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The purpose of this study was to provide the Agency for
 

International Development with an assessment of prepaid health
 

care 
activity in Latin America and the Caribbean in tripartite
 

form: A status report, identifying the principal health care
 

financing and delivery mechanisms in various countries, a report
 

on the legal and regulatory issues to be considered when
 

undertaking the establishment of such a delivery system, and a
 

manual for assessing the feasibility of a prepaid managed
 

health care organization in a developing country. The objective
 

was to study some, but not all of the countries in the region.
 

With constraints in this effort, the project concentrated on the
 

following countries: Mexico, the Dominican Republic, Guatemala,
 

El Salvador, Honduras, Nicaragua, Costa Rica, Panama, Argentina,
 

Brazil, Bolivia, Chile, Colombia, Ecuador, Paraguay, Peru,
 

Uruguay and Venezuela.
 

Alfredo Solari, M.D., Director of a W.K. Kellogg Foundatiort
 

sponsored project in the Uruguayan Ministry of Health to improve
 

the managerial efficiency of HMOs in Uruguay, was engaged to
 

provide the descriptive account of prepaid health care systems
 

in South America. Mr. John Doherty, a retired Foreign Service
 

Officer with extensive experience in Latin America and the
 

Caribbean, has provided the description of health care systems
 

in Mexico, Central America and the Dominican Republic. Mr.
 

Doherty also undertook the legal investigation of the study.
 



Erling Hansen, Esq., General Counsel of 
the Group Health
 

Association of America, Inc. contributed the legal and
 

regulatory overview. Paul Zukin, M.D., 
of Health Management
 

Associates, developed, under contract 
to GHAA, the feasibility
 

study manual 
for prepaid delivery systems. George B. Strumpf,
 

MPA, Associate Director of Group Hea!th Association of America,
 

Inc. was Project Director. Gail-Marie Crowley, MHSA, managed
 

the overall project, developed the preface and integrated the
 

various authors' sections into a coherent report.
 



Executive Summary
 

The following report was undertaken to provide the Agency
 

for International Development with an overview of the extent of
 

managed prepaid health care activities in Latin America and the
 

Caribbean. A protocol manual with guidelines for def.ermining
 

the feasibility of a U.S. model health maintenance organization
 

(HMO) in developing countries was also produced and translated
 

into Spanish (Volumes II and III).
 

A significant number of prepaid health care organizations
 

were found in South America. (See chart "Number of Managed
 

Prepaid Organizations Identified" on page "x".) Some difficulty
 

was encountered in the classification of these entities. A wide
 

diversity in organizational structure exists as well as a
 

plethora of financing mechanisms, patterns of reimbursement and
 

contractual arrangements. Most important were the varying
 

degrees of employer contribution and government involvement.
 

The health "product" delivered by these organizations also
 

ran the gamut, from few and limited primary care servic,-s
 

(examples of which were found in Peru) to comprehensive benefit
 

packages providing preventive and rehabilitative Gare
 

complementing conventional curative care services (as in
 

Uruguay). Therefore, current and conventional labels extant in
 



the U.S, such as health maintenance organization, preferred
 

provider organization, independent practitioners association,
 

etc., were not always useful in the Latin American setting and
 

have been avoided whenever possible in favor of the more generic
 

phrase "managed prepaid health care systems."
 

The development of managed prepaid health care in the region
 

has been chiefly influenced by two factors: the level of
 

economic and social development and European immigration.
 

Brazil leads the region in number of HMOs (156 were found in
 

this survey) serving eight percent of the population. Uruguay
 

follows closely with some 50 Instituciones de Asistencia Medica
 

Colectiva (IAMC) providing care to a very large portion of the
 

population, nearly 45 percent. In Paraguay, 25 HMOs are
 

presently in operation, but they primarily serve the middle and
 

upper-middle classes. Ten HMO-model Mutualistas were found in
 

the Argentine private sector. Current enrollment is falling,
 

however, due to the increasing importance of government
 

sponsored social security institutes known as 0bras Sociales.
 

The social security institutes in Argentina cover 75 percent of
 

the population, most in the mannor of preferred provider
 

organizations (PPOs).
 

In the remaining countries of Latin America surveyed, fewer
 

managed prepaid organizations were found. Although three
 

commercial HMOs exist in Colombia, a greater number of social
 

security-type institutions, operating in the HMO fashion, were
 



reported. Bolivia has only two HMOs, but 11 cooperatives offer
 

health care services (mostly primary health care) either a
as 


side benefit, or as the principal mission of the organization.
 

Only one PPO entity was located in Ecuador, and in Venezuela the
 

strong orientation to independent solo practice has permitted
 

only one hospital-based prepaid arrangement with a government
 

corporation to evolve. In Peru, one HMO and several mixed
 

HMO-PPO organizations were found in Lima. In Central America,
 

where the consultant was bereft of the opportunity of site
 

visits, one recently established managed prepaid system was
 

located in Guatemala. Considerable interest and consideration
 

of the prepaid concept is also known to exist in Panama.
 

Chile and Uruguay were the only two countries in which a
 

legal review of health care legislation revealed specific
 

enabling legislation for the development of managed prepaid
 

health care organizations. Recent legislation (1981) in Chile
 

permits individuals to channel their social security payments
 

towards the cost of care purchased from the 15 managed prepaid
 

health care organizations known as Institutos de Salud
 

Previsional (ISAPRES). In Uruguay, extensive legislation on
 

standards and obligations of Institutos de Assistancia Medica
 

Colectiva regulate this element of the health sector and the
 

IAMC's delivery of care. Considerable legislation exists
 

facilitating the operation of HMOs in Brazil.
 

Possible legal obstacles to the development of prepaid
 

health care organizations could arise, as they did in the U.S.,
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with the establishment and proliferation of these
 

organizations. Legal encumberances, not readily evident, may
 

exist as barriers to their development, or may evolve, requiring
 

protective government measures in order to permit the industry
 

to grow.
 

In addition to the socio-economic and legal aspects
 

mentioned above, various factors have been determined by Alfredo
 

Solari, M.D., as integral in the development of managed prepaid
 

health care organizations. Contributing factors are: 

1 - The presence of social structures that are community­

based, that are in themselves (or at least have the 

potential to become) highly organized and have a
 

sufficient income base to sustain the costs of
 

organization and delivery of health services on a
 

prepaid basis. Historically, in South America,
 

countries with "community structures" such as large
 

groups of immigrants, industrial labor groups (either
 

through unions or large employers), and production
 

cooperatives (less so consumer and savings and loan
 

cooperatives) have been the most active in prepaid
 

health services.
 

2 - The oversupply of physicians has played an important 

role in the growth of prepaid health care 

organizations. The excess supply lowers the medical 

profession's resistance to the practice of medicine in
 

settings that are not private practice or government
 

services. Unemployment and underemployment become an
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important wedge, and community organizations find it
 

easier to employ or contract the services of
 

physicians. Furthermore, the oversupply of physicians
 

coupled with the development of prepaid organizations
 

fosters the 
growth of physician cooperatives, further
 

drawing patients away from private practice and into
 

the prepaid net.
 

3- A third major factor is the perceivod inadequacy of
 

services delivered directly by government and social
 

security agencies. The emerging blue and white collar
 

workers often find the 
ineffectiveness and
 

inefficiencies of 
these services difficult to accept.
 

HospitaliZation in general wards, ambulatory care
 

provided in unattractive out-dated settings, long
 

waiting lists, the unavailability of drugs and little
 

modern technology are 
causing them to seek alternative
 

health care 
delivery syntems. Two examples of this
 

were found:
 

a) In Brazil dissatisfaction with the services
 

provided or financed by INAMPS (the 
social security agency)
 

has led workers in major industries and companies to push
 

for additional coverage with an HNO at 
the employers'
 

expense.
 

b) In Uruguay the 
social security administration
 

revised a decision to develop its 
own delivery organization
 

in favor of contracting, on 
a prepaid baais, with HMO-like
 

organizations to 
provide health services to its
 

beneficiaries.
 



Four factors were identified by Dr. Solari as inhibiting the
 

development of managed prepaid systems in the region:
 

1 - The ignorance of political and community leaders about
 

the concept of managed prepaid care as an efficient and
 

socially acceptable means of meeting the health needs
 

of the population. The advantages and disadvantages of
 

the system are not well known and, therefore, it is
 

seldom considered as a serious alternative to the
 

traditional two tiered system: private practice and
 

government services. This is frequently due to the
 

dominance exerted by the medical profession in the
 

formulation of public policy health matters and their
 

influence in the ministries of health, social insurance
 

institutes and government services.
 

2 - The medical profession has traditionally opposed the 

development of the prepayment concept in general and 

managed prepaid organizations in particular. The best 

example exists in Venezuela, where the medical 

association has policies prohibiting its members from 

practicing In these settings and sanctioning, by the
 

suspension of their licenss, those that disobey this
 

policy. More subtle resistance was found in almost all
 

the other countries. A change in this trend of
 

opposition is, however, beginning to emerge as
 

unemployment of physicians rises and prepaid health
 

care organizations emerge.
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3 - A third inhibiting factor is the perception that these
 

private sector initiatives are primarily directed
 

towards the needs of the emerging middle classes, thus
 

Inhibiting a policy of equal access to care. The
 

active promotion of a government-run national health
 

care service organization is a clear example of this
 

ideological barrier. However, in some countries, the
 

basis for the promotion of government services is not
 

only ideological, but more pragmatically related to the
 

exercise of power and patronage.
 

4 - Finally, the lack of capital resources and technical 

know-how for the initial development of managed prepaid 

health care systems has been a major obstacle to 

development. Resources are generally invested in 

modern medical technology. None of the countries 

surveyed had loan or grant policies for the promotion 

and development of a managed prepaid organi.zation, even 

when large capital investments were being made in other 

segments of the health care delivery system. 

Several recommendations can be made based on the conclusions 

of this project:
 

1 - Further on-site case study examination of selected
 

managed prepaid organizations in both urban and rural
 

settings is strongly advised. More detailed
 

information on the financing, utilization, populations
 

served, services provided, and the management of these
 

organizations could then be obtained, in order to
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assess the extent of the need for management training
 

in each of the countries. Management expertise was
 

frequently found to be inadequate in the development
 

and expansion of managed prepaid crganizations in the
 

U.S. experience. In response to this need, GHAA
 

initiated in 1982 the National EIO Management
 

Fellowship Program, which served to 
train approximately
 

200 managers over a period of 
three years with positive
 

results in the industry. Similar programs could be
 

established for foreign health care managers.
 

2 - A technical assistance pool of experts could also be 

created to assist in pre-feasibility assessments. The 

pool would draw on both U.S. sources and expertise 

identified in the field, as 
in Brazil and Uruguay.
 

Such a technical assistance team was recently
 

dispatched tu the Philippines and resulted in a very
 

favorable response in the Filipino health care
 

community, including requests for follow-.up
 

activities. A substantial nuuber of U.S. HMO
 

specialists could be made available for promulgation
 

and development of the managed prepaid health care
 

system in both the public and private sectors in Latin
 

America and the Caribbean.
 

viii
 

http:follow-.up


- Last, and perhaps most important, the widespread 

distribution of Dr. Paul Zukin's feasibility protocol 

would be a great contribution to the dissemination and
 

effective promotion of the concept of prepaid health
 

care 
systems and their operation. This manual is, in
 

our opinion, the most comprehensive guide for
 

assessment of HMO development potential presently
 

available. The utility of 
this document cannot be
 

overemphasized.
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Number of Managed Prepaid Organizations Identified
 

MODEL 
 PPO IPA HMO MIXED HEALTH CARE COOPERATIVES OTHERS
 
COUNTRY HMO-PPO COOP 

Argentina 2 10 1 

Bolivia 2 7 4 

Brazil 76 156 

Chile 15 

Colombia 14 3 36 

Ecuador 1 133 company sponsored 
medical services 

Paraguay 25 

Peru 
(Lima) 

2 1 4 *company sponsored 
medic 1 services 

Uruguay 50 

Venezuela 1 

Guatemala 1 

TOTALS 19 76 249 56 7 4 

*Indicates activity in the category, but no hard data was available. 



Definitions of Terms
 

PPO: 	 Preferred Provider Organization - A fee-for-service arrangement of reimbursement
 
for hospital/medical/dental services on an agreed-upon discounted fixed price charged

by the participating providers.
 

HMO: 	 Health Maintenance Organization - An organization that through an organized system

of health care, provides and assures the delivery of an agreed upon set of com­
prehensive health maintenance and treatment services for 
an enrolled group of persons

under a prepaid fixed sum.
 

IPA: 	 Individual Practice Association - An HMO that contracts with 
an association of

physicians from various settings (a mixture of 
solo and group practices) to provide

health services.
 

Mixed HMO
 
PPO: Combination of HMO and PPO elements.
 

Health Care
 
Cooperative: 	 Cooperative established for the express purpose of providing directly or 
indirectly
 

health services to members.
 

Cooperative: 	 Provides health care services to its members as one of various benefits of the
 
Organization.
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0CONCEPTS AND PRINCIPLES
 

Most Latin American and Caribbean nations demonstrate a
 

common set of problems afflicting their health care sectors.
 

Principal among these, and of which numerous others are a
 

consequence, is the insufficient financing of the health care
 

system. Political apathy in matters of health care and the
 

consequent lack of sufficient funding in the public health
 

sector has resulted in few and inadequate facilties and health
 

care manpower resources serving the largest segments of the
 

population: the social security beneficiaries and the recipients
 

of public health services. Health care services in many of these
 

nations range from poor quality primary care attention to highly
 

sophisticated comprehensive tertiary care services. Lamentably,
 

the latter are, for the most part, financially inaccessible for
 

many of the lower income population groups.
 

The rising cost of medical technology and supplies, (most of
 

which are imported), the growing demand for improved health care
 

services from an ever expanding population, compounded by the
 

difficulties which accompany economic stagnation and
 

inflationary conditions, have exacerbated the dilemna to serious
 

proportions. An inordinate amount of the burden has fallen on
 

the national governments who, though committed to the provision
 

of delivery of health care services to the general population,
 

have come to realize the strain of this commitment on the
 

national coffers.
 



Finally, the loose, unstructured and poorly coordinated
 

components of the health delivery system, both public and
 

private, in many of these nations are 
typically plagued by
 

managerial inefficiencies, uncontrolled cost and utilization,
 

and duplication of services.
 

