both the public and private sector
components of the Project. -

The PSOJ is ideally poised to take on a leadership role in promotin@IincrgangJ
involvement of the private sector in delivering health care in Jamaica. =

C. Social Soundpess Analysis

The findings of this analysis are that the Project is compatible with the
sociocultural environment and that the impact and benefits of the Project are
consistent with overall development objectives in reaching poorer and ,
disadvantaged populations such as women, the elderly and the unemployed. The
proposed implementation framework for the project is appropriate and designed
to broaden and deepen the public - private collaborative efforts in the
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economy. It is a major initiative to facilitate a greater role for.the
private sector in health care services, as it now accounts for less than 15%
of the services provided. The Project's support of cost recovery of
expenditure among socio-economic stratas which can afford to pay will also
enhance the GOJ's ability to provide improved services to the public.

A recently completed Health Expenditure Survey (McFarlane and McFarlane) found
that children under the age of 14, women, the unemployed, the lesser educated,
and the elderly, are the most frequent users of public health clinics and
health centers. The survey found that women disproportionately use public
health clinics: 63% of females less than 14 years of age use health centers
versus 56% of males. In the 14-59 year old age groups, 46% of the females
versus 29% of the males use public health clinics. In the 60 year old and
above age groups, 52% of the females versus 34% of the males use public sector
clinics. Users of public hospitals are 55% female and 46% male. Among
unemployed persons over the age of 14 years, 33% of unemployed females use
public clinics compared to 19% of unemployed males, Compared to those who
utilize private facilities, those who utilize public clinics come from
households with a large number of children and unemployed as members. In A
addition, women report more illness than men. A recent survey found that 17%
of the females surveyed reported illness or injury in the previous four weeks,
compared to 14% of the males surveyed. :

The Project will also improve the working conditions of medical pergonnel'iﬁfl
public and private sectors where females make a substantial contribution; 95%
of 2,425 nurses are female and 40% of 1,000 doctors are female. '

The technical analysis outlines deficiencies in the quality of care given in
public facilities due to management and financial difficulties. Assuming the
evaluation of the PRICOR Pilot Project is favorable, all 13 parishes will
implement the PRICOR scheme which redeploys staff to the health centers within
a region to :nsure that they are properly staffed and services offered. This
will result in better quality of care and savings of time and money of o
patients since they can obtain services at a lower cost (financial and
opportunity).

In sum, it can be concluded that the improvements in the managing and
financing of the public health care services, which result in better quality
health care will directly benefit the poor, unemployed, females and elderly.
Individual private health care professionals who are reluctant to practice
economic services are likely to be the only disadvantaged group with the
execution of the components relating to (i) social marketing of cost
containment drug utilization and competitive insurance coverage and (11)
improved public sector services.

The Project will target private as well as public health care facilities for:
assistance. This should not be viewed as assistance for generating profits as:
most private sector health concerns are experiencing major financial
difficulties--be they hospitals, laboratories or the health insurance
industry. It is likely that women entrepeneurs will benefit from greater
private sector participation in health care, as has been the case with the
divested support services in three Kingston hospitals where the contractor is
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a woman-owned and managed company., However, to the degree to which the
private sector health entities can become viable and functional, they will )
automatically attract the clientele that can afford to pay or which has third
party coverage for their care. As stated previously, this will allow the
public sector to concentrate its limited resources on providing or financing
care for those persons who cannot afford to pay. ‘

D. Economic and Financial Analysis

ckground: Fconomic and Financ text - Jamaica's economy has not
performed well over the last decade or more, although economic circumstances
have begun to improve since about 1986. The measures of economic performance
over the period indicate that: ' ) '

- Gross Domestic Product in constant prices is still 10 percent below
the peak level reached in 1973; ) ‘ S -

- inflation increased at an annual average"rate of about 18 percent
between 1973 and 1988; ' B SR .

- unemployment remained above 20 percent durinh the°1980!al,

Total government expenditure in 1987-88 was nearly one-third of GDP, but this"
reflects the high debt service of the government. Total recurrent ’
expenditures were at 26 percent of GDP, nearly 40 percent of current
expenditures must go for interest payments.

Although MOH has received increasing current dollar support from the
government, particularly for operating costs. Real spending by the MOH, has
declined significantly during the decade. Between 1984/85 and the budget
estimates for 1988/89, the MOH recurrent budget as a percentage of the
government budget rose from 7.8 to 9.0 percent, reflecting a relative increase
in the government's commitment to health care. The proportion of government
expenditures allocated to health has actually declined in total, however, due
to the limited capital investment in the sector. The MOH receives much less
of the government capital budget, and the neglect of major health
infrastructure reflects the negligible capital budget allocations.

Despite the aggregate figures on inflation and expenditure, the effect of
macroeconomic trends on the real value of MOH expenditures has been mitigated
by the fact that 50 to 60 percent of the budget is allocated to personal
emoluments. Public sector wages generally have risen less than the inflation
rate over the past five to six years. The attrition of public workers,
particularly among the most highly skilled (eg., specialists, physicians and
nurses) is linked to low pay and to the deteriorating physical environment,
which severely affected the productivity of public health workers. The loss
of morale and leadership in the MOH and its facilities may parallel the value’
of losses associated with inflation and may equal the loss in terms of
productivity and lost labor. The cost of other medical inputs (other than
wages) has risen more rapidly than overall prices (Taylor, 1988), lowering the
real value of the MOH supplies budget.
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The allocation of central government funds in health is a particularly ‘
important issue because the complementary inputs have been unaffordable and
have seriously affected the quality, efficiency and effectiveness of the
health care system. Indeed, lack of supplies and drugs have in some casges .
made labor an ineffective input into health care delivery. As mentioned,
personal emoluments claim the single largest portion of the budget,
Allocations to supplies, which include drugs, medical supplies, nonmedical
supplies and maintenance, remained largely stagnant over the three years,
1983/84 and 1985/86.

In 1985/86 supplies were 15 percent of the budget, down from 18.6 percent
three years earlier. During that same period, the Jamaican dollar fell by 105
percent, thereby raising the cost of all imported inputs both medical and
nonmedical. Between 1983/84 and 1985/86, drug expenditures rose sharply in
most hospitals, which Suggests a rise in allocations for drugs forced at least
in part by the devaluation. Since the budget figure for all supplies in the
System remained close to constant during that period, the rising level of
pharmaceutical expenditures required a contraction in resources available for
other supplies and maintenance. In short, supply expenditures excluding
pharmaceuticals, dropped not only in real but also in nominal terms, seriously
affecting public hospital services (see Lewis, 1988 for an in depth discussion
of this issue).

Another phenomena of public health finances is the sharp rise in
appropriations in aid (revenues raised by the MOH system) over the past few
years. Collections went from J$19 million in 1984/85 to J$28 million in
1985/86, an almost 50 percent increase, Nineteen-eighty-four was the first
Yyear under the new hospital user fee schedule. 1In 1986 facilities were
allowed to claim the revenue, which may account for the rise in appropriations
in aid. The revenue retention reflects a reinterpretation of the definition
of fee earnings, and allowed hospitals to invest in physical plant repairs as
well as medizal supplies and drugs (Lewis, 1989)., These expenditures provided.
a cushion, though an inadequate one, to allow facilities to continue '
operation. Since many hospitals' water and security systems were
nonfunctional and whole wings unusable because of faulty wiring, the fee
revenues allowed the most egregious problems to be addressed.

Project Purpose - This Project addresses the managerial and economic ills of
the current health care System by emphasizing: (1) the raising of revenue and
reduction of costs (through increased efficiency) in the public system, with
concomitant efforts to remove those who do not need subsidies from totally
government financed arrangements; and (2) efforts to enhance the role of the
private sector as a provider of health care through initiatives that directly
stimulate expansion of private supplies of care, and by broadening health
insurance of health maintenance organization (HMO) coverage to stimulate
demand for private health services,

These objectives are to be achieved through an integrated set of activities
which (1) identify the problem (e.g., measure resource costs, studies of
health care financing issues, drug cost containment); and, (2) address the
problem (management training, private sector promotion, drug procurement and
prescribing practice, user fee reform and accommodation of the indigent,
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alternative financing arrangements for pubiic hospitals). Many~of these
initiatives are experimental in nature and there are p1answfor intensive
evaluation of the costs and benefits of each of these,

ost d ected Benefits Pro Components - The costs and benefits of
the Project are difficult to quantify given the nature of the Project
components. Because the resources are aimed at assisting policy makers in
devising more effective policies and translating these into tools for
financial and organizational reform of the health care system, and at
promoting greater private sector investment in health care, a set of flexible
activities have been designed. A comparison between this policy reform type
of project and, say, construction is difficult since the expected benefits are
too dissimilar, -

Benefits will occur at two points: both immediately, i.e., as information to
policy makers, and as an input to decision-making that will, in turn, reap
further benefits in the future. The assumptions about benefit, however are
often based on the assumption that policy makers will act appropriately based
on expected outcomes of studies and experiments. This, of course, cannot be
guaranteed,

As a package, the components cover the weaknesses of the MOH and provide the
government with the resources to identify precisely the nature of problems and
to consider and evaluate alternative interventions for addressing the
problems. The list is thorough and if implemented as anticipated would
provide the government with information that will assist them in designing and
reforming health care delivery and finance.

The recurrent cost implications are modest, with the registry of indigents the
most significant costs. The loss of tariff revenue could affect other
programs, however. For instance, generic drug imports currently carry a heavy
tariff that is used to finance the National Housing Trust. Eliminating that
tariff would affect housing finance objectives of the government and require
alternative sources of funds to be identified for that program. '

E. Environmental Analysis

The environmental threshold decision for the Project dated July 29;51988vi$?éf
categorical exclusion as set forth‘in‘Annex;Hﬁ? s oo T

VII. CONDITIONS AND COVENANTS

The Grant Agreement will contain the Standard ConditionsvPiécédggéiﬁf<aﬁiéga;
opinion and a Statement of Authorized Representatives. . : ERE LT
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2(A) - N/A

Resoon - tari i ility:
The Project's New Initiatives in Health
Fxnancxng‘and Management Secretariat will merge
tye Eupctxons of the previous Alternate
Financing Secretariat and the Project
Implementation Uni !

: no plans for it to remain
after Project completion, it is highly pzsbable
that tpere will be other projects and activities
that_w111 require their expertise beyond this
pPariicular Project.

= Project Maﬁgggmgn::

The Healt@ Sector Initiatives Project as
proyosed in the PID has been broken into two
Projects; the Mission decided that on balance,
AID/W'S point was persuasive. Consequently, the
AIDS/STD Project was started last calendar

year. ?he HSIP has built in management
Capability, including a Project Manager, two
loca} consultants in the Ministry of Health and
a Pplyate Sector Coordinator which will
facilitate Project implementation.
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2.0.,12356: N/A

TAGS:

SUBJECT:CT: USAID/JAMAICA
(532-9152) REVITY

1. THE DAEC FOR USAID/JAMAICA HEALTH SECTOR INITIATIVES
PID WAS EFLD ON TUESDAY, APRIL 265, 1983: °THE MISSION Is
COMHENDER FOR DESIGNING A PROJECT VITH CLEAR PRIORITIZES
AND VHICH TARGETS SPECIFIC INTERVENTION AREAS IDENTIFIED
IN THE HISSION’S RECENT EEALTH SECTOR ASSESSMENT WEERE
A.I.L. COULD BE MOST EFFECTIVE. THE PID IS APPPOVED AND
TEE YUREAU CONCURS VITR MISSION DELECATION OF AUTHORITY
TO APPROVE AND AUTEORIZE THE PRCJECT PAPER, SIBJECT TO
TEE GUIDANCE EEREIN AND TEE EXCEPTION IN PARAGRAPH 4(D).

CLARIFICATIONS:

SEALTE SECTOR INITIATIVES PID

2.

THE FOLLOVING POINTS VERE CLARIFIED AT TEE ISSUES
HEETING HELD ON WEDNESDAY, APRIL 28:

(A) HEALTZ SECTOR ASSESSMENT - QUESTIONS VERE RAISEZD
CONCERNING JAMAICA®S SEALTH SECTOR ASSESSHENWT, SUBMITTZD
IN OCTOBER, 1987, AND WHETHER A REVIEV OF THE DOCUHMENT

HAD BEEN CONDUCTED BY TEE BUREAU. LAC/DR/EN ALONC ITH
PPC AND S AND T PARTICIPATED IN THE REVIEY, HELD IN
OCTOBER, 1987, AND CONCURRED VITH THE ASSESSMENT, WHICH
JUSTIFIZD TEZ MISSION’S POSITION TO REMAIN IN TEE EEALTE
SECTOR AND SELECTION OF THE THE REALTH STCTOR
INITIATIVES PROJECT YRICE ADDRESSES CONSTRAINTS TO.
gﬂégéf; HEALTH CARE AND COMPLEMENTS AN ON-GOINGC IBRD
ROJECT. .

(8)

4

HEALTE SERVICES INITIATIVES SECRETARIAT (ESIS) -~
SEVERAL QUESTIONS VZRE RAISED ON THE OPSRATION OF HSIS,
E.G:, .SUSTAINABILITY AND EHPLOTMENT OF PERSONNEL. gSIS
PERSONNEL WILL BE CONTRACTORS SIRED BY THE MINISTRY or
HEALTH. HOVEVER, HSIS IS A PROJECT SPECIFIC UNIT AND
TEERE ARE HO PLANS FOR HSIS TO REMAIN APTER PROJECT

L COMPLETION.

(C) PROJECT MANAGEMENT - .CONCERN WAS EIPRESSED ABOODT
THE HANAGEMENT INTENSITY OF THIS PROJECT AND VHETJER THE
MISSION COULD HANDLE IMPLEMENTING TV¥O HAJOR COMPONENTS,
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Response to 2 (D) - Counterpart Funds:

The IDB Hospital Restoration Project is not

yet approved, and thetefore is not
requiring the allocation of major
counterpart funds. USAID and the MOH do
not anticipate any problem in the GOg
allocating US$1.855 million as their
counterpart contribution.

Response to 3 (A) Private Sector

Involvement:

The private sector has been consulted
extensively during the Project's
preparation. The implementing agency gor
the private sector component is thg Private
Sector Organization of Jamaica, which has a
sub-committee for Health consisting of
representatives of the private health .
sector, professional organizations, and the
- Ministry of Health. Assistance to thg
private sector will be on a cost sharing
basis of 25%.

Response to 3 (B) - Terms of AID to Privite
Sector:

Based on the technical analysis of the
private sector, it was determined that .
establishment of a Private Sector Expansion
Incentive Fund was not necessary. A.I1.D.
guidelines on assistance to the private
sector will be adhered to, and will be on a
cost sharing basis outlined above.

3 (C) - N/A
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HEALTR CARE FINANCING AND AIDS/STD PEZVERTION. THE
"MISSION PLANS TO USE A PSC AND PRIME CONTRACTOR YOR THE
PROJECT AND YILL ZiPLORZ THIS ISSUE SURTBER DURING
PROJECT DEVELOPMENT.

(D) OTHER DONOR ACTIVITIES ~ OTHER DONORS ARE CURRENTLY
SINANCING BEALTH PROJECTS IN JAMAICA WEICH coOLD AFFECT
P92 GOJ’S ABILITY 70 PROVIDE COUNTERPART FOUNDS 7o
A.I.D.FINANCED PROJECTS. IBRD IS CURBENTLY FUADIMNG .
PRIMARY BFALTE CARE AND POPULATION ACTIVITIES, AND IDRB
BAS P.OPOSED FO¥MING HOSPITAL RATIONALIZATION AND
RENOVATION. . LIGHT QF THESE ACTIVITIES THE PROJECT
PAPER SHOOLD .x:.IZE THE EXPECTED GOJ COUNTERPART )
CONTRIBUTIONS TO ENSURE TEAT OTHER DONOR ACTIVI?IES DO
NOT IMPINGE ON THE G0J’S GAPACITY 70 SUCCESSFULLY
IMPLEMENT THE PLROPOSED PROJECT.

3. ISSUES RESOLVED:

TEE FOLLOYING ISSUES VERE BRESOLVED A? THE PID ISSUES
MEETING :

(A) TRIVATE SECTOR DESIGN DEVELOPMENT - THE PID’S
PROPOSED ACTIVITIES YITH THE PRIVATE SECTOR RAISED
CONCERNS ABOUT THE ACTUAL EXTENT OF PRIVATE SECTOR
INVOLVEMENT IN PROJECT DESIGN. MANTY OF THE PROJECT
ACTIVITIES YILL 3ENEFIT THE PRIVATE SECTOR AND A NOMMER

OF STODIES WILL LOOK AT HOW THE PRIVATE SECTOR THINES.
4.I.D. HAS OFTEN NOTED THE BENEFITS OF BENEFICIARY
INVOLYEMENT IN PROJECT DESIGN. - THE MISSION #ILL ENSURE
THAT THE PRIVATE SECTOR WILL BE BROUGET INTO THE FROJECT
DEVELOPHENT PROCESS EARLY AND YILL EXPLORE THE )
POSSIBILITY oF CO-FINANCING OF SOME PROJECT ACT:iVITIES,
E.G., FEASIBILITY STUDIES YITH THE PRIVATE SECTOR. -

(B) TERMS OF AID THE PROPOSED PROJECT VILL ESTABLISH
THE PRIVATE SECTOR EXPANSION INCENTIVE FURD (PSEIF), TO
INCREASE PRIVATE SECTOR CAPABILITY IN HEALTH CARE
DELIVERY. ACCORDING T0 GUIDELINES ON TERMS OF A.I.D.
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IDENTIFIED AND ANALYZED. THE MISSION ¥ILL ENSOURE THAT
THE PROJEC? IS IN ACCORDANCE VITH A.I.D. POLICY ON
GRANTS T0O THE FRIVATE SECTOR.

(C) Arps/stp COMPONENT - CONCERN WAS EIPRESSED ABOUT
TEE YIDE ARRAY OF ACTIVITIES UNDER THE AIDS/STDS
ggHPONENT AND VRETHER THE PROJECT COULD MALE A
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Response to 3 (p) - Hospital Management:

The.Project will provide training‘forfvl
administrators and their staff, as .| -

.'Suggested by AID/W, as well as technical
-assistance to the hospital{ -

Response to 4 {A)

= _Project Structurg:

The decision was made by the Missi

‘ Ssion to
Separate the AIDS/STD component out of the
overall Health Sector Initiatives_Prbject.

ThiSAinformation was transmi
C mitted to
Per 88 Kingston 005807. ®o Ar/w

Response to 4 (B) - Funding Levels:

Givgn concern regarding funding levels, the
Project has been extended to a seven-year
LOP. ;n addition, there are no long-term
expatriate advisors under the Project which

minimizes the need for long term commitment
of funds.

- o mec = e - - -
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C  MEANINGFUL CONTRIBUTION IN S50 MANY ABfAS.

@)

GSAID/JAMAICA WILL CAREPULLY EEVIEY THE COSTS OF THE
PLANNED ACTIVITIZS UNDER THE AIDS/STDS COMPONENT OF THE
PROJECT TO ENSURE SUFFICIENT FUNLDING IS BUDGETED TO
ACCOMPLISH THESE ACTIVITIES AND CONSiDZP REDUCING THE
NUMBFR OF ACTIVITIES ASSISTED AND SEEX OTEER DONOR
INVOLVEMENT IN CARRYING OUT SOME OF THE ACTIVITIES.

(b) - BEOSPITAL MANAGEMENT - CONCERN VAS RAISED OVER THE

2() PROPOSED PROJECT’S BEAVY EMPHASIS ON TECHNICAL
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++ ASSISTAMCE AND DEEMPEASIS ON TRAINING. . IN LIGHT OF
PREVIOUS DIFFICULTIES IN PROVIDING TECENICAL ASSISTANCE
TO THE MINISTRY OF EEALTH UNDSR TEE CURRENT PROJECT, THE
MISSION WAS ENCOURAGED TO BEIGELIGET TRAINING NEEDS OF
THE PROJECT, PARTICULARLY IN THOSE AREAS JHICH W¥ILL
POSITIVELY IMPACT ON EFFICIENT OPERATION OF EEALTH CARE
-SYSTEM, E.G., ‘HOSPITAL ADMINISTRATORS.

4. THE FOLLOVING PROJECT ISSUES YERE DISCUSSED AT THE
DAEC REVIIV: :

(A) PROJECT DESIGMN THE MISSION SHOULD CAREFULLY REVIEY
PROJECT STRUCTURE AND JUSTIFY REASOKS FOR COMBINING WHAT
APPFARS TO BE TWO PROJECTS UNDER ONE: AS OUTLINED IN
THE PID, LINKAGZ BETYEEN TUE T40 COMPOKENTS OF TEE
PROJECT IS UNCLEAR. TEE AIDS/STD COHMPONENT IS A

STRAIGET FORYARD PROJECT VITH DIFFERENT FUNCTIONAL

§.~L_BHPHASIS FROM THE HEALTH'CART FINANCING COMPONENT, AND
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THE TY0 COMPONENTS WILL USE DIFFERENT IMPLEMEKTING
UNITS. COMBINING BOTH ACTIVITIES INTO ONE PR0JECT COULD
HAKE TMPLEMENTATION MORE DIFFICULT AND STAFF INTENSIVE
BECAUSE OF THE CONTINUING NEED TO ADDRESS THE COMPONZNTS
IN DIFFERENT PILS, SORT OUT ACCOMPLISEMENTS AND JUDGE

PROGRESS ON EACH COMPONENT, AND IN THE FUTURE DEAL VITH °

CONTINUED NEEDS IN DIFFERENT ¥YAYS. IF, DURING TECHNICAL
ANALYSIS AND PROJECT DEVELOPMENT, THE MISSION BELIEVES
THAT TEERE ARE GOOD REASONS FOR COMEBINING THE TWO
ACTIVITIES UNDER ONE PROJECT, THE PROJECT PAPER SHOULD
CLEARLY DEMONSTRATE THE STRATEGIC RELATIONSEIP BETWEEN
THE TWO COMPONENTS AND TEE INPLEMENTATION BENEFITS OF
LINCAGE, INCLUDING POLICY DIALOGUE.

IF INSTEAD, USAID DECIDES TO PREPARE SEPARATE PROJECTS,
TEE PID THAT ¥AS SUBMITTED CAN SERVE AS TEE PID FC3 BOtE
PROJECTS AND THIS CABLE PROVIDES BUREAU CONCURRENGE 31TE

1.y MISSION DELECATION TO APPROVE TEE PROJECT PAPERS AND

AUTZORIZE THE PROJECTS. USATD HUST, HOWEVER, NOTIFY TEE

BUREAT BY CAELE IF IT PLANS 10 APPROVE SEPARATE PROJECTS.

(B) FUNDING LEVELS — BECAUSE OF UNCZRTAINTIES AROUT
RESOURCE AVAILABILITY, THE PROJECT SHOULD PE STRUCTURED
T0 TZKE INTO ACCOCNT THE POSSIBLE NEED TO PEASE
FUNDING. TO ENSURE THAT THE BASIC OBJECTIVES OF THE
PROJECT ARE MET AT REDUCED FUNDING LEVELS, THE PP
SHOULD: (1) CLEARLY IDENTIFY XEY SUECOMPONENTS IN THE
PROJECT VHICH COULD BE PHASED IN AND ARE ESSENTIAL T2
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The Social Soundness Analysis addresses
concerns regarding beneficiaries. The

.. Project's Policy Framework component will
. address the need to facilitate the proper
. policy environment in order to achieve the

Project's objectives.

‘Response to 4 (D) - PSEIF:
.. This is not .applicable since the final’
Prqjectrdoés”not?inCIude the PSEIF.

Best

VIENMNA, VA hlﬂ

UNCLASSIFIED STATE 159231/02

ACEIEVE PROJECT OBJECTIVES AT CRITICAL FUNDING
JUNCTURES, AND (2) MINIMIZE LONG TERH COMHITHMENTS, B.C:,-
LONG TERM ‘ADVISORS/CONSULTANTS. -

o (C) BENEFICIARIES ~ TEE PP SEOULD INCLUDE A DETAILED
ANALYSIS OF ¥HO THE BENKFICIARIES ARE AND HOY THEY ¥ILL
BENEFIT FROM THE PROJ3CT. ADDITIONALLY, TEE POLICY
ENVIRONMENT SHOULD BE ANALYZED T0 ENSOURE THAT THE
PROJECT TAKES INTO ACCOUNT ANY INTERVENTION IN THIS AREA
REQUIRED TO ENSURE THE PROJECT ACEIEVES ITS OBJECTIVES.
THE ANALYSIS SEOULD SPECIFICALLY EYAMINE How THE
POPULATION SERVED BY PRIVATE FACILITIZS COULD BE
BROALENED TO INCLUDE LOVER INCOME GROUPS. THE ANALYSIS
SEOULD ALSO INCLUDE THE RESULTS OF FURTEER EXIAMINATION
OF THE WILLINGNESS 70 PAY FOR SERVICES ISSUED.

$c> (D) PSEIF: NEED FOR FINANCING — TEIS COMPONENT OF THE
av’.” PROJECT OBVIOUSLY YILL REQUIRE EXTENSIVE ANALYTICAL wORK

i() PHIOR TO ITS TNITIATION, INCLUDING CONFIRMATION THAT

i CREDIT IS A SIGNIFICANT CONSTRAINT FOR VEICH & ONIQUE
AND DISCRETE NEV CREDIT SYSTEM IS REQUIRED. 1IN .

;C) ADDITION, SOME OF THE ANALYSIS REQUIRED TO DESIGN THE

s CRIDIT FUMD APPEARS TO BE INCLUDED AS AN BLEMENT OF THE

PROJECT ITSELF. FOR EXAMPLE, TRz SIZE OF THE FOND TO BE ~

-

3‘) AUTHORIZED IS ITSELF A MAJOR ISSUE YEEN VIEVED AGAINST
THE TIGHT MORTGAGE SITUATION DISCUSSED IN PARA 4(Bn)

o

3 ABovE.

o

i  GIVEN ISSUES OF POTENTIAL POLICY CONCERN (INTEREST

£ BATES, INSTITUTIONALIZATION OF A DISCRETE FUND, CRITERIA

O 7o QUALIFICATION AND PARTICIPATION OF RECIPIENTS .

VALIDITY OF THE ASSUMPTION THAT CREDIT IS A CEY

S~ CONSTRAINT IN THE SECTOR), TH: MISSION IS REQUESTED 70

SUBMIT FOR AID/V REVIEV A DESCRIPTION. OF TEE PINAL

.. DESIGN OF TEE CAEDIT COMPONENT PRIOR 10 THE
AUTHORTZATION OF THE FUND. TEE DESCRIPTION SEOULD

INCLUDE INFORMATION ON PUND STRUCTURE (ELIGIBILITT

, CRITIRIA, INTEREST RATES, INSTITOTIONAL ARRANGEMERTS,

@ "ISSION INVOLVEMENT IN INPLEMENS:Z'5H/SUBLOAN AFPHOVAL)

SLEA 4N 6’““0.

o

T UNCLASSIFIED-  STiTE 159231/02
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O e e eiveme ... UNCLASSTPIED STATE 159231/6;5.;?

o AS WELL AS A SUMMARY OF THE ANALYSIS SUPPORTING THE NEED

FOR A FREE-STANDING CREDIT LINE.

O ar s OPTION, THE MISSION MAY WISH TO SEIFT DETAILED
+t.. DESIGN OF THE CREDIT FUND INTO THE PROJECT AND PROCEED

TO DEVELOP AND AUTHORIZE THE PP ALONG THAT LINE.

Q crEpIT COMPONENT COULD THEN BE ADDED AS AN AMENDMENT AT
A TATER STAGE. IF, HOYEVER, THE MISSION WISHES T0
PROCEED ¥ITH THE FULL ANALYSIS DURING INPRHSIVE REVIEY,

© armp/v CONCURRENCE VILL BE REQUIRED PRIOR 70

SHULYZ
BT

PINE, SUITE 401, IENNA,
©Q ©
£.3

9

s
r.
,

éﬂ BVAMQITMODMMBR co, 8&!!“0

]
il

50
3
fo

i
Beg?t;Avanable Copy

mw
€5

©

-
-—
-~
P

Sﬂlm‘

AUYHORIZATION OF THE OVERALL PROJECT. OUR CONCERN IS
< THAT THE AIDS/STD COMPONENT MAY BE DELAYED SIGNIFICANTLY
20 17 TEE DEVELOPMENT OF THE CREDIT FUND PROVES LENGTHY.
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ANNEX C. Statutory Checklist o

5C(2) -~ PROJECT CHECKLIST

Listed.below are statutory critecia applicable
'to projects. This section is divided into twe
Parts. Part A includes criteria applicable to

all project§. Pacrt B applies to Projects funded
fzoq specific sources only: B(l) applies to all

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO
PATE? HAS STANDARD ITEM
CHECKLIST BEEN REVIEWED FOR

ANNEX C

STATUTORY CHECKLIST

THIS PROJECT?. Yes. Country Checklist completed with FY g9

PAAD 11/88.
Yes:
A. GENERAL CRITE 0 ROJECT

l. PFY 1939 Agggoggiatiogs Act_Sac. $23; FAA
Sec, 634A. If money is sought to be ,
‘obligated for an activiey not previously
Justifieq to Congress, or for an amount

in excess of amount previously juscified

to Congress, hag Congress beasn properly
notitiaed?

2. FA, cac. 611(a)(1). Prior to an
obligation in excess of $500,000, will
there be (a) engineering, financial or
othez plansg necessary to carry out the
assistance, and (b) a reasonably firm
estimate of the cost to the U.S. of the
assistance?

3. FAA Sac. 611(a)(2). 1If legislative
action is required within raecipienc
country, what is the basis for a ,
feasonable expectation that such action
will be completed in time. to permic .
orderly accomplishment of the pucposgse of
the assistance?