As the problems escalate, pressure has mounted for change 
in
 

the health care 
sector. Alternative financing measures 
are
 

being sought as a possible means of alleviating the health care
 

burden of the governments. 
Private sector involvement is
 

growing. Methods of encouraging health service users 
to
 

undertake partial 
financial responsibility, with or without the
 

involvement of 
employers or government subsidization, and in
 

accordance with the ability to pay, 
are being explored. It is
 

quite well known that lower 
income groups are willing to spend
 

for health services, either of 
the traditional western or
 

non-traditional 
curandero medicine. As 
incomes grow, Brazilian
 

studies have shown that 
a disproportionately larger amount 
of
 

income is expended in the purchase of health cars 
services.[1]
 

In addition to altering the traditional method of financing
 

health services, means 
of modifying the incentives of
 

fee-for-service medicine, the managerial deficiencies 
in the
 

sector 
and the high utilization patterns, 
are under
 

consideration. 
In sum, alternative delivery systems are 
being
 

examined for their contributions 
in economic efficiencies and
 

control of resources.
 

It is 
in the wake of emerging 
interest in the developing
 

world in these health care delivery alternatives that 
the
 

following reports were undertaken.
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I. Introduction
 

The U.S. alternative to traditional fee-for-service and
 

public health care services emerged in the last century in the
 

form of prepaid "contract" medicine among plantation owners in
 

the south as they sought medical care for farmworkers. The
 

early railroad companies also took this prepaid route by
 

deducting from rail workers' salar'es a sufficient amount to
 

cover the expenses of salaried physicians and railroad
 

hospitals. These early initiatives spread to the mining and
 

lumbering industries, most notable of which was the Kaiser
 

company's contracted medical services that grew during the
 

1930's to provide care to the burgeoning company's diversified
 

construction industry.[2] It has become a provider of care that
 

presently serves almost one third of the U.S. population
 

enrolled in health maintenance organizations.
 

In the U.S. charges of the practice of "socialized medicine"
 

were launched against the prepaid health care delivery sector by
 

fee-for-service physicians to whom the concept of organized care
 

was anathema.[3] Considerable opposition to this form of health
 

care can be found among physicians in Latin America and the
 

Caribbean also, as physicians maintain their preference for
 

solo practice. However, with the increased supply of physicians
 

in many of these countries, gradual acceptance of the system is
 

bound to emerge as it did in the U.S.
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II. 	Historical Background
 

The modern health maintenance organization (HMO) concept
 

developed in the United States as a competitive alternative to
 

indemnity forms of health insurance and Blue Cross-Blue Shield.
 

Both of these types of health insurance were based on the
 

concepts of cost reimbursement to hospitals and fee-for-service
 

to physicians. Shortcomings in the fee-for-services sector
 

Included: emphasis on curative care coverage, over-utilization
 

of hospitals, disincentives to practice on a cost efficient
 

basis, and a multiplicity of entry points into the system which
 

confused the consumer.[4]
 

The HMO structure proposes to remedy these problems by
 

or,'Ianizing the various elements of health care into a single
 

system. The resulting organizational entity has the
 

responsibility of providing comprehensive health care services
 

to a defined population for a predetermined fee, in effect,
 

taking responsibility for both the financial and delivery
 

aspects of health care. It uses primary care physicians as
 

gatekeepers to the system and guides to the consumer. Referrals
 

to outside specialists are closely monitored. It emphasizes
 

ambulatory care treatment where appropriate, early access to
 

medical care and preventive medicine, thereby reducing
 

unnecessary and costly hospitalization. The centralized
 

management of shared se-17ices has the added benefit of reducing
 

overall 	operational costs.
 

The combination of the health care delivery and financing
 

functions enables the organization to provide comprehensive
 

health care services to its enrollees on a fixed fee basis. The
 



physicians, 
in whatever manner they are affiliated with the HMO,
 

either on salary, capitation or negotiated fee-for-service
 

basis, are at risk financially for the they provide to the
care 


enrollees. Physicians' practice profiles 
are modified, and cost
 

savings ensue. (5,61
 

These structural and health care 
delivery features are
 

increasingly attractive 
in the U.S. to purchasers of health cire
 

(employers, unions and government) and to 
the individual
 

consumer. 
 In the early 1970s, there were 
less than 30 HMOs in
 

the U.13., serving approximately 3 million enrollees.
 

Participation by the elderly, financed by Medicare, and the
 

poor, financed by Medicaid, was very low due the absence of
to 


acceptable reimbursement provisions. 
 By 1985, there were over
 

370 HMOs with nearly 17 million members. The rate of membership
 

growth for 1984 was 
22.4% and 40 new HMOs began operation during
 

that period. These types of health plans 
are now located in 43
 

states, the District of Columbia and Guam. 
Medicare and
 

Medicaid enrollment increased more 
rapidly than overall HMO
 

membership; 
there was a 36% increase in members over 
65 years
 

old (June 1983-1984) and a 35% increase in the Medicaid
 

category. In January 1985, federal 
regulations were issued
 

defining reimbursement of HMOs 
for the over 65 population and
 

signaling a suspected major increase of 
elderly persons
 

enrolling in HMOs during 
the next few years. Similarly, state
 

governments have increased Medicaid-HMO contracts, particularly
 

for the welfare category of aid to families with dependent
 

children, because of the demonstrated cost savings while
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maintaining a high standard of medical care.7] 
 The employers,
 

who contribute most 
of the financing for medical insurance for
 

the U.S., were surveyed recently regarding their experience with
 

and attitudes toward HMOs.[8] These findings indicate a high
 

enrollment in HMOs by their employees.
 

III. Prepaid Managed Health Care Models
 

In the U.S., the term "Health Maintenance Organization"
 

encompasses a broad spectrum of prepaid organized delivery
 

systems structures. Classic models include:
 

Staff model- The HM0 employs salaried physicians to
 
provide care. The HMO may own the hospital(s) or
 
contract with existing community hospitals.
 

Group model- The HMO contracts with a multi-specialty

physician group on a capitation basis to provide health
 
care services. The HMO may own the hospital(s) or
 
contract with community hospitals.
 

Network model- The HMO contracts with multiple group
 
practices who may also maintain a fee-for-service
 
practice.
 

Individual Practice Association model (IPA)- The HMO
 
finances and arranges the delivery of care to its
 
enrollees via independent physicians practicing out of
 
their own offices. Reimbursement to doctors is by
 
negotiated fees or capitation. This model maintains
 
fee-for-service, or traditional medical practice. The
 
HMO contracts with community hospitals for critical
 
care.
 

These four basic prepaid group models can be further
 

modified by an assemblage of reimbursement policy options and
 

contractual a-rangements. HMOs generally take form in the
 

manner which best suits the needs of the sponsors, employers and
 

providers.
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IV. 	 Principal Components
 

The variety of operational structures in existance do,
 

however, share several common elements:
 

Employed groups, including union members, as principal
 

subscribers to the HMO's health care servicAs - Large employed
 

groups from all sectors of the economy, including dependents,
 

are integral to the formation of a subscriber base. An HMO
 

cannot consider non-group or individual enrollment as a
 

principal source of membership. The expenses involved in
 

marketing to individuals cancel the economies gained from this
 

form of prepaid managed health care.[9]
 

Administrative services for the management, marketing,
 

actuarial, financial, planning and other organizational
 

activities- The centralizec administrative functions of a
 

prepaid managed health delivery system approximate the
 

activities of a business eAterprise emphasizing planning, cost
 

control and the undertakinj of risk. The development and
 

maintenance of an enrolled membership is the administrative
 

body's task, as is the resonsibility of collection and analysis
 

of utilization data and th, development of physician
 

practice pattern norms to ,hich the providers will adhere.[1OJ
 

Prospective payment - . fixed, prepaid monthly payment is 

received from the employe. Additional premium payments are 

required in some instancesfrom the subscriber, in order to 

cover the estimated cost a health care for all the enrollees 

and their dependents, regwdless of individual utilization of 

7
 



are actuarily determined on the
services. Jommunity based rates 


one year. An
number of enrollees and fixed for the period of 


increase i a enrollment increases the organization's funds, and
 

an increare in the use of services, depletes the organization's
 

expected pool of revenue.[11
 

A comprehensive set of health care services - Medical
 

services ere provided either directly, by the HMO, or through
 

arrangements with providers. Accessibility and
contractual 


the members.
availability of services is guaranteed to A
 

several hoalth centers, secondary
network, usually consisting of 


community health facilities and access to tertiary hospital
 

services a.vailable 24 hours a
 care, provides a wide range of 


day. The strong ehiphasis on preventive care, health education,
 

and child wollness programs and
prenatal care, maternal 


iieeking health services
avoidance of financial barriers to 


early, or when disease is suspected, maintains health status and
 

expensive acute care resources.
diminishes the utilization of 


-

Medical services are provided b HMO affiliated physicians 


in HMO affiliated centers 
and
Providers render services 


hospitals. Physicians are compensated in a manner unrelated to
 

services actually provided, eliminating the
the number of 


incentives characteristic of fee-for-servic3
traditional 


practice.
 

are
Physician extenders and assistant health providers 


- Physician assistants, nurse practitioners and, other
utilized 


physician extenders are frequently i.nvolved in the screening and
 

the HIMO.
educational activities of 




Auxiliary services are integrated into the system 
-


Phyisical therapy facilities, medical social services and home
 

health services are often integrated into the system In order to
 

ensure continuity of care. HMOs frequently manage their 
own
 

pharmacies, dispensaries, laboratories and other health support
 

services, thereby significantly reducing the 
cost of these
 

services and their products to 
the HMO and the enrollees.
 

Voluntary enrollment -
Free choice of health coverage is
 

mad6 available by the employer in order to 
provide the employees
 

with the alternative of traditional insurance to the HMO.
 

This choice is usually for a one year period.
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V. Advantages and Disadvantages of the HMO Cystem
 

The advantages resulting from prepaid health delivery
 

systems are principally due to the organization of the service
 

structure and to the element of prepayment of services. In
 

addition, by altering the incentive mechanism by which
 

physicians' income is directly related to the number of
 

procedures performed, cost savings result from lower utilization
 

and the more efficient use of resources in the health system.
 

Advantages to Administration:
 

--- The administrative structure of this form of care permits the
 

management to retain an efficient control on the delivery of
 

services, with careful allocation and shared use of resources.
 

Duplication is avoided by coordination of services, appropriate
 

utilization is monitored, and administrative duties are
 

centralized, freeing providers of care from administrative
 

tasks.
 

---A pooled source of income based on a geographically
 

determined enrolled population permits management to budget for
 

anticipated costs of health care services. Cash flow is more
 

uniform in a prepaid system, enabling management to plan
 

financially for the organization.1 2 ]
 

--- A change in physician practice patterns will occur as
 

incentives for remuneration by service or procedure, are
 

eliminated. Encouraging the use of ambulatory services in lieu.
 

of hospitalization, where appropriate, is an economical result
 

of providers considering costs and alternatives. Only necessary
 

tests and procedures are ordered.
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--- The primary care physician becomes the gatekeeper to the
 

medical care system, determining the appropriate utilization of
 

services and coordinating the entry of en:pollees into the
 

medical system.
 

--- The HMO will establish formal relations with non-HMO referral
 

physicians as gatekeeper physicians become responsible for
 

referrals to outside specialists. (Maintaining, of course,
 

careful monitoring of the member's outside treatment plan in
 

order not to foresake the cost advantage acquired in the HMO
 

setting.)[13]
 

--- The resultant improved net cash flow generated by the
 

subscribers' payments can result in financial benefits 
to the
 

organization as it avails itself of the opportunities of short
 

term capital investments.[14]
 

Advantages to Physicians:
 

--- Physicians are relieved of the financial 
and administrative
 

tasks inherent in serving private patients. They can enjoy
 

predictable income or stabilized cash flow, regular schedules
 

and time for continuing education. More professional freedom
 

results. [15]
 

---A referral and consultation structure will evolve from the
 

availability of pooled physician talent.
 

--- Physicians will find, however, that they owe greater
 

responsibility to their associates as a result of their
 

participation in group medicine. Quality assurance and peer
 

review issues will most likely be brought to the fore as
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---

physicians come to realize their dependency on 
their colleagues'
 

performances. (16]
 

Advantages to Consumers:
 

--- The prepayment mechanism ensures 
the consumer of predictable
 

health care costs 
and does not penalize the individual for
 

appropriate utilization of services.
 

--- Quality of care is enhanced by the continuity of care
 

provided by the organization.[17]
 

--- Greater accessibility to health care results financial
as 


barriers to utilization are removed. First dollar coverage is
 

provided and the use of copayments, generally used to prevent
 

trivial use of services, is nominal.
 

---The emphasis on preventive health and early detection of
 

disease in ambulatory settings will reduce hospitalization and
 

related costs.
 

Advantages to Employers:
 

--- The introduction of a competitive health care provider
 

usually will lower the of health care
cost benefits for
 

employers.
 

A healthier work force with increased productivity and
 

reduced absenteeism can result.
 

--- Employer costs are predictable due to community rating, as
 

there is no adjustment to the premiums for actual experience,
 

i.e. specific costs for the group.
 

A number of disadvantages of the system have prompted
 

criticism of this form of prepaid health care. consumers
Some 


will lam3nt the limited choice of physician and health care
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facilities in an HMO. The lack of choice, however, is a product
 

of the cost-saving technique. Members who insist on seeking
 

care outside the HMO without authorization, cannot expect
 

reimbursement for costs incurred. In add!tion, consumers have
 

frequently found that longer waiting periods for appointments
 

deemed not urgent will occur. As the members' perceived demand
 

for health care is generally greater than the resources
 

available in an organize4 delivery system, a system of rationing
 

according to medical need is generally instituted. In the
 

fee-for-service sector, on the other hand, the ability to pay
 

rations medical services.
 

There is a theory that contracted or capitation reimbursed
 

HMO physicians might regard HMO plan enrollees as "captive" and
 

provide them with inferior services, thereby creating the danger
 

of a dual class system of care within their own practices. This
 

can be particularly troublesome in a situation in which dual
 

choice is not available, usually to a large segment of the low
 

income population. In addition, the possibility of incurring
 

cost savings at the expense of the well-being of the enrollee is
 

a frequent criticism. However, the principal countervailing
 

force to these possible developments is the fact that it
 

behooves the physicians to keep their patients healthy so that
 

they do not become more sick and incur greater amounts of
 

expensive treatment at the cost of the physician.[18]
 

T-rom the administrative perspective, various financial and
 

managerial considerations must be carefully weighed before
 

embarking on a prepaid managed health care scheme. The delicate
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balance, and often conflicting objectiv:|s, of the various
 

elements of the organization, require skilled management
 

personne for the effective operation of 
a prepaid system.
 

Frequently, this pool of talent '.a difficult to obtain.
 

Secondly, many HM0 models have significant start-up costs, and
 

there is the difficulty of deferring recovery costs of capital
 

to subsequent years of operation. Lastly, financial policies
 

must be made concerning cross-subsidization among classes of
 

policy holders, who to undercharge and who (if anyone) to
 

overcharge. Fiscal solvency must b6 maintained without
 

succumbing to the unethical practice of 
selective enrollment in
 

order to skim the population for the healthiest and most
 

financially attractive enrollees.[19]
 

VI. Environmental Conditions:
 

In order for a prepaid health care system to become
 

successfully established, certain hospitable environmental
 

conditions must exist:
 

Political and legal factors- A willingness to accept and
 

promote the prepaid managed health care concept through public
 

policy. There must be an absence of regulation against the
 

incorporation of 
medical providers and certain strictures on
 

their practice. National laws and local jurisdictional laws
 

regulating practice and participation in the delivery of public
 

health services must be examined, as well as the medical ethics
 

objections to advertising of medical services, and compensatory
 

arrangements. 
Opposition from medical associations and their
 

extra-legal punitive measures, 
if they exist, would also serve
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as serious barriers to the establishment of a prepaid managed
 

heto.h care system.
 

Socio-political factors - There must 
exist a large enough
 

catchment group of employers and employees 
to whom the concept
 

of a prospectively paid health care 
service can be marketed.
 

Sufficient 
income must be earned by the employees to support
 

payroll deductions, over and above employer payments , or
 

government subsidies would be necessary, in order to finance
 

such a health care service.
 

In the U.S., the public payor participation has been
 

limited, due principally to a lack of expertise in the
 

administration of prepaid medical contracts, coupled with a
 

tendency to avoid being identified as a poor person's clinic.
 

Marketing the concept to a predominantly uneducated, welfare
 

supported group also poses problems, 
as a sense of identity w:th
 

the organization must be developed in order 
to prompt
 

utilization [20]. Medicaid-HMO contracting started to expand in
 

the U.S. during the past 5 years states became more
as 


sophisticated with the contracting process.[21]
 

Health care industry supply factors An adequate pool of
-


health care providers must 
exist in order for a prepaid
 

operation to exist. In most 
Latin American countries, for
 

example, an 
oversupply of physicians and a competitive market
 

would make the prospect of affiliating with an HMO type
 

organization more attractive 
to physicians. However, the lack
 

of physician extenders, nurses 
and other health workers in many
 

countries may present staffing problems 
for incipient H1MOs.
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Providing a rich benefit package in a rural 
or medically
 

underserved area is, 
for the most part, unrealistic due to the
 

lack of provider resources generally available in these areas
 

and the lack of significant employer groups.[22] 
 Initial first
 

year costs are generally high, due to 
the higher rate of serious
 

illnesses in these regions.[23] The prepaid health care 
system
 

is not 
a panacea for the problems of health care delivery in
 

underserved areas, and will not 
attract physicians and resources
 

to these regions without significant government or industry
 

assistance and subsidization.
 

Health care financing considerations - A healti care
 

financing mechanism which will permit 
the entry of HMO providers
 

in the existing system is necessary. Investors in HMOs from
 

both the public and private sectors must be able 
to finance the
 

venture by means of equity, common stock, public bonds,
 

government sponsorship, donations, 
etc. [24] If a dominant
 

Social Security mechanism or public health system exists,
 

consideration should be given to 
innovative public/private
 

cooperation in the financing and delivery of 
services.[25]
 

Sponsorship and managerial 
factors - An interested and
 

committed sponsoring agent- a physician group, hospital, major
 

employer or the national government must be present 
as the agent
 

under whose aegis the prepaid health care delivery experiment
 

can be undertaken.
 

In the U.S. experience, the most significant cause of
 

failed HMOs was insufficient commitment from the 
sponsoring
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group as a result of inadequate capital investment and a lack of
 

clearly delineated organizational objectives. The second most
 

frequent factor leading to failure was a lack of adequate
 

management. Motivation, management and physician involvement
 

are as integral to the success of an HMO venture as are
 

community acceptability, a hospitable legal environment and the
 

availability of capital.J26]
 

In conjunction with the factors listed above, some
 

countries exhibit indicators of "receptivity" which would make
 

them more disposed to accept the conceptual ramifications of an
 

HMO-type organization, and therefore provide fertile ground for
 

the development of a prepaid system. The actual existance of
 

some form of prepaid health care would, of course, signify
 

acceptance and, hopefully, viability of the model. The
 

existance of prepaid insurance is also considered significant as
 

a measure of the population's willingness to pay prospectively
 

for care from the private sector. Cooperative efforts, whether
 

agricultural, industrial, community or ethnically based
 

organizations offering health care benefits, would also indicate
 

a propensity to accept the concept of prepaid managed health
 

care.
 

VII. 	 Parallels in U.S. and Latin American Development of
 

Prepaid Health Care Organizations
 

Tho pattern of development of prepaid health care
 

organIzations in Latin America closely resembles the evolution
 

of the HMO industry in the United States. Conceptually, the
 

prepaid model in both regions developed as an alternative to
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private fee-for-service care and the public delivery systems. 
A
 

burgeoning middle class 
in the U.S. demanding affordable quality
 

care 
led to the growth of prepaid organized care. Rising
 

expectations among members of the 
lower and middle income groups
 

for improved medical care services and a desire to reduce
 

dependancy on the public and social security services led 
to the
 

establishment of prepaid health care activities 
in Latin
 

American countries. Salaried staff model prepaid systems have
 

progressed to contractual group models as they did in the U.S.
 

Variations of the network system, with multiple service delivery
 

sites, are presently evolving in both regions. Lastly, medical
 

association opposition to these arrangements nas spurred the
 

development of Preferred Provider Organizations in these
 

countries, quite similar to the develonment of the PPOs in the
 

United States.
 

The sequence of obstacles to development of the industry
 

has also provon to be similar. A general lack of capital and
 

adequate financing has plagued prepaid health care in both the
 

U.0. and in the region. In the U.S. the HMO Act of 1973 provided
 

venture capital to HMOs meeting federal qualifications and
 

standards in order to remedy this situation. This short term
 

financial mechanism was quite successful in giving the HMO
 

industry its needed economic impetus.
 

Hand in hand with financial assistance for nascent HIMOs in
 

the U.S. came enabling legislation. The federal law superceded
 

some state and local legislation and regulations inhibiting the
 

establishment of 
corporate medicine and restrictive reserve
 

requirements, as well as other inhibiting barriers. Though
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specific legislation prohibiting the corporate practice of
 

medicine was not found to exist 
in Latin America as it had in
 

the U.S., it Is anticipated that medical association opposition
 

will be a significant obstacle for the establishment of prepaid
 

health care in some 
Latin American countries.
 

VIII. 	Conclusion
 

Some elements of the U.S. model 
are not easily transferred
 

to a developing country's setting. For instance, the tenets of
 

dual choice and voluntary enrollment may be a moot issue for
 

selected population groups which may not have the luxury of a
 

choice of alternative. In addition, options for HNO models in
 

developing aations will vary according to 
the degree of public
 

and private participation sought. If the intent is to provide an
 

alternative to existing health care options in the private
 

sector, a private investment initiative would be most
 

appropriate. Other elements are transferable and have been found
 

to operate successfully for consumers, employers and public
 

payors; prepayment for a defined set of primary services plus
 

hospital care is foasible in many devGloping countries as has
 

been identified by this effort.
 

If, at the other end of the spectrum, the objective is to
 

provide care to the indigent, a government-Eponsored parastatal
 

entity could be created. It would operate on the model of 
an
 

HMO (prospective payment and cost containment) but would
 

necessarily need to be financed by the 
state. [27] Various
 

intermediate combinations of public and private funds would also
 

be possible.
 

19
 



As with any other form of technology, the adaptation of
 

prepaid managed delivery models will require imagination and
 

creativity. The challenge lies in the ability to transfer the
 

appropriate elements of the prepaid model in order to serve the
 

needs of the health delivery infrastructure while accommodating
 

for cultural, socio-economic and political considerations. Some
 

successful examples are cited in the following chapters.
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C H A P T E R I
 

INTRODUCTION
 

1.1 Background
 

This report was undertaken under the Cooperative Agreement No.
 

LAC-OOOO-A-O0-4049.-00 between the Agency for International Development
 

and the Group Health Association of America. The main purpose was 
to
 

develop a critical assessment of Health Maintenance Organization (HMO)
 

development in Latin America. 

Two of the objectives of this project were: 

- "to identify and describe prepaid and/or HMO-type activity in
 

the Latin American region";
 

- "to identify and examine the factors that have contributed to
 

the growth of the activities in the Latin American region".
 

The report on this subject was to include:
 

a) Characteristics of each activity: name, sponsorship, etc.
 

b) An assessment of advantages and disadvantages of the "HMO"
 

system.
 

In order to accomplish parts of this project in South American
 

countries, an agreement was 
reached between CHAA and this consultant.
 

Sections (b) and (c) of the "Services to be Provided" stated the terms
 

of reference for this report as follows:
 

-1i­



"Using a standard format, identify and report on HMO and/or prepaid
 

health care activity in designated South American countries"; as
 

well as "review the social, economic, legal and political factors
 

bearing on the establishment and development of HMO-type systems in
 

each country and assess the feasibility of initial or further
 

development of HMO-type systems in each country reviewed".
 

There is an accepted definition in the United States of what an HMO
 

is as stated in the HMO Act of 1973,PL93-222 (as amended). The strict
 

application of the U.S. model to the types of prepaid activities
 

existing in South American countries would have excluded practically
 

all of them from the study. In recognition of this limitation, the
 

terms of reference utilized an expanded concept by referring to "HMO
 

and/or prepaid activity". Thus, we identifed and described the kinds
 

of prepaid health care organizations existing in each South American
 

country we reviewed.
 

Each class or type of prepaid activity was then compared to three
 

main prepayment models: indemnity insurance, indirect provision of
 

prepaid services (Preferred Provider Organizations or PPOs) and direct
 

provision of prepaid services by Health Maintenance Organizations, or
 

HMOs. As a result, we were able to select in each country those .
 

activities that, although different in some respects from the American
 

HMO concept, were similar enough as to permit inclusion in the study.
 

For those prepaid activities which were identified, an effort was made
 

to describe and list all, or at least the most important, organizations
 

that fit the characteristics of the group in the country concerned.
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Direct provision of prepaid health care services by HMO-type
 

institutions was found to be most developed, with the longest tradition
 

and providing the widest coverage to the population, in Argentina and
 

Uruguay, somewhat less developed but growing in Brazil, Chile and
 

Paraguay, and almost nonexistent in Bolivia, Peru, Ecuador, Colombia
 

and Venezuela. Although in each of these countries the presence or
 

absence of HMO-type organizations relates to a series of national
 

social, economic, legal and political factors, there is an overall
 

relationship between the level ai 
pace of socio-economic development
 

and the appearance of this type of health care organization.
 

The next two sections of this Introduction contain a general
 

reference to the socio-economic development of South American countries
 

and the main features of the health care delivery systems in these
 

countries. They serve as 
a general point of reference for the
 

presentation of each country reviewed. 
Toward the end of this chapter
 

there is also a section that analyzes in more detail the
 

characteristics of the three types of private prepaid health care
 

delivery organizations.
 

Finally, in order to 
learn about the overall organization and
 

financing characteristics of 
the health care systems, including the
 

identification of existing types of prepaid activities, and 
to relate
 

both to the appropriate social, legal, economic and political factors
 

in each of the South American nations, site visits were made to ten
 

countries. 
 Auch was learned from these short visits. However, the
 

task of identifying, listing and describing the components of those
 

prepaid organizations mot similar to HMOs was arranged in most
 

countries with
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a local correspondent. Their efforts have resulted in the lists of
 

prepaid activities that appear at the end of the chapters corresponding
 

to each country.
 

1.2 Socio-Economic Development of South America
 

The delivery of personal health care services and its various
 

organizational forms is highly dependent upon the level of social and
 

economic development existirg in a country. Universality of access and
 

the establishment and operation of complex financing and delivery
 

systems appear in very advanced stages of development. Therefore, it
 

seems necessary to present an overview of South America's ethnic,
 

cultural, economic and social evolution as background information for a
 

description of the health care delivery systems that have developed in
 

these countries.
 

J.2.1 Human Resources
 

Four main ethnic components have contributed to the present
 

population of South America:
 

- Amerindians: They inhabited this continent before its discovery
 

and conquest by the Europeans. Indian societies at that time
 

(early 16th century) existed at three different cultural levels,
 

a fact that to a large extent determined the composition of the
 

population during the colonial period and afterwards, even to
 

the present day.
 

Along the highlands of the Pacific coast, with its focal center in
 

Peru, existed the Andean society. It enjoyed a relatively high level
 

of political and military organization, and advanced social,
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cultural and economic structures. Its architecture - palaces and
 

elaborate multiroom buildings - its agricultural techniques - terracing
 

and irrigation - and its urbanization with the emergence of inhabited
 

cities, are evidence of its advanced development. The Amazon Basin and
 

the mid-Atlantic coast were occupied by intermediate level Indian
 

societies or tribes that practiced hunting, but also some agriculture.
 

The temperate and southern zone was inhabited by nomadic hunting tribes
 

with a lower level of social development.
 

- Iberians: During the colonial period, from the 16th to the early 

20th centuries, only Spanish and Portuguese were admitted to the 

South American colonies. Composed mostly of military, religious 

and self made entrepreneurs, the Iberians that came to this 

continent were few in comparison to existing Indians 

(approximately 150,000 Spaniards and a similar number of illegal 

immigrants compared to about 6,800,000 Amerindians of which a 

little less than half belonged to the Inca Empire or were under 

Inca influence). 