Yes.. LAC/CAR advised'
.CN sent onJuly "10:,' 1989

es:

"A camponent of the Project
will assist the GOT in
(hzithx;navheahjxcgna
leaislation.’ Approprlatg
legal drafting experts will
be employed who will work
directly with the Attorney
General's office to prepare
and assist in the adoption
of revised statutes. See
PP p. 15.

Wt



4.

P Sec. H atlions

Ct Sec. + 1f project is for water oc
water-calated land Lesource construction,
have benefits ang costs been computed to
the extent practicable in accordance with
the principles, Standards, and proceduras
established pursuant to the Watep

Resourzces Planning Ace (42 U.s5.C. 1962,

8t seq.)? (See A.I.D. Handbook 3 gor
guidelines.)
Sec, 6li(a). If project is capital

assistance (e.q., constzuction), and
total U.S, ascistance for it will .exceed
$1 million., haa Mission Diractor’
certified and Regional Assistant .
Administrator taken into consideration
the country's capability to maintaip and
utilize the Project effaectively? '

€. 203. Is project susceptible to
exXecution as part of regional or
multilateral PLoject? It go, why is :
project not so axecuted? 1Information and
conclusion whethar assistance will ‘
encourage regional development programs.

F See, 60 - Information ana
conclusions on whether projects will
encoucage efforts of the country to:
(a) increase the flow of international
(b) foater private inittative ang
competition: (¢) encouraga develapment
and use of cooperatives, ccedit unions, -
and savings and.loan assoclations;
(d) discourage monopolistic practices;
(e) improve technical efficiency of
industry, agriculturs and commerce; and
(£) atrengthen free labor unions.

8c. 601(b). Information and
conclusions on how project will encoutage
U.8. private trade apd investment abroad
and encourage private U.S. participation
in foreign assistance programs (including
use of private trade channels and the
services of U.S. private enterprisge).

.. ANNEX C .
smunmmnu'cgnJGJST

CN/AC

NVA*

NoaNMAm 

 The improved MOH & Private

Saﬂnrczgﬂﬁlﬁq'uaﬁmnamm; .
& plan health related activities
will indirectly contribute to -
the listed goals,

All such effects would be
indirect except insofar as U.S.
private firmms will provide '"a
or camodities under the
Project.



10.

1.

1z.

13.

FAA Secs. 612(b), 636(h). Describe ‘staps
taken to assure that, to the maximum
exXtent poasible, the country is .
contributing local currencles to meet the
coet. of contractual and other services,
and foreign currencies owned by the U.S.
are utilized in lisu of dollars. ‘

FAA 599; 612(d). Does the U.8. own
8xcess foreign curreancy of the country

and, if ao, what arrangements have baeen
made for its releasae?

F 9 Appropriations Act See. 521. 1
assistance is for the production'of any
commodity for export, is the commodity
likely to be in Surplus on world markets
at the time the resulting productivae
capacity becones operative, and is such
agsistance likely to cause substantial
injury to vu.s. producers of the sanme,

. 8imilar or competing commodity?

FY 1989 Appro ations Act Sec. 549,

Will the assistance (except for programs
in cacibbean Basin Initiative countries
under U.S, Tariff schedule “Section 807,"
which allows reduced tariffs on articles
assembled abroad from U.S.-made
components) be used directly to procure .
feasibility studies, prefeasibilicy :
studies, or project profileas of potential
investreni in, or to assist the .
establishment of facilities specifically
designed for., the manufacture for export
to the United States or to third country
markets in direct competition with v.s.
éxports, of textiles, apparel, footwear,
handbagsg, flat godds (such as wallets or
coin purses worn on the person), work
gloves or leather wvearing apparel?

c. 119 4)- & _(10). Will the
assistance (a) support training and
education efforts which improve the
capacity of recipient countries to
prevent loss of biological diversity:
(b) be provided under a long-tern :
agreement in which the recipient country
agrees to protect ecosystems or other -~

The GOJ is conttibuting over
25% of the total cost of the

Proj

ectin’hxgq currency or

in kind.

"The U.S. does not own any
Jamaican currency,

wa

NA

“(a)j
(b):
- {e)

Aa)

“Noz

‘No



14.

15.

16.

17.

18.

STATUTORY CHECKLIST

wildlife habitatsg; (c) support efforts
to identify and Survey aecosystems in
cecipient countries worthy of

protection; or (d) by any. direct or
indirect means significantly degrade '
national parks or 6imilar protected arsas

of introduce exotic Plants or animals
into such areas? »

FAA Sec. 121(d). 1If a Sahel project, has
a determination been made that the' host

government has an adequate gystam for
accounting for and contralling raeceipt

and expenditure of project funds (eithar
dollars or local cucrency genscated . .-
therefrom)? Tl

. . - N/A.
FY 1989 AEE;gg;iaciogs aAct, If

assistance is to be made to a United
States PVO (othér than a cooperative
development,o:qanization). does it obtain
at least 20 pecrcent of its total annual
funding for international activicias from

Sources other than the United statesg
Government?

N/A.
FY 89 ropriatio Act-Sec. 538, I1f
assistance is being made available to a

PVO, has that organization provided upon

timely request any document, file, or ‘
fecord necsssary te the auditing e
requirements of A.I.D., and is.the BVO 'yl
registered with A.1.D.? :

o) ations Act se 514. 1t
funda are being obligated under an
appropriation account to which they ware
not appropriated, has prior approval of . .
the Appropriations Committees of Can:est"Nukg
been obtained? D F

State Authorization Sac. 39 (as

interpreted by conference report). Has
confirmation of the dats of signing of

the project agreement, including the

amount involved, been cabled to State L/T

and A.I.D. LEG within so days of the
agreement's entry into force with cespect

to the United States, and has the f£ull

text of the agreement been pouched to

those same offices? (See Handbook 3, . -
Appandix 6G for agceements covered by ‘NMQ,
this provision). IR



. . ANNEXC
- STATUTORY CHECKLIST

B. FUNDING CRITERIA FOR PROJECT .
1. Deyvelopment Assistance Project Criteria

FY 89 Appropri ong _Act See. 548
(as interp:eted by conference ceport
for original enactment). If .
assistance ig for agricultural
development activities (Bpecifically..
any testing or breeding feasibllicy
study, variety improvement or
introduction, consultancy,
Publication, confaerence, or

training), aze such activities (a)
epecifically and principally designed
to increasge agricultural exports by .
the host country to a country other
than the United States, where the
export would lead to dirasct
competition in that thirg country
with exports of a similar commodity
grown or produced in the United
S8tates, and can the activities
Leasonably be expected to cause v
subatantial injury to vu.§. exporters
of a similar agricultural commodity; ... i
or (b) in support of research that is N/A
intended Pcimarily to bsnefit U.s.
producers?

EAR Secs. 102(b), 111, 113, 281(a). By improving health status, the

Describe extent to which activity Project will effectively

wiil (a) effectively involve the pcor increase the capability cf the
in development by extending access to Foor and wamen to participate

sconomy at local level, increasing in the national econamy.

labor-intensive production and the
use of appropriate technology,
dispersing investment from cities to
small towns and rural areas, and
insuring wide participation of the-
poor in the benefits of developmen;
on a sustained basis, using '
appropriate U.S. institutions;

(b) help develop cooperatives,
especially by technical assistance,

to assist rural and urban poor to L
help themselves toward a better litfe,
and otherwise encourage democratic. =
private and local governmental



- institutiona: (c) aupport the

R _ EWEXC
-6- STATUTORY CHECKLIST

self-help efforts of developing
countzries; (d) promota the

" participation of women in the

national eccnomieg of developing
countries and the improvenment of . ,
women's status; and (e) utilize ana
ancourage reglonal cooperation by
developing countrieg,

£AA Secs. 103, 103A, 104, 105, jos,
120-21; FY 1948y Agp;opgiatigns Act
(Development Fund for Africa). Does
the project fit the criteria for the

source of funds (functional account) yeg,
being usea? i '

FAA_Sec. 107. 1& emphasis Placed on fTechnology selected is based
use of appropriate technology - On extensive project analysis,
(relatively smaller, cost-gaving, ‘

labor-using technologies that are

generally most appropriate for the
small farms, gmall businesses, apg
small incomes of the poor)?

cs, 110 24(d). Will the Jamaica is contributing over
recipient country provide at leagt 25 258 of total project costs.
percent of the costs of the program, o
project, or activity with respact to
which the assistance is to. hg
fucnished (or ig the latter o
cost-sharing requirement being waived:
for a "relatively least developed®
country)? ’

b). 1If the activit
attemptas to increase the - )
institutional capabilities of private
organizations or the government of :
the country, or if it attempts to
stimulate scientific and
technological Lesearch, has it beepn
designed and will it be monitored to .
énsuce that the ultimate  Yes..
beneficiaries are the poor majority? . v

ut



7. N ANNEX C
'STATUTORY CHECKLIST

FAA Sec. 281(!:1'. Describe extent to Project was jointly developed

which program recognizes the by AID and MOH and will provide
particular needs, desires, and - - inputs to increase capacity of
capacities of the people of the MOH. A majority of the planned
country; utilizes the country's T.A. will be provided by

intellectual resources to encourage Jamaicans,
institutional development: and -

supports civil education and training

in skills required for effective
Participation in governmental’

Processes eassential to

self-government.

Y 89 A opriat 8 _Act Sec. 536..

Are any of the funds to be used for

the performance of abortions as a

method of- family planning or to

motivate or coerce any person to S
practice -abortions? ~No.

Afe any of the funds to be used to

pPay for the performance of ‘

involuntary sterilization as a method

of family planning or to coerce or .
Provide any financial incentive to o
any person to undergo stezilizations? No.

Are any of the funds to be used to _
Pay for any bliomedical research which .
celates, in whole or in part, to

.methods of, or the performance of,

abortions or involuntary
scerilization as a means of family A
planning? ‘No..
EY 1989 Appropriations Act. 1Is the
agsistance being made available to S
any organization or program which has =
been determined to support or i
participate in the management of a
program of coercive abortion or '
involuntary sterilization? No.

1f asslstance is from the population
functional account, are any of the

funds to be made available to

voluntary family planning projects

which Qo not offer, either directly :
or through referral to or information -
about access to, a broad range of e
family planning methods and services? N/A.



5.

E%_Mu- Will the project..
utilize competitive selactionm '

. Procedures for the awarding of

contracts, except where applicable
procurement rules dllow otherwise?

FY 1989 Agg;gggiatiogg Act. Wnhat .
portion of the funds will be
available only for activities of
economically and socially
disadvantaged entecprises,
histozically black colleges and
universitiaeg, colleges and
universities having a student body in
which more than 40 percent of the
students are Hispanic Amerlcans, and
private and voluntacy organizations
which are controlled by individuals
who are black Amerzicans, Bispanic
Americans, or Native Americans, or
who are economically or soclally
disadvantaged (including wimen)?

PAA Sec. 118(c). Does the assistance

comply with the eavironmental
procedures set forth in A.I.D.
Regulation 16? Does the assistance
Place a high pPriority on conservation
and sustainable Ranagement of
tropical forests? Specitically, doss
the assistance, to the fullest extent
feasible: (a) stress the importan:
of conserving and sustainably
managing forest Lesources; (b)
support activities which offer -
employment and lncome alternatives to
those who otherwise would cause
destruction and loss of forests, angd
help countries identity anda implement
alternatives to colonizing forested
areas: (c) support training
Programs, educational efforts, and
the establishment or strengthening of
institutions to improve forest
management; (d) help end destructive
slash-and-burn agriculture by
supporting stable and productive
farming practices; (e) help conserve
forests which have not vet been
degraded by helping to increage

 Yes, "

fThélMﬂdtiQroftme}un
- Direct contracts will be

through Muy-ins to existing
campetitively awarded
contracts.

Yes.

N/A:

q\



Production on lands already ‘cleared -
or degraded; (f) conserve forested
watersheds and rehabilitate thosge
which have been deforested; (g)

-8upport training, research, and other

actions which lead to sustainable and
more environmontally sound practices
for timber hazvesting, removal, and
processing: (h) SuUpport research to
expand knowledge of tropical forests
and identify alternativeg which wil}l
prevent forest destruction,. loss, or
degradation; (i) consarve biological
diversity in forest areas by
supporting efforts to identity,
establish, and maintain a
rFepresentative network of protected
tropical forest ecosystems on a
worldwide basis, by making the
establishment of protected areas a
condition of support for activiries
involving forest clearance or
degradation, and by helping to
identify tropical forest ecosystems
and species in need ‘of protection and
sstablish and maintain appropriate
Protected areas; (j) seek to
incradse the awareness of U.s.
government agencies and other donors
of the immediate and long-term value
of tropical focrssts: and (k)/utilize
the rcsources and abilities of all
televant U.S. governmant agencies?

FAA Sec. 118(c)(13). If.the

assistance wil} support a program or
project significantly affecting '
tropical forests (including projects
involving the planting of exotic o
Plant species), will the program or
project (a) be based upon careful :
analysis of the alternatives

available to achieve the best

sustalnable use of the land, and L
(b)/take full account of the Sl
environmental impacts of the Proposod .-
activities on biolegical diversityz - :N/A:.

b
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-10- STATUTORY CHECKLIST

(EAA Sec, 118(c)(14), wWill assistance
be used for (a) the procurement or

. u8e of logging equipment, unless an

environmental assessment indicates
that all timber harvesting operations
involved will be conducted in an
environmentally sound manner and that
the proposed activity will produce
positive economic benefits and
sustainable foragt management
systems; or (L, actions which will
significantly degrade national packs
or similar protectad areag which .
contain tropical forests, or ‘ ,
introduce exotic plants or animalsg
into such areas? :

Sec, 8 « Will assistance sa) = d).Na
be used for (a) activities which 453),_$¢?@°-
would result in the convaersion of
forest lands to the rearing of
livestock; (b) the construction,
upgrading, or maintenance of roads
(including temporary haul roads for
logging or other extractive
industries) which pass through
Lelatively undegraded forest lands;

(¢) the colonization of forest lands;

- 9or (d) the construction of dams or

other water control structures which
flood relatively undegraded forast
lands, unless with respect to each
such activity an environmental
assessment indicates that the
activity will contribute
significantly and directly to
improving the liveli: soa of the rural
poor and will be conducted in an ,
envi:onmentally sound manner which
Supports sustainable development?

EX 1989 Appropriations Act. 1t ~ N/A.
assistance will come from the L
Sub-Saharan Africa DA account, ig it "

(a) to be used to halp the poor '
majority in Sub-Saharan Africa

through a process of long-tecn

development and economic growth that

is equitable, participatory,
environmentally sustainabla, and
self-reliant; (b) being provided in
accordance with the policies . '
contained in section 102 of the FAR; . -


http:liveli*.od

At . mmEXC

e
.

(¢) being provided, wvhen consistent
with the objectivas of such”~ ..,
assistance, through African, Uniteaq
States and other PVOs that have
.demonstrated effectiveness in the
promotion of local grassroots
activities on behalf of long-term
development in Sub-8aharan Africa;

(d) being usad to help overcome ' ,
8Bhorter-term constraints to long-tecnm
development, to promote reform of '
sectoral economic policies, to

Support the critical sector .
priorities of agricultural production
and natucal resources, health,
voluntary family Planning services,

- education, and income generating
opportunities, to bring-about °
appropriate sectoral restructuring ot
the Sub-Saharan African economies, to
aupport reform in public
adminigtration and finances and to
establish a favorable environmeat for
individual enterprise and i
gelf-sustaining development, and to
take into account, in assisted policy
-reforms, the need to protsect S
Vulnerable groups: (e) being used to
increase agricultural production in
ways that protect and restorae the
natural resource base, especlally
foud production, to maintain and
improve basic transportation and
communication networks, to maintain
and restore the renewable natural
Lesource base in ways that increase
agricultural production, to improve
health conditions with special
enphasis on meeting the health needs
of mothers and children, including

tha establishment of self-sustaining
primary health care systems that giva
priority to preventive care, to ‘
provide increased access to voluntacy
tamily planning services, to improve
basic literacy and mathematics
especially to those vatside the

formal educational system and to
improve primary education, and to
develop income-generating : _ﬁ
opportunities for the unenployed and.. -
undercemployed in urban and rural - - ¢
areasn? , Lo

Smﬂpnﬁu'CHKHQJST;

W
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9. FY 1989 Appropriations Act Sec. 515§
- I£ deob/raob authoricy is sought to

be exercised in the provision of DA
‘assigtance, ars the funds being
obligated for the 8ame general
Purpose, and for countries within t
8ame general region asg originally
obligated, and have the : ,
Appropriations Committees of both

Houses of Congress been properily . - .

‘notified?

T ANNEX -C

he

i

“N/A.:



ANNEX C. Statutory Checklist -1-

- 5C(2) ~ PROJECT CHECKLIST

Listad below are statutory critezia applicables

"to projects. Thisg section is Aaivided into two
parcts.

c:oq Specific gources only:

CROSS REFERENCES: 1S COUNTRY CHECKLIST UP TO
DATE? HAS STANDARD ITEM

CHECKLIST BEEN REVIEWED FOR

THIS PROJECT? .- Yes, Count

PAAD 11/88.

Yes:
A, R CRI 0 CT

1. PFY_1989 Aggcogggagiggs Act Sec. 523: FAA
Sec. 634A. 1f money is sought to be

‘obligated for ap activity not Previously
Justitied tvo Congress, or for ap amount
in excess of amount previously justifiea

to Congress, hasg Congress besn propecly
notifiade :

2. Sec. 6 « Prior to an
obligation in excess of $500,000, wil}l
there be (a) engineering, financial op
other plans necessary to carcy out the
assistance, and (b) a reasonably firnm
estimate of the cost to the V.8, of the
assistance?

3. AA Sac. 6 » If legislative
action is required within recipient
country, what is8 the basis for a -
reasonable expectation that such action
will be completed in time to permit
orderly accomplishment of the purpose of
the assistance?

Part A includes criteria applicable to .
all projects. part B applies to Projects funded
B(l) applies to all

ANNEX C

"y Checklist compieted with'fy gg

Yes., LAC/CAR' advised
Q¥"sent ‘on July 10, 1989

Yes.
i}camponent of the Projec

will assist the GOJ in

drafting new health care

- Jegislation. Appropriate

legal drafting experts wi
be.amployed who will work
directly with the Attorne
General's office to prepa
and assist in the adoptio

- of revised statutes. See
PP p. 15.

Aot



. total U,s, assistance

g ?aA'SQc. §ll(hli EY 1989 Agggog;ig;tona
Act Sec. S01. 1f Project i{s for water or

water-related lang Lesource construction,
have benefits ang Costs been computed to

the extent Prfacticable in accordance with
the principles, standards, and procedurss
established Pursuant to the water
Resources Planning Act (42 U.s.c.

8t 86q.)? (See A.I.D. Handbook 3
guidelines.) ,

1962,

P Sec, 6ll(e).

If project is capital
assiscance (e.q.,

construction), and

for it will .exceed
$1 million, has Mission Director

cectified ana Regional Agssistant .
Administrator tsken into consideration

the country's capabilicty teo maintain and |

utilize the pProject effactively?

€. _209. 1Is project susceptible to
execution as part of reglonal or
multilateral Ptoject? 1f 80, why is
Project not so executed?
conclusion whethar assistance wil) .
eéncouzage regional development PLograns.

P Sec 0l(a). Information and
conclusions on whether projects wiil
encoucage efforts of the country to:
(a) increase the flow of international
trade; (b) foster Prfivate initiative and
competition: (¢) encourage development
and use of cooperatives, credit unions, -
and savings and.loan asgociations;
(d4) discourzage monopolistic Practices;
(e) improve technical efficiency ot
industey, agriculture and commerce; and
(£) strengthen free labor unions.

8¢. 601(b). Information and
conclusions on how project wili encoutage
U.S. private trade and iavestment abroad
and encourage private U.S. participation
in foreign assistance prograns (including
use of private trade channels and the
services of vu.s, pcivace enterprise),

tog' -

Intormation and:

smuunmyﬁgmcmuﬁT

N/A

wA

»ﬁérNMA”

Sector capability to ﬁqﬂemenp
& plan health related activitie
will y contribute to
the listed goals,

All such effects would be
indirect except insofar as U,s.
private fimms will provide '"a
or camodities under the
Project,



10.

ll.

12.

13.

€8. 612(b), 636(h). Describe staps

taken to asgure that, to the maximunm
eXtent possible, the country isg

contributing local currencies to meet the

cost. of contractual and other services,
and foreign currencies owned by the U.s.
acre utilized in liey of dollars, ’ -

EAR Sec, 612(d). Does the U.S. own -
8xcess foreign currency of the country

and, if so, what arrangements have baen
made for its release?

Appropriations Act See 21. 1Ig-
assistance is for the production 'of any
commodity for export, isg the commodity
likely to be in Surplus on world markets
at the time the resulting productive
capacity becomes operative, and is such
assistance likely to cause substantial

injury to vu.s. Producers of the sanme,

- similar or competing commodity?

89 A 0 atlons Sec .
Will the assistance (except for programs
in caribbean Basin Initiative countriesg
under U.S. Tariff Schedule "Section 807,"
which allows reduced tariffs on articles
assembled abroad from U.S.~-made
components) be uged directly to procure
feasibility studies, prefeasibilicy
studies, or project profiles of potential
investment in, or to assist the .
estaplishment of facilitiaes specifticalliy
designed for, the manufacture for export
to the United States or to third country
mackets in direct competition with U.s.
exports, of textiles, apparel, footwear,
handbagg, flat goods (such as wallets or
cein purses worn on the person), work
gloves or leather wvearing apparel?

9 - & (10). Will the .

assistance (a) support tzaining and
education efforts which improve the
capacity of recipieat countries to
pPrevent loss of biological diversity;
(b) be provided under a long-term

agreement in which the recipient country"

dgreaes to protect ecosystems or other

STATUTORY CHECKLIST

The GOJ is contributing ove
25% of the total cost of th :
Project in local currency o
" in kind.

The U.S. does not own any
Jamucm1mnnamy; o

A

S N/A’

‘(a%fﬁbf

() Nop
@



14,

15.

l6.

17.

18.

-4- . ANNEX C -
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- wildlife habitats; (c) support efforts

to identify and survey ecosystems in
crecipient countrcies worthy of
protection; or (d) by any. direct or
indirect means significantly degrade
national parks or similar protected areas

or introduce exotic plants or animals
into such areas? '

. If a Sahel pcoject, haé
a determination been made that the' host

government has an adequate system for
accounting for and controlling receipt
and expenditure ot project funds (either
dollars or local currency genscated
therefrom)?

98 ions Act. 1f
assistance is to be made to a United
States PVO (othér than a cooperative :
development,o:qanization). does it obtain
at least 20 percent of its total annual
funding for international activicies fronm
Sources other than the United States .
Government? ON/AL

N/A.

FY 89 Appropriat -2ec, S38, I1¢
assistance is being made available to 8

PVO, has that orzganization provided upon
timely Lequest any document, file, or

record necessary to the adudicing o
requirements of A.1.D., and is.the PVO E!VQQ
registered with A.1.D.? SR

9 o _Sec . I
funds are being obligated under an
appropriation acecount to which they waere
not appropriated, has prior approval of
the Appropriations Committees of Congress = N/A,
been obtained?

State Authorization Sac 9 (as .
interpreted by conference report). Has
confirmation of the date of signing of

the project agreement, including the

amount involved, ‘been cabled to State L/T.

and A.I1.D. LEG within §0 days of the
agreement's entry into force with reapect .

to the United States, and has the full

texXt of the agreement been pouched to .
those same offices? (See Handbook 3, SRR
Appendix 6G for agreements covered by N/A. -

-this provision).



=5- o amExc

* STATUTORY CHECKLIST
B. PUNDING CRITERJA FOR PROJECT j
1. Deyelopment Agsistance Projeet g;;;ggia&"

a. Fy 89 Appropri ons_Act Sec. 548
(as interpreted by confersnce £eport
for original enactment). If .
assistance is for agricultural
development activities (specifically,
any testing or breedipg feasiblilicy -
study, variety improvement or S
introduction, consultancy, ,
publication, conference, or =
training), aze such activities (a
specifically and ptincipally designed
to increase agricultural exports by
the nost country to a country other
than the United States, whare the
export would lead to direct
competition in that thira countzcy
with exports of a gimilar commodity
grown or produced in the Upnited
States, and can the activities
Eeagonably be expected to cause
substantial injury te U.s. exporters
of a similar agricultural commodity; R
or (b) in support of research that is WA
intended primarily to benafit U.s. ’

producers?
b. EMA Secs. 102(h), 111, 113, 281(a). By improving health status, th
Describe extent to which activity ~ Project will effectively

will (a) effectively involve the poor °  increase the capability of the
in development by extending access to  poor and wamen to participate
economy at local level, increasing in the national econcmy.
labor-intensive production anda the

use of appropriate technology,

dispersing investment from citias to

small towns and rural aceas, and

insuring wide participation of the-

poor in the benefits of developnant

on a sustained basis, using

appropriate U.S. inatitutions;

(b) help develop cooperatives,

especially by taechnical aasistance,

to assist rural aad urban poor to

help themselves toward a better 1life,

and otherwise encourage desmocratic

peivate and 1local governmental



-6- ,Snummg%cmmeBT'

institutiong; () aubpe:t thd\.f
Belf-help efforrg of developing'

countries; (4) Promote the

national economies of devaloping
Countries and the improvement of .
women's status; ang (e) utilize and .
encoucrage regionaj Cooperation by .
developing countries,

PAA cS., 103 3 04 06
120=21; FY 1355 Aoprassizioailos,

opment._Fund fo €a). Does
the project fit the criteria for the
source of fundg (functional account) yag:
8ing used? _ ) ’ e
ERA Sec. 107. 1s emphasis placed on 'Ibclmologyselectedis based

use of appropriate technology on extensive project analysis.
(Eelatively 8mallecr, Cost-saving, I SO
labor-using technologies that arce

generally most appropriate for the

small farms, small businessasg, and

small incomes of the poor)?

fucnished (or {g the latter
Coat-sharing cequirement being waived
for a “relatively leagt developed"
country)?

« 1If the activicy
attempts to increase the , _
institutional capabilities of private
ozganizationg or the government ot

- the country, or if it attempts to

stimulate Bclentitic ana

technolongical fesearch, has it bean
designed and wily it be monitozed to
ensure that the ultinmate o

Yeg,
beneticiaries are the poor majo:ipy?? *o8

8
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7. o | ANNEX C
~ STATUTORY CHECKLIST

FAA Sec. zal(bj. Describe extent to i’rojectwas jointly developed

which program cecognizes the by AID and MOH and will provic
particular needs, desires, and - inputs to increase capacity of
capacities of the people of the MOH. A majority of the planne
country; utilizes the country's T.A. will be provided by

intellectual resources to encourage '~ Jamaicans,
institutional development: and

supports civil education and training

in skills required for effactive
participation in governmental'

processes essential to

self-government.

Y 89 A -] a s Act Sec. 836,."
Are any of the funds to be used for
the performance of abortions as a o
method of family planning or to
motivate or coerce any person to )
ptactics -abortions? ” © No.

Are any of the funds to be used to

pay for the performance of - -
involuntary sterilization as a method

of family planning or to coercs o
provide any financial incentive o .
any person to undergo sterilizationg? No.

Are any of the funds to be used to

Pay for any biomedical research which
relates, in whole or in part, to

.methrds of, or the performance of,

abortions or involuntary

scarilization as a means of family .
planning? " No.

9 0 ations Act. 1Is the
assistance beiny made availabls to -
any organization or program which has
been determined to support or -
pacticipate in the management of a
program of coerclve abortion or e
involuntacy sterilization? ~ “Ne.'"

1 assistance is from the population‘f7~~%
functional account, are any of the

funds to be made availabie to
voluntary family planning projects
which do not offer, either directly
or through reterral to or information .
about access to, a broad range ot o

fanily planning methods and se:V1cqq?¥N/Aff



1.

E&A.%agh_ﬁglﬁgl.: willythc project
utilize competitive selection e

. Procedures for the awarding of

contracts, except where applicable
procurement rules allow otherwise?

89 atio ct. What
portion of the funds will be ’

available only for activities of
economically and socially
disadvantaged enterprisas,
historically black colleges and
universitiasg, colleges and
universities having a student body in
which more than 40 percent of the
students are Hispanic Americans, and
pcivate and voluntary organizations
which are controlled by individuals
who are black Amezicans, Hispanic
Americans, or Native Anmericans, or
who are economically or socially
disadvantaged (including women)?

EBAA Sec. 118(c). Does the assistance
comply with the environmental
procedures set forth in A.1.D.
Regulation 16? Does the asaigtance
Place a high prioriey on conservation
and sustainable management of
tropical forests? Specifically, doas

the assistance, to the fullest extent
feasible: (a) stress the importance

of consaerving and sustainably
managing forest resourcas; (b)
support activities which offer -
employment and income alternatives t
those who otherwisa would cause
destruction and loss of forests, and
help countries identity and implemen
alternatives to colonizing forestad
areas: (c) support training .
programs, educational sfforts, and
the establishment or strengthening o
institutions to improve forest
Ranagement; (d) help end destructive
slash-and-burn agricultuce by
supporting stable and productive
farming practices; (e) help conserve
forests which have not Yet been
degraded by helping to increase

Yes.

The majority of the AID
Direct contracts will be
through huy-ins to existing
campetitively awarded :
contracts.

Yes.,

NA
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poduction on lands already cleared
or degraded; (£) conserve forested
watersheds and rehabilitate thosge
which have been deforested; (9)

-8upport training, research, and other

actions which lead to sustainable and
more environmentally sound practices -
for timber hacvesting, removal, and
processing: (h) suppoct research to
expand knowledge of tropical forests
and identify altecnatives which will
prevent forest destruction,. loss, oL .
degradation; (i) consaecve blological
diversity in forest areas by ,
suppocrting efforts to identizy,
establish, and maintain a 5
representative network of protected
tropical forest ecosystems on a
worldwide basis, by making the
establishment of protected areas a
condition of support for activicies
involving forest clearance or
degradation, and by helping to
identify tropical forest ecosystems
and species in need ‘of protection and
establish and maintain appropriate
protected areas; (j) seek to
increase the awareness of v.s.
govarnment agencies and other donors
of the immediate and long-term value
of tropical torests: and (k)/utilize
the resources and abilities of all
rslevant U.S. government agencies?