- Africans: An important demographic contribution was the large 

scale importation of slaves from Africa, estimated to be as many 

as 4,000,000 for Brazil and 3,000,000 for all Spanish America, 

of which only a minority went to the Andean region and an even 

smaller number went to the southern cone, consisting of present 

day Argentina, Uruguay and Chile. 

- Post-independence immigrants: Late in the second half of the 

19th century and continuing until 1930, South America received 

mass immigrations from Europe - Italy, Spain and some central 
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and eastern European countries. Some 11,000,000 to 12,000,000
 

people arrived. The great majority of these went to Argentina,
 

Uruguay, southern Brazil and central Chile. The demographic and
 

socio-cultural impact of this mass immigration, particularly in
 

Argentina and Uruguay was very important.
 

These four main components blended among themselves to various
 

degrees and, as a result, new socio-cultural groups evolved. Three
 

regions of ecological distribution can be identified for these ethnic
 

groups. These regions showed a different rate of social and economic
 

development not only because of their differences in their populations
 

but also because of climate, location, natitral resources, political
 

stability, etc. From the population view-point, tney can be recognized
 

as: 

- Indo-America: It consists of the highlands from north to south 

on the western side of the continent. It corresponds roughly to 

the territories of Venezuela, Colombia, Ecuador, Peru and 

Bolivia where Mestizo and Indian groups are predominant. At the 

time of the conquest by Spain, this area was the site of the 

highest civilization in South America and was the most densely 

settled. The social and economic organization of the Spanish 

Empire was sustained upon the relatively advanced institutions 

of the Indians and on Indian labor which was easily exploited. 

- Mulatto America: In the lowlands of Venezuela and Colombia (in 

the Amazon Basin), and much more so in Brazil, the few and 

relatively dispersed Indian tribes were eventually decimated 
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by disease and warfare and replaced by imported Africans, mostly
 

for the purpose of cultivating plantation crops. Their racial
 

and cultural influence became very significant. 

- Euro-America: In the temperate zone, the indigenous tribes, 

already scarce, 
were destroyed and the mestizo population was
 

surpassed in size and therefore overwhelmed by the avalanche of
 

European immigration around the 
turn of the 19th century.
 

1.2.2 Political and Cultural Evolution
 

The nature of the European domination and its lasting impact on
 

post-colonial South America was determined on the one hand by the
 

economic, political, cultural and ideological forces orienting the
 

Spanish and Portuguese empires and on 
the other by the level of
 

civilization characterizing the indigenous population. 
As a result of
 

this European influence, although the political organization of the
 

independent nations was molded after the French and American models,
 

the political culture, values, attitudes and behavior 
- particularly
 

during the 19th century were - to a considerable extent - the
 

reflection of Iberian politics.
 

Together with the political and cultural heritage the new nations
 

showed a strong continuity with their colonial status as 
far as their
 

economic roles were concerned. Colonial South America was a market for
 

European (mostly Spanish) manufacturers and a producer of raw materials
 

- precious metals and tropical crops that were exported to Spain.
 

After independence this economic framework continued to exist in the
 

form of the primary export economy that was 
predominant in the region
 

until the 1930s and that still remains an essential part of it today.
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Social organization and stratification were closely related, both
 

during the colonial period and afterwards, to the system of land tenure
 

and to the pattern of labor relations. The great landed estate, the
 

hacienda, was one of the cornerstones of colonial society and became an
 

autonomous, self-sufficient institution not only in economic terms, but
 

also politically 
and socially, with the landowner exercising absolute
 

authority over all groups living on the hacienda.
 

This feudal social structure inherited from the colonial powers
 

resulted in a failure to create a viable modern political system In the
 

new nations, while the central economic role played by the export of
 

raw materials not only reinforced the landed estate system, but
 

increased economic dependence and vulnerability. It provided an
 

obstacle to industrialization and determined the forms of social
 

relationships that in turn tended to perpetuate the archaic social
 

structure.
 

1.2.3 20th Century Social Chanpe
 

The old colonial heritage that dominated the South American scene
 

during the 19th century, precluding industrialization and social
 

change, started to crumble in the first half of the 20th century.
 

The increasing demand for primary exports, the growing centralizing
 

and coordinating role of the state and the creation of new services
 

required as a result of economic expansion, all helped to transform
 

South American urban society. Particularly in the larger cities, a new
 

urban .,iiddle class, with an urban proletariat, emerged. These new
 

social forces were reflected in the political system, leading to wider
 

participation, as well as modifying the cultural and social scenes.
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The breakdown in international trade created ty the world wars and
 

the Great Depression generated conditions favoring industrialization.
 

At the same time urban concentration increased enormously. The growth
 

of the mass media and of transportation networks broke down the
 

isolation of the large rural areas that usually formed the greater 
part
 

of the countries' national territory.
 

The timing, speed and character of these transformations has varied
 

among the different nations. 
 In general, Euro-American countries
 

initiated their transformation first, around the 
turn of the century,
 

with the mass immigration of Europeans. The largest nations of Mulatto
 

America followed, mainly Brazil and Venezuela in the 30's, 40's and
 

50's. Social change also occurred in some of the Indo-American states.
 

Stagnation and regression did occur, but mass mobilization and social
 

change are the main characteristics of contemporary South America.
 

1.3 	 Health Care Delivery Systems in South America
 

The organization of health care institutions in South America has
 

historically followed the lines of social stratification. Even today,
 

to 
a large extent, medical and hospital services are organized in
 

separately to serve different income groups.
 

During the post colonial period the inequality among different
 

social classes, in terms of income and political power, produced
 

similar inequities in living standards and in the accessibility to
 

medical care. Acute care hospitals were located where the powerful and
 

influential in society lived, since they were created to serve
 

predominantly the needs of those gzoups. 
 The poor either did not have
 

access at all or were lookod after by ill-equipped hospitals and
 

clinics managed and financed by charitable organizations.
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During the second half of the 19th century and the first decades of
 

the present one, an important change took place in relation to the role
 

of the state. Slowly, the state replaced these organizations in the
 

financing and later in the management of hospitals and clinics aimed at
 

the care of the poor. Until that time the role of the state was
 

limited mainly to a financial support of charity hospitals,
 

particularly for operating expenditures. In addition, the state
 

delivered several preventive services: immunization campaigns,
 

notification of communicable diseases and epidemiological control.
 

Toward the end cf the 1930's, social security organizations were
 

first developed i n South America. Their development was the result of
 

workers' demands expressed through the union movement. Within the
 

social security system (almost exclusively of the private sector)
 

hospital and medical care was provided through the creation of Sickness
 

Insurance Plans. Some of these plans developed their own facilities as
 

will be discussed later.
 

The country visits, referred to in the Introduction of this
 

chapter, provided a unique opportunity to gain first hand knowledge of
 

the overall organization of the health care delivery systems in these
 

countries. This is valuable not only in itself, but also as a means of
 

understanding cxisting types of prepaid activity and alsG of exploring
 

its potential development. Since the presentation on each country will
 

start with a description of its overall health care delivery system, it
 

is worth introducing at this point some of its main features. There
 

are traditionally in every country three major components:
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1.3.1 Government Services
 

The governmental sector administers a whole spectrum of health care
 

facilities mainly through the Ministry of Health (MOH) for the indigent
 

people. The Ministries of Defense and Interior provide care for the
 

security forces and their families, and the Ministry of Education
 

(teaching hospitals and ambulatory clinics) also serve the indigent.
 

These services are financed from general revenue and, with the
 

exception of those services provided to the security forces, are
 

perceived as uncomfortable, low in quality of care and generally
 

ineffective and inefficient.
 

1.3.2 Social Security
 

The Social Security sector is organized along two different
 

models. In Brazil, Uruguay, Argentina and Chile the Social Security
 

Administration, for the most part, does not operate its own health
 

facilities. In these countries it consists solely of a financing
 

mechanism with which employer, employee and sometimes government
 

contributions ensure the beneficiaries access 
to health care services
 

organized by others (either government or private services, or both).
 

In the other countries, most notably Ecuador, Peru, Venezuela, and
 

to 
some extent Colombia, the Social Security Administration is not only
 

a financing mechanism, but also an organization that operates its own
 

health facilities, both outpatient and inpatient, to serve its own
 

beneficiaries exclusively.
 

Health care services, organized and administered by the Sickness
 

Insurance Funds, though enjoying a higher level of resources than those
 

of the Ministeries of Health, are perceived as ineffective and
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inefficient both by MOH officials and by MOH clients. In countries
 

where the Social Security Administration operates its own services, the
 

population covered by sickness insurance benefits is proportionally
 

small (10% - 15%) since coverage is restricted to those actively
 

employed (dependents are seldom included), in the Liost modern sectors
 

of the economy (predominantly urban based).
 

1.3.3 Private Sector
 

The private sector is comprised of physicians and dentists (working
 

as independent professionals), drugstores, private diagnostic and
 

therapeutic clinics and hospitals. Most of the private sector operates
 

on a fee for service basis, with payments made directly by consumers.
 

As will be seen in this report, there is, however, a significant
 

development, sometimes with a long tradition and sometimes new, of
 

prepayment. Particularly in Argentina, Brazil and Uruguay, there is
 

significant purchasing of "private" or "semi-private" services by third
 

parties: mostly Social Security Funds, voluntary insurance and even
 

some government schemes.
 

Although services provided by private organizations are perceived
 

as being more effective and efficient in comparison to those of the
 

Ministry of Health and of the Social Security Administration, hard,
 

scientific evidence in this regard is nonexistent and may be difficult
 

to obtain given the substantially different levels of funding of the
 

three components.
 

Despite the significant variations that exist among countries,
 

which will be described later, there are some general conclusions which
 

can be made for most of the South American countries studied:
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a) An important segment of the population, difficult to estimate in
 

precise terms because of the scarcity of health surveys, but
 

ranging between 10%-15% in the most developed countries and up
 

to 35% --40% in the poorest ones, does not have regular access
 

to health care services, even primary care. For the most part,
 

these are the rural poor and to some extent also the lowest
 

income groups in the large cities. Studies of health
 

expenditures (MOH in Uruguay,1984 and Antoine Habis in
 

Ecuador,1984 among others) do reveal that direct payments for
 

medical care and drugs are substantial, in proportion to their
 

income, for these groups.
 

b) Health facilities, both ambulatory and hospital, administered
 

directly by the Ministries of Health and by the Sickness
 

Insurance Institutes are perceived to be of low quality and ill
 

equipped, of poor comfort end inefficient. Larger, more
 

powerful companies, react to this by "opting out" of the
 

official social security services either by organizing their own
 

services or by buying health insurance for their employees,
 

thereby ensuring their access to the private sector.
 

c) There is in almost every country an oversupply of physicians as
 

a result of two decades of expansion of medical schools.
 

Underemployment or even unemployment of physicians is quite
 

common and is one of the important concerns of health
 

authorities throughout the region.
 

d) Because of the lack of ability to cope with direct payments of
 

increased costs of health services, there has been a surge over
 

the last ten years of several forms of prepayment, aimed at
 

middle and upper middle income groups. For the most part, this
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development has taken the form of reimbursement, either through
 

traditional commercial insurance or 
through arrangements with a
 

list of providers that are similar to 
the Preferred Provider
 

Organizations (or PPOs) found in the United States.
 

Before entering into the description of each country, it will be
 

useful to present a classification of prepaid health care
 

organizations so 
that the types of prepaid activites encountered in
 

each country can then be compared against these "model" types.
 

1.4 	Prepaid Health Care Organizations
 

There are 
three main forms of prepaid health care organizations in
 

the private or semi-private sector:
 

1.4.1 Indemnity Health Insurance
 

The organization provides health care coverage by reimbursing
 

expenditures incurred by the insured, usually with a ceiling (maximum
 

amount covered) but assumes no responsibility in the organization and
 

the delivery of the services needed by the insured person. 
Premiums
 

are frequently actuarially based, varying according to risk. 
Since the
 

insured has freedom of choice among providers of care and since these
 

are free to set the prices for their services, there are usually
 

substantial and variable copayments. Copayments arise from the
 

difference between prices paid and reimbursements received by the
 

insured person. The scope of benefits covered (or risks insured) also
 

varies both between insurers and between plans within a single
 

insurance organization. 
In South American countries we have found
 

traditional health insurance of the indemnity type provided mainly by
 

financial institutions (linked to banks) and by insurance companies.
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1.4.2 Indirect Providers of Prepaid Health Care (PPO-type)
 

Health insurance with price arrangements with a group of providers
 

(similar to PPOs) represents basically the same economic relationship
 

between the insurer and the insured: reimbursement of a fixed amount or
 

a fixed percentage of costs incurred. However, in the PPO model the
 

insurer negotiates arrangements with a group of providers, both
 

physicians and hospitals, regarding their prices. Insurers may be
 

restricted to these providers "entirely" (no reimbursement for costs
 

incurred with providers not included on the list), or "partially", with
 

the percentage reimbursed higher when services of providers included on
 

the list are used.
 

The insurance organization does not assume responsibility for
 

organizing and ensuring the access to services. It may or may not
 

operate its own facilities. Providers are independent from the
 

insurance entity and are paid on an indemnity basis. Unlike HMOs, in
 

these organization the providers of the services are not "at financial
 

risk". There are copayments, though these tend to be of a fixed amount
 

for a given service and are often smaller than in traditional health
 

insurance. Because of the financing arrangement, the freedom of the
 

insured to select his provider of care is reduced, sometimes restricted
 

to the "preferred" or "closed" list. The scope of benefits covered
 

varies across organizations and between plans within an organization.
 

In South American countries we have found this type of health insurance
 

organized by commercial companies, by unions and by groups of providers
 

frequently in association with an insurance company.
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1.4.3 Direct Providers of Prepaid Health Care (HMO type)
 

By definition, the HMO assumes the financial risk of the cost of
 

care used by the members. It assumes as well the responsibility for
 

the organization and the delivery of health services to its members
 

when needed, most frequently in facilities operated directly by the HMO
 

(particularly for ambulatory care services). There is usually no
 

reimbursement mechanism. Health services provided to members are
 

delivered directly by the HMO personnel or are paid directly by the
 

organization to those providers whose services have been contracted.
 

These can be paid on a fee- for- service or on a per capita basis.
 

User charges or copayments either do not exist or are very limited.
 