Sec. 118(c « If . the
assistance will gsupport a program or
project significantly affecting
tropical forests (including projecta
involving the Planting of exotie
plant species), will the program ogr
project (a) be based upon careful
analysis of the alternativas
available to achieve the best
sustainable use of the lan, and o
(b)/take full account of Che L
environmental impacts of the proposed:
activities on biological diversity? = N/A:

2
ST
i,

841'



-lot . STATUIORY CHECKLIST

See. 118(c)il4), wii;‘ggli;tantg

B& used for (a) the procurement or
use of logging equipment, uniess an

onvironmental assessment indicates
that all timber harvegting operations
iavolved will be conducted in an
envizonmentally sound manner and that
the proposed activity will producs
Positive economic benefits and
sustainable forest management Lo
8ystems; or (b) actions which will
significantly degrade national packs
oF similar protectead areas which o
contalin tropical forests, or - e
introduce exotic plants or anipals -
in%to such areas? - | No.

i

BMASec. Lia(e)(isi. Wili assistancs ()

be used for (a) activitiss which | = (d) No

would result in the conversion of
forest lands to the tearing ot
livestock; (b) the construction,
upgrading, or maintenance of roads
(including temporary haul roads for
logging or other extractive
industries) which pass through
relatively undegraded forest lands;
(¢) the colonization of forest lands;
or (d) the construction of dams or
other water control atructuraes which
flovd relatively undegraded forast
lands, unless with respect to eaca
such activity an environmental
assessment indicates that the
activity will contribute
significantly and directly to .
improving the livelihood of the rural
poor and vwill be conducted in an
environmentally scuna manner which

Supports sustainable davelopmant?

Y 89 Agg;gg;jg;iogs~5c§. 1f - N/A.
agsistsace will come from the KR
Sub-Saharan Africa DA account, is it

(a) to be used to help the poor

majority in Sub-saharan Afcica

through a process of long-term o
development and economic growth that

is equitable, participatory,
ervironmentally sustainable, and o
self-reliant; (b) being provided in . - -
accoldance with the policies L
contained in section 102 of the FAA; .


http:rtations..ct
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With the objectives of such ™~

(e) being provided, when consistent

-assistance, through African, United

- States and other PVOs that have

. demonstrated affectiveness in the
promotion of local grassroots
activities on behalr of long-term’
development in Sub-gaharan Africa;

(d) being used to help ovezconme ' _
shorctec-term constraints to long-term
davelopment, to promote reform of
sectoral economic policies, to ;
support the critical sector .
peioritieg of agricultur-! wnroduction
and naturjl resources, h:sith,
voluntary family Planning services,
education, and income genarating
opportunities, to bring-abour '
appropriate sectoral restructuring ot
the Sub-Saharan African economias, to
8upport reform in public
administration and finances and to
establish a favorable enviconment for
individual enterprise and
gelf-susntaining development, and to
take into account, in assisted policy
-ceforms, the need to pcotect
Vulnerable groups: (e) being used to
increase agricultural production in
waye that protect and Lestore the
natural resource base, especially
food production, to maintain ana
improve basic trangportation and
communication networks, to maintain
and restore the renewable natural
Lesource base in ways that increase
agricultural production, to improve
health conditions with special
enphasis on meeting the health needs
of mothers and children, including
the establishment of self-sustaining
primacy health care eystems that give
priority to preventive care, to
provide increased access to voluntacy
tamlly planning services, to improve
basic literacy and mathematics
especially %o those outside the
formal educutional asystem and to
improve primary educaticn, and to
develop income-generating s
opportunities for the unemployed and.
undecemployed in urban and cuczal = o
araeas? R
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-12- . SE\.'IUIORYMIST
'f?ﬂ 89 Ap ations Act Sec. 515,
I£ deob/racb authority is sought to

. be exercised in the provision of DA

assigtance, are the funds being
obligated for the same general
purpose, and for countcies withig the
8ame general region as ociginally
obligated, and bave the ' :
Appropriations Committees of both

Houses of Congress been p:gpa;;y%_

notified? N/A
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‘I. Overview of the Sector.

This section will present an up-to-date situational analysis of the sector in .
seven key areas:

role of the public sect

framework, facilities, range of services,
recovery. Each topic is discussed in the respective subsections which follows:

A. Role of the Public Sector

The Jamaican public sector plays a very s

health: primary and second

v i’

“TECHNICAL ANALYSIS - PIVLIC SECIOR

or, policies, the institutional
outputs, expenditure and cost

ignificant role in all aspects of

ary health care ssrvices, financing of health éare

services, training of health.persqnnel and policies.

. IBased on percentage of beds operated, the Jamaican public sector is
playing the most significant role in health care services in Jamaica.

+ An estimated 68%

public sector.

+ All of the local nursi

financed by the public sector.

Table 1 and Exhibit 1 illustrate the

involvement in health care services.

JAMAICAR PUBLIC SECTOR

TABLE

of expenditure on health services comes from the

ng schools and medical training facilities are

extent of the Jamaican public sector’

1

HEALTH CARE: COMPARATIVE LEVEL

_ 7/ OF PUBLIC SKCTOR ROLE BASED ON PERCENTAGE
: - OF HOSPITAL BEDS OPERATED

Perceutage of Hospital Beds 3

PMMJRMW

.

_ Latin America
Brazil

Central America -

Medico

Commonwealth CagibpeaniAfgif

North America
Jamaica :

54.9 45.1

24.3 75.7

75 '0 o 25-0 ’ :

93.3 . LIy A
- 47.8 52,2

92.6

30

Source: PAHO/WHO Hospita1~nestoratiqn,Ptqjecngama;ca,,Aygust11987‘

* This technical analysis 1a,dra§n;f53ﬁ;

Wi A

- Sector Health Services and: the Health.Ins

. and Associates.

March-1989,

-f?zaviawabf~the;Jaﬁaiéah,Pﬁﬁiiciasru

urance Industry." Trevor Hamilton.

Table 4.3,2

S¥
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TECEMR&ELNW&ESIS Pumnc manon

Ekaiéff”i:r
JAMAICA ~ESTIMATED EXPENDITURE ON' HEALTH CARE IN'
. $.MILLTON. 1986..~ THE PUBLTIC. SECTDR vs .THE PRIVATE

Private sector |

e TR 275~ ) Publid Sector §337 Miilion
$162 Miition | g . SR L Lion -

EXPENDIFURE = $499 MILLION

lk$duféé£ Mdnadefent Analysis of Medical Associates Reporh

Page Vii=d, by TreVor Hamilton and Associaﬁee
-September 1987.

fﬁé‘driviﬁg-fafdéé Behind Jamafca's Signtficart ﬁuﬁiid”ééeﬁsffféié‘ére-

. It has always beén government's: policy to make health dare services a
-free service.
‘ The private sector has limifed capacity to undertake~especia11y complex
health care cases:
7"~ Health care services are 1éss profitable than most prtvate investment'
opportunities in Jamaica.

B. Policies

The Governments' pollcy is to promote pr;vaﬁe-public sector coIlaboration in'
the development and delivery of adequate health services. The immediate goalsg
are; . '


http:PRI.,V.TE

TECHNICAL ANALYSIS ~ PUBLIC SECTOR

-3- e

~+ To improve primary health care -
- easier accessibility to the population
- more effective services ' : R o
+ Increase the efficiency of secondary and tertiary'leyels of care.

Government is anxious to mobilize private sector management and financial
- services into the sector to reverse the trend of deterioration in the
services, caused mainly by severe financial constraints over the past §
years. The strategies government intends to implement to mobilize private
sector resource support and improve efficiency include:

« Execution of a fee for services policy on the basis of ability to pay.
+ Divestment of the operations of certain services to private sector to
. improve efficiency and subsequently savings in operating cost.
+« Promotion of health insurance schemes to improve the affordability to
pay for health care services, '
+ Rationalization of the services provided in the primary and secondary B
care facilities to allow for maximm efficiency. L

C. Institytional Framework

Public sector health care services are planned, coordinated and monitored by
the Ministry of Health through its network of primary health care cliniecs,
secondary and tertiary hospitals, island wide and centralized services
facilities such as tie maintenance unit, island medical stores, and blood

bank, Exhibit 11-1 waich follows 1llustrates the structure of the Ministry of.
Health. e

It delivers its private health care through 5 types of clinics.

Type - I which provides mostly home visits. Thig type of clinic serves -
a population of 4,000 - 5,000. The key personnel .is’the -
i midvife, R
Type --II which provides curative, preventive and promotive services is R
7. @ usually located in population clusters of 10,000 - 12,000
persons. The core staff comprises public health nurse, public
health inspector, a visiting medical doctor, dentist and a '
T registered nursa. C
. Type = III provides curative and preventive care at a more technical
- level. The core personnel usually comprise doctor, a dentist, o
- . and a nurse practitioner. They are usually located in the main .
L townships or parish centres. - . L
‘Type - IV  is an extension of Type III which concentrates on more
" gophisticated services. ' AR ‘ N

Type -V provide specialized services in dgntéi cq?§;Angrs1ng égxe;"and';;

medicine. B , LT

. arm e em

“Bxhiﬁit 2. 18 a composite organizational chart ‘for the most uobﬁi@gi?iﬁiﬁl
primary health care centre. , St

Aoh



. EXHIBIT 1-1

“MINISTRY OF HEALTH ORGANIZATIONAL CHART
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'EXHIBIT 1-2 ' COMPOSITE ORGANIZATIONAL

M:chqn OFFICER | I
© OFMEAGTH - [T

CLERICAL/
SECRETARIAL

| prarzse

_ CHIEF PUBLIC
’4( HEALTH °
- INSPECTOR

'MEDICAL OFFICER ' - L5 puarmactst | | csexior PUBLIC;{

R T .

R AT

ff'ncagru_uurse

;Dental Asst.

'bentnlﬁgptSe{

Other Public

‘Health Inspectors -

(various . Grades)

" Nutse.Practicioner Technician . £

Ba .ot LT

FAECEE S © PUBLIC HEALTH
.~ NURSE-IIT -

e e g
Public Health. Sister II
“*Nurse II ; i

‘DistricTLMiqhifé ~ Others

COmmunity Health ’.Otherg; '
: Aides Rl - ‘ Dr1ver

uoxxm:ormma-s:sxnmwjn:umegﬂg '
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T

Secondary and tertiary health care services are delivered through 4 categories
of hogpitals as follows: A | o

Type - C which 1s located at the parish centre, provides inpatient and

. outpatient care in medicine and MCH. It should come with a
core staff compriaing lab personnel, nurses, up to 3 medical
doctors, and a surgeon on call. o .

Type - B provides inpatient and outpatient care as well as some ‘
. specialized services. THis type of hospital is located in
‘major urban centres. —— -

Type = A, are located in Kingaton and Montego Bay only. They provideiqﬁé
T full range of secondary and tertiary hare._ : C

Other There are 4 such hospitala providing specialized caré in 4
Specialized areas: obstetrica/gynaecalogy, child health, psychiatry and -
‘Hospitals chegt diseases,

Only health care services enjoy effactive Rositioning in the organizational
structure. The critical inputs auch as stores management, finanecial
administration, maintenance, staff incentives which are required to enhance
the cost effectiveness. and quality of the services, do not enjoy prominence in
.the organization. -

« Medical services. supervisors who are concerned only with health care
enjoy all the elite positions in the: organizations. They are: chief
anaesthetical nurse, matron, senior medical officer, senior pharmacist
and principal medical officer form the core of the top management.

«  Maintenance, stores, financial administration, catering-and- staff
dgvelppggpt;apevnot'1n_th9-hierachy of the organizational atructure..

- Exhibit 3 which follows: is a composite organization chart of a Jamaican
"hggp;tal. ) ,

‘D. Facilities

:VThp key supply facilities of the health care:services: ares: ﬁhe-numbqrfdfm
clinics, the number of hospitals and hospital beds: and: staffing. Primary
health care is provided by 395 clinics with-Type: - I: clinics: accounting for;

191 of 48X Table 2 provides the details,.




e

EXuInrr 1

V ASSESSED-COMP0SFNEJAMAICAN HOSPTTAL ORGANIZATIONAL

STRUCTURE
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. ) TABLE 2 N
'JAMAICA: NUMBER OF FUNCTIONAL PUBLIC SECTOR
.~ HEALTH CENTERS 1987

I . T L e
T -191 .
I 87 ;
CIIX 78"
Iv 3
Family Planning 1o
" Dentist ‘ o
. (A) 'School 18
" (B) Mobile ‘ . 6.

TOTAL - 395

Source: Economic and Social Survey 1987 Tabte"ZO?S":

.. _Public Secondary and tertiary health services are provided through 27 :
hospitals comprising 5,463 beds with psychiatry accounting for the single
largest share of the beds. Exhibit 4 provides the details. A

The service is very personnel intensive, with professional and technical

assistance peraonnel accounting for the largest share. Nurses and public

health inspectors are the largest categories of personnel as i1llustrated in~

Table 3,

TABLE 3 —_— e
— JAMAICA: SITUATION REGARDING STAFFING 1987

Rumber of Public
Registered Nurses v T 1,659
“Doctors , 330
Public Health Nurses ' 176
Midwives : 470
Enrolled Assistant Nurges 846
Community Health Aids 509 .
Pharmacists Co ".76
Pharmacy Technicians
Nutrition Group ‘
Public Health Inspectors
Health Education Officers
Hospital Administrators
Therapeutic Radiographers
Diagnostic Radiographers
Physiotherapists
Occupatinnal Therapists
Medical Technicians
EEG Technicians
Speech Therapist

sl

Source: Health InformatignjDﬁig;fﬂiﬁig;#zfpf:ﬁgix:h :"”‘
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“IAMATCAN PUBLIC SECTOR SECONDARY AND TER

OF HOSPITAL BEDS
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The public sector‘brOVides,a £u11<ranze‘of'aéfiiéés;atftheéﬁfihé:yﬁaﬁd}
‘secondary health care levels as follows: A

Primary Health Care Secondary Health Care

Antenatal » Casualty

Postnatal L Hospital inpatient

Child health . Hospital outpatient

Family planning . Major surgeries

Curative ' - Minor surgeries

Home visits Pharmacy

Dental visits Laboratory services

Nutritional assessments Diagnostic X-rays etc.
Physiotheraphy

In 1987 5.5 million units (about 2.4 units per person) of these services were
delivered with primary and secondary accounting for 2.7 million and 2.8
million respectively. Curative services are the largest category of primary
health care. It accounts for 40% of all primary health care units of services:
delivered. Pharmacy which accounts for 44% of secondary health care is the ’
largest of secondary health care services. Table 4 provides the details on
the ‘range of services and the respective levels of distribution. -

TABLE 4
URITS OF HEALTH SERVICES PROVIDED BY
: THE PUBLIC SECTOR 1987

- NUMBER OF URITS

INPE OF GiRE NEAREST 000 J_Qz_mg“_____

-1, PRIMARY ; o
Antenatal 150 5.6
Post natal 72 2.6
_ Child health - 404 15.1.
Family Planning 349 12.7
Curative 1,063 - 39.7
Home Vigits 247 9,2
Dental Visits . 153 5.7
Nutritional Assessments —251 - ‘
TOTAL 2,679 -100.0
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' TABLE 4 (CONT'D).

NUMBER OF UNITS

‘F

IYPE OF CARE —NEAREST 000 -

2. SECORDARY P S
Casualty (Emergency.room) 495 5 17.5;
Hospital inpatient . 133 o
Hospital outpatient 454 16.1
Major surgeries 21 0.7
Minor surgeries .31 i §
Pharmacy 1,239 . 43.9
Lab. . . 282 i -10.0
Diagnostic X-rays etc. ' ‘ i

(A) Inpatient . " 31 1.1

(B) Outpatient 112 4.0
Physiotheraphy e

(A) Inpatients 10 0.4

(B) Outpatients s 13 0.5
TOTAL ‘ 2,821 100.0

Source: Health Information Unit, Ministry of Health

F. Expenditure and Cost Recovery

" " During the period 1982/83 to 1986/87 the Government's pr£o££¥§ §6£;;‘§a; on
the productive sector in order to develop the infrastructure required to
enhance ite export led economic growth program. Consequently, expenditure on .
the social sector was reduced very significantly. During the period the per

capita expenditure cn health care declined by approximately 4% annually in-
real terms. Table 5 provides the details. ' o

‘b

TABLE 5 _
JAMAICAN PUBLIC SECTOR HEALTH CARE PER CAPITA
o EXPENDITURE 1982/83 TO 1985/86

—  _PISCAL YEAR PE

1982/83  75.6.
1983/84 65,92
1984/85 © 54,66
1985/86' 1 .53,99

1986/87 62,12

Source: Economic and Social Survey of Jamaica 1987 Table 20.1B

ot
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This reduction infpen capita expenditure has generated general dissatisfaction

in the quality of the health services especially in areas of: availability of
drugs, the availahility of medical personnel, and the physical facilities,

Even through their personnel are generally underpaid and there is a seye:é
staff shortage, emoluments account for approximately 70% of the recurrent

expenditure in health. Consequently, expenditure on drugs, other suppiieg qndf

services have to be financed by a very limited amount of money. Table 6
illustrates the discribution of expenditure in hospitals. :

TABLE 6
JAMAICAN PUBLIC SECTOR HEALTH CARE: ESTIMATED DISTRIBUTION B
. OF COST BY COST CENTERS IN HOSPITALS (IN J$000) 1985

Administration 3,384 1,003 4,392
Transport 1,419 4,488 5,907
Sanitation 4,640 - 0 4,640
Housekeeping 7,790 438 4,640
“Mafxitenance 2,662 - 1,375 4,037
Utilities 0 - 6,412 5,412
‘Diétary 3,377 7,363 10,740
Linen - . 838 1,136 1,674
Medical Records 2,434 o 2,434
Pharmacy 4,081 11,587 15,668
X-ray 1,377 n 1,754
Physiotheraphy T 624 o 624
Laboratory - 2,652 982" 3,634
Operating Theatre £,992 3,713 9,705
Inpatient 36,536 I R 36,536
Outpatient 8,202 0 8,202
TOTAL ' ‘85,713 - - 38,874 124,587

Source: PAHO/WHO Jamaica Hospital Restoration Project, 8/87, Table 2.6.29

The hospitals are operated under a partial cost recovery policy. Patients are
therefore required to pay a flat fee for specific services if they can afford
to pay. In fiscal year 1984/87 the maximum potential fee was J$43.5 million
with the maximum chargeable fee being about J$29.3 miliion. Assuming about
33% of the population are medically indigent, the chargeable fee could be
about J$29.3 million however only J$5.3 million has been collected as
illustrated in Exhibit 1-5 which follows.

oA
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JAWAICAN PUBLIC SECTOR HEALTH CARE - POTENTIAL
AND’COTLFCTED FEES FOR SERVICES ‘IN HOSPTITALS 1986

“TABLE 1-5-

| $ millien
45 43.5
a0 |

33
30 1.29.3"

25
et
15

10

0 NTA'--a'ac»

— . YRR
198‘/86

Source-:Ministry of Health Information Unit.

LEGEND

A ---LPotontial Chargeahle

B'--r Potential COllectable
C. ---.Actual Collections

The collection rate’ia very low mainly because of the followlns'

f; The procedure for determining those with the ebillty to pay 1s weak.

. The collection system is ineffective,

+ There are no penalties including denial of services, for evoidence of
payment, , . .

« . Very little follow-up is executed . ‘

« The organizational arrangements and staff eeeignment for collection ereh
weak.
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the following' administrative strengths’- : S

»  An officer is assigned to' undertake collection. o -
»  Health facilities in' communities where there are many third parties:
responisible for paying the bills. e ‘

The Mandeville hospital for example, meets most of these favourable:
conditions, Consequently, the compliance rate is 70X as against 18% for the
nation. Exhibits 6 and 7 schematically illustrate the administrative
instruments used for clinics and hospitals respectively, the level of
effectiveness and the driving forces behind the leval of compliance,

II. TECHNICAL ANALYSIS OF THE SERVICE | —_

The technical analysis is presented in the sub-sections: service gtandards,.
organization and management training efficiency and administration, They are
discussed as follows:

A. Service Standards

Service Standards for professional services such as health care can be
measured according to the ratic of key professionals to the population; as—_. ..
well as the turn-around time of patients at each facility, the hours of
services available daily and the ease of accessibility to health care. The
available data will allow us to perform an adequate level of indicative’
~analysis of standards using some of these factors.

The availability of professional personnel required to enhance the quality of
service in the sector is very poor, based on the Pan American Health
Organization standards. The shortage of key personnel is most severe among-
dentists, medical doctors, registered nurses and assistant nurses. :

» The desirable ratio for dentist is 1 per 2,857 population, while”iﬁf
actuality it is 1 per 43,537 or a shortfall of 93%, R

.~ There should be' 1 medical doctor per 910 persons but 1ﬁﬁacfﬁa1i£§?iiﬂlﬁ
1 per 7,127, o | o '
~1251e;7 prbiiqes the details.
o ' TABLE 7 )
- JAMAICA PUBLIC SECTOR HEALTH CARE:
IRDIGATIVE SERVICE STANDARDS (NATIONEL)

DESIRABLE RATIO

SERVICE . . .. ._(PAHO_ STANDARDS)
Physicians : Population 1: 910 lf;”7;124i
Dentists : Population 1: 2,857 1 : 43,537
. Registered Nurses : Population 1 : 769 213 1,417
cAssiatant'Nurses ¢ Population 1 :'335 v 1 :.4,149
f Jamaica 1987 Table 20.19.

Source: Economic and Social Survey o

jol
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JAMAICAN PUBLIC SECTOR CLINICS:
ait 1  COLVECTIONS PROCESS AND COMPLIANCE LEVEL
EXHIBIT 1-6

INSTRUMENTS USED
g

THREATS FROM PROFESSIONAL STAFF N INEFFECTIVE "
OF DENIAL OF FUTURE CARE IF
PAYMENTS ARE NOT MADE

-"Denial of care is )
. unethical among health,
personnel ﬂ

- No history of patientsu
' being denied services

ADMIN. ARRANGEMENTS%&.

. RECORDS OFFICER
- CHIEF NURSE
« PHARMACIST

DRIVING FORCES FOR LOW COMPLIANCE

. ORGANIZATIONAL ARRANGEMENTS ARE AD HOC ‘7
. EXCESSIVE PUBLIC 'PERCEPTION’ THAT SERVICE SHOULD BE FREE
"~ <« NO INCENTIVES FOR STAFF TO COLLECT ?

* .. CLINICS MAINLY USED BY PATIENTS w:raour THIRD PARTY PAYMENT
j‘kSUPPORT-

R
[
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EXHIBIT 1-7

'JAHAI¢AN PUBLIC SECTOR.HOSPITALS:,COtLECTIONS PROCESS,

INSTRUMENTS -

~

EFFECTIVENESS AND DRIVING FORCES

ICOLLECTION ON
ADHISSION

_HOSPITAL

ngh Compliance

speci

at hospltal.

t

COLLECTION WHILE IN - .-

ngLLow-up

ORGANIZATIONAL
ARRANGEMENTS

- Stron organlzatlonal axrangements w1th '
1ca11y designated strff.

e Thlrd party like employer and 1nsurance~
-‘carrier responsible for bills.’

. - Incentive to” retain. paEt of collectlon =

. 'MEDICALlRECORDS OFFICER

DRIVING FORCES BEHIND
" i EFFECTIVENESS .

——

COMPLIANCE
~ « ASSESSMENT OFFICER :
_ .. CASHIER ;HNatlonal
. NONE - KPH -
— il * Mandevilie

+iMay Pen

Low Comp11ance

-

———

is 1%
/20 1
‘708
30%

.

..!..__.... —_— _,._- - '.._....

Lou staff

" No organ1xat1ona1 arrangements.i
Community'econom1ca11y depressed. o

mot1vat10n.~"

Payment tp be mude from patlent's source

R

*'? .
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The ‘poor supply of these critical personnel bas manifested itself in the

following areas which generate poor standards, ' - LT

« Patients sometimes wait for hours before being attended by;a.ddcgq; o;_

. nurse, o ‘ st

. Doctors and nurses are required to work excessive hours. *This could’
impair on their professional effectiveness. oo v

-  Pharmacy technicians and other professional frequently have. to perform
duties outside their area of competence. ’ . R

« Patients frequently have to travel long distances in order to get
attention because key personnel are not at the facilities designatgd
for their commmities.

The turn-around time for hospitalized patients is excessive primarily due to
inefficient administration of services, especially at types B and C

hospitals, It is also a desirable standard to have the availability of
pharmacists for 24 hours; however, this standard has not been achieved, Table
8 provides some details of the level of gservices required in these areas as
against present standards which the Ministry of Health hopes to achieve in the
next 1l years.

TABLE 8
JAMAICAN PUBLIC SECTOR HEALTH CARE INDICATIVE SERVICE STANDARD

THEIR PRESENT SITUATIONS AND TARGET BY 2000

TYPE "A" TYPE "B" TIPE "G

| __HOSPITALS _
l. Length of stay 9.5 9.5 7.1 6.0 5.9 5.0

for surgery (days)

2. Average length of .  13.9 12,0 - 12,9 9.5 8.0 7.0
- stay for medical (daya) L ‘ W
J,S.;Avdfage length of  '4:4? 3.
- maternity stay (days) . TR A

ol PR
K B

4. Average length of
- stay for.children

' 6. Physician on duty - ﬁ“ilip:f;;;xg;,

or call 24 hours.

7. Nurse on duty v7'.'jf3§;f:“fg§§u
‘ or call 24 hrs, = - . oo

P

;3: °R°9“‘f°¢‘3eqq1red

s -4

tﬁbﬂ

9. Pharmacy on call .
24 hrl. ; 7 =

LR e —

,n\o‘\"\
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Inidequate staffing, high attrition rates and relatively poor pay which are |
~all intertwined are the key organizational issues affecting the public sector
health care services. : : :

Vacancies among key personnel range as high as 88% with pharmacists,
nurses, diagnostic radiographers, and public nurses being the areas
"with the most severe shortages. The shortages occur mainly due to low
"pay, reduced training outputs and high rates of attrition. Most of
those who quit the services leave to takeup more attractive positions
in the local private sector or higher paid posts in the USA. Table 9
provides the details on the staffing situation among key health
personnel.

Professional health personnel are poorly paid in comparative and real
terms. They receive salaries equivalent to 36% to 52% of thoge '
received by personnel in other positions requiring comparable training,
experience and responsibilities. For example:

= A doctor receives 52% of the salary of a specialist engineer, a
- 8ystems analyst or a financial controller even though the doctor's’
efforts, experience, training and scarcity are almost twice as much
as that required by the engineer to do his Job. e
‘= An accountant, insurance sales person or executive secretary
‘recelves over twice as much as a nurse despite the fact that a
‘nurse works longer hours, is in scarce supply, requires similar
Years of professional training and also has an enormous personal
responsibility for the wellbeing of others while she is at work,

= A branch manager, sales supervisor or production supervisor earns
over twice as much as a matron even though the matron requires more
tertiary and specialized education, experience and works longer
hours. '

- A pharmacist graduating from the College of Arts Science and _
Technology like the electronics specialist, draughtsman earns less
than helf of the salary they are paid, even though he is in scarce
supply and he has to work longer hours.

NG
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TABLE 9

© ANNEX D,1
. TECHNICAL ANBDYSI° = PUBLIC SECTOR

;,JAMAICA. "PUBLIC SECTOR HEALTH" CARE STAFFING
: SITUATION 1987 ..
Organizational '
ce Requirements Positions
Iype of Personnel (E -
Doctors 432 326 106
Staff Nurse and Siater 2,025 1,490 535
Enrolled Assistant Nurses 1,120 - 836 284
Public Health Nurses 172 127 435
Midwives 520 N.A . AerAA
Nurse Practitioners 60 57 - v
Dentists 78 . . 63 L1180
Dental Aux, Rurses 153 - - 148 L8
- Dental Assistants 149 - 1320+ B YA
Pharmacists 152 S 82 . 707"
Diagnastic Radiographers 64 L A% 217
Therapeutic Radiographers -16 F 20 14
Rutritionists (11 . Y

26
25

126

c 19t

F1
146
233"
‘88,
164

Source: Health Information Unit, Ministry of Health,

TABLE 10

"~ JAMAICAN PUBLIC HRALTH SECTOR:
ANALYSIS OF STAFFING SITUATION 1987

Nurses - General
Medical Doctors
Pharmacists
Radiographers
(Diagnostic)
Physiotherapists
Medical
Technologists
Public Health
Inspectors

Nurse Anaesthetists .  N/A . .-
: : \1""7»:

Health Management

Annual

300+
22,
12

.. 10

29;"‘. '

Annual
Training

57
65
20

Annual Training
Requirements

450
108
46

20
n17 -

49"

| mnsata leve




; . ANNEX D.1 -
TECHNICAL ANALYSIS - PUBLIC SECIOR

-20-

The results of these comparative salary assessments were computed on the bhiiﬁ
of 10 key factors used to determine the level of compensation among
professional personnel. Those factors are:

. Relative years of tertiary education.

. Years of required experience. ,

. Years of required post graduate or specialist education.
+ Level of assets to be controlled, ' '

+ Level of job hazard. .

. Importance of the wellbeing of others.

« Number of persons to supervise,

. Relative scarcity of skills.

« Weekly work load in excess of 40 hours.

. Frequently of being on call for emergency duties,

Table 11 summarizes the comparative annual salaries of 5 categories of health
personnel as against comparable personnel using the compensatory factors
listed above. The five categories of personnel are: doctors, registered
nurses, medical technologists, matrons, and pharmacists. Table 12 provides
the detailed computation for each category of health personnel and its
counterparts.

C. Iraining

This subsection focuses on two areas of training: the training 1n£rastguctur§
and capabilities, and present situation regarding the supply of training -
personnel. o ‘ '

Jamaica has the institutional facilities to train the basic .

. professional skills in medicine, nursing, public health, pharmacology,- . .
medical technology and other areas. It can also provide training in a
limited range of post graduate or specialized areas in medicine,

.. surgery, obstetrics, gynaecology, and radiology.

It however has limited capacity for training in professional or
specialized training in areas such as cardiology, dermatology, chest
disease, neurosurgery, plastic surgery, paediatric surgery, nuclear
medicine and psychiatry. These skills are developed by overseas
institutions. Table 13 which follows, providea the details on the
8ources of training for key professional personnel in the Jamaican
health services.

This enormous institutional capacity to develop the key skills in ‘
health care gives Jamaica a sound foundation for maintaining stability
and improvement of health care services provided that appropriate
conditions are introduced to encourage rentention of staff, -

W



1
-4
3
h
]«
¢

PERSONNEL

DOCTOR

SPECIALIST
ENGINEER

SYSTEMS
SPECIALIST

FINANCIAL
CONTROLLER

AVERAGE
SALARY

AVERAGE
SALARY FOR RATING ON
NON-HEALTH COMPENSATING

NUMBER
OF *H°

$000 _ P

70

120

130

155

ERSONNEL FACTORS_

6

3

AVERAGE 'H'
RATING ON
COMPENSATING
FACTORS FOR
NON-HEALTH
PERSONNEL

3.3

REGISTERED
NURSE . -

ACCOUNTANT

INSURANCE SALES
PERSON

EXECUTIVE SECY.

20
55

‘ ANNEX D. L
- Lo CHNICAL ANALYSIS - PUBLIC SECTOR
[ TASLEL - 11 comparaTiv ANRUAL. 5L AR 1 RGP PERSONNEL

NUIBER OF

1.82

-~ 'H' RATING
OF HEALTH
?ERSONNEL AS
FACTOR OF
NON-HEALTH
PERSONEL

AYERAGE
SALARY

OF HEALTH
PERSONNEL

AS FACTOR OF
NON-HEALTH -
PERSONNEL
AVERAGE

SALARY |
< 0.52

'5.0:

036

MEDICAL

TECHNOLOGI ST

COMPUTER
PROGRAMMING

BANK SUPERVISOR.
OFFICE MANAGER

04T

MATRON

PRODUCTION .
SUPERVISOR

SALES
SUPERYISOR

BRANCH BANK
MANAGER

RIS

PHARMACIST

DRAUGHTSMAN
MACHINIST

ELECTRONICS
SPECIALIST

:fséﬁ l;:

2 .

i;sik

U EER
'1.80

od8

. Source:

Table - 12 of this report



TABLE I - 12

JAMAICAN PUBLIC SECTOR

PERSONNEL

DOCTORS

COMPENSATING

CONSULTANT SPEC IALIST
. DOCTOR

ANNEX D.1

tngacgsanpglf

H&ALTH”CARE: CQMPARATfVE‘éﬁﬁAéIES"QFikEY;

iPERSQNNEL

EACTORS TO PERFORM_JOB

R:lative years of

taritiary education-.

Years of required

experience.

‘Ezs
i

Years of required post
graduate or specialist

- educati (5] VO

® e e e

Level of assets to be

.controlled.

Level of job hazard.

Importance of the

‘wellbeing of others. -

Number of persons to

supervise.

Rixlative scarcity of

skill

Neekly work load over'*

40 hours.

-Frequency of - being on.
call for emergency 41.

duties.

L
AN

M

_ENGINEER

Ty , ,-Ww-w

SYSTEMS

E SPECIALIST

FINANCIAL
CONTROLLER

oy
'

4 - HIGH

,Source::

A mem

"LEGEND -~

M - MODERATE

pTrevc}fHamiltbhéaﬁdfﬂsspciatesﬂ

 LOW/MARGINAL

survey 1988
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TABLE I - 12 (CON'I"D)
Y .
JAMAICAN PUBLIC SECTOR HEALTH CARE: COMPARATIVE SALARIES OF KEY
'PERSONNEL - STAFF VURSES :

COMPENSATING - REGISTERED -,  INSURANCE.  ° - EXECUPIVE.
FACTORS 10 PERFORM J0B _ NURSE . ACCOUNTANT  SALES PERSON. SECRETARY

.....

Rrlative years of ‘ oo S .
Teritiary education. ’ M. M. s L

Years of required »
experience . L

Years of required post
graduate/ specialist o
Education. o L SL

Ievel of asset to be : Ll T 7
controlled. ) . o HiE b ‘M

Level of job hazard. “H, ’ﬁLQ; M, L
Importance of the well- -
being of others. - H.

Number of persons to ¥
supervised. :‘1 o t L
Relative scarcity of o
skill. S H

Weekly work - load over - L
40 hours. . e ~‘.H:[:;

Frequency of being ‘on - S o
call for emergency duties. H L.

. ST N LEGEND B
. H - HIGH M - MODERATE n—= LOW/MARGINAL

- PR P R I T S A S L ‘
Source:’- Trevor Hamilton and Associates' Survey 1988
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“ TABLE I - 12 (CONT'D) TECHNICAL ANALYSIS -PUBLIC SECTOR .

£l

'. JAMAICA PUBLIC SECTOR HEALTH CARE. CONPARATIVE ‘~'ALARIES OF KEY
PERSONNEL - MEDICAL TECHNOLOGIST |

COMPENSATING FACTORS MEDICAL '  COMPUTER . . OFFICE
EOR PERFORMING THE JOB  TECHNOLOGTST BROGRAMMER BANK SUPERVISOR MANAGER

Relative years of o . g
taritiary education. ‘ M; TLM ”L; L

Years of required ‘ , o
Bl experience . M M M M

Years of required post o o ST U
g graduate/specialist Fo : o LN
® 2ducation. ‘ M L ) '

g Level of assets to. ‘bha- S KR o
@ controlled . 4 M M H

Level of job hazard. M.

™ Importance of the ' !
wellbeing of others H 'L

MNumber of persons to o o
supervise, , Ll L

BRelative scarcity i
factor. ;8

plVeekly word load over o
M40 hours. JH

sfrequency of ba =2ing on’ e
M call for emergency EPY e
duties. ‘H L.

~ HIGH M = MODERANTE 'L’ ~LOW/MARGINAL
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TABLE I -'12 (CONT'n)

TAMAICAN PUBLIC SECTOR HEALTH CARE: COMPARATIVE

SALARIES OF KEY PERSONNEL - MATRON

COMPENSATING FACTORS PRODUCTION saLps - BRANCH MANAGER
FOR_PERFORMING JOB MATRON SUPERVISOR  SUPERVISOR ¢ _FOR A BANK. . s

Ralative years of C s
tertiary Education. H M L M

Years of required _ ) o o
experience. : H M, M H

Years of required o o
post graduate on L ‘ L i
specialist education. H L L L

Level of Essets to be = it [y
controlled. ' L H L- H.

Level of job hazard. M H Lf‘ 1,

Importance of the weil . .
being of others. o H M* L M

Number of persons’ L

supervised. < :H ?g fH; fﬁ?

Relative scarcity of), 4 Sl i
skill. . oo : Vet

4!) hours.

ieekly work load over

Frequency_df,being o
on call for emergency
duties. :

i ‘
e , : R

. LEGEND

H - HIGH M - MODERATE L - LOW/MARGINAL

Source: Tfevo£ ﬁ5mi££ogfand A;sééiSfésy’Su;vgyg}QBBﬁ
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TABLE I - (CONT'D)

o

s JAMAICAN PUBLIC SECTOR HEALTH ‘CARE: COMPARATIVE
N SALARIES OF KEY PERSONNEL . -

COMPENSATING -FACTORS ‘PHARMACIST fDRAUGHSMANV‘Mhﬁﬁf&ISTy;ELédTROQIc

TO_PERFORM JOBS _ e i SPECIALIST

Relative years of ' ‘ B
tertiary Education. M. L L H

Years of requlred D . o
experience. o M L M M

Years of required post
graduate or specialist
education. v

Level of assets to be‘ SEN o R
controlied. ‘M L. H M

Level of job hazafd._ L 'i; ;ﬁ; L

Importance of the wellbeing:' " L . o
of others. R ‘B L L. L

Number of pef5065?snpeﬁviéot}fiﬁf L L Zb

Relative scarcityfof'SKiii;f gﬁ’ 1% H

Weekly work 1oad over : 5 £ &L B
0 hours. S , H L L. L

Frequency of being on call: ffi ‘ @i
for emergency duties. M L L L

H - HIGH ‘M_-MODERATE - L2 LOW/MARGINAL

vvvvv

Source: Trevor Hamilton and Associates"Survey 1988
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JAMAIGA PUBLIC SECTOR HBALTH GARE
SOURCES FOR BASIC PROFESSIONAL TRAINING OF PERSONNEL

W

Medical Doctors

Nurses - General

Rurse Practitioner

Nurse Public Health
Pharmacists

Pharmacist Technician -
Radiographers (Diagnoatic)
Physiotherapists

Medical Technologist s
Public Health Inspectors
Nurse Anaesthetists

Health Management

'.f@ﬁﬂ@f

E

MK MR N NN

I

Source: Ministry of Heplth v

' 'TABLE 13 (conr'n) :
SOURCES or posr cmum: spncm.rzxn rmmmc

Anaesthetics b 38
Cardioligy ‘ x
Dermatology X
Chest Diseases v X
Adult Medicine x :
Paychiatry : Linited
Family Medicine - o
Paediatric Medicine Limited
Public Health B et .
Dentistry o ‘x
E.N.T. x
General X
Neurosurgical s X
Ophthalmic x. e
Orthopedic it X
Urological ' ‘X S
Cardio-thoracic Surgery X
Plastic Surgery X
‘g

Paediatric Surgery
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- TABLE 13. (CONT'D)
SOURCES OF. POST GRADUATE SPECTALIZED TRAINING

't SELECTED PROFESSION _ JAMAICA QVERSEAS

0 C 0L0
Obstetrics and Gynaecology x
Neonatalogy o R

RADIOLOGY S
Diagnostic x -
Therapeutic o X
Nuclear Medicine : - X

Xt ]

Pathology b 3
Immunology Lo :
Haematology . Limited x

.NURSES
Public Health Nurses

Post Basic Psychiatric Rursing
Administration Course :
Certificate in Community Health
Advanced Nursing (Education)
Nurse Practitioner

BSc in Nursing

Midwifery

Intensive Care Rursing
Advanced Management

Operating Theatre Technique
Rursing Anaesthetist '

MMM KHRWN RN KN, -

Source: Ministry of Health o

Despite Jamaica's enormous capacity to supply a wide range of key health'
‘personnel, financial constraints, and modification of policy priorities have
resulted in the reduction of numerous training programs. The programs -
experiencing severe reductions are: B

. The enrolled assistant nurses program
« Nurse Practitioners :
. Community Health Aides

. General Nurses ‘

. Dental nurses and assistants .

Health management
Public health

The reduction of training programs and skills!upgrading‘in these areas is

poorly timed given the rapid attrition rate among health care personnel in the}f
‘past 5 years. : -

\X
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There are also some areas where the facilities and financial support are
adequate. However due to the relatively high admission standards required and
~the low levels of salaries associated with the positions, the schools are
‘unable to recruit enough students to pursue the courses. Such areas of study
are: pharmacology, physiotherapy, dietetics and nuraing administration.
Salaries will have to be significantly increased or the admission standard
distinctly reduced to attract more students.in thess areas. The details of
the situation in training are presented in Table 14 on the preceding page.

D. Efficiency -

The focus of this topic 1s on the level of productive time health care
professionals spend on the job, and the turn-around tize for patients. Most
health care personnel spend over 50% of their time in unproductivity or
engaged in non-professionally related activities while they are on the job,
Such activities include paperwork relating to patient record and .undertaking
other rouitine tasks. For example, the unproductive time at primary health
care facilities as illustrated in Table 15 is as high as 81% for dentists.
(Unproductive time is caused from high rate of absenteeism, no shows or
lateness due to poor transportation services, professionals doing rudimentary
work, and poor work organization,) .

TABLE 15

~ JAMAICAN PUBLIC SECTOR HEALTH CARE - '
UNPRODUCTIVE TIME SPEND BY KEY PERSONNEL IN PRIMARY HEALTH CARE SERVICES

BERSONNEL _LEVEL OF UNPRODUGTIVE TIME (%) _

" Dentist P ‘ 81
Dental Nurse .- , 55
Medical Officer 54
Public dec.th Inspector , 48
Registered Nurse : - 33

Nurse Practitioner 36

Source: PAHO/WHO Hospital Restoration Project (PRICOR STUDY) August 1987 2-83

Professional personnei spend a high percentage of their time unproductiveli oi*
in routine activities because auxiliary staff are not performing their tasks.
effectively.

= many of them are untrained
-~ many require skills upgrading
= the level of absenteeism is very high

'Ihe turn-around time for patients is very high. For example,'it"takesv169
minutes at a composite clinie without drugs and 248 when drvg service is
- involved.

= VWhen no drug service is involved, an estimated 25 minutes of the 109
minutes of waiting time (23%) is spent on receiving services. '

- When drug service is involved, an estimated 26 minutes of the 248
minutes (11%) is spent receiving services. -



TABLE 1 - 14

 PROFESSION OR MAIN.
_TRAINING AREAS

:Enrolled Assistant
‘Nurses

Nuising ‘Administrators

‘Nu:séﬂpfagtiﬁiohersl

- JAMAICAN PUBLIC HEALTH CARE:

TRAINING REQIREMENTS FOR

FOR KEY SKILLS AND SUPPLY SITUATION

INSTITUTION (S) PROVIDING
- SKILLS AND MODE OF , . -
_TRAINING »,wwww -

K1ngston School of Nursing
= 1ectures
- practical work

‘Unlvers1ty of the West
:Indles

- 1ectures-
-»Practlcal work

:Ministry of Health

-~ 1 year course

OUTPUT CAPACITY
AND SUPPLY -
' SITUATION

..Capacity'adequate

+ Program suspended
- from time to time

. Training program
contracted while
.demand is growing

.'Annuai-output'is

.abont.zs graduatess

;{‘Annual demand for
Qvgraduates is

-, caused by high
y‘attrltion rate.

isProgram curta1led.

- prerequisite is attainment -

of sister or position -
‘or being a- seasoned SRN.

Best Available Copy

"KEY REASONS FOR
‘CONSTRAINTS

. Under estlmatlon of
‘needs

Reduced f1nanc1a1

.:support.

Higher salaries in

the private sector- 1s

L

.responsible for hlgh
\attrltlon rate. - - -

'Inadequate f1nan01a1

I8 =
B
_‘support. é

Severe staff - shortage
restricts staff 1eaveH
to undertake tralnlng,

&oﬁx34ornm@
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TABLE I - 14‘(CONT‘Di JAMAIéAN PUBLIC SECTOR HEALTH CARE: TRAINING REQUIREHENTS

PROFESSION OR MAIN
TRAINING AREAS

-Pharmacy Technicians

ﬁNurseﬂanaestﬁetisté;

Community Health Aides. .

?Radiographers,
(Diagnostic)

FOR KEY S?ILLS AND SUFPLv SIT UATION

INSTITUTION(S) PROV DING OUTPUT CAPACITY
-SKILLS AND MODE OF - AND SUPPLY
»TRAINING . _ _SITUATION

Ministry of Health

in collaboration with . Suspended since_1985
.the College of Arts ‘ ) ..
501ence and Techrolugy -+ Present supply is

» : ~ adequate :

1" year of practical : . Future shnrt fall is
oriented training. , likely - if ‘suspended
, : ’ training continues.
Ministry of Health-School '*Adequate capacity

‘of Nursing Anaesthesology . -exists.
‘18 months duration . Annual demand,for‘

- 12 monthstheory _ graduates is 16

-'- 6 months practice.

3;'practica1

University of the West S
Indies, Department of - . Suspended
~Social and Preventive o v
Hedic1ne.‘ :

Duration of training is . Services’ -no:longer-
:1 year - ; ' } .provided-

-~ theory

-}practicalp

- UWI

- didactic . Average annual output
. : is 6 graduates.

" Very limited training.
Duration of training 18 capacity .

3 Years. . Demand for aradnates

is 15 per Year.

. Government's: policy.

. Several shortage of

LJInadequate tra1n1ng

ot

KEY REASONS- FOR
CONSTRAINTS '

_ Withdrawal of.
government funding.

"No major ‘corstraints

Lack of financ1a1
;.support. '

l“tOfsuspend thlS typ
'of serv1ce.

f,SfﬁﬂTWNV'ﬁEH¥@3§L

teachlng staff.:

T VITMATMATY

YOIOFS O1Idng

fac111t1es.



TABLE I - 14 (CONT'D) JAMAICAN PUBLIC SECTOR HEALTH CARE:

PROFESSION ‘OR: HAINﬁf

TRAINING AREAS

TRAINING REQUIREMENTS

FOR KEYFSKIALSvAND.SU LY. SITUATION

INSTITUTION(S) PROVIDING=
SKILLS AND MODE OF

.Théféﬁéufié _
‘Radiographers

Pharmacists

s TRAINING

“Tra1n1ng is ‘overseas

iNo facilitles are
1n Jamaica.

[College of Arts Science
ﬁand Technolog» Jamalca

‘=3 years training
B comprising

= theory
‘-rpractice

< not able to retain’

_AAverage annnal output

“‘graduates. is 26’

- :0UTPUT. CAPACITY

‘AND SUPPLY KEY REASONS FOR
:SITUATION. CONSTRAINTS o

_Annual demand o
- for graduates 'is. 3

There is a major . L
problem retaining Low:salaries:
graduates

- migration of those
" who returned -

"after training.

7 POOE: Working 'Goiiditions "

Annual intake'is'30'

i

is-23 -
Annuail demand for.

Low salarles

- pr1vate sector LT
: salarles are much
higher.

= opportunltles for sel
operated practxce.

The - public sector 1s

graduates.

HOIOES ammma-—srsmmﬁv
T'U XY



TABLE I - 12 (CONT'D) JAMAICAN PUBLIC SECTOR HEALTH CARE: TRATNINS REQUIREMENTS

PROFESSION OR MAIN

TRAINING AREAS

Physiotherapists

Nurses

ulThis is a’ 3-year daiploma};
. program. g

FOR KEY SKILLS AMD SUbPLY SITUATION

INSTITUTION(S) PROVIDING

SKILLS AND MODE OF

TRAINING - ‘tj¥~

“@The School .of Physiotherapist

a 13-member country school
-‘didactlc teaching

C- pract1cal

_There are 7 schools of -

rursing comprising 6

‘government operated and -

one private/church operated

- Kingston School of Nursing
- U.W.I Hospital -

-~ West Indies College

- Bellvue School of Nursing
- EXED Community College
- Cornwall School of
Midwifery ‘
- West Indies School of
" Public Health

Duration of " training is 3 6

%iyears depending on
‘'specialization.

- didactic
- practical work

f;:Capacity'exist:'

wfsince 1984.

OUTPUT CAPACITY

'AND SUPPLY . -KEY ; RBASONS .FOR"
;SITUATION R CONSTRAINTS"Y-f‘

el Prnvides an. average,

of /7 Jamaican :
graduates annually

;Experiences difflculity . ngh cost of
-inirecruiting tralnees dfees and. books.;_

rSalarles are-lou

:Inadequate
opportunltles foz_
‘career growth

;_Average annual 6utput
over period- 1983 1986
was 287.

. Average affer 1986
will fall to just’ , o
over 200 due to . -Under estimated
reduced intake - .projected needs.

srammnv'nanmmng:

. Pfééént demand for- .ZReduced Elnanc1a
graduates is 260 :allocatlons,
- per year. :

mxtas:xnsna

.. Due to attrltion of 300
per year, training out-
put will have ‘to he 450/
Year for the next 5 years
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TABLE I - 14  (CONT'D) JAMAICAN PUBLIC SECTOR HEALTH .CARE:
’ ' FOR KEY_SKILLS'AND SUPPLY SITUATION

PROFESSION OR MAIN ' -

TRAINING AREAS

- INSTITUTION (S) PROVIDING
‘SKILLS AND MODE OF . 7P*ff

‘ TRAINING

;Hedical Doctor

- Undergraduate

Dental Nurses andf
hssistants

University of the West'Indies,~

a 14—member country school

- Didactic teaching

Seminars and tutorials

i; cl*nical practicef7$

complete program is 6 years.;

No dental schools

= Jamaicans are trained
-overseas

Dental Auxiliary School
‘a’I3-member ‘country school

- didactic teaching

- field training .

- practical work under close
supervision : :

Duration of Training"

- .2 years for Dental Nurse -

- 6 months for clerical

?f ass1stance-4

TRAINING REQUIREMENTS

OUTPUT CAPACITY

AND SUPPLY
SITUATION

Can_supply only 10 .-

graduates per year . .

" “with Jamaicans"

accounting for
.50 - 65%

;oPresent demand for
new graduates

allowing for attri-p—r

tion-.is 108 ‘per -year

. The .school supplies

" 18 dental nurses for
13 territories .
annually

"« An average of 1

Jamaican graduate .
per year

Present need for
nev dental nurses/

assistant is 5-per year. , E;%
42
b+

N s iiuvn'igi_
Y

‘KEY REASONS FOR |
‘CONSTRAINTS

finadeguate
_training facilities:

=fHosp1ta1 tra1n1ng .
;school underf1nanced

‘Inadequate’staEfing

.The school is
underfinanced

‘'of Jamaicans are

A'limited number .,
1n the program. é
- ui

7



TABLE I - 14 (colir'D) JAMAICA PUBLIC SECTOR HEALTH CARE:  TRAINING REQUIREMENTS 7%5

FOR KEY SKILLS AND SUPPLY SITUATION ey R

INSTITUTION (S) PROVIDING OUTPUT CAPACITY
EPROFESSION OR MAIN SKILLS AND MODE OF -~ AND SUPPLY . B KEY REASONS FOR
“TRAINING AREAS TRAINING _ SITUATION CONSTRA'[N'I‘S
Megicaiﬁiechnéibgi$t1 ‘College of Arts Sc1ence g Annual

' ' and Technology. S . Average output is 16"

4 years training . Annual demand for

comprising graduates is 3s*

=3 years of academic

= 1 year of internship. . Severe 1nability to High attrition

‘ e S S '”-retain graduates .to private: sector

Nutritionists _University of the Hest
S Indies.

2 years program comprising« . Average output is:®
g 4. graduates per year;

- 1 year academic ‘
- l Year project assignment. - No major constraints

wﬁm{nvnﬂn#dﬁ

fﬁé?;ﬁﬁ%ﬁéﬂgggﬁgngr University of theJHest ‘Indies U
1.year diploma course. . Capacity excellent . ?
- .academic . . Annual average outputfis; R
‘-.case studies : about 4 ' E
. Program started only 1984: . cOntinuity doubtful i Inadeguate grant c
Demand is for about

.8 per year. Inadequate governmen

' support.. 3


http:inability.to

TAALE 1 - 14(CONT'D) JAMAICAN PUBLIC SECTOR HEALTH CARE: TRAINING REQUIREMENTS FOR KEY -
' | | SKILLS AND SUPPLY STTUATION

- <INSTITUTION (s) PROVIDING oUTPUT CAPACITY‘ " KEY. REASONS-'FOR.
5PR0FESSION OR MAIN - SKILLS AND MODE OF AND SUPPLY. - R T
‘TRAINING AREAS o TRAINING : i SITUATION: f n : CONSTRAINTS
;Puu;icfﬂeaftﬁf iWest Indies School of- . Average

 Public Health o Annual output . Inadequate

-3 _year. course - is 15 training. staff
;--academic s .. Average annual .- Slav growth
- practice ’ demand is for. in demand.

fgraduates.

Ambulance -Responsé Team.

None* Annual demand . No funding
o is for about 65 . No organization i
graduates. No  priority. w
"Dietiticians: ‘None . Scholarships . Salaries too i
) o ~  fer overseas - low to _encourgdd
.training =~ 7 graduates to

discontinued return
« Annual demand

for graduates

‘is low. .

(ahout 2 per year)

HULOES DI'TENd - STISATUNY
rdxaw


http:Dietiiciar.is

-37-

The turn around time in the private sector for the service with drugs, is 89
minutes, with 45 minutes (51%) spernt on receiving services. Table 16 _
illustrates the turn-around time without drug services at a public sector
clinic; while Exhibit 1-8 presents a comparative analysis patient turn-around
.with drug services being involved. ’

An improved service delivery system is also required to improve the
productivity of professional and auxiliary personnel. The development of such
a system at this time would be quite timely given: the high degree of under
‘utilization and improper use o~ skills of nurses, dentists, doctors and other
key personnel who are in short supply because of the high rates of attrition
among them. This system will also have to introduce incentive schemes for
staff members to improve their comparative levels of compensation and to
encourage them to perform more effectively.

E. Administration

Financial administration and management systems are very weak in the health
care delivery centers. Even though there is a cost-recovery policy, only
about 18% of the estimated J$29 million collectable revenues are collected,
The financial administrative instruments as illustrated in Exhibits 6 and 7
are not effective. An improvement in the collection system has the potential
to increase collections from J§5 million to as much as J$29 million. Such a
gystem will have to be three pronged.

. One sybsystem should be developed to be used for determining the
medically indigent;

¢« A second subsystem will have to be designed to manage collections;

« A third subsystem should be designed to determine the cost of services
on av crn-going basis, so that the fee structure could be more realistic.

Human resources related matters feature prominently as the main driving forces
behind the current situation in the public sector health services. If
initiatives are immediately taken to solve the human resources related
problems particularly low salaries, poor working conditions and shortfalls in
training and skills upgrading, the sector could be on its way to recovery.

III. KEY ISSUES AND OUTLOOK

The public sector health care services face a formidable set of issues They’
revolve around human resource development, quality of gservices, A ‘
efficiency/productivity and financial administration. Those issues sre .
summarized and analysed schematically in Exhibit 9 which follows.

Patients' turn-around time is more excessive at public sector facilities
mainly due to severe staff shortage and weak administrative systems. This
excessive turn-around time is a major attribute to the poor quality of
services that patients receive. A patient who has to wait 248 minutes (4.1
hours) for health care services, and is sometimes required to travel over 2
hours to and from the service tacility, cannot perceive the service to be
good. Furthermore, patients frequently wait for the 248 minutes and are still
required to return because they did not see the doctor or obtain the drugs
from the pharmacist. ' ' ‘

BEsl
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AT'HEALTH‘CENTERS IN MINU
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i CARE.

PATIENT ‘WAITING TIME
TES'[HITHOUT-DRUGS]

;Aﬁfihétai
Postnatal
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EXHIBIT I - 8 . - B o
JAMAICAN PUBLIC SECTOR HEALTH CARE: COMPARATIVE ANALYSIS OF PATTENT PROCESSING TIME WiTH DRUGS -

A - - ' “v:f,:f : B
fPUBLIC SECTOR o . H PRTVATE SECTOR HEALTH CARE COHPLEX

g /////////////b. | APAT’IENT -

STEP = . STEP LT

ARRIVES

step- 2 |7 ///////////2‘;{ [~ _erocess

|STEP 272
5 HINS ST

. Weighing
. Temp.

. B.P"

- Urine - =

STE"'3 ///////////72 - PATIENT

SEES DOCTOR -
9 MINS

ez | vemmeE | TR Quzzze - o

t BTEP:A;if

2 MINS

“STEP -5 - ////// ////> PATIENT PAYS m STEP - 5
| - v 5 MINS] N

STBP-S/ 777 //'////@’ [earrent RECEIVED‘, ‘hmsm'p

I
?m

DRUGS = U
7 MINSI

- SISKTANW TOTNHAL

STEP - 7 Z///////////b - | PaTIENT DEPA'RTS! "o mys‘rapg—“ﬁ‘-

o1 [g "7

»""I'OV'I',AL‘:"IV‘IMI-;; 94 J% @ 28 MINS i_-‘_z-z-c_)‘_:-_’-; o 45 [Caal m TOTAL TIME

LEGEND [ )---- service Time SOURCES .= A. COMPLIED FROM PRICOR STUDY ‘1985
I 'B.. TREVOR HAMILTON AND ASSOCIATES RESEARCH
[ ]
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EXHIBIT I - 9

IIUMAN RESOURCE ISSUES

ISSUES

JAMAICAN PUBLIC SECTOR HEALTH SERVICES:

CRITICAL ISSUES AND REQUIRED ACTIONS

1 The attrition rate of
~ health Professionals hag
© . accelerated in recent

. Years :

N

2 There are major cutbacks
and discontinuation of
skills upgrading and
training programs in
critically needed skills
eg. nursing, Community

- Health Aides .

3 Muxiliary staff are not
~;productive1y engaged

DRIVING FQRCES"
Lov salaries
Poor working conditions

More attractive Salaries in the
local private sector and ~
overseas ‘

Financial éonstkéfﬁ;ég?ﬁﬁ;m

Underestimation of,déﬁéhd

Change of policies

Many.are not competent to
perform their jobs '

In many cases thejr specific
job responsibilities are not.
known

IMPLICATIONS

‘longer distances and wvaft

.. have to vork

Patients have to travel
for longer periods to get
services

Professional personnel
excessive:
hours :

- severely understaffed.