When levied, they are of a fixed amount per service and are not
 

dependent on the provider.
 

Because of the double responsibility of the HMO - for financial
 

matters and for organizing the delivery of care- there is, necessarily,
 

a greater restriction on the members in selection of providers. In
 

addition, access is assured only to services administered directly or
 

recognized as "usable" by the organization.
 

The scope of benefits, varying among the different organizations
 

and among the several "plans" offered by HMOs is, in general, quite
 

comprehensive, covering both inpatient and outpatient care, diagnostic
 

and therapeutic procedures and, in some limited instances, drugs and
 

some prosthetic devices.
 

Nine main characteristics were specified in the standard format
 

definition used to identify HMO-type organizations in this project.
 

These were:
 

a) The organization must be a private or semi-private legal entity.
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b) The organization must assume the financial risk and the
 

responsibility for organizing the delivery and ensuring the
 

access to health care services.
 

c) Prepayment must be the sole or the most important source of
 

financing of the organization. Regular premiums (monthly or
 

quarterly fees) must be unrelated to the use of services by
 

members. Copayments, though they may exist, must be small and
 

cannot represent a barrier to access to care.
 

d) The organization must provide comprehensive coverage of health
 

benefits.
 

e) Health services may be provided by the HMO either:
 

- directly through its own facilities
 

- through contracted providers
 

f) Physician services, except highly specialized ones, may be
 

provided by physicians working as
 

- employees of the HMO,
 

- as a group or an association of professionals that
 

collectively share the financial risk (for medical care) with
 

the HMO.
 

g) Continuity of care must be ensured by the organization.
 

h) Members cannot be disenrolled by the HMO because of their health
 

status or their utilization of services.
 

i) Membership premiums may be paid by the member or by an
 

organization (business, union, social security, etc). In either
 

case premiums are regular and fixed per person, not related to
 

actual use by the member.
 

The main findings in each South American country follow. For each
 

country an attempt has been made to cover the following topics:
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- the health care delivery system
 

- the types of prepaid activities which exist with emphasis on
 

those most similar to HMOs.
 

- a summary and prospects for HMO development.
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CHAPTER II
 

ARGENTINA
 

2.1 Socio-Economic Characteristics
 

The Argentinian health care system reflects its early economic and
 

social development, which resulted from massive post-colonial European
 

migration at the turn of the century and the growing strength of the
 

labor movement. Private social insurance institutions developed with
 

the industrial development of the mid 20th century during the populist
 

regime of General Peron. A strong private sector working side by side
 

with a large network of government hospitals and clinics for the
 

indigent resulted from the socio-economic development of the period.
 

Subsequently, an larged number of Social Insurance Funds organized by
 

or in relation to labor unions evolved as a consequence of further
 

industrial and social advancement.
 

2.1.1 Political Development
 

Although Argentina obtained its independence in 1816 it was not
 

until 1852 that the institutional, economic and political bases were
 

established on firm enough ground to constitute an appropriate
 

environment for social and economic growth. The political forces
 

related to the large landed interests dominated the political scene
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even after the large influx of Europeans formed the basis for urban and
 

industrial development.
 

The Depression of 1930 created an environment of economic, social
 

and political instability that has been responsible for the alternating
 

of political power between the military regimes (more or less
 

identified with the agrarian interests) and the populist regimes (which
 

responded to the labor forces). The human rights violations and the
 

loss of the Falkland Islands War, coupled with the inability to
 

established sustained economic growth has debilitated the power of the
 

military forces and opened the door for the reinstitution of the
 

democratic process.
 

2.1.2 Geography and Population
 

Argentina is a large country that occupies the temperate and
 

subantarctic zone of South America. The largest portion of its
 

territory, due to its irregular shape. is located in the temperate zone
 

and dominated by the Pampas region, where the majority of the
 

population lives and where the most important cities and industrial
 

centers are located. Argentina has a population of 28.5 million of
 

which 86.9% is urban. Most of the population is of European descent,
 

due to the elimination of the indigenous population and the influx of
 

European immigrants toward the beginning of the 20th century.
 

2.1.3 Economic Development
 

Argentina's economic growth during the last 25 years has been, as
 

in the case of Chile and even more so with Uruguay, very unstable with
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a moderate growth rate (4.2% yearly) between 1961 and 1970 and an even
 

slower rate between 1971 and 1980 (2.5% annually).
 

However, because of its earlier development and its small
 

population growth (1.5% yearly) Argentina enjoys one of 
the highest per
 

capita GNPs of Latin America. The world recession of 1981 - 82 greatly
 

affected the Argentinian economy, which as a result, experienced a
 

decrease in its GNP of 5.9% and 5.4% respectively. There is no
 

evaluation yet available of the impact of the recession and other
 

domestic factors on 
the health care sector. However, we can assume
 

that the growth in unemployment will cause a decrease in affiliation to
 

union-sponsored systems of health care, which are extremely important
 

in Argentina.
 

2.1.4 Labor and Cooperative Organizations
 

The labor movemcnt has been a strong social force in Argentina,
 

particularly during the populist regime of Peron, from 1946 to 
1955 and
 

more recently, during the military and civilian regimes until 1983.
 

The predominant form of organizatiin among the labor unions is by
 

Industry. The Social Insurance Institutions that provide sickness
 

insurance are organized along these lines and are managed by unions
 

that encompass entire industries.
 

At the national level, there is a central organization, the General
 

Confederation of Unions, that combines all the industrial or sectoral
 

unions. It exercises a strong influence on national politics.
 

Collective bargaining was suppressed by the latest military regime but
 

was reestablished by the democratic government in 1983.
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2.2 Health Care Delivery System
 

2.2.1 	 Government Services
 

The national, provincial and municipal governments operate a large
 

network 	of ambulatory and hospital facilities. They account for 68% of
 

the total beds and represent about 20% of the national health
 

expenditure.
 

Every resident in the country has a legal right of access to these
 

services. Fees can be charged and vary according to the income of the
 

patient. In practice, because of the low level of comfort and
 

perceived low quality of care, use of government services is restricted
 

to the 	indigent. However, some government hospitals, particularly at
 

the provincial and municipal level, sell services under contract to
 

prepaid organizations for their beneficiaries. The importance of the
 

government network of health services as a provider of care is
 

decreasing; until forty years ago it was the predominant source of
 

hospital c3re in the country.
 

2.2.2. 	 Non-GCvernmental Services
 

There are four different forms of organization and financing of
 

health care services in Argentina.
 

2.2.2.1 	Obras Soclales (O.S.)/Social Insurance Funds (over 400
 

organizations)
 

The Obras Sociales are private, non-profit legal entities,
 

originally sponsored by unions as sickness insurance funds. They are
 

financed through mandatory social security contributions by union
 

members. The O.S. provide comprehensive coverage of health services,
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aji!ong other social benefits, like recreation, education, etc. Most
 

O.S. functiot as 
PPOs, entering into special price arrangements with
 

groups of providers. 
 For many Obras Sociales a provider (physician,
 

hospital, etc.) 
is "valid" and can be considered for a contractual
 

arrangement only if 
the provider is duly registered with the national
 

agency in charge of controlling the performance of the O.S. The fewer,
 

larger O.S. have developed their own facilities, and have hired or
 

entered into contractual arrangements with a group of physicians. In
 

these instances, they function nore like HMOs, since they assume not
 

only the financial risk but also the responsibility for organizing the
 

services for the beneficiaries.
 

The population covered by Obras Sociales is very large: 
about 75­

of the national population. Because not all O.S are of the same
 

quality and effectiveness, some beneficiaries, while maintaining their
 

mandatory contribution, buy some additional form of 
care in the private
 

sector.
 

Most health care costs in 
the O.S are covered by the payments of
 

the mandatory social security contributions. However, the O.S are
 

allowed 
to charge copayments or user fees and these can be significant:
 

up to 30% in some organizations for the cost of a physician visit or up
 

to 50% of cost for the dispensing of drugs.
 

The total expenditures of the Obras Sociales represent about 5G% of
 

Argentina's national health bill.
 

2.2.2.2 Mutualistas/Mutual Benefit Societies (approximately 10
 

organizations)
 

Mutualistas are private, non-profit, legal entities, oi.iginal]y
 

sponsored and organized by ethnic immigrant groups as private,
 

voluntary sickness insurance funds.
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Most of these organizat.ions developed their own facilities, hired
 

their own health personnel and organized themselves in the form of
 

HMOs. At present, because of falling membership, they predominantly
 

sell services to the Obras Sociales. They have lost membership and
 

importance in the health care scene for two reasons:
 

a) Members were forced to enroll in the government sponsored O.S.
 

system.
 

b) They have always experienced difficulties in recruiting doctors
 

in Argentina. As in other South American countries, physicians
 

are reluctant to relinquish their autonomous solo practices.
 

2.2.2.3 Health Insurance Plans (approximately 75 organizations)
 

Develor.d during the past 10 to 20 years, these are private,
 

commercial (for profit), legal entities sponsored by three types of
 

organizations: Insurance Companies, Private Hospitals and Provincial
 

Medical Associations. They provide health coverage to about 3% of the
 

Argentinian population of the upper-middle income levels. Of this 3%,
 

about 20%, are enrolled in some O.S. as well. For the most part they
 

appear to be organized along the basis of traditional indemnity
 

insurance or PPO-type systems. This will be discussed later in this
 

chapter in some detail.
 

2.2.2.4 Private Care
 

As previously stated, there has been a proliferation over the last
 

forty years of private, community based and commercial hospitals. They
 

are generally more technologically advanced and of higher comfort than
 

government hospitals. They account for 28% of the total number of beds
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in the country. Their relative importance as health care providers is,
 

however, much larger since they are responsible for about 60% of the
 

acute care hospital discharges.
 

The sector is also compostA of private diagnostic and therapeutic
 

centers, and private physicians and dentists predominantly in solo
 

practice. There is no information available for us to determine the
 

number of centers and private practitioners. Therefore, their relative
 

importance cannot be assessed. This sector represents about 30% of the
 

national health expenditure.
 

2.3 Prepaid Health Care Organizations
 

2.3.1 Obras Sociales (O.S)/Social Insurance Funds
 

Most of the Obras Sociales are organized along labor lines and
 

sponsored by their respective unions or trade associations. Therefore,
 

unless the beneficiary changes employment and by so doing enters into a
 

different industry, he cannot switch from one O.S. to another.
 

The O.S. are financed through mandatory contributions of a 7.5%
 

payroll deduction: 4.5% by the employer and 3% by the employee. They
 

provide social benefits to the employee and his/her dependents. The
 

most important benefit, measured in resources allocated to it, is
 

health services. Others include recreational and housing benefits,
 

consumer goods and income subsidies.
 

The O.S. were originally administered autonomously from the state
 

under union auspices. In 1971, after charges that the L.S. were
 

inappropriately used to promote union power, 75% of the O.S. lost their
 

autonomy and became regulated and controlled by the Federal Government
 

through the Instituto Nacional de Obras Sociales (INOS). Consequently,
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300 (out of over 400) O.S. are presently reguJated by INOS. They serve 

58% of the nat onal population. 

Among those regulated, the most important O.S. (in terms of
 

membership volume and in number of organizations) belong to two
 

categories: "Union Sponsored" and "Mixed Administration". Those "Union 

Spot. red" are managed by the unions. During the military rule 

(1976-1983) the government intervened in the operation of some of the
 

O.S. The present democratic government has been slowly returning the
 

responsibility back to the unions. The government does not participate
 

in the governing bodies of these institutions, but exerts control and
 

regulates them through the INOS. "Mixed Administration" signifies that
 

the government participates in the governing bodies together with the
 

beneficiaries and/or the institutions. The latter are in turn
 

controlled and regulated by the INOS. There is a group of O.S. still 

not regulated by INOS enjoying, therefore, a higher degree of 

autonomy. Categories of O.S. in this group are: "Provincial and 

Municipal", "Armed Forces" etc. From among the 300 regulated O.S., 

INOS collects a percentage of the premiums paid by members, creating
 

thus a Reinsurance Fund to bail out an O.S. at risk of financial
 

insolvency.
 

Most O.S. operate like PPOs. External providers (registered on an
 

apprived list) are reimbursed for their services at a fixed,
 

preferential rate, usually lower than fees charged by the same
 

providers to private patients. Some of the larger O.S. in the "Union
 

Sp,,nsored", "Mixed Administration" and "Provincial and Municipal" 

categ,,ries have arrangements for sharing the financial risk with the 

providers because they have made contractual arrangements on a per
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capita basis withhospitals and medical associations. Of course, they
 

undertake all financial risk when providing services directly. A
 

complete list of Obras Sociales is included in Annex 1.
 

2.3.2 Health Insurance Plans
 

These commercial, for profit, private legal entities are of recent
 

appearance in Argentina. Of a total of 75 organizations, 20 are of
 

importance due to their membership volume. 
Most of them are members in
 

one of two trade associations!
 

* 
CIMARA (Camera de Instituciones Medico Asistenciales de la
 

Republica Argentina / Argentinean Chamber of Medical Assistance
 

Institutions). It includes those prepaid organizations that
 

operate their own health facilities.
 

* 
ADEMP (Asociacion de Entidades de Medicina Prepaga/Prepe.id
 

Medical Institutes Association). It represents organizations
 

that have very limited facilities and, thus, contract most of
 

their health services to outside providers either through
 

traditional indemnity insurance or, more frequently, through PPO
 

arrangements.
 

All of these organizations have stated policies to avoid the
 

enrollment of bad risk. 
Their benefit package is comprehensive and
 

varies according to 
the plans selected by the member. Invariably they
 

exclude any pre-existing condition, diseases that were present at 
time
 

of enrollment. 
There exist plans which exclude maternity coverage,
 

certain diagnostic and therapeutic techniques, and specialized
 

treatments.
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Due to their commercial nature, these organizations are very
 

reluctant to provide specific information about their size, mode of
 

operation, type of organization and sponsorship. Furthermore, the
 

secrecy of their operation is protected by law. Therefore, not enough
 

reliable data was gathered and, as a result, the section in the Listing
 

of Prepaid Health Care Organizations corresponding to "Health Insurance
 

Plans" contains only those plans for which we have been able to collect
 

more complete information. In Annex 2 a complete list of these
 

organizations with the name and address is included.
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2.3.3 LISTING OF PREPAID HEALTH CARE ORGANIZATIONS 

NAME ADDRESS LEGAL SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENE-
STATUS ORGANIZATION COVERAGE (US dollars/month) FICIARIES 

Ampri S.A. 