The shortage of trainegq i
personnel gets more severe

Primary health care is

‘time performing the jobs of
. auxiliary staff_

Professional staff spend
as much as 80% of thejr

personnel administration of auxiiiary staff

pPgrading for héalth'éate pers

onnel -

¥QIOdES OrmHEAd.
1°Q XaANNY
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EXHIBIT I - 9 (CONT'D)
QUALITY OF SERVICES ISSUES

ISSUES

1 Some professional staff
are+-assigned tasks beyond

DRIVING FORCES

JAMAICAN PUBLIC SECTOR HEALTH SERVICES:
CRITICAL ISSUES AND REQUIRED ACTIONS

the1r 1eve1 of competence_

2 Patients seeking care and
drug services have to .
vait for as long as
248 minutes

. Severe shortage of staff

'T{; Inadequate skills upgrading

Programs

- o

:3 There .is a long waiting
1list for specialized
.services

. Staff’shortage

. Heak adminlstration of. the
: de11very of services

LA

. Severe shortage of,
specialists especially
outside of Kingston

"IMPL,ICATIONS

=

—

‘The quality of serv1ce _
is likely to deteriorate

Patients are not benefit-

ting from - up-to-date
mehtods of care

Patients percelve the,'j
serv1ce to be very poor'

! Those who can afford 1t‘

‘use alternative sourcesj

REQUIRED ACTIONS

f!’Patients have. to suffer

from a11ments for much-:
1onger periods

3 Expand specialized training programs,

1 Expand and accelerate pProfessional upgrading .and training programS’
2. Imnrove the aaministration of serv1ces

and improve compensation for medical peisonneﬁi




CEXHIBIT T - 9 (CoNT'D)
MANAGEMENT ISSUES

ISSUES

‘1 No clear cut formula or .
_,*administrative system is
“+.in. place to determine the
. medically indigent

.able services are* '
- Ccollected - - o

'3 No productivity standards
or cost of services "
Jpgofiles exist

|2 Less than 155 0f charge- |

© LER - .

JAMAICAN PUBLIC SECTOR HEALTH SERVICES:

' CRITICAL ISSUES AND REQUIRED ACTIONS

DRIVING FORCES

~assistance for this task

..The Ministry requires technical

. Inadequate o;ganizaﬁibnag
arrangemepts = ©

- Inadequate financié;fsfqbemsa7

assistance to undertake this
task 0

+ The Ministry requires tachnicai|

'—//

INPLICATIONS

- The cost recovery policy-

~-cannot be effectively.
execyted ‘ o

. Many ﬁatienﬁs who: could

afford,to,pay‘fdr{tﬁe‘;
-service’are”ggtting;itf
free ' B

. The sector is under’
- .financed : - ’

REQUIRED ACTIONS

Fees proposed under’the -
-cost recovery program are -

not realistic.

'éf/"

”;!: MOHVSHOQId be given

téchnfcéiiéséiéténcé‘fs‘develop a systeﬁ‘forAdefétmipiﬁg andiadministering.f
the medical indigent o ; . LT

‘2. MOH should be giv
3. Technical assista

en’“technical assistance to develop financial systems in its hospitals

nce should be provided to assist MOH hospitals to dé?eidp cost modules.for services

¥OISES DITENg -
T°0 XENNY
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The Government intends to promote the expansion of the role of the private
sector in health services as a strategy to improve the'quality‘of‘services and
financial administration. It is also promoting collaboration with the private
Sector as a vehicle to promote health insurance, so that as many individuals
as possible will be able to pay for their health care. '

The success of the contemplated program will require the creation of a

suitable investment climate to encourage the private sector to expand its
participation in health services. Health services were never regarded as an
industry for private investment in Jamaica. Consequently, it is not eligible
for participating in any of the investment encouragement schemes now promoting
investment in tourism, export manufacturing and export agriculture. L

The follow-up activities required to set the stage for promoting the p:iyéﬁé_
sector's role are therefore: '

The development of a suitable policy framework to eanurage’the,brivétéf
sector; o T
The provision of technical assistance to enhance private sector
initiatives. e T A T

- .

If the appropriate environment and suppbr: provided'the outlobkyf@r,gr¢§te;
collaboration with the private sector is very sound, :: < - B

Iv.

CONCLUSIONS

1

Based on the analysis, the‘following conclusions can be made.

1.

2.

3.

« It accounts for 93% of the hospital beds in the island. s

« All of the local medical training institutions are public sector.
financed. _ A

« It accounts for J$337 millions or 68% of expenditure on health care

in 1986.

o Financial administration is fragmented and poorly positioned.

. Service improvement oriented functions such as maintenance, staff
administration, stores and catering are fragmented in very low
positions in the organization. '

c Secto a e _Capa 0

« It has a wider range of specialists.
. It has a wider range of physical facilities.

ent or Sta ccount o u
ure o Secto a o o
. Staff production is therefore critical in cost containment efforts.
o Streamlining of auxiliary staff whose functions are not always T
clearly defined is imperative, : '\2;;‘
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e ve 0 ed due to:
e Poor financial administration.

« The lack of an administrative mechanism fpf'détermihlnéﬁféefpﬁy;ﬁkf

patients at hospitals.

due to: : : :

» Accessibility to doctors, dentists and specialized health care
-professionals is difficult.

« The turn-around time for patients is very long.

« The stays in hospitals are excesgive,

MMEMLMMQMM
mi&ﬂmmmﬂmummww
Example: '

- Doctors earn 52% of the pay of a Systems Analyst, a Financial

Controller or a Specialist Engineer.

+ A Registered Rurse earns 36% of the salary earned by an Accountant
or an Insurance Sales person.

« Many training programs have been severely reduced over the paét 5
years. '

» The attrition rate among health services personnel is very high.

+ Many staff members are assigned duties outside of their areas of

competence, :

5 285 al_ Perg 1 _are Ve Engaged b

o They spend much of their time performing routine tasks,

+ They perform some of the duties of the auxiliary staff who need to
be reorganized in their Jobs.

.\3\
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1. QVERVIFW OF THE INpUSTRY

This section reviews the industry in seven areas: ‘the size of the health
insurance industry and key players; typical organizational structure in each.
company; the packages and adequacy of benefits; market characteristics;

financial characteristics of the companies; national regulations and national
insurance. Each topic is discussed in individual subsections as follows:

A. Size of the Industry

This subsection focuses on the number of policy holders and insured, the value
of premiums, the key carriers, and the share of industry by economic activity.

There are about 333,000 1nsured comprising about 111,000 subscribers with
insurance companies being carriers for 99% of the policies. Table 1 provides
the details.

TABLE 1
JAMAICAN HEALTH INSURANCE INDUSTRY: INSURED BY
INSURANCE COMPANIES AND OTHER CARRIERS IN 000

PERCENTAGE
NUMBER OF SHARE OF
ITEM ‘000 INSURED _ MARKET
INSURANCE COMPANTES o
Blue Cross 178 . 52.0
First Life 24 7.0
American Life .52 - 15.2
Mutual Life 16 4.7
Life of Jamaica 60 . 20,2
LARCE ENTERPRISES ) . |
With self insurance for ‘some . e
categories of employers B 3 0.9 -
TOTAL 3 o 100.0°

Source: Insurance companies

The level of insured reprqpeﬁta.ab§ﬁt;1§z7bg'ghQTPQPQiiiloﬁ;iwhi;g;the%;gjél.f
of policy holders represent about 13zjoffthefecggdm;ca;;ngdtiygggs,sg;fpug'1g;

Exhibit 1 below.

* This technical analysis is drawn fr'méf?Reviéw'6fﬁihé7dimﬁ1¢§ﬁféﬁbliéfﬁ

Sector Health Services and the Health Insurance Industry." TrevbrHamilton
and Associates. March 1989, SR :

3
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EXHIBIT LI JUL“‘bsiELsde'Hiaﬁrﬁlrﬁsdaxﬁcé‘inﬁaaﬁaiéﬁf

PERSONS"(000).

2,400 f
2,100

1,800

1,500
-1,200
900

600

2,365 * LEGEND

Population

. Total 1nsdred

Tk

" =-=-.Insurance

- / s bt EC_OnOmicallY
: AL active -

* policy- holder

855
S R

Onli:aQrélgtively amallApercentage_ot'the.econdmic@liy-adiive’cariiiihsutahce

_policies due to the following reasons:

‘Health insurance companies proﬁdte their policies, in the maln to the.

highly formalized wage employed sectors such as the civil service,
large, medium and some small scale manufacturing companies and large
commercial and financial organizations where the schemes can be
administered most cost effectively.

Companies and organizations over the years have provided life insurance

schemes in negotiated personnel contracts with unions, and for
non-urban workers. Health coverage has gained in popularity and

cowpanies find it convenient to link 1ife insurance schemes and find it

efficient if these be provided by the same company. Table 2
illustrates.
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. . TABLE 2 o
JAMAICAN HEALTH INSURANCE INDUSTRY: DISTRIBUTION OF
POLICY HOLDERS BY ECONOMIC ACTIVITY ON TYPE OF

.  INDUSTRY 1987

COMMERCIAL

CIVIL
Blue Cross 50  Negligible 25 25 0 o
First Life ‘ - 1 99 0 0
The.Jamaica
Mutual
Life A o
Assurance i . e S
Society . 5 i . 90 0 ;;,:0’
Jamaica 10, o 90 0 0
American ) ; - R ﬁv,: i:;
Life - - 100 0 o

Sources. InSuranééfcompahiesw,w

Over 40% of the economicqlly active are ehgaged in gelf employment;
They are not targets for the health insurance industry because of the
following: o '

= The self-employed live and operate in remote areas where the cost
of servicing claims from the urban centres where the insurance
. companies concentrate would be prohibitive; -
= They do not have formal payroll or other transaction systems to
facilitate automatic deductions; - _ .
- The bureaucratic framework required by insurance companies to".
administer these policies is prohibitive in cost. o
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TABLE. 3
JAMAIGAN EMPLOYED LABOUR FORCE:.
BY OCCUPATIONAL 'GROUP OCTOBER 1987

EMPLOYMENT' % OF TOTAL

__TYPE N '000 mz,mn
wn.u:e Collar o 157 18. 4\
-Professional admin. ;
and manager ’ 62.3 7.3,
- Clerical and Sales 94.7 11.1
Blue Collar - 226.1 1 26.6.
= Craftsmen, Processing i IR
and operatives ‘132 15.4
- Unskilled, manual S T
and general : ;98,1 11.0.
Service ':iiZQ77' ;15*37?
Self-employed as2.9 .,42 3
Not Specified 13 0.2
JTOTAL 855 ioo._o' et L

Ctitel . SR R g A i

Source: Economic and Social Survey 1987:rab1e‘16;5

The public sector ‘which provides ebout 9oz-of the heelth cere services
~ does it virtually on a "free for all" basis s

é the ‘scale of fees is too low to require a third perty - the
" employer or insurance carrier - to pay o
;' = only 12% of recipients pay for some of the setvices they receive -

iIhe quality of paid services versus unpaid ones, hardly differ
significantly to stimulate the demand for health insurance. The
driving forces behind the generally poor services are:

- severe shortages of key health personnel in both the public and
private sector facilities

-~ health care facilities and professional personnel are unevenly
distributed outside of Kingston. Consequently accessibility to
health care is very difficult for more than 50% of the population.

Ihe estimated value of annual premium collected by the insurance industry is
J579 million between insurance carriers and a few self insured employers.
Five insurance companies dominate the industry, with Blue Cross of Jamaica,
the leader accounting for 54% of the value of the industry. Table 4 which
follows, provides the details. o

e
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R TABLE 4 = o
JAMAICAN HEALTH INSURANCE INDUSTRY: VALUE OF
ARNUAL' PREMIUM FOR HEALTH RELATED INSURANCE

' 1987
S C S
Blue Cross of Jamaica 42.5
First Life 7.5
The Jamaica Mutual Life 6.6
Life of Jamaica 6.2
American Life 11.1
Self Insured Employers .. , 5.0
TOTAL J$MILLION 78,9

Source: Insurance Companies -

Blue Cross has dominated the industry primarily because health insurance is -
its only business. All other carriers are primarily engaged. in- 1ife - -
ingurance. Table 5 which follows, provides details of each carrier in terms .
of its main type of business and nationality of ownership. ' S
TABLE 5 '
JAMAICA: KEY PLAYERS IN THE HEALTH INSURANCE INDUSIRY .
NATIONALITY OF

COMPARY

Blue Cross of . .
Jamaica Health Insurance U.S. - Jamaica
First Life LifevlﬁsutAnce,p - Jamaica .
The Jamaica 1}' _A: B

Mutual Life - Life. Insurance

Life of Jamaica Lifs*IﬁéﬁfaﬁéﬁQ

§

American Life L e .
Insurance Co, - ~ Life Insurance:’

Source: Insurance Companies )

B. Ivpical Organizational Structure of HEalth Carriers
All of the health carriers are adequately organized to promote health
insurance services, their client's needs and undertake risk analysis. They

have the key organizational characteristics to enable them to promote and
manage health insurance schemes effectively. Those characteristics are:
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- A marketing division
Actuarial services C T A T
A ddtd processing oF maragedieit information systems division .
A claims division - oy

W

Blue Cross, which provides health insurance aeriéeBldniy;ﬁiéﬂs’ﬁéfé“&ééailedf

organizational approach to health insurance. For exatiple its organization:
comes with:

- A committee with medical and hospital relations
« A provider relation unit

Since they operate a medical centre, théy aldo'hdvéTi;ﬁiﬁigiﬁéféﬁhﬁiﬁté§5
. responsible mainly for the medical centre. T B

.Exhibits 2 to 4, which follow, illustrate the organizéticfial stricture of the

leading health insurance organizations.

C. Ihe Health Insurance Coverage and Adequacy of Benefits

The basic plans offered by the health insurance industry cover most setvices;
with options to include optical, dental 4and maternity. The range of sgservices
covered as basics include: hospital room and board, miscellaneous hospital

éxpenses, surgeon fees, anaesthetic fees, home visits, office visits,
consultation fees, drugs, ambulance servi¢es, and laboratory tests.

The cash allowancé per case averages over 3 times the fees charged at public
facilities. On average, allowances are about 30% lower than the . fees_ charged
by private providers. Table 6 provides the details ¢n the features of the
basic plan and comparative fees for services under the plan.

Even though public sector provided services are cheaper than those provided by
the private sector counterparts, comprising mainly hospitals and a range of
medical specialists, the latter continue to enjoy excessive and growing demand
for their services because of the following: : . -

. There is a severe shortage of health care personnel in thé.publié :
sector. S SRR PR

» Waiting time for service at public sector facilities is muéh longer
than that at the private ones. ‘ ' ' o e

\31
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- o TABLE 6 |
' JAMAICA HEALTH INSURANCE INDUSTRY: FEATURES OF
" BASIC PLAN AND RELATED HEALTH SERVICES FEES

AVERAGE AVERAGE AVERAGE FEE
VALUE OF FEES FOR FOR SERVICE
’ COVERAGE SERVICE IN IN PRIVATE
MAIN BENEFITS PE S 0 0
~ Hospital room and .
board 110/day 47 169
- Miscellaneous S e g , L
expenses in hosp. 1,200 varied varied
- Surgeon fees ' 1,000 N/A . 1,200 -
- Assistant surgeon - o ' Lo
fee ‘ - 400 65 520
- Anaesthetist fee 400 - 65 2700
- Home visit "~ 30 N/A - 45
- Office visit - 26 N/A . 22,
- Hospital visit - 26 10 T2 -
- Consultation fee 100 . "N/A 118
- Ambulance service fully paid 8/mile - 11/mile *
- Laboratory test TOTE, TR
for outpatients 200 -  ffz01(ser1cq)”Lﬁ T80

D. Market Characteristics

As incicated prviously, over 80% of the potential insurance market has not
been realized due to the administrative constraints, and unfaverable delivery
logistics. The other market characteristics which should be analysed in thisg
section are the premiums and the competitiveness of the market. .

The average premium for basic policies is J$448 for individuals and J$1,259
for family and has been growing at 21% to 23% annually (21.3% for family and
23.2% for individual policies). The steep increases in the price of drugs
have been the main driving forces behind increases in premiums. The price of
drugs increases by an average of 17.5% per year 1983-1988 while the national
inflation rate was 14.4%. Table 7 provides the details on premiums and the
rates of inflation. ,
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" TABLE 7 :
JAMAICA. HEALTH INDUSTRY: AVERAGE ANNUAL
INSURANCB PREMIUM. FOR. BASIC GROUP PLANS 1985-1988

IEAR INDIVIDUAL _FAMILY
1985 S 244.00 713.51
1986 265.08 777.48
1987 315.30 925.02
1988 448.47 1,259.90
Average annual inflation rate - 23.2 - 21.3

for premium (%)

Average annual national . 14,1
inflation rate 1985-1988

Average annual inflation rate o ,
for drugs 1985-1988 17.5%

Sources: (a) Insurance companies for Premiums and Inflation Ratcs for
Drugs; (b) Bconomic and Social Survey of Jamaica for National Inflation
rate,

.The market has been very competitive in terms of levels of premiums as~shown
in Exhibit 5. The key driving forces behind the high level of competitiveness.
in premiums are: ,

» All the health insurance carriers are targcting the same market

segments,

« The market is low income while thc cost of services espccially drugs

‘ has been increasing. :

. Employers procure policies on compacieive baais

Health Insurance accounts for only 18% of the. total sales of insurance
companies participating as health insurance. carriers: -

.;‘:.

. It accounts for 100% of Blue Cross sales, ‘

. It accounts for a combined share of 7.4% of the sales of the inaurance
~ companies participating as health insurance carriers.. Table 8 provides
-+ the details, :

Healch insurance represents a very small share of sales of life 1nsurance
-companiea because it is generally a low. profit or unprofitable business. '

. In 1986, Blue Cross which represents over 50% of the industry recorded
a loss of J$3.0 million on a premium of J$40 million.

« Life of Jamaica, which operates the HMO is now considering new
strategies due to severe losses on same. .
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TABLE 8 ' -
JAMAICA HEALTH INSURANCE INDUSTRY: HEALTH INSURANCE
BUSINESS AS A PERCENTAGE OF INSURANCE PREMIUMS
COLLECTED BY THOSE IN HEALTH INSURANCE 1986 IN J$MILLION

HEALTH INSURANCE

) TOTAL INSURANCE HEALTH AS PERCENTAGE OF
v PREMIUM INSURANCE TOTAL INSURANCE
COMPANY J :
A 40.1 40,1 100.0
B 7.0 28.9 24,2
D 5.7. 149.5 3.8
E . 1|°~ ! e 9203 C 1-1
L TOTAL = 6.1+ . 3%9.3  18.ax

Source: Superintendent of Insurance

The total net worth of the 5 companies which are health insurance carriers is

J$213 million with Mutual Life, vhich accounts for less than 8% of the health
insurance industry, accounting for J$122 million or 57% of the net worth of
the industry; while Blue Cross, the leading health insurance company,
accounting for only J$6.2 million or only 2.9% of the net worth of the—
industry. Table 9 provides a break down of the net worth by company.

Blue Cross has the widest range of related experience to collaborate
with the public sector health care services primarily because it o

accounts for over 50% of the industry and it has an international track

record of professional related services in health care.
The four life insurance companies especially Mutual Life and Life of

Jamaica have stronger financial bases for supporting capital investment

with a blend of relatively limited health insurance experience in the
public gector health services. : :

The four life insurance companies have showed a strong preferencg.fgrjldéé;isk,

investments concentrated in:

« Governments' bonds r -

» Mortgage loans secured by real estate:
« Real Estate R
'« Deposits

Table 10 which follows illustrate ﬁh;t‘bongs,7:eAI;estate‘and realfestate?,{,
secured mortgage loans and deposit account for J$1,336 million or 87% of their
investments. ‘ - ‘ o

W
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EXHIBIT 11-5

; JAMAICAN HEALTH INSURANCE INDUSTRY: COMPETITIVENESS
' OF PREMIUMS FOR FULL SERVICE POLICIES

. $ Premiums Per Annum
2200
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1400 1480
ZZ
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~-g00 | // /
00} / /
400 / /
200 / | /
0 // // ' TYPE OF
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TABLE {1 - 9

JAMAICAN HEALTH INSURANCE INDUSTRY: NETWORTIH
: OF KEY PLAYERS 1986 IN$ MILI.IONS

Components/Value of Networth

o "TOTAL - PAID-UP HEAD OFFICE ' SHARE .. CAPITAL = . GENERAL - - UNDISTRIBUTED -
sCOMPANIES NETWORTH *CAPITAL ACCOUNT __ PERMIDM. RESERVE . RESERVES ““PROFITS .+

“Blue Cross of' L o : o
Jamalca 6.2 4.7 0.2 1.3
First Life 9.9 15.9° 1.8 7.0 (14:8)

The Jamalca Mutual
Life Assurance .
Society . . 122.3 -

Life'of‘Qamaigé A66,2. 55{5; 6;35

American Life . o .
Insurance Co. 8.1 2.7 3.4

- VT -

TOTAL $ MILLION- 212.7 24.3 12806, . 63.6 - (3.8)

SOURCE: Compiled from office annual ceport of tho Superintendent:of Iqshrance. Jamaica 1986

RELSOQNI SONVENSNT HITVEH =~ 'STSKTUNY TUOINHDGL

¢°Q XANNY
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These insurance companies are reluctant to make any major 1nvestment in long.
term oriented and relatively more risky ventures such as health care
facilities or development and improvement of health care services. THey
Justify their attitudes on the following grounds. '

. Resources belong to policy holders. o

+ They must maintain a very high percentage of their portfolio in "near
cash", , S

. The nature of the industry restricts it to low risk investments.

- The general public's perception of health care is that it is a right
bestowed by government. ) R

+ In general, the public is not sophisticated in their perception or use.
of insurance, ) o -

F. National Regulation

The Superintendent of Insurance, Government organization, is responsible for
monitoring the practice of all insurance companies to ensure that they operate
to satisfy certain standards revolving around liquidity, ownership, procedure
for claims, and reinsurance. Table 11 highlights the key features of the
regulatory requirements of health insurance companies operating in Jamaica.

G. National Insurance

The National Insurance Scheme (NIS) was established over 20 years ago as a
component of National labour standards for all employed persons. The scheme
which is administered by government, requires all employers and employees,
over age 18 by law, to subscribe to the scheme. The employer subscribes 2.6%
of each employee's gross pay while each employee contributes 2.2%.

The scheme provides for medical benefits arising from Job related injury and
disability. Table 12 provides the summarized features of the legal
requirements, the range of benefits, and the administrative framework
applicable in the scheme.

TABLE 11
JAMAICA HEALTH INSURANCE INDUSTRY: KEY REGULATORY FEATURES

KEY REQUIREMENTS

UNDER THE INSURANCE ACT —KEY_FEATURES

1. All insurance companies + Its corporate and legal status
must be registered to - in Jamaica o
provide health insurance "« Its range of business

activities C
. Its operational procedures -
for claims

2. Majority ownership should . Buainsss detalls on its agents
be Jamaican o Itiy asnet: liability situation

o At lesst 31% of the ownership
shou'il ba Jawajcan '
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TABLE 11 (cont'd)

'KEY REQUIREMERTS - .
UNDER THE INSURANCE ACT _— KEY FEATURES

3. If it is a new company it . Minimum paid up capital of
must satisfy certain © J$10 million
financial and organizational « Proof of its viability
requirements « Proof of adequate organization-

tional arrangement & staffing

4, The'compény must make annual - . Its balance sheet
returns to the Superintend- . Profit and loss situation
dent of Insurance . Its key professional gervice _

agents - auditors - actuaries
« Its level of reserves
+ Its re-insurance arrangements

. TABLE 12
JAMAIGAN NATIONAL INSURANCE SCHEME: MAIN FEATURES _
ADMINISTRATIVE ' a
LEGAL : MAJOR BENEFITS FRAMEWORK
. Mandatory for all . Benefits . Automatic
employed persons - Employee injury payroll check-
to participate - Employment injury off for
death benefit gubmission
. All persons aged 18-64 - Prescribed medical :
- Wage employed treatment . Legal action
= Self employed - Employment can be taken .
— Other insured disability for non-compliance
employed persons
_« Level of benefits . Prescribed list
+ Subscription is joint © - J$9 maximum for of health care'
- Employer : doctor's visit providers.
~ Employee - Treatments J$5-12
maximum
. Required contribution @ - Operations J$15.75
is approximately 4.8% - - J$31.50
of gross pay ~ Lab. tests J$9-12
- Employer pays 2. 6% - Physiotherapy
- Employee pays 2.2% J$31.50 max.

- \\9
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II. s CTING 0 INDUSTRY

There are at least eight key issues impacting .on the Jamaican health insurance
industry in the following ways:

The cost of health insurance to subscribers

The viability of the plans

The profitability of the carriers

The growth of the industry ' o
The level of financial support available .to reduce gp?ernment{a‘
required support e RIS

oo

Table 13 which follows, summarizes the main concerns, the strategies (if any)
under consideration in the insurance industry to address them, and the
required level of government and other support. .

III. QUTLOOK

S——

The two leading companies, Blue Cross of Jamaica Ltd. and Life of Jamaica have

positive intentions to assist in improving the management of health aervices «?

_as follows: ) -

. Blue Cross proposes to provide the follouing servicegj_
= Introduction and administration of cost containment;systems:at;
hospitals. A o R
- Administration of a scheme for the medically indigent.
Life of Jamaica could see its role expanded as follows"

- Design and management of the health care delivery system.
= Monitoring of cost containment,



UAMAICAN HEALTH INSURANCE COMPANIES:

BREAKDOWN oF INVESTMENTS

IN J$MILLION 1986

- 18 -

ANNEX D.2

“TECHNICAL ANALYSIS - HEALTH INSURANCE INDUSTRY

-0 .7

g

5.9

13.5

174.7}199.0

ST P

45,5

29.3

T
ire
L
o —
~ e o o -
B . e - Y B - et = o
PR L ) ] . . e
.S -2 Q- o .
) o)) (= R o *
L - ey -
0 N ™) o .
., e RE o
™ <« m
A [ 1 B
e .
l’ll‘ "  — ) " - \
('~ ] SN bl 2z FAI o o
. e .0 hs
<« -V ~ .
N -y m'-N
> ~3 e T

o

‘2.0

1039.4] 0.3 11615

“3531

65.4

. CoMPANY

1 BLUE CROSS OF aamarca

TR

FIRST LIFE

e ne e

- THE JAMAICA- MUTUAL
“ASSURANCE SOCIETY *

SRR

LIFE OF JAMAICA
AMERICAN LIFE

INSURANCE COMPANY

TV em e e @ st ————— e "
Rruli S

115370 0.3 )255.2 404;1?152.5v3§9,5 1.7




® e 40 e m———r B0 0ts ® oet 00 a

- 1.

2.

TABLE

- and office visits

T et

It - 13

"MAJOR_CONCERNS

"Excassive pricas for drugs are
driving up the cost of health
insuranca

An abuse of Medical procedure
are eroding
tha viability of health
insuranca plans

. Imadequate awaraness of the

importance of health insurance
retards the growth of the industry

-and restricts financial support:

- for hi2alth care

"to ‘Increase

Profitability of .industry

is low, as claims continue -
as’ a ‘'share of
premium. ’

JAMAICAN HEALTH INSURAN
MAJOR CONCERNS AND STRATEGIES IN PIPELI

CE

4

'INDUSTRY ¢

STRATLGIES UNWER_CONSIDERATION

;JCOmpahies will be

Sét*maxlmum}al10ﬂan§¢gf0fvaﬁhgsﬂ_';fdﬁyerhﬁenf
. according ‘to fllness =~ 7

astaﬁiiEhjngii
mechanisms- for early detection
of abhuse. I

Companies wiii,bbomote”préférféd”‘
provider arrangements__ Lo

‘Companies.will prﬁﬁoie~ihjsg

through- the media-

;ntrpﬂuctiﬁn‘ofiéﬁsfyconétrajnf
measures .. . - R
= improved monitoring

- closer collaboration with
health personnel- T

- Promote use*gf genéfﬂc'grugs

4

NE AND: REQUI

N e
- REQUIRED_SUPPORT _

'rluééd‘for-ﬁqvern

.-« Service

‘ medi;ine

 Government should makérﬁéa!t

'
H

RED SUPPORT

“should introduce.
.genericrerQs_jntogphe»;yStem;

Medical

pé?SoﬁhéIiéhbuiﬁfhéT$g

to promote the:use of. generic.

drugs - -

ambulatory care

familiarized with economic

- B -

Ansurance.a minimum 1abor
standard I

-

L]

e.LBbOftﬁhionsisﬁoulﬁ méké*heﬁ]
.afjnsqrance;a basi;)bengf{; S

. Government!s_nationgi dhuﬁ*
‘policiés should promote -
generic drugs

providers Should be -

mentlfdifmprﬁiég
island-wide. -

b

-
=‘

P



-

| o et s e st ety e - —
i P —

\EA

TABLE‘II- 13 JAMAICAN HEALTH IHSURANCF INDUSTRY: ;
(CONTINUED) “MAJOR CONCERNS AND STRATEGIES IN PIPELINE AND REQUIRED SUPPORT
MAJOR-CONchNS _ - - STRATEGIES UNDER CONSIDERATION ’gggﬂlen SUPPORT
-5 inﬁurance companies should No specific strategies are .r.fGovqbnment should: ¢etermineuthé$
be invited to devise a plan planned for them. However, indigents by parish =~ -
‘ ~ for the medical indigents Blue Cross in particular feels o - _ .
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i : ?ans J required government support ~for health care to the indigent
i P : EE ’ and work with the insurance
[ - it could help to reduce industry to implement it
i - the central government .
§, cost of serving them
1 ‘6. Government's policy on No major strategies or .Government needs to develop an
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care services beyond being investment policy framework as E
finsurance carriers exist in other sectors. ' >
. - ' . R S MmN
H _ , . . . , : .- O o<
; 7. HMO concept is retarded . The following strategies are Technical assistance ‘to promote B
: by abuse ‘ " under review: . o the concept of HHO = . 7 =
B ;;c;g:}ggtgf(gg{;.ggg;gmgzgf ~;;.Gﬁvernmehﬂs promo;iéf:of_thbiif
visits are presently copaid) “"9 concept

- reduce the network of labo-
! ratories and pharmacies with
whom they do business to make
it more profitable for the .
1B competitive ones )

RAISOANT EONVENSNT . KITEH ~
| 2°0 XENNY R




s te = d—r s

‘-

TABLE 11 - 13

JAMATCAN HEALTH I
STRATEGIES IN

( CONTINUED)

.non-urban areas retards growth

" MAJOR_CONCERNS

Poor distribution of medical
personnel and facilities ip

Oof health insurance indistry

- adequate services cannot
"bexgqaranteed :

- Sacondary, and tertiary care
1s hard to access

The quality of service in
public facilities which
accounts for over 80% of the
service is poor. Therefore
there is no drive to subscribe
to health insurance. .
The health insurance~industry
will not grow as fast as it
could due to the lack of pressure
to have health insurance.
- The Private Sector role and
services are very limited

- The Public Sector vwhich is
. more equipped to handle more
complex cases charges very

minimal fees. C

The health insurance sector.
QOeS‘not enjoy any fiscal
incentive for expanding their
services -

STV

NSURANCE INDUSTRY: MAJOR CONCERNS
PIPELINE AND REQUIRED SUPPORT

STRATEGT IS UNDER _CONSTDERATTON

This is outside the direct.

‘control of - the insurance .
~industry.

None

None

None

REQUIRED SUPPORT

Government policies are
required to. promote.
health facilities and
retention of health
personnel in non-urban
areas.

Government can pass
legislation to sanction

operation of rural clinics

by nurse practitioners
vith scheduled visits
doctors. Preventative
and diagnostic medicine

"outside of the hospitals.E

.

Government should

immediately involve the
private sector to assist (7]
in improving the service i

Government should improve
administration to ensure
that the medical indigentg
get it free and others
paid economic rates.

|
S

Government needs to broad-
en its investment from
motion framewerk to in-
clude the health sector

by Wﬂ

———D
<. <o
N

2,

TEH?-

¢°d XANNY



R . BNNEX D.2
TECHNICAL ANALYSIS - HEALTH INSURANCE INDUSTRY

-22-

Both Blue Cross and Life of Jamaica are positive that their management "know
how" are their key advantages in their proposed role, while Blue Crecss
highlights its international experience and network of services as well as its
local dominance in the local health insurance market as key assets. Life of
Jamaica indicates that its proposed role could greatly benefit from its
management experience as well as its large financial reserve,

Mutual Life, which has a range of strategic plans for major expansion in
health insurance has also expressed a strong interest in providing management
support services to the public sector health care as an effort to increase
private - public sector collaboration to improve -the services. It is however
not very clear regarding the specifics of the tyﬁejof support Mutual Life
could provide. -l .-

American Life (ALICO) and First Life would like to limit their role to
insurance carriers in the Jamaican health care sector.

. ALICO feels that health care services arertoo complex, and risky.
Besides, they are already engaged in Eureka Medical Complex,

. First Life also wants to limit its role to that of insurance carriér;g
It will however, reconsider its role if government introduces
attractive incentives.

B. Profected Share of the Industry

Competition is likely to be very aggressive in the health 1nsurance industry
in the medium term as most of the carriers are aiming at gignificant growth in
market share. For example, Mutual Life is planning to triple its share from
4,7% to 16.0%.

This optimistic outlook by each company, if aggressively pursued, is likely to
generate a wider segmentation of the market and industry since each company
will want to at least hold on to its present share of the business. Table 14
summarizes the S5-year outlook for the Jamaican health insurance industry.

TABLE 14
JAMAICAN HEALTH INSURANCE INDUSTRY: FIVE-YEAR OUTLOOK

- PRESERT  PROJECTED DRIVING FORCES
MARKET BEHIND PROJECTED

MIARKE ] 97119

blue Croas 52 60 Diversification of Community involve- .

plans, inclusion of ment media
nev markets. promotion.
First Life 7 16 Specialized sales Media promotion
' ' force with sales of its specialized
representatives ~ sales force.
being highly trained ‘
in health.

153
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TABLE 14 (CONT'D)

PRESENT  PROJECTED DRIVING FORCES
MARKET MARKET BEHIND PROJECTED

COMPANY SHARE % MARK] HAR]
Mutual 4,7 - 10 - Aggressive marketing Restructuring of
Life sales terms,
o - o o f
Life of . 2.2 35 Promoting wider Promotion of the
Jamaica participation in benefits of HMO.
HMO
Aﬁerican 15.2 No
Life Projection
Source: Insurance Companies -
-IV. CONCLUSIONS
Baged on the analysis presented in this report, the fél;owing conclusions can’
be Mde. N . ‘ B s B '1!‘? . e : |
1. +301°, oY 1 I Uik 1} 12 L] . -
« There are about 111,000 policy holders.
« There are about 333,000 insured.
2. Rglisx_ﬂglgs;g_e;g_s9ngsn&;e&gQ_Am9ns_xhgas_lnzgi!sg_in_hszsg A
Establishments; : ommerce,
. It i3 more cost-effective to administer these schemes.
. Employment is more stable in these areas,
3. e and W formal Se e sent o)
gnd_iaz_gi_shs_gmnlgxs§4_1§_ngs_lgnnsg_hx_shg_Inagxgngg_1n§9333;ak_gz§n
R egents _the Largegt Segment o e
. The cost of servicing this segment of the market is prohibitive.
. They have no formal payroll system to facilitate easy collections.,
- 4y W (¢] P

» The supply of private sector paid health care is limited.

« The fees charged by the public sector health care providers are not
high enough to stimulate the need for health insurance. ‘

« There are no quality differences between paid or free services in
the public sector, the main provider, to stimulate the demand for
health insurance.
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5, t Health Insura Ca ave e te 0 a
ture a Healt a Service ey’
the Following :
. A market division.

. Actuarial sarvices
. Claims division.

6.
-  Health insurance represents 1 to 24% of the business of other
. carriers. ~ , ’ .
. Blue Cross is the industry leader.
7. v
. Premiums variations are in significant. ‘
. The range of benefits and cash allowances under comparable plans
. _ are very similar, )
8. Health Insurance Cash A e for rach Health Case far Exceeds the
Feeg Charged for the Service in the Public Sector, and is about 70% of
ad b vate Sect e .
+ The unrealistically low fees in the public sector cushions the
profitability of the health insurance industry. S "~
« Public sector fees range from only 16% to a maximum of 38% of the
fees charged by private sector providers.
9. mmme_ﬂsﬂlﬂumugmwmm

. There is excessive use of health care gervices.

« The cost of drugs which accounts for 40% of claims has been rising
at over 20% annually.

Se ﬁ . a : 7 a‘
About 43% of their investments are in Government's securities.
About 33% of their investments are in real estate related ventures.

e

. More aggressive marketing strategies.
. New and Innovative schemes.

12; }‘a )

urance Companies have no In B3¢ _in Long Term Investment in
Health Services but could ev w
the Following Areas: : .

Management of the gervices.

Promotion of health insuraace.

Management of cost containment in the service., -
Provision of coverage for the medically indigent.
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13. There are about 8 Gritical Issues Impacting on the Health Insurance
Industry in the Following Ways: o
- The coust of health insurance to subscribers.
. The viability of the plans. '
. The profitability of the plan,

The growth of the industry.

« Development of an execution of a health care scheme for the
medically indigent. ’
+ The development of a national drug procurement and pricing policy.
. The development and execution of a public education program . .
designed for health care users, health care personnel, trade unions
and employers.
« Development of the requisite policy framework for stimulating
greater private sector collaboration with the public sector in
._ .__health care. , -
.+ __Appraisal of the potential for a National Health ‘usurance acheme.

oL
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ANNEX D.3. TECHNICAL ANALYSIS --PRIVATE SECTOR

Background: The Current Health Care Svstem in Jamaica

The health care system in Jamaica is made up of a public and a private sector.
Both sectors face a variety of problems, some of which are common te both and some
of which are sector specific. This section summarizes the current status of the public

section. Beyond the current status of the public and private systems, this section
discusses the problems unique to the overburdened public health care system and
the resources of the private sector that would complement the stréngths, and
alleviate the weaknesses, of the public health care system. Through a private/public
partnership, Jamaica can realize the benefits of a decompressed public health care
system.

The Public Sector

To date, the Jamaican public health care system has served as the primary
source for health care financing and delivery for the entire island. The private
sector of the island’s health care System runs parallel to the public sector with
similar system components: hospitals, ch'nicaf and laboratory services, health
man‘ﬁower resources (physician practices, nurses and alljed health professionals),
and health insurance (financing). Both the public and Krivate sectors of the health
care system have various strengths and weaknesses. The public system, however, is
currently overburdened and has decreasing government support to meet the
increasing needs of its patient opulation. This section outlines the problems
unique to the overburdened public health care system. -

Population Trends and Health Sta‘us

The public health care system is faced with many challengesin addressin% the
health care needs of the J amalcan population. The size of the J amaican populati

population, as described in the Review of the Jamaican Health Sector and an
Assessment of Opportunities for Externa Donor Support, is relatively even
petween the rural and urban areas of the islan . Unfortunately, however, the
ealth services resources are for the most part contained in the urban areas of the

Currently, the primary public health concerns for the island include infant
mortality and malnutrition for children and cerebrovascular and cardio vascular
diseases for adults, 1984, the country’s infant mortality rate was 13.2/1000 births
2/. Malnourishment and nutritional related deficiencies among children are alsoa
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primary concern as a 1985 national survey of the nutritional status of children

under age 10 found that 11.3% of children under age five had moderate to severe ... .
nutritional deficiency resulting in a national prevalence of stunting in children of
that age group to be 7.1 percent 3/. Maternal and Child health continues toserve as..
a main focus for the public health care system in its efforts to eradicate health
problems related to malnutrition. As these efforts intensify the demand for public
education and primary health, on a preventive basis, will continue to increase and .
the public health care system will require additional resources to meet this need.,

Among adults, cerebrovascular disease was the number one cause of death
occurring at a rate of 86.2/100,000 population in 1978 and heart diseases the number
two cause of death occurring at a rate of 83.3/100,000 population during that same
time period. The number three and four causes for death among adults are '
malignant neoplasms (80.1/100,000) and accidents (34.9/100,000) respectively 4/, -

The Review of the Jamaican Health Sector and an Assessment of Opporiunities
for External Donor Support, report also describes the population as relatively young
and indicates that the over 65 segment of the population constitutes fifteen percant
or lower of the total population. Although the report relates that in recent Years
there has been a shift in the disease, morbidity and mortality pattern, from  ----. -
infectious to chronic diseases, it is anticipated that as the population ages the trend
to chronic and degenerative disease patterns will accelerate. Aschronic disease
prevalence increases, so will the public demand for technologically sophisticated - -
diagnostic and clinical laboratory services as well ag highly spectalized physicians.
Tomeet the increased neéd/demand for these services, the pu%lic'secf_;pxj will require

additional resources to strengthen its current hospital system., -°

Public Hospitals

® Size of the sector: Prior to the rationalization of the public health care system,
there was a total of 29 acute care hospitals on the island. fn an attempt to —_—
system redundancies and to create a more efficient system of care, there was a
rationalization effort which involved the scaling down of the smaller underutilized
acute care hospitals into primary care facilities and reducing the bed ¢ acity of
other acute care hospitals. Asa result, the current capacity of the pubfic health
care system includes twenty-four hospitals and 447 primary health care clinies 5/.
The government remains the major provider of inpatient care for the entire island
with private hospitals providing less than one percent of total inpatient admission .
6/. Yet the Fublic hospital system as the primary provider of inpatient care for
Jamaica is faced with several system deficiencies. Key system deficiencies include
physical facility and equipment deficiencies, hospital management deficiencies,
medical staff and nursing shortages, and clinical and diagnostic laboratory
deficiencies. Following is a discussion of these deficiencies.

® Financial status: One of the primary problems facing the public hospitals is
that of capital funding for facility maintenance and repair. Due to insuﬂ}i)cient
ding for maintenance, government hospitals are in severe disrepair. For
example, according to the findings of a 1987 survey of eighteen physical facilities
in each of the categories (A,B and C) conducted by the Pan American Health
Organization and the World Health Organization, the average condition of the
fized equipment for all the hospitals surveyed was very low with an average rating
of fifty on a scale of one hundred (with a rating of seventy-five being acceptable).
Although this study reported slightly higher average ratings of the buildings,
around sixty on a scale of one hundred, Lieir ratings indicated that their condition
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gs below seventy-five) 7/. As a result of this study,
B approval is pe

nding, -

Human Resources in the Public Sector

In addition to inadequate space, agin
face human resource shortages. The fol
human resource shortage situation:

buildings and equipment, public facilities
owing three contributing factors affect the

® Poor working environment conditions, --

The disrepair of the physical
facilities and equipment discussed in the preceding paragraph accounts in part

for one of the ccawributing factors, P
Support perscanel also contributes,
private sector donor support in terms
contribute to facility maintenanc
public sector working environme

deficien

average twenty-
Medical technicians, sixty-two p
for Pharmacists, thirty-three percent
for Nutritionists/dieticians 8/.

An example of the impact that limited
ortagesis the
ccording to the government’s
try of Health has
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public health system. A
traditionally the Minis

sixty percent of propos
funds for traveling an
eighty
manuals. As aresult, the public heal
management personnel.
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e and repair co
ntsituation

® Inadequate training programs, -- Insufficient fundin
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shortages, averaging thirty-two percen
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ed training progr

d subsistence for
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one public system funding
onnel vacancies, or
(GradesI-IV)
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H reported pers o
t for physicians les[-IV),an ..~
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management training experience of the
five year plan; ]
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ess than ten percent on administrative
unavailability of funds, only about

ams can be implemented due to lack of

management staffin rural areas. Also

e training programs have no training

th care system is in dire need of trained

® Inadeguate staff salaries -- Insufficient funding to attract highl}; .trained and
skilled health care managers as well as medical personnel (physicians, nurses

and technicians) represents another .
gualiﬁed personnel to fill governmen
edicate the majority of their servi
system,

The public health care system is stressed due
system involves total reli
g costs of providing h
an (1987-91), the MO
is total reliance upon th
r no incentives for man
to initiate system pro
l1costs. Forexampl

resources. The current
reimbursement for the
government’s five year pl
total health care financing. Th
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effectiveness and reduce overa
to the public health facilities was $314.2
government funding and annual fees col
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t vacancies who instead either migrate or
vate sector of the health care
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ealth care. According to the :
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M which representsa combination of ,
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Government dedicated more than ninety percent of the total funds, or $309.2M to
the public health facilities 9/. An alternative reimbursement policy might involve
the establishment of certain financial incentives that would encourage the public
facilities to seek funding from alternative sources and implement cost-savinFs
measures, such as improved collections on billings, that would benefit not on y the
government but the facilities.

by $104.3M, or 55.9 percent, from $186.5M in 1981/82 to $290.8M in 1985/86 10/.
Moreover, health care accounts for 2.5aFercent of the country’s Gross Domestic
Product (GDP). This rising cost of health care is particularly disturbing when care
for the indigent is taken into account as the public hospitals carry the majority of the
indigent care burden. - , :

Sector Financing

Any discussion of reform of the &ubh’c health care system involves addressing
the financing and delivery of care to.the indigent. In 1987 the Ministry of Health -
commissioned a survey of targeted catchment areas for pilot health ¢are projects, -
Based upon the findings and recommendations of this study, “Appraisalofan ... .
Analytical Reporton a Survey on New Initiatives in Health Financeand. -: .. ... .
Administration” (the NIHFA Survey), theindigent population load for theentire.
island was estimated to be 1,041,000 indigents and 817,000 near-indigents. This
segment of the population is estimated to be roughly 44.2 percent of the population
(based upon estimates from the McFarlane Report on the NTHFA Survey), -An. - °
additional 34.7 percent of the population is estimated to be “nearindigent” 11/, The

health care or insurance organization, the government might realize a more efficient
and cost effective system for financing and delivering care to the indigent.

Diagnostic and Laboratory Services

and at fifteen hospital laboratories throughout the island. However, the limited
space to which the government laboratory is currently committed is-unsuitable and
is housed in an old comg..:¥ not originally designed as a laboratory building.
Moreover, often the government laboratory has been unable to provide necessary
services due to staff's ortages, equipment failures and inadequate supplies of
reagents. Again, as is true throughout the public health system, inadequate
salaries to attract trained professionals is the target of blame. At the time of the
report the government estimated the cost for renovation and updating these
facilities to be $269,200.00. Steps have been taken to address this situation and
public laboratory services should improve somewhat with the EEC funded
construction of a new public laboratory. The new laboratory is scheduled for-
completion within one year.

Wb
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Summary

In summary, the public health care system is faced with many problems and too
few resources to adequately address these problems. An evaluation of the private
sector, however, sho.uld reveal additional resources: financial, training and

The Private Sector

The Jamaican private health care system encompasses physicians, dentists,
hospitals, diagnostic centers, laboratories, and private Eealth Insurance companies.
Although the private health care system has been in existence for many years, its

growth hasbeen slow 12/. Utilization of rivate services, especially hospital
services, is low when compared to the ubFic sector. Reasons for limited private .
sector utilization and growth include the unavailability of equipment in the private
sector, poor managerment of private facilities, limited private insurance coverage,
and the government's reimbursement and regulatory policies. '

The private health sector is not self-contained, Private sector providers are

directly affected by several groups including associations and interest organizations, .

the government, and banks (See Figure 1). Also, as Figure 2 illustrates, there is:..
interaction between the public and private sectors.The private health sector The -
private health sector. e

In spite of limited utilization of private services, the private sector serves a |
cross section of persons. A 1983 physicians' survey indicated that the majority of
persons treated by private physicians were from the working class rather than the
upper class (See Figure 3). Additionally, many persons who enter the private health
care sector do not have third party insurance. The willingness of many persons to

ay out-of-pocket for private services indicates that there is a large potential markat
or these services. Access to that market, however, is limited by services availability
and persons' ability to pay.

The remainder of this section presents a revicw of the major components of the
glrivate health care sector, a brief analysis of current private/public initiatives, and a
Iscussion of specific strengths that the private sector could offer to a public/private

partnership, :

Private Hospitals

® Size of the sector: There are seven private hospitals on the island, five of

- which areJocated in Kingston (See Table 1). All private hospitals function as
secondary hospitals; the only tertiary care available is through either the University
of the West Indies or the Kingston Public Hospital, both of which are public
facilities. In additional to the seven private hospitals, private beds are availableat -
several public hospitals 13/.

\U\
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In summary, the public health care system is faced with many problems and too

few resources to adequately address these problems. An evaluation of the private
sector, however, sho_uld reveal additional resources: financial, training and

The Private Sector

The Jamaican private health care system encomgasses physicians, dentists,
hospitals, diagnostic centers, laboratories, and private health lnsurance companies.

Although the private health care system has been in existence for many years, its
growth %as been slow 12/. Utilization of rivate services, especially hespital . -
services, is low when compared to the public sector. Reasons for limited private. ..
sector utilization and growth include the unavailability of equipment.in the private
sector, poor management of private facilities, limited private insurance coverage,
and the government's reimbursement and regulatory policies, ... . -

The private health sector is not self-contained, Private sector providers are
directly affected by several groups including associations and interest organizations,
the government, and banks (See Figure 1). Also, as Figure 2 illustrates, there is:
interaction between the public and private sectors.The private health sector The -
private health sector. o

In spite of limited utilization of private services, the private sector servesa .
cross section of persons, A 1983 physicians' survey indicated that the majority of
persons treated by private physicians were from the working class rather than the
upper class (See Figure 3). Additionally, many persons who enter the private health
care sector do not have third party insurance, T e willingness of many persons to

ay out-of-pocket for private services indicates that there is a large potential market
or these services. Access to that market, however, is limited by services availability

and persons' ability to pay.

The remainder of this section presents a review of the major components of the
rivate health care sector, a brief analysis of current private/public initiatives, and a
iscussion of specific strengths that the private sector could offer to a public/private. .

partnership. ‘ ‘

Private Hospitals

® Size of the sector: There are seven Private hospitals on the island, five of
which are Jocated in Kingston (See Table 1). All private hospitals function as .
secondary hosglitals; the only tertiary care available is through either the University
. of the West Indies or the Kingston Public Hospital, both of which are public o
facilities. In additional to the seven private hospitals, private beds are available at
several public hospitals 13/
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In the area of hospital care, the private sector has not been a major force,
Total private sector admissions represent only about one percent of all admissions
annually. The seven private hospitals range in size from ten bedsto sixty-six beds
with a total capacity of 286 beds. This represents only five percent of total beds
available nationally. Services utilization is low largely because of the high costs of
private care and the availability of comparable services through the public sector.
For the most part, however, private sector services are considered to be of higher

uality than public services.” With increased insurance coverage, it is likely that the

gemand for private hospital services would increase.

® Financial status: All private hospitals are reporting some financial
difficulty 147 ccupancy rates are generally between fifty and sixty-five percent
(See Table I). It is generally accepted that occupancy rates of at least sixty to sixty-
five percent are needed in order for hospitals to maintain financial health 157/.

Because of poor financial performance, heavy import taxes, and interestrates
that average between twenty-four to twenty-seven percent, itisdifficult for private
hospitals to raise the capital necessary for the purchase and maintenance of up to
date medical equipment. Therefore, certain services are rot available through .
private hospitals. The unavailability of certain services has had a negative effect on.
the overall utilization of these hospitals. ' )

Government policies regarding duties on imported medical equipment Have
had a particularly damaging affect on private sector growth. There are four types of
duties applied to equipment and supplies imported into Jamaica. Thosé duties are
import duties, consumption dutieg, custom duties, and stamp duties. In its Ministry

on private medical enterprises, duty taxes continue to be an impediment to sector
growth. For example, with the purchase of ultra-sound equipment for J$ 230,000
(U.S. $ 47,000), one facility reported that the stamp duty applied equaled J$ 49,000.
Figure 4 provides examples of the duty rates applied to items frequently purchased
by private health care facilities and laboratories. Such high tax rates have led many
institutions to indefinitely postpone purchases of new equipment thereby limiting
services availability throughout the private sector.

Beyond the unavailability of certain services in the private sector, the
government's reimbursement policies and the limited avaiYability of third party -
insurance coverage have affected private hospitals’ ability to grow financially.
Basic care received through private facilities averages J$ 250 daily. Drug and
accessory costs are in addition to the basic care charge and average J$ 550 daily (See
Table 1). With government funded care available through public hospitals, those
seeking care in costly private facilities are generally the wealthyor persons with
Frivate health insurance. Even those with third party coverage often turn to public
acilities for inpatient care because insurance copayments for private caregenerally
exceed the cost of care in a public facility 16/. Additionally, there is no mechanism
through which private hospitals can receive payment for care rendered to indigent or
low income persons. Therefore, when private facilities serve persons who are unable
to pay, the cost of care is classified as "bad debt”, | : |

Beyond problems encountered when dealing with the uninsured patients,
Private hospitals often experience financial difficulty when dealing with persons
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covered by private insurance. Private hospitals report that they experience problems
when dealing with third party insurers. Many private hospitals report delaysin
collecting fees and difficulties in establishing proper user fees,

® Specific oroblems facing private hospitals: Overall, private hospitals'
difficultiesTall into the categories of human resources, management, and finances,
As with public facilities, Private hospitals have had difficulty attracting and
retaining adequately trained staff. The rivate sector's problems with staff ,
recruitment and retention mirror the di lculties experienced in the public sector.
The island lacks training programs for hospital administrators and other

management level personnel in the health care field. Therefore, hospit:al

allocation, inadequate planning, and improper or nonexistent management controls
and ultimately affects private hospitals' finaneial position 17/, Coee

—t—

whiie slightly higher than in the public sector, is below what those nurses could earn
elsewhere. Given the nursing shortage in the United States, many trained nurses
accept positions abroad. Additionally, there are no rograms in place to properly
train technical and ancillary staff to operate recently developed medical equipment.-

The management problems facing private health/medical practitioners are, to"

a large extent, the direct result of the lack of trained management personnel-
discussed above. Because management is frequently unfamiliar with the unique
aspects of the health care sector, in many private hospitals major management - :-
decisions are made by staff physicians who lack management training 18/. The
result of this management vacuum has been poor to nonexistent long term financial
.and strategic planni ng, inadequate or poorly designed marketing programs, and
poor resources management and allocation. These management shortcomings have
affected the ability o private sector hospitals to perform in the market place and to
develop innovative strate gies for increasing their market, share.

The major financial problems facing private sector hospitals fall into the
following categories: (1) difficulty in obtaining proper reimbursement for care
rendered, (2) Eroblems in raising capital due to poor cash flow, (3) high interest
rates, and (4) heavy taxes on imported equipment. Many of these problems are
discussed in detail in the proceeding section. - -

With only a smal] percentage of the population covered by private health
insurance, there is a limjted market for private hospital services. ]E.)n light of the fact
that public sector hospital services are paid for by the government, it has been
difficult for private hospital§ to access all of their Potential market. This failure to
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Sector Financing: Health Insurance

® Size of the sector: There are five key health insurance providers (see Table
2). Four of these companies offer indemnity insurance plans that pay providers as
services are rendered to insurance subscribers. The fifth provideris a health
maintenance organization (HMO), HMO Jamaica, which is a wholly owned
subsidiary of Life ¢f Jamaica. HMOs differ from indemnity insurance plansin that
they pay participating service providers a set monthly fee (capitation rate) per
subscriber. This fee does not vary over the course of the provider's contract term
regardless of the cost of services that the provider renders to a given subscriber, In
addition to these five insurance providers, several larger companies such as the
Jamaican Telephone Company and the National Commercial Bank self-insure. In
general, services covered by private health insurance include physician services,
hospitalization, and pharmaceuticals. There is very limited coverage of dental
services 19/.

Table 3 shows the market share of each insurance company-in-:Jamaica. Blue
Cross has the largest market share, insuring fifty-two percent of those persons with _
private health insurance coverage. Other large firms are First Life,ang ALICO, each
with over ten percent of the market. While HMO Jamaica has a relatively small
- market share, its volume, both for subscribers and participating physicians, has
increased dramatically over the past year 20/, - -

An estimated fifteen percent (15%) of the population is covered by private -
health insurance. This represents an increase in private health insurance coverage
from 12.7 percent of the population in 1981 21/. Thisincrease hasbeen due largely
to the fact that more employers have begun to offer health insurance as an employee
benefit. Atthe presenttime, it is estimated that nearly all of the unionized work
force has some fgrm of employer provided coverage 22/. The growth of employer
provided insurance benefits has been aided by favorable tax treatment of employer

1nsurance contributions 23/.

In spite of recent increases in the number of persons covered, it is estimated
that the private health insurance industry reaches only a portion of its potential
market. Major impediments to growth in the use of private insurance include a lack
of consumer education regarding the purpose or advantages of private insurance,

. difficulties in marketing to certain sectors of the economy such as self-employed and
seasonally employed persons, and the availability of government funded health care,
Additionally, some researchers have stated that insurance companies’ fee structure
limits market growth. Because small groups and individuals are charged higher
premiums than larger groups, the attractiveness of health insurance to those
employers is limited 24/,

As Figure 5 illustrates, nearly all insurance claims paid are for physician
services and pharmaceuticals. Private insurance coverage has had little affect on
the finances of public hospitals. There are several reasons for this. Until recently
there was little incentive for public hospitals to pursue insurance collections. Fees
collected were returned to the Consolidated Fund rather than retained at the site of
collection. In 1985, regulations were changed to allow public health facilities to
retain fifty percent of the fees they collected. Since that time, there is evidence that
fee collection among public facilities, including collections from health insurance
companies, has improved 25/.
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money 26/. Even when public facilities can identify an insured patient, service
charges are heavily subsidized by the state; amounts billed to the insurance
company are usually far below costs. : :

0 Financial status: Some insurance companies, most notably HMO J amaica,
are reporting financial difficulty. Representatives from most, however, share a_
positive industry outlook,tgredicting increased enrollment and & growing role for -
Erivate insurance in health care delivery 27/. The financial difficulties reported
ave many causes, including low enrollment and poor provider controls. —

Low enrollment means that, among other things, there is an inade uate'_b:gs_e_t-

across which to spread the risk of 1nsuring against unforeseen and costly i Inesses. .
When the number of covered persons is low, one catastrophic illness can have serious

For the most part, the insurance companies examined have poor controls over
provider utilization. While some report that they have developed "Utilization
Review" boards for the purpose of determining which physicians may be over- .
utilizing services or providing inappropriate services, in most cases companies have
a limited role in monitoring and correcting participating physicians' practice -
patterns 29/. Additionally, many companies report difficulties in negotiatin
reduced rates with specia{ists orin getting physicians to comply with referral form
requirements. Increased participation by piysicians in referral and utilization
control systems will reduce overall health care costs forinsurers .

While the company representatives interviewed presented a positive outlook
for the future, physician and medical group representatives commented on -.

covered. It was reported that several providers have ceased to deal directly with
some insurers Lecause of paymentdelays. .

® Specific problems facing the insurance industry: Insurance companies face

problems marketing to consumers an controlling costs through proper physician

itori 1 iave financial ramifizations for the
private health care system. Failure to access markets leads to low plan enrollment
and either eventual financial failure or the need to set rates be ong
consumers and employers. Inadequate physician monitoring of}t,en resultsin
unnecessary services utilizatior, poor quality control, and redundant charges. In
spite of these problems, however, it appears that overall management of insurance
organizations exceeds management of private hospitals.

the reach of most
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Health Manpower in the Private Sector

® Number of Physicians in Private Practice: Physicians in private practice
constitute the largest element of the private medical sector. While the number of
physicians and dentists practicing in Jamaica is not accurately known, 1986 MOH
estimates placed 420 physicians wholly in private practice. That represented fifty-
three percent of the estimated 786 physicians practicing at that time 30/. In addition
to those physicians wholly in the private sector, many doctors working in the public
sector engage in private practice.