(Asistencia Medica 

(Privada) 

Azcuenaga 1507 

(1185) Capital 

Federal 

Commercial N.A. PPO-Indemnity 

insurance 

Partial (ex-

cept drugs for 

ambulatory care 

N.A. N.A. 

and highly spe­

cialized tech­

niques) 

Centro Medico 
Buenos Ayres S.A. 

Suipacha 1085 
(1008) Capital 

8.-per person
115.-per family 

Medical 
(5 or more members) 

Plan de Salud del 

Hospital Italiano 

Gascon 450 (1181) 

Capital Federal 
Non commercial Hospital HMO Two plans: 

a) comprehen-

a) 14.-per person 

40.-per family 

8,106 

sive(ex- (6 members) 
cludes drugs b) 9.-per person 
for ambulato- 28.-per family 
ry care) (6 members)-­

b) partial (ex­

cludes drugs 
for ambulato­
ry care and 

highly special­
ized techniques) 

C.E.M.I.C. Sanchez de Busta Medical Group Partial (drugs 20.-per person 23,000 

partially cov- (single enroll­

ered and highly ment) 
specialized 10.-per person 

techniques ex- (groups) 
cluded) 

F.U.S.A.L. (Fun-

dacion para la pro-

Urugury 1136 (1015) 
Capital Federal 

Other (Found-
ation) 

HMO-PRO Different plans 8.-to1.-
a) comprehensive 

6,000 

mocion de la salud) b) hospital care 

only 

c) reimbursement 
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NAME ADDRESS LEGAL SPONSORSHIP TYPE OF TYPE OF RATES CHANGES BENE-
STATUS ORGANIZATION COVERAGE (US dollars/mo-h) FICIARIES 

Medicina Integrada- Coidoba 4545 Non commercial Other (found- HMO Partial N.A. N.A. 
Hospital privado de 
Comunidad de Mar del 

(7600) Mar del 
Plata 

ation) (drugs only 
partially 

Plata'(fundacion Me- included) 
dica Mar del Plata) 

Centro Integral 

Medico (C.I.M.) 
Sanatorio 

Guemes 

Santa Fe 3651 

(1425) Capital 
Federal 

Commercial Medical group Partial 

(drugs par-
tially in-

cluded and 

17.-per person 

50.-per family 
(6 or more members) 

61,433 

highly spe­
cialized 

techniques 
excluded) 

USS 1 - $ Ar. 160 
** US$ 1 - $ Ar. 250 

US$ 1 - S Ar. 220 
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2.4 Summary and HMO Prospects
 

a) Argentina has evolved towards the three classic components of
 

health care found in most Latin ..merican countries in which
 

financing and delivery of care are generally organized along
 

income lines.
 

- Government services are utilized principally by the indigent.
 

- Social security services through the Obras Sociales serve
 

middle income groups. They are organized as insurance funds,
 

mainly as PPOs, some as HMOs. The O.S. that do not operate
 

their own facilities purchase outside care according to the
 

financial ability or income capacity of the fund, either in
 

the government or in the private sector.
 

- Private sector medical services for the high income
 

population organize health insurance schemes along one of
 

three categories: traditional indemnity insurance, PPO and
 

HMO models.
 

b) Since 1971 there have been efforts to reorganize the O.S.
 

through more regulations and controls. There is a clear
 

resistance by the medical profession to enter into labor
 

agreements with the O.S. as they may make them share in
 

financial risk or will cause them to lose their status as
 

independent professionals. The O.S. will continue, however, to
 

be the predominant form of financing health care in Argentina.
 

c) For-profit, health insurance organized by the private sector is
 

restricted to high income groups and its growth will depend on
 

economic development and income distribution. There is
 

resistance from physicians even here, in this sector, against
 

organized, structured HMO/PPOs.
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C H A P T E R III
 

BOLIVIA
 

3.1 Socio-Economic Characteristics
 

The Bolivian health care system is affected by the country's
 

extremely adverse socio-economic situation and by its geography.
 

Bolivia is one of the poorest countries in South America with a per
 

capita income of $504.00 (1983) and a large Indian population scattered
 

throughout the Andean highlands in small rural communities. The
 

government's main concern is therefore centered in organizing primary
 

health care systems with wide community participation in order to
 

achieve self-help forms of organized health care.
 

3.1.1 Political Development
 

After achieving independence in 1825, Bolivia lost, through several
 

wars with its neighboring countries, 54% of its original territory and,
 

more importantly, became a landlocked state. During the 50 years
 

following independence, very little change occurred in the colonial
 

social and economic structure, except for the fragmentation and
 

weakening of the government and state institutions. From 1880 to 1920
 

there was a period of economic growth led by mining, transportation,
 

(mainly railways,) small industrial development and progress in
 

education.
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The first half of the 20th century was dominated by a political
 

coalition of the major mining companies with the large land owners,
 

leading again to a period of economic and social stagnation. The
 

second half of the 20th century has been dominated by extreme political
 

instability with the state mining company (nationalized by the
 

revolutionary government in 1952), the unions, the military forces, the
 

political parties and a whole spectrum of internal and external
 

interests trying to dominate the political scene and exercise power.
 

3.1.2 Geography and Population 

Situated in the center of South America, Bolivia has a total 

population of nearly 6 million of which 33% are urban. The large 

majority of the population is Amerindian (54%) and mestizo (31%). Of 

the total population 36% speak Spanish and 64% speak some Indian 

language, mostly Quechua and Aim!6ra. There is an estimated 33% 

illiteracy rate in the country. 

Bolivia is divided geographically into two regions with 

difficulties in communications both within and across the regions. The 

population is concentrated heavily in the highlands where 90% of the
 

people live.
 

- Andean Region - Highlands. It is the most developed, has the
 

largest urban concentrations (La Paz, Potosi, Cochabamba, Sucre)
 

and is populated mostly by Indians and mesLizos living in small
 

communities scattered in the mountains and valleys, particularly
 

in the eastern branch of the Andes and around the Titicaca
 

Lake. Principal economic activities include: primitive
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agriculture, raising of indigenous livestock for meat and wool,
 

mining of tin, salt, oil and gas exploration (the most important
 

economic activity of the country).
 

- Plains Region - Lowlands. It is more extensive and less 

populated, with the lowest level of economic development. It is 

divided into two subregions: 

a) Northern Plains: Dominated by tropical rain forests, 

communications are poor, and it is inhabited by small
 

indigenous groups.
 

b) Southern Plains: It is part of the large Chaco tropical plain
 

that continues to the south in Paraguay and Argentina. The
 

main economic activity is agriculture with the production of
 

tropical crops: sugar cane, corn, cotton and some citrus.
 

3.1.3 Economic Development
 

Bolivia is the least developed country in South America despite its
 

natural resources. Social stratification and discrimination, political
 

and therefore economic instability, and geographical barriers to easy
 

communication and transportation have all had a role in inhibiting
 

economic development. Heavy dependence on the international price of
 

tin (constituting 80% of its exports), lack of modern productive
 

technologies in agriculture, livestock raising, industrial production
 

and even mining exploration, are all factors that contribute to the
 

lowest per capita GNP among South American countries.
 

The recent recession that started in 1981, with a consequent
 

reduction of its GNP by 9.1% during 1982, the lack of raw materials and
 

the political instability and uncertainty during the same year, all
 

contributed to the reduction of productive activities. 
The conflicting
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choice between economic growth and income distribution in most sectors
 

of the economy has been a source of continuous tension, even for a
 

democratic, popularly backed government .
 

3.1.4 Labor and Cooperative Movement
 

Unions are allowed to be organized at the firm or company level,
 

though most demands are handled centrally by the powerful "Central
 

Obrera Boliviana". The major union strength is in the mining sector.
 

The Ministry of Labor is relatively weak, administering legal mandates
 

and regulations covering only 20% of the economically active
 

population.
 

The cooperative movement developed more recently in the last 50
 

years, mainly around the miners' union movement. During the 60's some
 

savings and loan cooperatives were developed as well as a number of
 

agricultural cooperatives. The penetration of the cooperative movement
 

is, however, somewhat weak reaching only 6.7% of the population.
 

3.2 Health Care Delivery System
 

3.2.1 Government Services
 

The national government owns and operates an extended network of
 

health care facilities principally for the care of the indigent
 

population. This includes a wide range of services, from "puestos
 

sanitarios" 
(clinical outposts) of which there are 824 in the interior
 

of the country, to general hospitals, of which there are 11.
 

Theoretically government services provide coverage to two different
 

groups:
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a) 	the population living in the rural areas (about 66% of the
 

national population).
 

b) those workers and their dependents who will be eventually
 

incorporated into the social security scheme, but are not as yet
 

enrolled in the Sickness Insurance Fund. About 20% of the
 

national population, including construction workers, domestic
 

servants, professional sportsmen, drivers, cattle ranch workers
 

and seasonal farm workers are yet to be included in the Sickness
 

Insurance Fund as their wages are too low to cover health care
 

expenditures (as of Sept. 1984).
 

There is an important drive to promote community participation and
 

primary health care is graduaily becoming accessible to a larger
 

portion of the population. Due to the scarcity of health personnel,
 

the Ministry of Health has implemented several programs based upon
 

active community participation, such as immunization campaigns and
 

prenatal care services. Unfortunately, the quality of care is poor and
 

these services are not utilized by the higher income groups. It is
 

hard to determine the actual extent of the coverage, but one can assume
 

that large numbers still go unprotected.
 

3.2.2. Social Security
 

Although there is a "Caja Nacional de la Seguridad Social", several
 

labor groups hav3 achieved enough autonomy to operate their own social
 

security schemes within the Bolivian Social Security system: railway
 

workers, highway workers, COMIBOL (miners), teachers, bank workers,
 

etc. These organizations function independently and are not always
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subject to the same regulations. Each one operates its own network of
 

health facilities including ambulatory clinics and hospitals.
 

When fully developed, the national social security system will
 

provide coverage to about 27% of the total population. The social
 

security system is intended to provide coverage to the employee and
 

his/her dependents. 
However, at present, because of limited facilities
 

and 	resources it effectively provides services tc only 7% of the
 

population. As previously stated, the remainder is being served by
 

government facilities.
 

Sickness and maternity insurance covered by social security provide
 

medical and dental care, even specialized services, surgical, inpatient
 

care 	and prescribed drugs. It also covers some preventive activities.
 

There is .o coordination in utilization of health facilities by the
 

social security organizations either among themselves or with those
 

facilities of the Ministry of Health. This results in costly
 

duplication of facilities, underservicing and inefficient results. Due
 

to the current economic recession of the country, these social security
 

organizations are experiencing serious difficulties and deficits.
 

3.2.3 Private Sector
 

This sector has traditionally been dominated by solo physicians and
 

private hospitals providing inpatient care on a fee-for-service basis.
 

In recent years there has been a development of private prepaid health
 

care organizations of different types, which will be described in
 

detail 	in the next section.
 

In both urban and rural areas there exist a number of cooperatives
 

that provide health care benefits, either as a health plan or as one of
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the many benefits of the cooperative. Health care services provided by
 

cooperatives vary in their scope, from more or less comprehensive
 

sickness insurance of cooperative members (such is the case in the more
 

economically prosperous cooperatives) to primary health care in
 

cooperatives specifically devoted to the provision of health services.
 

At least eight of the health plan variety and four of the cooperatives
 

providing health benefits were detected in our study.
 

3.3 Health Care Prepaid Organizations
 

3.3.1 Health Insurance of the Indemnity Type
 

At least three companies sell health insurance. Only one of them
 

functions as a PPq whereas the others reimburse expenses incurred by
 

the insured up to a certain limit. The insured is free to choose the
 

provider he/she prefers.
 

3.3.2 PPOs
 

In recent years several groups of physicians have started offering
 

ambulatory care with a prepayment mechanism to groups of higher income
 

workers. These physicians are generally related to clinics, but that
 

is not always so. At least 10 clinics throughout the country offer
 

services by this mechanism to 10 bank workers' unions, the groups that
 

are generally insured by this system. The scope of services included
 

is quite limited, since these are only partial insurance systems. It
 

has not been determined exactly how many groups of physicans are
 

working in this manner.
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3.3.3 HMOs
 

These organizations are also quite new and still very rare. Only
 

two of 
them were found in La Paz, but they adhere to our definition of
 

an HMO. They cover mainly middle class workers through their unions or
 

employers. The services are offered as side benefits and there is 
a
 

percentage-based copayment at the time of using the services that is
 

dependent on the type of contract the workers have. 
 They do provide
 

comprehensive care, and drugs may or may not be included. 
The two HMOs
 

we visted in La Paz are private for-profit companies, and physicians
 

are hired on a salary basis (staff model).
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3.3.4 LISTING OF PREPAID HEALTH CARE ORGANIZATIONS
 

NAME ADDRESS LEGAL SPONSORSHIP TYPE OF TYPE OF RATES BENEFI-
STATUS ORGANIZATION COVERAGE CHARGES CIARIES 

US$/month 

LA PAZ 

Altiplano N.A. Cooperative Other (co- Cooperative Comprehensive N.A. 1,250 

operative 

members) 

American Life Ed. Arco 

Iris - 9th.floor 

Commercial Financial 

Institution 

Indemnity 

insurance 

Comprehensive N.A. 2,500 

Boliviana de 

Seguros 

Commercial Financial 

Institution 

Indemnity 

Insurance 

Comprehensive N.A. 2,000 

El Salvador El Salvador 

La Paz 

Cooperative Other (co-

operative members) 

Health care 

cooperative 

Partial (am-

bulatory care 

0.05 per family 370 

and drugs only) 
La Financiera Ed. Carimi Commercial Financial Indemnity Comprehensive N.A. 900 

3rd. floor Institution Insurance 

Medicentro Av. 6 de agosto Commercial Medical group H.M.O. Comprehensive N.A. 70 
2399 

San Cristobal N.A. Cooperative Other (co- Cooperative Comprehensive N.A. 4,250 

operative members) 

San Sebastian San Lebastian 

La Paz 
Cooperative Other (co-

operative members) 
Health care 

cooperative 
Partial (am-

bulatory care 
0.05 per family 580 

and drugs) 

Urme Montevideo 116 Commercial Individual H.M.O. Partial (ex- 2 per person 2,300 
Physicians cluding psychia­

try, rehabili­

tation, pre­
vention and ac­

cidents. Copay­
ments of 50% for 

laboratory and 

X-rays) 
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Bolivia
 

NAME 


COCHABAMBA
 

Casemeco 


Comedfa 


POTOSI
 

Caposa 


Salud y Progreso 


SANTA CRUZ
 

La Merc-td 


San Francisco 


TARIJA
 

Madre y Maestra 


ADDRESS 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


2,000 Bolivian pesos per US dollar 
-

LEGAL 


STATUS 


Cooperative 


Cooperative 


Cooperative 


Cooperative 


Cooperative 


Cooperative 


Cooperative 


October 1984 


SPONSORSHIP 


Others (co-


operative members) 


Others (co-


operative members) 


Others (co-


operative members) 


Others (co-


operative members) 


Others (co-


operative members)
 

Others (co-


operative members) 


Others (co-


operative members)
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TYPE OF 


ORGANIZATION 


Health care 


cooperative 


Health care 


cooperative 


Health care 


cooperative 


Health care 


cooperative 


Cooperative 


Health care 


cooperative 


Cooperative 


TYPE OF 


COVERAGE 


Partial (in-


cluding am­
bulatory care
 
and drugs only)
 

Partial (in-


cluding am­
bulatory care
 
and drugs)
 

Partial (in-


cluding am­
bulatory care)
 

Pirtial (in-


cluding am­

bulatory care
 
and drugs)
 

Comprehensive 


Partial (in-


cluding am­
bulatory care
 
and drugs)
 

Comprehensive 


RATES * BENEFI-

CHARGED CIARIES 

US$/month 

N.A. 65 

N.A. 60 

N.A. 525 

N.A. 345 

N.A. 45,745 

N.A. 90 

N.A. 345 

2 



3.4 Summary and HMO Prospects
 

The Bolivian health care scene is largely dominated by the public
 

sector. 
 It serves the largest segment of the population and attempts
 

to cope with the problems of a population with the shortest life
 

expectancy in South America.
 