® Financial status: Unlike other elements of the private sector, private
physicians'volume is sufficient for their practices to succéed financially. Physician
shortages at PHC clinics, drug shortages within the public sector, and long waiti
times at public clinics and outpatient %acilities contribute to persons' willingness to
use private physicians, .

While payments to physicians represent a large percentage.of tatal insurance :
payments, many gersons who elect to see private physicians do not have insurance
coverage 31/. Charges for private consultation are estimated to rage from J$ 40 to .
J$ 80 depending ugon specialty. This cost is modest when compared to private
hospital charges shown in Table 1. Many persons appear to be willing to pay such
modest charges out of pocket in exchange for what is perceived to be higher qualitv
service. If hospitalization becomes necessary, those uninsured who receive private
physician care generally turn to public hospitals, T

® Specific problems facing physicians in rivate practice: While there are
problems facing physicians in private practice, such as de aysin insurance
payments, generally, physicians in private practice are better off than their..: = .
counterparts in the publicsector. Public sector pay is quite low and, given patients
willingness to pay for private physician services, the financial rewar s of private
practice can exceed those of public service, ; :

" Diagnostic and Laboratory Services

® Size of the sector: There are fewer than five private diagnostic.and
laboratory centersin Jamaica, These centers, however, offer s ecialized services
that are not available or are available on only a limited basis through the public
sector. The ownership of these centers varies, One center is a joint venture between
physicians, an insurance company, and an entrepreneur, Regardless.of ownership,
these facilities are designed to operate as profit centers. et T

Although most diagnostic centers and laboratories have gro;ni .in“z.'eceht years
in terms of e%uipment acquired, most report that they need much additional
equipment. Generating sufficient capital for major purchases, however, is difficult,

Asillustrated in Figures 6 and 7, laboratory and dxqgnosnc_ centers’ operations are

referred by private physicians, Payment sources as reported by one center are
rivate insurance companies (31%), self-pay (27%), and employer contracts (42%).
ecause centers’ services are not marketed to users of public sector hospitals or-

health centers, their potential market is quite limited, .

® Financial status: Many private centers report the need for additional cash
flow. Financial difficulties stem from ar. inability to generate adequate Patient

W1
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Xolume and added fees that must be paid on equipment purchases in the form of
uty.

Representatives from diagnostic centers and laboratories report that volume
is low for several reasons. Often physicians are not trained in the use of new
diagnostic tests. Therefore, they are reluctant to refer patients to the centers for
testing or they do not know when certain tests would be appropriate. As with private
hospitals, this section of the private medical sector has also been adversely affected
by the lack of third party coverage and reimbursement for indigent care. Diagnostic
and lab tests are costly and, because the government does not pay for service
:gndered through these private facilities, many persons can not afford the'sarvices of

ese centers. :

Heavy taxes have hampered centers’ growth. Unlike private hospitals, R
diagnostic centers do not receive duty tax exemptions and, as illustratej) in Figure 4,
duty can comprise a substantial portion of the glurchase price of diagnostic - .
.equipment. These hiih taxes on imported medical equgment have-had a negative
impact on centers’ ability to purchase new equipment. Eureka Medical Center :
provides an example of the currently heavy import tax obligations that centers face.
On recent purchases of a cat scanner and ultra sound and x-ray equipment, Eureka. .
owed J$ 1.4 million in duty. ThatJ$ 1.4 million charge representsa twenty-five
Percent discount on customary duty fees. - _

High interests rates have also hindered centers’ ability to expand. At the
time of this writing, diagnostic centers were reiortin%twenty- seven to twenty-nine
ercent interest rates on loans. Centers must ¢ arge high fees ip-order to-finance —
oans and to recover equipment taxes and purchase price within-an-acceptable time
period. These high prices further drive down patient volume. " ..

While many centers report that they are not generating profits on their ,
medical testing, some have undertaken innovative steps to improve their financial
status. For example, in order to provide additional casg flow and to generate patient
volume, one diagnostic center rents office space to private physicians. Those~— ——~
gﬁ:ysicians, in turn, send most of their referrals for testing to the center from which

ey rent. : - -

® Sﬁecific problems facing private diagnostic centers and labs: The most . -
serious problems facing these centers are the financia problems outlined above,
Centers' efforts to educate fhysicians on the use of new diagnostic equipment.have -
been marginally successful. Many physicians continue to refer private-pay patients
to Miami when diagnostic tests are needed even though those tests are now available

through private diagnostic centers.

Volume for many centers is far below what was anticipated at start-up. Four
factors account for low center volume: (1) because the government will not pay for
services rendered at private diagnostic centers, low-income and indigent persons are
not able to access those centers; (2) because of a lack of familiarity with new tests
and procedures, physicians’ often fail to refer patients for beneficial and cost effective
tests or they continue to refer patients to Miami for diagnostic testing; (3) the
limited use of private insurance has reduced the number of persons who can afford
private medical testing; and, (4) high interest rates and taxes on imported
equipment are severely limiting the ability of private centers to acquire current
technology and are forcing centers to charge high prices to recover equipment costs .
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Strengths that the Private Sector Can Offer to a Public/Private Partnershig

Although the private health care sector faces many challenges, it offers many
strengths that are not readily available in the public sector. Unlike the public
sector, the private sector is goal oriented; it focuses on efficiency and progtability.
Its emphasison efficiency and profitability provides opportunities for improved
management techniques and enhanced patient care coordination that could not only
lower costs but also increase the quality of care delivered. Additionally, components
of the fprivat:e sector can bring management expertise to the public sector.
Specifically, insurance companies offer management and health care financing skills
that are lacking in the public sector. Many insurance companies can also call on
overseas affiliates to provide managerial and technical assistance in program
operations. . -

In light of the current financial difficulties experienced by many private .:
sector concerns, there was a great deal of interest expressed in exploring . . :::
opportunities for the public and private health care sectors to worik to ether.-As-
Figure 1 illustrates, these centers already interact to some extent. 'Pugblic/private :
partnerships should draw on these existing areas of interaction and create new. :
opportunities for inter-sector cooperation. MR -

In Jamaica the private sector has already assumed a role in assisting the
ublic sector to reduce costs and increase efficiency in several areas of the economy.
ithin the health care sector, at sonie public hospitsls janitorial services have been
contracted out to a private management company with reported success. In-other - - :
areas, street cleaning services have been delegated to private firms. This has .
resulted in both improved services and reduced costs to the government. -

The remainder of this report explores opportunities for the public and private -
health care sectors to work together in an effort to improve the overall cost
effectiveness and quality of the Jamaican health care system.
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TABLE 1.

Private Hospitals in J amgiéﬁ and Number of Beds-

Hospital # of Beds Occuparicy Rate 1/

St. Josephs Memorial 66 _ 7-5.7'%._

Medical Associates 64 66.5%
Harg;eaves Memorial 55 48%

Nuttall Hospital 4 ‘7b?%"

Andrews Memorial 83 '60%

Maxfield Medical Centre 14 59%

Doctor’s Hospital 10 65"%

1/ Occupancy rate information for all hospitals except Maxﬁeldwa'sobtm"ned by the' -
USAID office from each hospital, The rate for Maxfield is estimated based on-
average occupancy rates for the other six hospitals. ' R

Hospital Average Daily Charges:

Room, Boaxﬁ&:‘ N urses: J$ 250 U S$4664
Drugs atnd}‘_A"Cc}ef’s'sovz_'iesi J$ 550 US$10261

Source: Medical Associates 'Hos‘;sit‘ai.i' Cdnve;sﬁign’fr"cfﬁi; Jamalcan to UScurrency xs _

calculated at the rate of US$ 1I'= J$5.36.
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TABLE 2.

Private Health Insurance Companies inJamaica

® Blue Cross of Jamaica

® First Life

® The Jamaica Mutual Life Assurance Society
® American Life Insurance Company J ammca

¢ HMO Jamaica, wholly owned subsxdxary of foe of J ammca

Source: HSMD
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TABLE 3.

Jamaica: Insurance Providers and Market Sharewv"ﬁél\'ﬁ)

196,608

163,840

131,072

98,304

65,536

32,768

BlueCross  First Life ALICO

LOJ  MutualLife Selfins.

Bésed on data from Blue Cross J amaica; American Life Insurance Company,
Jamaica; HMO J amaica; and, Trevor Hamilton and Associates, "A Review of the
Health Insurance Industry and Public Health Services in Jamaj

ca," November 29,
1988. Data based on estimated number of persons insured. o
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FIGURE 1.
Organizations Directly Interacting With Private Health Care Provxders
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FIGURE 2.

Interaction of Public and Private Health Care Sectors in J amaica:
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FIGURE 3.
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FIGURE 4.
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FIGURE 5.

Private:Health Insurance Paymernts: by ClaiisSh bmiﬁéﬁi' ]
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FIGURE 6.
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FIGURE7,

Average Private Laboratory Services
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The successful implementation of the projects will require a suitable
administrative and institutional framework at the Ministry of Health, the
hospitals, other public sector institutions and among key private sector
players. This section describes the structural constraints within the
Jamaican civil service and the impact these have on the efficient operation of
the MOH. A review is also included of Some reform measures that are being
undertaken by the GOJ and management innovations being implemented by the MOH,
as well as existing capability to execute projects.

I. MINISTRY OF HEALTE
A. Requirements of a Mapagement Svstem

In order for goods and/o: services to be delivered by an organization there
must be in place certain basic components. These usually cone under the ..
heading of administration or management. The requirements of a management
system are: ’

— A mission ctatement and strategic plan that gets the program from whére
it is at the moment to vhere policy makers want it to be. . -

=~ Sufficient financial resources to operate the gsystem at a consensus
level of satisfactoiy performance and a fiscal control system to manage
the resources. ' e

— A personnel system that recruits qualified candidates and is eﬂpowgtéd,,
to reward superior effort, foster career development, and eliminate *
less productive members. . . P

— A management information system that accumulates accurate 1nfotﬁg§ioﬁ;}l :
in a timely manner, from those who have it and transmits it to ‘those
who need it, . _ _ RSP

-— Adminiétrative support systems that keep the program moving,

In addition, there must exist an atmosphere that reinforces the value of the
enterprise, acknowledges che contributions of individuals in the averall
operation, and reinforces sfforts based upon high performanr< and respect for
the integrity of others., A cursory review of the MOH in Jamaica reveals
management issues that reguire addressing. Some of these problems stem from
unique circumstances within the MOH; others represent externmal constraints
that the MOH has limited power to change.

B. Fiscal Control

The MOH Finance Division is responsible for budgeting and fiscal control. In
the hospital networx budgets are set at the regional level, with scme

involvement of the hospital hoards. In the PHC network medical officers v
initiate the budgets for the health centers in their parishes., In the best of °
circumstances, the health committees for individual centers provide some input . |
in the process. The formal procedure begins with the medical officer '

2
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presenting to MOH/Kingston a consolidated budget for the entite parish.

Traditionally, this has been a "line item" budget for such categori
salaries, rent, utilities, and medical supplies. Individual hospit

es as
al region

and parish budgets are reviewed in Kingston by the appropriate principal

medical officer and forwarded to the Finance Division. A budget co
which includes the Permanent Secretary, Chief Medical Officer, head
various administrative departments, and the chief of the medical se
involved (PHC oz hospitals), reviews the budgets. The Finance Divi
prepares a corsolidated budget for the entire Ministry. Recurrent
budgets are reviewed and negotiated with the MOFP; budgets for capi

mmittee,
8 of
rvices
sion
cost

ce. The

An initial advance, or "warrant", is forwarded to each hospit;1 reg

ioﬁ and

parish. Subsequent monthly payments are contingent upon recelving d ..0__ -

reconciliation of the previous payment. The rationale for this mon
release and reconciliation procedure is that the scarcity of funds-
more phased system. The lack of flexibility on the part of MOH fin

thly
precludes:a
ancial -

managers is also a function of the tight management contrquretainedibthhé

MOFP,

Under British colonial rule medical gervice was something that was~
with little thought given to the cost of care, efficiencies iu serv
delivery, savings in curative care resulting from effective PHC, or
comparative costs of competing services (immunization vsS. safe wate
past few years, however, Jamaica has learned that public services d
cost and that no system can provide all things to all people. This
precipitated some sound, and politically courageous, decisions on t
2llocation of scarce resources to the health sector. =

For example, in response to a pilot study demonstrating that differ
of clinic personnel could more efficiently handle the patient load
et al., 1987), a project is planned to see if savings can actually.

provided;:::
ice = : - -

£): ‘In theé:
0 have'a -
has

he

ent mixes
(Zachariah
be

generated by restaffing clinics based on more efficient patterns of

utilization. However, since the MOFP retains such tight
control over the allocation of finances and the MPS has authority o

ver

personnel positions and classifications, the MOH must fight for the -authority
to realign staff and budgets to maximize service per cost., The Administ:atiye_

Reform Program (ARP), a government-wide program designed to address
constraints on the operation of the civil service, could clearly be
helping the MOH gain this authority.

C. Personnel Systunm

an ally in

Staff - Serious problems for the MOH are the

recruitirng and retaining of nanagement staff and medical and techni

cal

specialists. Although this problem is not unique to the MOH,_i:_nleirly;

affects the fulfillment of the Ministry of Health's mandate,

The repeated criticisms of the operation of the M0H, particularly the hospitai

network, can be traced in large part to staff vacancies. At Any po

iat in

1987, from one-quarter to one-third of the required medical positions were

unfilled. The problem of vnfilled vacancies 1is directly linked to
of overcentralization in che GOJ. This manifests itself at the lev
the line ministry - MOH - and the core ministries, particularly the

the issue
el of both
MOFP,
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the MPS, and the independent Office of the Services Commission (0SC) of the
Personnel Services Commission. For example, when a Type I health center in a
rural area requires a nurse, the request must be approved by the Director of
Nursing at MOH headquarters. The Director of Nursing and the Personnel
Department identify and Interview suitable candidates. However, the MPS is
the only ministry currently authorized to approve a position, and the 0SC is
the only body authorized to hire. Moreover, a MOFP must agree to fund the
position even if the slot has been approved by the MPS. Therefore, the MOH
staff must (a) receive approval from the MPS for the position, (b) receive
authorization from the MOFP to fund the position, and (c)- receive approval
from the 0SC to hire the individual. The process 1s time consuming and
deprives the MOH of the authority to make personmnel management decisions.

A similar circumlocution is required when the MOH wants to dismiss & person
for cause, The MOH must request an "interdiction" from the 03C on am enployee
Judged to be derelict. The 0SC makes a judgement on a course of action, e.g.,
reprimand, half-pay, or temporary suspension. The 0SC then hears ‘and” decides
every case in the government, a process that can take over a year, The "<
practical effect, according to informal reports by MOH staff, is that many -
supervisors simply do not take action against non-performing employees because
it 18 not worth the effort. This undermines supervisory responsibility and

promotes low productivity and low morale. SRR

c w . - ..

The important point to note, however, is that this is notiyn‘HOH qrbﬁlém} it

1s a GOJ problem. The MOH simply illustrates the problem that accrue from °
overcentralization of management and personnel functions.? I o

\'d - Perhaps the single greatest obstacle to recruiting and °
retaining high caliber staff is the low salary levels of the Jamaican civil
service. A study in 1983 by Techniczal and Economic Development Associates
documented that all civil service salaries are low, but that the remuneration -
of professional managers is Proportionately lower than for technical staff
(TEDA, 1983). A target of the ARP is therefore to raise the salaries of civil
servants. In the past two years: . et I

=~ Executive management staff received a one-time increase of over 20%.-

—— The senior management group and the top grades in theﬁhedicalifihlds
received -a one-time increage of over 10%.- , e

—=- Executive management and senior management staff received andthe:?7% 
increase on 1 October 19@7, retroactive to 1 July. s '

- -

=~ Administrators, financial manage:s,_ﬁnd naturai*and applied scieth;
groups received an increase of 8-12.
to 1 July, L

— Clerical and support staff'rqceivgd a 13 1/2% increase,’ also
retroactive to 1 July. E '

Another component of the ARP is the process of "reclassification"”, or
redrawing the competency levels and salary grades for civil service ' --
pogitions. This is an opportunity for the MOH to aggressively pursue the
upgrading of managerial positions and to ensure that technical medical
speclalists are categorized at a level congruent with training and skill
levels, '

1/2% on 1 October 1987, retroactive

!
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Personnel coverage - With shortages at virtually every facility in the MOH
System there is little or no room for "backup”. Leave days, departmental

leave, sick leave, and bank holidays total 65 days a Year (13 weeks) for
government employees. The result is that civil service workers have 3 months
of leave per year. This means a significant number of vacant posts at every
point during the year.

A recent article in the West Indies Medical Journal indicates that the
greatest percentage of "unproductive" time in observed clinics is due to
absenteeism (Desai and McCaw, 1987). Medical officers total "unproductive"
time was measured at 35%; for dentists the total was 69%. The Authors explain:
that a significant proportion of this "absent" time may be-due to .. .
circumstances beyond the control of the medical staff, e.g., non-functioning.
equipment. That is only an index, however, of another breakdown. in- the-:-._
hanagement system of the MOH - a breakdown that ig correctable.within the
preseat authority of the Ministry, : Co

One possibility for addressing this situation is for the MOH-to:press: for: the-
authority to pay staff core if they work more. The funds- could. perhaps . be : -
shifted from unfilled pPosts to cover these additional costs,: -The individual:
employee would receive more money, posts would be covered,  and presumably-. .
service would increase. A corollary would be pPaying a premium- to staff-: -
members who have excellent performance records. Again, the ARP should be
sought out as an ally in obtaining authorization for such: changes,-

D. ve Su

A serious problem for the MOH is the weak performance of its management- ...
Support systems: vehicle maintenance, equipment repair, and drug logistics...
Inventory controls and performance monitoring do not appear' to be in place..
Long lead times required by the MOH procurement process make. it: difficult.to .
accurately anticipate future commodity needs. This problen is compounded. by.
insufficient funds to purchase equipment and supplies, leafling to a Scarcity:
of spare parts, frequent breakdowns due to lack of preventive-maintenance, and
depletion of basic health center supplies. Inadequate transportation is the
focus of the most attention during discussions with fielq staff._: Vehicles- are

the hospital System; there is no reciprocal access to vehicles, even with
sufficient justification.

B. 0 e ova

The MOH is currently in the process of undergoing some management . changes that
have the potential to significantly streamline operations and focus the:
Ministry on its role and objectives. These changes involve broad policy
alternatives as well as day-to~day operational procedures. They include:
rationalization, integration/decentralization, and performance budgeting., .

Rationalization ~ "Rationalization" is the term that has been appiied to the
reappraisal of hospital utilization, particularly of small rural hospitals
that are relatively costly to operate but that have low utilization rates.,-
The result of this process has been the managerially efficient, but
politically difficult declsion to downgrade five small secondary care
hospitals into "polyclinics”. These will become Type III health centers with
the added feature of lying-in facilities for normal deliveries. Significant
savings in recurrent costs and staff have already been demonstrated.
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To balance the services lost from downgrading five hospitals,_selected other
hospitals will have beds added without increasing the basic range of services
now given. Polyclinics will refer patients who require hospitalization to
these expanded facilities, designated "receiving hospitals"”,

A third component is the upgrading of some highly-utilized hospitals,
Specialty services to be added include radiology, physiotherapy, opthalmology,
and laboratory support. : : .

ent t ~ The MOH is very aware of the fact that
operational decision making is concentrated in Kingston. In addition, it is
recognized that what has emerged as a two-part system - PHC. and secondary- cara:"
hospitals - has a number of problems. Management functions:and:personnel:-are-
duplicated in the two independently operated systems. Coordination 1s8-also :-..
inhibited, and referrals from health centers to hospitals are not smooth:; .
Frequently, patients go to hospitals for routine primary heelth care that the
system is designed to provide in health centers. The process is further
confused by the fact that the Jurisdictions for PHC do not: coineide.with the :::
ten hospital regions.

The MOH has started to address these problems through a tvo-part change in: ..
management aimed at: (1) merging the parallel PHO and the:hospital.systems: -
integration - and (2) delegating more authority, and responsibility, to - = ..
managers at the area level] - decentralization. For example,  in the PHC. system
‘groups of parishes are being merged as "health areas" for the delivery of PHO
services. One pilot area has been created and another is being- formed.:  There-:
have been discussions that a PHC/hospital health area couid eventually be
managed under the direction of a single area health director.:.... -- C

() e Budgeting - An important tool in the process of decentralization.
and integration will be performance budgeting. The area health.directors;awho,
are closest to the action, will be expected to monitor the achievement.of.- ..
present goals, within budgetary 2imits, for their respective. areas;- They:will *
therefore gain both the authority and the responsibility to efficiently -
implement the MOH program, Lol .

Ultimately, the MOH would like the authority to make management decisions-on. -
the type of service mix and personnel required to implement-its program in the
most efficient manner. Information from the PRICOR operations study would be
utilized for such decision making (PRICOR, 1987). At the most, however, the
Ministry does not have the authority from the MOFP, the MPS, or the 0SC to
operate the program in such a manner. —

F. Strategic Planning

Over the past five years the policy initiatives of the MOH have; in many
cases, been forced upon the staff by fiscal constraints. Nevertheless, the.
directions they are taking are consistent with the appropriate. role of a .-
public health department. Still, because many of the positive steps have been
reactions to problems of the moment there has not been an _opportunity to put ..
together a strategic plan that permits the MOH to assess where it.wants to be
in five years, where it is nov, and how it will get from its present.position
to the desired position. - : :

The present policy statements of the MOH are broad descriptions of the ;ﬁtgﬁ§» 
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of the government to ensure a bagic level of health care for all Jamaican
citizens in a respectful environment, without regard to their ability to pay.
Traditionally, one year's program is an extension of the previous year's
inputs. This is routinely a "planning" style with line-item budgeting.
Performance budgeting has introduced the opportunity for the MOH to turn this
process around. Instead of looking back and reacting to events, the Ministry
is in a position to apply forward thinking and pPlanning directed toward
explicit goals.

An enhancement to the development of a strategic plan is the crafting of a
mission statement that combines the broad objectives of Ministry policy with
operational goals. Drafting a mission statement can have the residual benefit

department in review and assess the desired role of a public health department
in the 1980s and 1990s. Some of the recent policy decisions -
rationalization, decentralization, performance budgeting - have initiated this
process, but seemingly in a piecemeal fashion. The formal exercise of .
drafting a mission statement and defining the role of the MOH as part of a -
five-year strategic Plan could integrate these various initiatives into a
coherent plan that can then receive policy approval, be articulated to all
members of the system (including external donors), and be initiated.

In order for a strategic plan to work there must be a locus for operational

and strategic data to be gathered in a timely manner, analyzed, and reported

to decision-makers. As part of the forward Planning of the MOH it is already
envisioned that the health information, Planning and evaluation, and
epidemiology units wil' be combined. This combined unit is an obvious center
for monitoring the implementation of a Strategic plan. Shortfalls, such as in
logistical support, maintenance, and purchasing, will become immediately
apparent and corrective actions can be taken. At the end of each fiscal cycle
performance budgeting will permit the measurement of outputs and the costs for .
each program component, which then will become the basis for modifying and o
implementing the next year of the plan.

G. Execution and Monitoring of Projects at the MOH

In addition to having national responsibility for developing and delivering _
primary, secondary and tertiary health care services, it also operates with an
institutional framework to Plan; execute and monitor project performance.
However, the severe shortage of staff in tha Project Planning and project
execution units have been a major constraint to the successful implementation
of projects. ’ :

= The project planning unit has no unit head. Besides, it has only one
technical person who is engaged in a junior position. The lack of
staff restricts its ability to carefully Plan the logistics for project
implementation or to monitor on a timely basis, Consequently, numerous
projects experience delayed start-ups. :

— The project implementation wmit is also ineff:ctive due to inadeqdatQ'
staffing, Consequently, much of the responsibility has to be o
undertaken by the Finance Division.

Since both the project Planning and project 1mp1émentagion units have bgenisd
1ne£fect1ve, project execution arrangements have to be established on
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individual basis, ‘For example, the Health Management Improvement Pfﬁjegt

(HMIP) which is a major task being executed by the MOH, is being managed by a

speclal project team whose terms of employment will be terminated on
completion of the project. The HMIP team comprises: R

—— A Manager, who is a medical doctor

A Financial analyst

A construction adviser

A procurement officer R

A director for the alternative financing component
A research officer ’ e
Several administrative support persons, -

The HMIP will terminate in March 1990, édnéequently the: MOH Cﬁulduréfhin'stQﬁ‘

of these personnel to strengthen its project implementation and project”
pPlanning and evaluation units,

Secretary, the Director of Finance, the Principal Medical Officer for
Secondary Health Care, the Project Manager, a representative from the Planning
Institute of Jamaica, a representative from the Project Administration and
Management Co., and the Project Specialist. This committee meets on a monthly
basis. The second committee comprises the Same members as the
advisory/management oriented committee, but is chaired by the Minister of
Health,

II1. IHE HOSPITALS

The hospitals are in a unique position to execute projects with adequate
guldance from two sources: The hospital Management Board and the Ministry of
Health. The Hospital Board functions mostly in an advisory capacity. It
comprises technical/professional persons; namely the Hospital Administrator _
and the Medical Officer for the Parish and Community leaders. The hogpitals

also have day-to-day working relationships with the MOH through the Principal

Medical Officer, responsible for Secondary/tertiary health services,

III. ¢ CS S 0

Jamaica has a significant endowment of other public sector institutions which
can support the proposed Project in the areas of human resource development,
investment promotions, social insurance development, drug procurement
policies, sector policy guidelines and finance. They are as follows:

~— The University of the West Indies at Mona, Jamaica. It trains
personnel in medicine, paramedical skills and management.

- == The Jamaica Promotion Ltd. (JAMPRO), which has an excellent track

record of developing strategies to improve the investment climate for a

wide range of products and services should be able to make very
important contributions to the execution of the health industry
investment climate component of the project. -

W
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-~ Jamaica's National Insurance agency which is over two decades old is -
' thé oldest social insurance related institution in the English speaking
Chribbean. It has a solid organizational framework to support social
insurance in the Jamaican Health sector,

-~ The Planning Institute of Jamaica and the Ministry of Finance also have
solid organizational structure to support sectoral and fiscal policy
initiatives respectfully in the health services sector,

IV. VATE-SECTOR R

The Private Séector plays a significant role in production, health servicﬂs,
commerce, health insurance and other financial services in Jamaica. The
private sector Technical Assistance Support component of the Project will
be 1mplemented by the Private Sector Organization of Jamaica. Other

potential collaborating institutions include: The Life Insurance Companies:‘

Assoclation, the Medical Association of Jamaica, the Private Hospital
Association and the Jamaica Employers Federation.

Table 1 vhich follows provides a listing of the prime and collaborative L
organizations recommended for the private sec’or component of the project

S
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1.A. EOLICY FRAMEWORK - USER FEE AND INDIGENT CARE

MINISTRY OF HEALTH MINISTRY OF SOCIAL SECURITY
It has excellent knowledge of . It could be integrated into the
cost of services " other welfare schemes being
It has already initiated the executed by this ministry, e.g.,
establishment of the required the food stamp and the pension )

data base . schemes
It has the organizational ’
capacity to undertake this risk

1.A. POLICY FRAMEWORK - SOCIAL INSURANCE AND APPLIGATION OF LSMS
MINISTRY OF HEALTH | MINISTRY OF FINANCE

They are most familiar with the _ They will assist with addressing ‘
issues "~ the fiscal implications '
They already have relevant base .

data - MINISTRY OF SOCIAL SECURITY

They have the organizational ' They have the most appropriate
framework to perform the task experience in executing social
successfully : welfare schemes, e.g. the food

stamp scheme, the pension scheme,
and child welfare scheme.

1.A. POLICY FRAMEWORK — DRUG COST CONTAINMENT

MINISTRY OF HEALTH ) JAMAICA COMMODITY TRADING COMPANY
They are major users They are a major importer
They are most familiar with the They have the required
issues organizational arrangements to
They have the technical expertise undertake the tagk

They are most familiar with the

policy implications and how to THE CHAMBER OF COMMERCE ‘

address them , They are most familiar with the
market and distribution issues :
Their members include many private
pharmacies
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1.B. MORE EFFICIENT COST RECQVERY™ ~

MINISTRY OF HEALTH e . THB' RESPECTIVE HOSPITALS .
They have the technical expertise-  ‘They will be the beneficiaries '~
for apearheading :
quality/productivity'anal.sia'f

o

- They are engaged in;:pe.opgrgtiqgé_g

s

1.C. SOCIAL MARRETING
LICA "MINISTRY OF HEALTH

for the insurance companies .
MEDICAL ASSOCIATES OF JAMAICA

PRIVATE SECTOR ORGANIZATION OF JAMAICA Patients are very receptive to
It has successfully coordinatad doctors - the Associatfion could
health related promotional :--  influence the behavior of their
programs colleagues who are usually .

It has adequate organizational reluctant to adopt cost .
framework . containment practices in medicine

BLUE CROSS  PRIVATE HOSPITAL ASSOCIATION ,
It is perceived to be the ideal They are a key provider for paid-
health insurance company health care services o

It also has the largest share of
the market and is therefore well
positioned to make the best impact

LICA is the umbrella organization It i3 a main provider of service

2.A. HEADQUARTERS STRENGTHENING

2.B. ALTERNATIVE FINANCING AND MANAGEMERT

NATIONAL INVESTMENT BANK OF JAMAICA THE PROPOSED NATIONAL HOSPITAL TRUST -
It has the mandate to undertake UNDER THE SUPERVISION OF THE
alternative financing projects MINISTRY OF HEALTH

It has the track record in It will have the necessary o

divesting government's services institutional and legal framework
' It has experience in obtaining It will have easier access to

financing technical support from the

Ministry of Health o
It ia already proposed by the 50J

2.C. PRIMARY CARE




ANNEX E

INSTTTUTTIONAL. AND ADMDJISTRATIVE ANALYSTS

11~

PRIME/COORDINATING AGENCY .
KEY ADVANTAGES . .

COLLABORATING AGENGIES
. 'KEY. ADVANTAGES

2.D. SECONDARY CARE

U.W.I. MONA
It has the largest
multidisciplinary training
capability in Jamaica, comprising
Management, Health Management,
Medicine, and Paramedicine
It has a track record of
performing similar tasks
It has the most appropriate
ingtitutional framework, _
It enjoys the highest rating
accreditation in Jamaica

‘THE MINISTRY OF HEALTH

‘They are familiar with training
needs ST T
The Ministry of Health w!ll be:the °
main beneficiary

PRIVATE SECTOR

PSOJ - .
" Appropriate organizational
“framework -
Solid track record in private
gSector promotion i
Adequately staffed with
qualified personnel
Standing Health Committee will
be given adequate consideration

 THE MINISTRY OF FINANCE

The fiscal implications will Bé
adequately assessed :

MINISTRY OF INDUSTRY

The sector policy implications
will be adequately addressed

PLANNING INSTITUTE OF JAMAICA
The micro economic implications
will be adequately addressed

PRIVATE HOSPITAL ASSOCIATION ‘
They are most familiar with the ]
issues and the needs of their
members
They have a good working
relationship among themselvgs'

JAMPRO v A
Government's designated agency for-
investment promotion A

o
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PRIME/COORDINATING AGENCY
KEY ADVANTAGES

COLLABORATING AGENCIES
~ KEY ADVANIAGBS |

OFFICE OF THE SUPERINTENDENT OF
INSURANCE
They have the mandate to supervise
the industry on behalf of
Government

THE JAMAICAN EMPLOYERS FEDERATION
They are well positioned to
" promote employers support

THE MINISTRY OF LABOR .
The labor standards requirements
will be adequately promoted .

THE TRADE UNION CONGRESS
They are well positioned to-
promote as a work conditiop

LICA
" Their members are already in
insurance
They have the institutional
mandate to promote the industry
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Priv Sector O 2atjion o c

The implementing organization for the private sector component is the Private
Sector Organization of Jamaica. , o o

The PSOJ is a voluntary, national organization of private sector qqébciationa,
companies and individuals, who,a:e‘concerned‘yich developing a strong and’
vibrant private sector.

It was formed in 1976 to:

— DPromote the principles of private enterprise and the market
system as the most effective model of economic growth for our
country S - '

-~ advocate equality of opportunity, freedom and reward for
personal 1nitiative : .

— foster unity and co-operation within the prii&te_sgdéor

—— lobby government for policies and programs favorable to the
private sector _

== channel private gector resources to help alleviate<tﬁe
economic and social problems of the country.

The Organization consists of a Council which is elected by the general
membership to serve a two-year period. The Council is the governing body of
the PSOJ and sets the Organization's policy. The Council elects each year
from amongst its members an Executive Committee consisting of the President,
three Vice-Presidents, an Honorary Secretary, an Honorary Treasurer, and seven
members. The Executive Committee, is also an ex-officio member of that
Committee. This Executive meets on a monthly basis and sees to the overall
running of the Organization, '

In carrying out its aime and objectives, the PSOJ engages in a wide range of
social and economic activities through its three main divisions, Economic
Research, Human Resource and Enterprise Development, and Communications and
Membership. Some of the Organization's activities include publications of
in-depth economic analyses and forecasts, helping community groups to start
businesses, promoting entrepreneurial education in the schools and lobbying
government on behalf of business interests.

In 1981, the PSOJ and the Jamaica Chamber of Commerce created the
Jamaica-America Medical Assistance Committee (JAMAC) for the purpose of
securing and coordinating overseas donations for the island’'s health L
services. JAMAC also coordinates visits to Jamaica by medical personnel from
abroad who give their services free of cost.

!
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In its seven years of operations, JAMAC has received donations for the publie
hospitals to the value of over J$50m. The local private sector has :
contributed approximately J$1/2m to fund the operations of JAMAC and airline
and shipping companies have donated freight space to move the donations from
the USA and Canada to Jamaica.

PSOJ has received previous assistance from USAID for various activities
including recent PSOJ Development Grant. The purpose of this grant was to
provide support in developing institutional capability to analyze the economy,
organize the private productive Sector, and increase their capability to carry
on effective dialogue with the GOJ. A

This Project will fall within the Buman Resource Development Division of PSOJ
which will be responsible for the day to day administration of the Private
Sector Component. Policy guidance and monitoring oversight will be the
responsibility of the Health Committee. This Committee consists of ,
representatives of the private sector health groups and health professionals.,
The HSIP Project Manager will be installed as a member to ensure coordination
between the two components. :
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ANNEX F.  SOCIAL SOUNDNESS " ANALYSIS "

I. Gegeﬁgl

The project is quite timely., It comes at a time when both major political
parties are promoting the health services sector as a key component in the
"Social Wellbeing Program" which will be the main focus in the medium term
Jamaican socio-economic development program. The services generally o
deteriorated under the 1983/88 economic structural adjustment program which
shifted resources from the social to the productive sectors especially to .
export oriented ones. This reviged high priority positioning of the health ,
services in the national development program, will enhance the success of this-
proposed project. ’

Sociocultural Feasibility - The findings of this analysis are that the Projéct

is compatible with the sociocultural environment and that the impact and
benefits of the Project are consistent with overall development objectives in
reaching poorer and disadvantaged populations such as women, the elderly and
the unemployed. The proposed implementation framework for the project is
appropriate and designed to broaden and deepen the public - private
collaborative efforts in the economy. It i1s a major initiative to facilitate
a greater role for the private sector in health care services, as it now .
accounts for less than 15% of the services provided. The Project's support of
cost recovery of expenditure among soci y-economic stratas which can afford to
pay will also enhance the GOJ's ability to provide improved services to the
public. ’

The Project execution will demand the participation of a wide range of public
and private sector institutions and professional personnel. The Project aims
to improve the quality of health services for all Jamaicans which is an
important national priority. This will be supported through improved
financial viability of the MOH and its ability to deliver guality health care,
Beneficiaries -~ The Project will address the management and financial :
constraints of the public sector health care system with the ultimate goal of
improving the quality of care in the public sector. The GOJ is committed to
" providing or financing medical care for those who cannot afford to pay. The
Health Expenditure Survey (McFarlane and McFarlane) found that female '
respondents are more likely than male respondents to have utilized all types
of health facilities, and females are more likely than males to identify
public health centers as their most frequently utilized health facility.

It is estimated that there is near universal access to health care in B
~Jamaica. The 1988 Living Standards Measurement Survey (LSMS) found that 55%
of those reporting illness or injury received medical care, with little
variation between the poorest and weatlthiest quintiles, and no gender
-variation. However, the survey did find that women report more illness than
men: 17% of the females reported illness or .njury in the previous four weeks
.versus 14% of the males surveyed. In terms of income level, the survey found
that whereas 18% of those surveyed utilized health centers for medical
consultations, 40% of those in the lowest quintile did so. Of some concern is



ANNEX F
SOCIAL SOUNDNESS ANALYSIS

-2

the finding that 32% of health care contacts were with public health clinics
in 1983 (Ross Institute Report), which has declined to the recent finding of
18%. Those reporting the hospital as their source of medical care has
remained stable at 25% between the two surveys. For those selecting
non-hospital care, there is an emerging pattern of declining use of health
centers with increased income, and a corresponding increase in use of private
physicians. What is surprising is that the poorest groups also utilize
private physiclians to a great extent; per the LSMS, whereas 40% report health
centers as their point of contact, 38% report private physicians as their
point of contact. Thus there is a willingness to pay for medical care,
perceived to be of high quality, even among the lower income groups.

This finding will support the Project's objective of increased cost recovery
in the public sector since there is a demonstrated willingness to pay for
health care. Simultaneously, the major weakness of the current system which
i1s that those who use the public system and can afford to pay for that care
are not doing so because proper fee collection systems are not yet in place
will likewise be addressed.

A recently completed Health Expenditure Survey (McFarlane and McFarlane) found °

that children under the age of 14, women, the unemployed, the lesuser educated,
and the elderly, are the most frequent users of public health clinics and
health centers. The survey found that women disproportionately use public
health clinics: 63% of females less than 14 years of age use health centers
versus 56% of males. In the 14-59 year old age groups, 46% of the females
versus 29% of the males use public health clinics. In the 60 year old and
above age groups, 52% of the females versus 34% of the males use public sector
clinics., Users of public hospitals are 55% female and 46% male. Among
unemployed persons over the age of 14 years, 33% of unemployed females use
public clinics compared to 19% of unemployed males. Compared to those who
utilize private facilities, those who utilize public clinics come from
households with a large number of children and unemployed as members. The
technical analysis outlines deficiencies in the quality of care given in
public facilities due to management and financial difficulties. By the end of
the Project, all 13 parishes will have implemented the PRICOR scheme which
redeploys staff to the health centers within a region to ensure that they are
properly staffed and services offered. This will result in better quality of
care and savings of time and money of patients since they can obtain services
at a lower cost (financial and opportunity).

In sum, it can be included that improvements in the managing and financing of
the public health care services, which result in better quality health care"
will directly benefit the poor, unemployed, females and elderly. Individual
private health care professionals who are reluctant to practice economic
services are likely to be the only disadvantaged group with the execution of
the components relating to (i) social marketing of cost containment drug )
utilization and competitive insurance coverage and (ii) improved public ‘sector
services. : o

The‘Tgble which followe illustrates how selected project components will
benefit the various groups. : C : ' .

\08
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Spread of Benefits - Health facility staff will benefit from improvements
made in efficiency, management and financial viability of public sector
facilities. If more fees are collected and retained in the collecting
facility, the means will be available for staff incentives., In Jamaica,
nursing staff, approximately 2,425 persons of which 95% are female are working
in unsuitable working conditions leading to low morale, outward movement from
Government service, and acute shortages. Improved working conditions in both
bublic and private sectors will likewise benefit medical doctors, estimated at
1,000 persons, 35-40% of which are females. Since public sector health staff
account for 25 percent of all public service employees, any positive impact on
their terms and conditions of employment will make a significant contribution.

The Project will target private as well as public health care facilities for
assistance. This should not be viewed as assistance for generating profits as
most private sector health concerns are experiencing major financial
difficulties~-be it hospitals, laboratories or the health insurance industry.
However, the degree to which the private sector health entities can become
viable and functional, they will automatically attract the clientele that can
afford to pay or which has third party coverage for their care., As stated
previously, this will allow the public sector to concentrate its limited
resources on providing or financing care for those persons who cannot afford
to pay.
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1. Ieéhnical  Private -~ Improved efficiency About 4 hospitals

* - 'Support Hospitals -~ More effective cost
" for Private i containment practices.
Sector
2. Drugs cost Insurance - Improved financial Entire industry -
. containment companies . viability . '
o R ‘Patients - Improved affordability Over 1 million
- = rich of drugs : ‘persons
- poor Improved affordability Over 100,000
- of health insurance persons
3. Health Private -~ Improved profitability Unknown
Industry investor and ease of doing
Analysis MOH/MOF - Reduced expenditure Unknown
‘ Patients - Improved standards of Unknown

services derived from
increased competition
among providers.

4. Commercial Insurance - Improved financial Unknown
Insurance Companies viability SR
Expansion Health care -~ Improved compensation Unknown

- Personnel from increased financial
inflows

MOH patients - Improved cost recovery Over 20 million
o - Improved health care annually, '
services from increased
resource support.

5. Social - Insurance - .~ Profitability Unknown
;. Marketing Companies
' A Patients'. - = Improved affordability Unknown
MOH - ~ Reduced spending "aknown
6. Hospital 'Personﬂel ~ Career advancement Unknown
Staff : . Patients - Improved quality of Unknown
' Training R ’ service

QHOH/BQEbitals'- Improved efficiency Unknown
' and increase staff
situations.
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8. Health Care
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MOH

Patients:

- poor

MOH

Patients

- %Iﬁg:ghééd?coé;'
recovery

- Improved services from
greater financial
support

~ Increase cost- .
effectiveness
- Improved services
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Scope of collect-
ing up to $43

million annually,
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Unlaown,
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Jamaica's economy has deteriorated over the last decade or mofe,’hithbugh‘_ ‘
economic circumstances have begun to improve since about 1986. The measures
Of economic performance over the period indicate that: ‘ ;

- Dbetween 1965 and 1984 GNP grew at -0.4 percent;
- GDP dropped by 25 percent from 1974 to 1987;

= inflation increased at an annual average rate of lb;ﬁ,pgrcent?ﬁgtﬁééﬁf
1973 and 1984; ' e

= the public and private debt aervice'1ncrea§;d‘fébﬂ?lﬁi;péfééﬁé of GDP
- 'to 13.8 between 1970 and 1984; and C e T

= unemployment hovered about 25 percent per yeér durins‘thé 1980¢to‘19§5
period,

The macroeconomic problems have constrained government expenditures due to
both limited tax revenues and to agreements with the International Monetary
Fund on expenditure levels and expansion of public debt, Total government
expenditure in 1986-87 is pProjected to be 42 percent of the GDP, but this
reflects the high debt service of the government. Net of amortization and
interest on both foreign and domestic debt, the government budget 1s only 24
percent of GDP, Total recurrent expenditure is Projected at 28 percent of
GDP, 11 percent of which covers interest payments,

The trend in government expenditure, both capital and recurrent, is only
increasing modestly, with & considerable proportion of the increase due to
reusing amortization and interest payments. The latter claimed about 26
percent of total expenditure in 1984/85 and about 42 percent in 1986/87.
Moreover, the total deficit has fluctuated during the period but has not been
significantly reduced. Net of amortization, government expenditures have
fallen and the budget deficit halved between 1983/84 and 1986/87. As of
1986/87 the deficit stood at J$429 million (Economic and Social Survey, 1988),

Despite the budget pressures, the Ministry of Health (MOH) has received
increasing nominal dollar support from the government, particularly for
operating costs. Real spending by the MOH, however, has declined
significantly during the decade. Real per capita spending has declined as
well, with public sector spending falling by about one-third in real terms
between 1982/83 and 1985/86.

Between 1984/85 and 1986/87, the MOH recurrent budget as a percentage of the
government budget rose from 7.§ to 9.2 percent,.reflecting a relative increase
in the government's commitment to health care. The MOH has pudblicly stated
‘that the 9.2 percent is expected to remain stable for the near term (Project
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Hope, 1985), although there is the possibility that the new government will
set a different agenda. The proportion of government expenditures allocated
to health has actually declined in total, however, due to the limited capital
investment in the sector. The MOH receives much less of the government
capital budget, and the neglect of major health infrastructure reflects the
negligible capital budget allocations,

emoluments, Public sector wages have remained relatively stagnant over the
past five to six years. The attrition of publie workers, particularly among
the most highly skilled (eg., specialists, physicians and nurses) is linked to
low pay and to the deteriorating physical environment, which severely affected
the productivity of public health workers (Swezy. et al., 1987; PRICOR,

1986). The loss of morale andG leadership in the MOH and its facilities may
parallel the value losses associated with inflation and may equal the loss in
terms of productivity and lost labor. The cost of other medical inputs (other
than wages) has risen more rapidly than overall prices (Taylor, 1988), which
amplifies the impact of inflation and devaluation on the real value of the MOH
supplies budget. 1In sum, inflation and fixed wages have reduced the value and
productivity of the public health care system.

The allocation of central government fundg in health is a particularly
important issue because it is the complementary inputs that have been
unaffordable and have seriously affected the quality, efficiency and
effectiveness of the health care system, Indeed, lack of supplies and drugs
has in some cages made labor an ineffective input into health care delivery,
As mentioned, personal emoluments claim the single largest portion of the
budget., Allocations to supplies, which include drugs, medical supplies,
nonmedical supplies and maintenance, remained largely stagnant over the three
years, 1983/84 through 1985/86.

In 1985/86 supplies were 15 percent of the budget, down from 18.¢ percent
three years earlier, During that same period, the Jamaican dollar fell by 105
percent thereby raising the cost of all imported inputs both medical and
nonmedical. Between 1983/84 and 1985/86, drug expenditures rose sharply in
most hospitals, which Suggests a rise in allocations for drugs forced at least
‘in part by the devaluation. Since the budget figure for all supplies in the
8ystem remained close to constant during that period, the rising level of
pharmaceutical expenditures required a contraction in resources available for
other supplies and maintenance., 1In short, supply expenditures dropped not
only in real but also in nominal terms, seriously affecting public hospital

- services (see Lewis, 1988 for an indepth disussion of this issue).

Another phenomena of public health finances is the sharp rise in
appropriations in aid (revenues raised by the MOH system) over the past few
years. Collections went from J$19,000 million in 1984/85 to J$28,000 million
in 1985/86, an almost 50 percent increase. Nineteen-eighty—four was the first
year under the new hospital user fee schedule. In 1986 facilities were

allowed to claim the revenue, which may account for the rise in appropriations
in aid. The revenue retention reflects a reinterpretation of the definition

'}ob*
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of fee earnings, and allowed hospitals to invest in pmysical plant repairs as
well as medical supplies and drugs (Lewis, 1989). These expenditures provided
a cushion, though an inadequate one, to allow facilities to continue
operation. Since many hospitals' water and security s8y2tems were ,
nonfunctional and whole wings unusable because of faulty wiring, the fee
revenues allowed the mos* egregious problems to be addressed.

II. Project Purpoge

This project addresses the managerial and economic 111s of the current health
care system by emphasizing: (1) the raising of revenue and reduction of costs
(through increased efficiency) in the public system, with concomitant efforts
to reduce subsidies to those who do not need them; (2) improve the management

These objectives are to be achieved through an integrated, disparate set of
activities which (1) identify the problem (e.g, meagure resource costs,
studies of health care financing 1ssues, drug management studies); and, (2)
address the problem (management training, private Sector promotion, drug
management improvement, uger fee reform and accommodation of the indigent,

components.
III. ected Be st

The costs and benefits of the project are difficult to quantify given the
nature of the pProject components, Betause the resources are aimed at
assisting policymakers in devising more effective policies and translating
these into tools for financial and organizational reform of the health care
8ystem, and at promoting greater private sector investment in health care, a
set of flexible activities hasg been designed. While cost benefit analysis ig
difficult to conduct because the benefits are largely nonquantifiable, cost
effectiveness analysis ig highly inappropriate since the project components
‘address specific issues and are largely illustrative, A cost-benefit
comparison between thig policy reform kind of project and, say, construction
is not helpful since the expected benefits are too dissimilar. Thus this
section discusses the benefits, what they are and when they might occur, and
then estimates the costs of each component and the recurrent cosgt implications

Each separate project Component is listed in Table 1 with an accompanying
- description of the expected bgnefits. Benefits will occur at twe points:
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both immediately, i1.e., as information to policymakers, and as an input to
decisionmaking that will, in turn, reap further benefits in the future, In
most instances both tiers of benefits are mentioned in sequence, The benefits
assumptions, however, are often based on the assumption that policymakers will
act appropriately based on expected outcomes of studies and experiments.

This, of course, cannot be guaranteed.

The timing of benefits can be seen in Table 2 where the same components are
listed with the expected timing of planning, implementation, policy
consideration, policy change and benefits indicated for each. As mentioned in
the previous paragraph, benefits may only accrue if certain policy changes are
made. To the extent possible this is indicated in the table. Moreover, some
effort has been made to estimate the sequence of actions leading to the
benefits so the tenuous nature of the specific benefits listed in Table 1 are
clarified.

As a package, the components cover the weaknesses of the MOH and provide the
government with the resources to identify precisely the nature of problems and
to consider, uadertake and evaluate alternative interventions for addressing
the problem. The list is thorough and, if implemented as anticipated, would
provide the government with information to assist them in designing and
reforming health care delivery and finance.

The cost of the project is summarized in Table 3, again by component. The
recurrent cost implications are modest, with the registry of indigents and the
loss of tax and tariff revenue posing the most significant costs. The loss of
tariff revenue could affect other programs, however. For instance, generic
drug importers’ currently carry a heavy tariff that is used to finance the
National Housing Trust. Eliminating that tariff would affect housing finance
objectives of the government and require that alternative sources of funds be
identified for that program. Thus, the revenue loass 1is likely to be the most
serious financial cost over time. The magnitude of the impact, however,
cannot be assessed with existing data.

The costs are divided among eight different tasks, and the recurrent costs are

generally low., The policy reform focus of the project may well have the = °
impact of a net financial gain.

.ééhﬁ;x
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TABLE 1

KATURE'GF BENEFITS OF PROJECT COMPONENTS

b.

C.

2.

b.

—HNATURE OF BENEFITS

BUBLIC SECTOR - FINANCING

Uhéth§8§ﬁ§gbrm

>. Social Marketing

A seriles of anlayses to assist the GOJ in taking
policy decisions which facilitate sustainable
mechanisms for financing health care in Jamaica,
Resultant policy changes could expand demand for
private health care services through increase in
insurance coverage instead of relying on subsidized
public system. Follow through on recommendations
relating to Drug Management could result in benefits
encompassing: (1) improved and less costly public
procurement of drugs; (2) adjusting tariffs on
essential drugs to reduce the cost and thereby
increase access to privately provided drugs; (3)
reduction in the number of over prescriptions in the
public and private sectors; and, (4) reductions in
the cost of medical inptus due to adjustments in
tariffs,

Administrative systems in place to collect hospital
fees and insurance payments which will (1) reduce the
underfinancing of publicly provided health care,
provide incentives to providers in the public systenm,
and improve quality of care through greater
affordability of non-labor inputs; and, (2) reduce .
management costs and oversubsidization of health care
through more accurate registry and definition of
indigence.

Consumer lmowledge and understanding of privatizationl
necessity of payment at public facilities, generic '
drugs, and virtues of insurance coverage.

FUBLIC SECTOR - MANAGEMENT

;gﬁltgrngtivgfugmt.

: Headquarters Strg. Restructuring of headquarters resulting in improved

planning and anagement capability; more efficient
financial, personnel, and supply systems in place due
to modern management technologies, '

Decentralized management Structures in place for
primary and Secondary care; integrating PHC and
secondary care into same region; strengthening role of

‘hosgpital boards; and contracting out hospital support

services,.
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C.

3.
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Primary Health Care Primary care services rationalized in all parishes

Secondary Care

through redeployment of staff aad improved facility
utilization; completed operations research w
demonstrating cost savings and quality of care
improvements,

Improved efficiency and effectiveness of secondary
care public facilities with systems in place to ensure
sugtainable changes and lower costs/higher quality
services.

Improved business climate for private investments in
health care service delivery, which will help expand
private investment in the sector. Improved operation
and more efficient private facilities that are
financially solvent and can serve a larger segment of
the patient population thereby reducing the role of
any subsidy from the government. Benefits will occur
once managerial improvements affect quality and
efficiency of supply and demand can both be satisfied

and increased. Expanded commercial insurance in order

to promote demand for private health care services
instead of relying on subsidized public systenm.

* ,Bgnefite‘are.contingent on policy change with the GOJ.
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TABLE 2
PROJECT COMPONENTS AND TTMING OF BENEFITS

: —Timing of Benefits Accrual ————
PROJECT COMPONENTS  YEAR 1 YEAR 2 - YEAR 3 YEAR 4 YEARS ~ YBAR G : YEAR 7

1. PUBLIC SECTOR - FINANCING

a. Policy F_rameﬁork Study/Policy Study/Policy Study/Policy Study/Policy Study/Policy Study/Policy Study/Policy‘
Consideration Consideration Oonsideration Consideration Consideration Consideration Oonsideration

Implementation Benefit/ Benefit/ Benefit/ Benefit/ Bznefit/*
_ Implementation Implementation Implementation Implementation Implementation

b. User Fee Reform Implementation Benefit/ Benefit/ Benefit Benefit ~ Benefit/ Benefit#*

: Implementation Implementation o e S

C. Social Marketing Planning Implementation Benefit/ Benefit/ Bepefit/ ‘ Benefit/ - Beneflt/*

; Implementation Implementation Implementation Implementation Implementation

2. PUBLIC SECTOR - MANAGEMENT R DA : :

a. Headquarters Str. Planning - Implementation Benefit/ Benefit  Benefjt - Benefit Benefit+ s

. Implementatian _ co S o S
b. Alternative ‘Mgmt. Planning Planning Benefit Benefit Benefit Benefit . Benefit#* Ny
= ~. Analysis Analysis Analysis ‘Analysis  Analysis Analysis. . analysis
o Implementation Implementation Implementation Implementat ion Implementation Implementation
T ES R ' . . - R B ; n
C. Primary Health Evaluation - Benefit Benefit ) g
o Implementation Implementation Implementation
d. Secondary Care Training Training Benefit Benefit Benefit " Benefit "Bénefit*
*. - Implementation Training Training o B :

3. PRIVATE SECIR : i ) : E
-a. Investment Study ‘Study Recommendation Policy Benefit ~ Benefit Beneflt Benefu:* ,
Oonsideration Change ' ‘ o

Policy Change L ]
. . : . [
b. Technical Support Planning Implementation Benefit Benefit Benefit - Benefit - ‘Benefit @

Implementation Implementation Implementation -

* Benefits are contingegt"oh‘ policy change with the GOJ.
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TABLE 3

PROJECT COMPONENT COSTS AND RECURRENT COST ESTIMATES

Co‘

co

JIC

Policy Framework

0

User Fee Reform

2.‘

b.

Ce

d.

V'3o

7S;condarY;Cars v

H

4.

HssoQﬁqrters Strg.

Alternative Mgnt .

v

V.

S

CTOR.

A

0

PROJECT IMPL.

Socigl«Marketing =

" Primary Health Care

0

ESTIMATED

415
259

385

236

638

126

" 684

998

229

None.

Continued monitoring of user fee system and -

support to continue the registry of 1ndigents‘

and financial managemert of health care for
the indigent.

None

Paying for electricity use and other support

for computer maintenance and use.
Regulating contractor(s)

Costs assisted with possible reforms and
greater decentralization.

- Possible follow-on assistance to: -ensure ;

sustainability of improvements, but not -
essenrial

None

None :
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ENVIRONMENTAL DETERMINATION
L =
~ Program: Jamaica < ; |
Title: Health Sector Initiatives Project
Number: 532-0152 4
Funding Source: DA, Health
Proposed Obligation: FY 1989
LOP Funding: $4,540,000
Proposed LOP: 5 years

Mission Determination: CATEGORICAL EXCLUSION o .
Prepared By: Charles R. Mathews, - //7 , e
Mission Environmental Officer Asi ﬂ. L L““?’

‘ A, Activit Description: The proposed activity will seek to improve the
health and nutritional statu; of the Jamaican people and improve the

Proposed Project activities do not contemplate any construction or Othen;
influence on the natural or physical environment. .

B. Discussion: Implementation of the proposed projact activities will
involve technical assistance, training, research, and some commodity }
procurement which, when weighed against the criteria in Section 216.2 (c)
(1) and (2) of AID's Environmental Procedures, are considered to qualify
for a Categorical Exclusion for which an Initial Environmental ,
Examination ig generally not required.

This suatenient is submitted for Bureau Environmental officer review in
accordance with Section 216.2 (3). L '

C. Approval

Acting Mission Director:
"USAID/Jamaica



ANY REPLY OR SUBSEQUENT REFERENGE
~TO  THIS COMMUNICATION SHOULD BE
ADDRESSED TO DIRECTOR GENERAL,

94 BARBADOS-AVENUE‘-

INSTITUTE OF JAMAIC‘A.
Wuly"6, 1989

Deat Mr'Joslin,

Health?Sect6r>Initiéfivés'ffdjééfr

_  This letter constitutes a formal request from the
Government of Jamaica to the United States International
Development Agency (USAID) for a grant of Five Million United
‘States Dollars (US$5M) to support execution of the Health Sector
Initiatives Project as described in Project Document No. 532-0152.

‘We look forward to a positive reéponse to thié‘
- request. : o

Yopfq_gincerely;

;)Qd.n 8(1\:}& NG
*(Mrs.) Dorothy fohed -
for Director General

Mr. William Joslin
Director IR
‘United States Agency for .. ...

. International DéVélQéﬁéﬁltkﬁé@iﬁ)ﬁ

6B Oxford Road .
Kingston 5

st

o CANNEK T

> PLANNING INSTITUTE OF, JAMAICA
T TELEX.3529, PLANJAM JA

P,0.BOX 634, .
_ "KINGSTON,

- JAMAICA,

a



LETTER FROM MOH ON HOSPITAL USER FEE POLICY -

L PO B AV

cn ANp [ LLo oWy o
REFRRINCE QUoTEo~ e v g KIING N. jAMAlCA.
No.\_

29th June, 49 89 -

Mrs. Rebecca w. Cohn,

Director, , S

Office of Health/NutritiodV
Population, co

6B Oxford Road,

Kingston 5,

Dear Mrs, Cohn,

Res 'Ministry‘bf“ﬂéélthfHospital Uéeffﬁeéss

o qv?;;wriféfin reference to your letter of<June,5{ 1§89ﬁ n'
which You ‘sought assuranceg that: TEL

" 1. Pees collected will be made availablertq

2. The fees will be additive to the regulﬁ:
: Ministry of Health Budget. -

You ar aware that although the automatic refund

| ’ € no doubt, (
is 50%, it ig possible for institutions to be reimburseq 100% of the
fees collected, provided this is justified by the institution.. =

pI



Mrs. R. w. Cohn,
Director,
Office of Healt

h/Nutrition,
Population e

fg%hqﬁ@;i%i
T e

S With regarg to_(b))'thé‘fees,éoiiéc;ed have,peé%fahdfwilif,
always be additive to thej:egular.Miniétry,offHealth.BudgetygegérdleSS,
. Of how thetdocumentation may appear5in~the;pstimgtes of Expenditure;,”\‘

‘Yours sincerely,

, nbrgin
R. a, Rad¢haran,1fﬂ
:Permanent,Secretarv‘