Prepaid health services, except for cooperatives, are seen as
 

attractive to those that benefit from a higher income and to whom
 

public services are unacceptable. This is 
not a large group, and the
 

probability of growth in this income eector is 
very limited.
 

Cooperatives are an Interesting solution that should be further
 

considered because they bear several advantages: they respond quickly
 

to people's needs, they increase community participation and they
 

directly control services because of their finnncial mechanism. Due to
 

the direct participation of users, cooperatives are often well
 

administered and there is 
an effort at cost-containment. They also
 

offer, in many cases, services of higher quality than those of 
the
 

Ministry of Health with more or less the same level of resources per
 

capita.
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CHAPTER IV
 

BRAZIL
 

4.1 	 Socio-Economic Characteristics
 

The Brazilian health care system is 
in a state of rapid change as a
 

result of the socio-economic development that occurred during the las
 

50 years. The geographic diversity of its 
 history of
 

socio-economic change and--c-veropment are the main reasons behind the
 

evolutiono-f a pluralistic health care system. The sector is
 

characterized by the presence of many different types of providers and
 

health care financing mechanisms. On the health care financing side,
 

it is worth noting the importance of the Social Security Institute,
 

INAMPS, which provides health care coverage to about 90% of the
 

population.
 

4.1.1 Political Development
 

Brazil gained its independence from Portugal at the beginning of
 

the 19th century, but remained an Empire ruled by Brazilian emperors
 

until 1889. From 1890 until approximately 1930, Brazil became an
 

agricultural state with large landed estates producing the country's
 

principal exports of coffee and rubber. 
 The world depression of 1930
 

forced some important changes in 
the economic and social organization
 

of Brazil. Demand for its traditional agricultural exports decreased
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and with it also the ability to import. An import substitution
 

industrial development was begun, promoted by a populist government
 

that sought a social contract between industrial firms and the union
 

movement. Toward 1955-1960 that model of economic development had
 

exhausted itself and social and political turmoil appeared in the
 

country. In 1964 democratic institutions were substituted by a
 

military regime that tried, quite successfully, to promote economic
 

development through political and social stability, and by
 

establishment of light and heavy industries. Although the last 50
 

'years have witnessed an important transformation in the Brazilian
 

economy, social change has been slower and there are still very
 

important regional disparities as well as inequalities among social
 

classes.
 

4.1.2 Geography and Population
 

Brazil's population (J 125 million (1982) is unevenly distributed
 

with 36% of the land harboring 90% of its population. About 68% of the
 

people live in urban centers and most of these are located along the
 

Atlantic coastal region. Fifty four percent of the population is
 

white, Indians and mestizos make up 1% and 45% of the population is
 

comprised of blacks and mulattos. Wide differences between social
 

classes exi-;t, even in the most developed regions of the east and
 

south, and there is still a 30% illiteracy rate in the country. There
 

are five geographic and economic regions that have obtained widely
 

different degrees of soclo-economic development:
 

-	 South: the most developed and important region of Brazil, it is
 

a heavily industrialized and agricultural region with a wide
 

diversity of economic activity. It is the most densely
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populated region of the country and its population is
 

predominantly white, made up of post-colonial European and
 

Japanese immigrants. It principal cities are: Sao Paulo,
 

Curitiba, Porto Alegre and Santos.
 

-
 East: From the economic point of view, it is almost as important
 

as the south. Both have reached a very advanced stage of
 

industrial development. Intensive agriculture along the coast
 

and mining and industrial complexes in the interior are its main
 

economic activities. Population density is high but its
 

distribution is very irregular and is concentrated in the
 

southern part of the region. Main cities: Rio de Janeiro,
 

Salvador, Belo Horizonte.
 

- Northeast: This region is predominantly agricultural on the
 

coastal plain, with an interior plateau afflicted by drought,
 

making agricultural activity hazardous. Principal cities are
 

Recife, Fortaleza and Natal.
 

- North: Formed by the Amazon Basin it constitutes the largest
 

region of Brazil occupying 45% of its territory. Sparsely
 

populated and developed, it has, nevertheless, begun some
 

in:portant agricultural and mining efforts over the last 20
 

years. Main cities: Manaos and Belem.
 

- Center-west: Occupies 20% of the Brazilian territory and is also 

sparsely populated and little developed. The construction of 

Brasilia, Cuiaba anl Golana has spurred economic development 

over the last 25 years. The most important economic activities 

are agriculture and cattle raising. 
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4.1.3 Economic Develooment
 

Industrial development reached an important pace during the last 50
 

years, first as import substitution and later incorporating the heavy
 

steel and petrochemical industries. Industrial processing of Brazil's
 

agricultural and livestock productions has also been very important.
 

The world recession during 1981 and 1982 had an important impact on
 

Brazil's economy, slowing to a stop its economic growth and increasing
 

its external debt. However, Brazil is the largest and most populous
 

South American country and is destined to become a world economic power
 

due to its growth potential in the fields of agriculture, livestock,
 

mining and industrial development.
 

4.1.4 Labor and Cooperative Organizations
 

The union movement developed quite strongly between 1930 and 1960
 

under the populist regimes of the time. Since 1964 most labor and
 

union activilty had been curtailed or completely banned. This situation
 

was changed very recently. Workers of the same industry or economic
 

activity are represented by single unions at the municipal or state
 

level. Penetration of the labor movement is strong, between 25% and
 

35%.
 

The cooperative movement is relatively new in Brazil having begun
 

with savings and loan associations and consumer cooperatives only as
 

recently as the 1960's. An estimated 25% to 35% of workers are
 

unionized.
 

4.2 Health Care Delivery System
 

Brazil's health care system is, like Argentina's, heavily dominated
 

by the social security financing mechanism organized under the
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"Instituto Nacional de Asistencia Medica y Previdencia Social"
 

(INAMPS), the National Institute for Medical Care and Social Security.
 

In theory, it receives contributions directly from, or on behalf of,
 

90% of the Brazilian population. Its own health care facilities,
 

however, 	are very limited, and the percentage of the population having
 

actual access to health services provided by INAMPS is very small.
 

Since the health care facilities run directly by INAMPS are
 

insufficient to serve all their beneficiaries, some private health care
 

organizations sell services to INAMPS beneficiaries who pay a monthly
 

premium 	to these organizations instead of their mandatory contribution
 

to INAMPS. This arrangement is done through enterprises that choose to
 

receive their health care services from private agencies and enroll all
 

their workers in what is known as a "convenio-empresa". No new
 

"convenio-empresa" have been allowed by INAMPS in the past 3-4 years.
 

4.2.1 Governmient Services
 

4.2.1.1. 
 Ministry 	of Health: Provides health services to the
 

medically indigent people in underserved areas like the Northeast and
 

the Amazon region. Primary care in nature, they are oriented towards
 

preventive medicine and the control of communicable diseases. These
 

services 	are financed from general revenue.
 

4.2.1.2 	 Institutos de Prevision y Municipales/Municipal and
 

State Social Security Institutes: They provide health
 

services to civil servants and their dependents through a network of
 

ambulatory and inpatient facilities. They are financed through a
 

combination of social security contributions made by the beneficiaries,
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general revenues at the state and municipal levels, as well as by user
 

fees.
 

4.2.1.3 Armed Forces: Active and retired members of the security
 

forces are covered by a complete network of facilities run by the Armed
 

Forces. Dependents protected by this network are provided with
 

specialty services and enjoy additional protection from INAMPS for
 

primary and secondary care. Health facilities of the Armed Forces are
 

financed from general revenues through the Ministry of Defense budget.
 

Copayments are also requested from users.
 

4.2.1.4 Universities: Teaching hospitals offer their ambulatory
 

services to the entire population, covering the whole spectrum of care
 

from primary to the most highly technological services. They are
 

financed from general revenues by the Ministry of Education budget for
 

government universities. These and private teaching hospitals are also
 

allowed to charge middle or high Income level users on a
 

fee-for-service basis. They receive payments from INAMPS for services
 

provided to the INAMPS beneficiaries.
 

4.2.2. Social Security
 

INAMPS is by far the major source of social security health care
 

financing in Brazil. It is financed not only from the payroll
 

deductions of its beneficiaries, but also from general revenues from
 

the federal government in order to enable it to provide care to
 

indigent people. INAMPS is the fifth largest public corporation in
 

Brazil. It provides coverage to:
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a) urban workers, active or unemployed and their dependents,
 

ensuring their access 
to the entirc sectrum of medical and
 

hospital care.
 

b) rural workers, active or unemployed and their dependents,
 

providing them with primary care, dental care and emergency and
 

hospital services.
 

c) civil servants of the federal government, active or retired and
 

their dependents.
 

d) indigent populations of some regions, whether they make social
 

security contributions or not.
 

Most of the services financed by INAMPS are provided by third
 

parties; only 20 of physician visits and less than 2% of hospital
 

discharges were undertaken in their own facilities or by their own
 

physicians. The main providers of health services 
are private
 

physicians and state and municipal hospital facilities.
 

PROVIDERS OF INPATIENT AND OUTPATIENT
 

CARE IN BRAZIL
 

Outpatient Inpatient
 

INAMPS facilities 20.5% 1.6% 

Purchase from private providers 29.9% 69.7% 

Contractual agreement with unions 9.0% 0.2% 

Contractual agreement with 

government agencies 14.5% 6.3% 

Contractual agreement with firms 10.1% 3.9% 

University hospitals 2.3% 1.6% 

Other agreements 13.7% 16.7% 

Total 
 100.0% 100.0%
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It is worth noting two aspects of the relationship between INAMPS
 

and outside providers:
 

1) The purchase of hospital care from private hospitals faces all
 

sorts of financial difficulties and has prompted INAMPS to organize a
 

form of payment and a reimbursement policy similar to that of DRG
 

payments of Medicare in the U.S.
 

2) The "contractual arrangements with firms" (Convenio-Empresa)
 

were arrangements by which firms could retain their contributions to
 

INAMPS provided that, either through their own services or through a
 

prepayment organization (HMO), the firms remained responsible for
 

providing their workers and dedenents with at least the same level of
 

health benefits INAMPS would have provided,. The relative failure of
 

this kind of arrangement (no new ones are being allowed by INAMPS and
 

old ones are financially constrained) explains the low profile
 

Brazilian HMOs have in the INAMPS picture.
 

4.2.3 Private Sector
 

Brazil has a large network of private care providers both in the
 

professional and in the hospital sector. For the most part they are
 

not organized on a fee-for-service basis.
 

In the past twenty years, however, there has been a surge of
 

different kinds of prepayment organizations related to or supplementing
 

INAMPS. Hospital and health insurance has also appeared and is
 

purchased by the high income groups, thereby ensuring their access to
 

better medical technology and improved accommodations.
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4.3 Health Care Prepayment Organizations
 

Eight different kinds of organizations or arrangements are
 

presented in following section. All of them involve some form of
 

prepayment. Their main features are summarized in the table on paga
 

53. 	They are as follows:
 

a) Traditional indemnity insurance offered by two types of firms
 

each one with its own characteristics:
 

o 	Insurance companies
 

o 	Hospital corporations: Membership enrolled through
 

acquisition of capital stock in the hospital.
 

b) Services financed by INAMPS and/or supplementary to those
 

financed by the social security administration can be provided
 

either directly or purchased from third parties through two
 

types of organizations:
 

o Business firms: On behalf of their employees and their
 

dependents, firms may develop their own facilities or enter
 

into an arrangement with a provider, usually an organization
 

of the HMO-type, at times a PPO.
 

o 	Unions: Their members and their dependents may organize their
 

own services, mainly for ambulatory care, and arrange with
 

third-party providers for more specialized services.
 

c) Finally, there are four types of health care organizations that
 

finance their activities through prepayment, by individual,
 

family or group affiliation, (sometimes in the latter case with
 

the participation of INAMPS). Of these four, there is one group
 

that functions with the characteristics of a PPO, while the
 

remaining three are, for all praccical purposes, HMOs. They
 

are:
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o Sociedades de Garantia de Saude / Health Assurance Societies
 

o Beneficencias / Mutual Benefit Societies (HMO-type)
 

o Medicina de Grupo / Group Practice (HMO-type)
 

o Cooperativas Medicas / Physician Cooperatives (HMO-type)
 

The listIng of HMO-type organizations in Brazil was produced by
 

AMICO, a subsidiary of HCA of Brazil under contract for GIIAA. A copy
 

of it is included as Annex 3 to this report.
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TYPE OF 

INSTITUTION 

ITEMS 

MUTUAL BENEFIT 

SOCIETIES 
ASSURANCE 

SOCIETIES 
INSURANCE 

COMPANIES 
CLINICS GROUP 

PRACTICE 
PHYSICIAN 

COOPERATIVES 
HOSPITALS 

COOPERATIVES 
HMOs 

Beneficiaries Ethnic and religious 
groups. Trade unions 
Middle and high 

Any public 

Middle and high 
class 

Any public 

High class 
Any public 

Different 
social 

classes 

Any public 

Enterprising 
Different 

social 
classes 

Any public 

Different 
social 

classes 

Any public 

High class 
Any pu .ic 
Middle 
class 

Benefit package Inpatient 
Outpatient 

Different plans Inpatient 
(individual, family, 
collective) with li-
mitations 

Inpatient 
Outpatient 

Inpatient 
Outpatient 
(except hos-
pital care 

for chronic 
diseases 

Inpatient 
Outpatient 
(except hos-
pital care 

for chronic 
diseases 

Inpatient 
Outpatient 

Comprehen­
sive (inc­
ludes in­
patient 

and outpa­
tient care 

Limitations to 
coverage 

I-ayment Schemes 

Services provided only Varies accord-
with the institution's ing to plan 
own resources 

Contributions, tax- Prepayment 
exempt or State con-
tributions, premiums 

Whenever services 
are needed 

Prepayment 

Services pro-
vided only with 
the institu-

tion's resources 

Registration, 

premium sale 
of services 

Whenever 
services 
are needed 

Prepayment 

Whenever 
services 
are needed 

Prepayment 

Services pro-
vided only with 
the institu-

tion's resources 

Registration, 

premiums, sale 
of services 

plus pre­
vention, 
etc.) 

Varies 
according 
to plan 

Prepayment 

Comfort Extra payment for 
private rooms 

Private physi-
cian's visits. 
Extra payment 

for private 

Prirate physi-
cian's visits. 
Extra payment 

Private physi-
cian's visits 

Extra pay-
ment for 
private room 

Extra pay-
ment for 
private room 

Varies accord-
ing to plan 

Varies 
according 
to plan 

room 

Technical 

resources 

Own, credited Credited Free Choice Own, hired Own, hired Own Own Own, hirec 

Model of Health 
care delivery 

Organized, curative Non organized, 
curative 

Non organized, 
curative 

-53 -

Organized, 
preventive, 

curative 

Organized, 
preventive, 

curative 

Non organized, 
curative 

Non organized 
curative 

Organized, 
curative 

(some pre­
vention 
too) 



4.3.1 Sociedades de Garantia de Saude
 

These are commercial firms that will pay directly to providers
 

services rendered to their members. Some of them will organize, at
 

least partially, health care facilities to provide services to their
 

members. Although membership is open to the general public, these
 

plans are generally affordable only to middle and upper-middle income
 

groiups.
 

Medical and hospital care delivery is not provided through the
 

sociedades-owned facilities. There is, however, a list of providers,
 

from which members can procure services, that have an arrangement
 

(regarding price and access) with the organization. The plans are
 

oriented towards curative medicine and operate on demand for services
 

by members.
 

Plans offered include individual, family and group types.
 

Initially, these plans offered reimbursement of hospital expenditures
 

with complete freedom of choice of hospital, in the form of a
 

traditional indemnity plan. Thus, they were restricted to high income
 

groups. Later, in order to expand their coverage to other segments of
 

society, these Health Assurance Societies started to offer, as an
 

alternative, coverage of ambulatory and inpatient care f::om a limited
 

provider list of hospitals and physicians.
 

In individual and family plans (which provide more comfortable
 

services, wilh private rooms, etc.), there may be limitations on
 

coverage, exclusions, or a waiting period (from the beginning of
 

membership) with limited benefits. In group plans, the extent and
 

characteristics of the health benefit package depends on the agreement
 

negotiated between the firm and INAMPS on the choice of the Health
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Assurance Society as provider of the social security benefits
 

(Convenio-Empresa). Group plans organIzed under INAMPS coverage cannot
 

have limitations or exclusions of benefits (such as 
pie-existing
 

conditions) and the delivery of service;s must be free of charge,
 

without copayments, deductibles or any form of user charges.
 

In individual or 
family plans, thpre is no financial participation
 

with INAMPS. These are typical supplemental insurance policies bought
 

by individuals or families ensure better
to access to care. Members
 

enrolled under these plans, if they are also INAMPS beneficiaries, are
 

free to use, on their own and under INAMPS coverage, any facility of
 

their choice including those INAMPS owned facilities. On the other
 

hand, in group plans in which enrollment of the group is financed (at
 

least partially) by INAMPS, members are forbidden to use other
 

providers, including INAMPS' own services, unless the users pay for it
 

directly as a private service.
 

The largest of the Sociedades de Garantia de Saude is Golden Cross,
 

with at least 36 branches, but there are other smaller companies of 
a
 

similar kind.
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4.3.2 Beneficencias / Mutual Benefit Societies
 

These are non-profit institutions, organized by ethnic, religious
 

or professional groups to provide health care, usually hospital care,
 

to their members. For the most part they serve the middle and
 

upper-middle income Vroups.
 

Health care is organized, providing principally curative medical
 

care. Selection of provider is limited to the facilities and
 

physicians of the organization. For the most part, the Beneficencias
 

operate their own facilities. A few have lists of outside providers,
 

who are paid on a fee for service basis.
 

Bcneficencias are financed through monthly premiums paid by
 

members, subsidies, or income raised on capital or by the sale of
 

health services, usually inpatient care, to third parties. Only two of
 

these were detected in the study carried out by HCA.
 

4.3.3 Medicina de Grupo / Group Practice HMOs
 

These are health care delivery organizations, some commercial, some
 

not for profit, that are financed through fixed monthly payments
 

(unrelated to utilization) under contractual arrangements with
 

individuals, families or groups. Enrollment is open to the general
 

public although it is only affordable to middle and upper-middle income
 

groups.
 

Health services delivery is organized by the group, either in their
 

own facilities or with external providers. Ambulatory care is
 

centralized in a facility operated by the medical group, Selection of
 

providers is limited to the medical team, its own facilities or
 

external providers specifically authorized by the group practice HMO.
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Health benefits are comprehensive with the unique exclusion o-1 chronic
 

illnesses. The benefit package and the conditions are similar to those
 

described for the Health Assurance Societies, particularly with regard
 

to the INAMPS and its beneficiaries.
 

Most medical groups operate their own central ambulatory care
 

facility and satellite clinics. Some operate their own hospitals as
 

well, although the majority enter into contractual arrangements with
 

private hospitals to serve their members.
 

This is the largest group, with over 140 institutions, some of
 

which, like AMICO, have several branches.
 

4.3.4 Cooperativas Medicas / Individual Practice Association HMOs
 

These are teams of physicians that have organized themselves into
 

cooperatives in order to provide health services. 
 They are usually
 

sponsored or related to local medical societies. Membership is open
 

and similar to that of the Health Assurance Societies or to Group
 

Practices. The economic relationship between membership and the
 

organization is similar to that of a Group Practice.
 

The main difference between this organization and the Group
 

Practice HMO lies in the lack of a centralized ambulatory care facility
 

operated by the group. Physicians in this model work out of their own
 

offices. There are at least 76 Unimeds (physician cooperatives) in 19
 

states in the country.
 

4.4 Summary and HMO Prospects
 

The Brazilian health care system is greatly dominated by INAMPS,
 

the social security health insurance system. Since INAMPS does not
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offer its own services, the provision of health care remains a problem,
 

and in the most remote areas it is up to the Ministry of Health to make
 

health services accessible to the population. There is a problem of
 

lack of access coupled with low efficiency and often poor quality of
 

care, mainly at the primary care level.
 

There is a drive towards prepaid health care in the more affluent
 

areas, like Rio de Janeiro, Sao Paulo and Rio Grande do Su'.. 
 In these
 

regions there are enormous prospects for the further growth of these
 

organizations. If HMOs were to become an answer 
to the health problems
 

of the Brazilian population at large, they should offer their services
 

through INAMPS, in the manner of the "convenios-empresa" of the past.
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CHAPTERV
 

CHILE
 

5.1 Socio-Economic Characteristics
 

The Chilean health care system evolved in two major stages:
 

a) Towards the mid 20th century, reflecting two decades of social
 

and economic expansion, Chile organized an extensive National
 

Health Service, financed by social security contributions (from
 

blue collar workers) and general revenue, that provided real
 

coverage to about 3/4 of the people.
 

b) Within the last 5 years, reflecting almost two decades of very
 

small economic growth and increasing social and political
 

tension, but mainly as a result of ideological concerns
 

regarding freedom of choice of provider and efficiency, two
 

major developments took place: 1) the decentralization of the
 

National Health Service and 2) the promotion of private
 

enterprises to handle social security health benefits through
 

private, prepaid health care delivery organizations. It appears
 

that these reforms have had little real impact in changing the
 

overall public-private allocation of resources of the health
 

care sector.
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5.1.1 Political Development
 

Chile obtained its independence in 1818. At the turn of the 19th
 

century a period of increasing industrialization and urbanization
 

evolved with expansion of the middle class and the appearance of a
 

strong miners' union movement. Between 1932 and 1973 Chile was
 

characterized by its politically stable environment until, during the
 

late 60's and early 70's, the government's efforts to introduce social
 

reforms, aimed at altering the distribution of income, created a
 

growing social and political tension that ended with the collapse of
 

the 	democratic institutions and the establishment of a strong
 

dictatorial regime.
 

5.1.2 Geographv and Population
 

Chile has a population of approximately 11.5 million of which 83.4%
 

is 	urban. The population is concentrated in the Central Region. The
 

country can be divided equally into 3 regions:
 

-	 North: With a dry climate and mining as the main economic
 

activity.
 

-	 Central: It has a temperate climate and agriculture and
 

livestock production as the economic base. Nine of the ten most
 

important cities are located in this region.
 

-	 South: With a cold-humid climate where mining, forestry, fishing
 

and livestock production are the most important economic forces.
 

5.1.3 Economic Development
 

Chile's economic growth during the last 25 years has been very
 

unstable with a moderate growth rate (4.3% yearly) between 1961 
and
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1970. An acceleration of ecunomic development achieved during the late
 

70's came to a halt and a deep recession during the early 80's, with
 

1982 as the worst year, showed a decrease of 14.3% in its GNP.
 

However, with a per capita GNP of around US$ 1,700 (1982 values), Chile
 

forms, with Argentina and Uruguay, a group of economies that earlier
 

had enjoyed significant development but that have been relatively
 

stagnant economically in the last two decades.
 

5.1.4 Labor and Cooperative Organizations
 

As stated previously, the labor movement is very strong in Chile
 

particularly in the mining sector, despite its temporary curtailment in
 

1973 when collective bargaining was suspended. It has since been
 

partially reestablished by industrial sectors.
 

The cooperative movement was started in the 50's and has enjoyed
 

some expansion particularly in the savings and loans associations where
 

96 organizations have incorporated over 600,000 members.
 

5.2 Health Care Delivery System
 

5.2.1 Goverment Services
 

The Ministry of Health has its own network of facilities organized
 

in 26 public corporations (called Servicios de Salud) that provide
 

preventive and curative medical and hospital care. Together they
 

operate 220 hospitals, 244 outpatient clinics, 916 rural health posts
 

and 978 medical stations.
 

The Servicios de Salud are public corporations with a high degree
 

of operational autonomy, supervised and controlled by the Ministry of
 

Health. They are financed through a centralized fund called the Fondo
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Nacional de Salud / FONASA (National Health Fund) which is financed by 

general revenue and from the social security contributions of
 

beneficiaries that have opted to get their benefits (health services
 

and income subsidies) from the services provided by the government.
 

5.2.2. Social Security
 

All active employees ere subject to mandatory social security
 

contributions of 6% to protect themselves and their dependents. The
 

social security beneficiary has the option of chanelling his/her
 

contribution in two fashions:
 

a) Through the FONASA, in which case health services must be
 

obtained from one of the 26 FONASA funded Servicios de Salud
 

(the one serving the geographical area where the beneficiary
 

resides).
 

b) Through a private, social security company called Instituto de
 

Salud Previsional (ISAPRE).
 

When a social security member chooses to receive health services,
 

not from a public Servicio de Salud but from an ISAPRE, his social
 

security contribution does not go to FONASA, it goes directly to the
 

ISAPRE he/she has selected. Since contributions are proportional to
 

salaries and wages, and since there is a fixed contribution for a
 

standard minimum benefit package, the ISAPREs have little interest in
 

capturing the lower end of the wage scale of the employed population.
 

Because of the direct financial link between a social security
 

beneficiary and the ISAPRE, the Social Security System in Chile lacks
 

the concept of solidarity. There is not a central pool where all
 

contributions are collected equalizing the possibilities of accessing
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care for all contributors. Graphically it works in the following
 

manner:
 

higher ISAPRE of choice
 
social security contribution (private)
 

wages
 
lower FONASA Servicio de
 

social security contribution Salud
 
wages General Revenue (public)
 

The reorganization of the National Health Service into twenty six
 

semi-autononous, public Servicios de Salud, the organization of the
 

FONASA, ane the mdificaticn of the social security contributions
 

mechanism allows the contribution to be channelled directly by the
 

contributor to the private health care delivery organization of
 

choice. Both the 26 Servicios de Salud and the 20 or so ISAPREs are
 

the result of a legislative reform which occured during 1979 and 1980.
 

In Chile Social Insurance Institutes do not provide their own
 

health services as in other Latin American countries.
 

5.2.3 Private Sector
 

As in the case of Colombia with the Family Allowance Organizations,
 

most Chileans consider ISAPREs to belong to the private sector. As
 

legal entities they are private firms, some not-for-profit, some
 

commercial. However, as their beneficiaries are exclusively social
 

security beneficiaries, and as they are partially financed by mandatory
 

payroll contributions, the mandatory nature of the income subsidies
 

make the ISAPREs part of the social security scheme.
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Until the last decade, the private health services sector in Chile
 

had not been strong. Almost all hospital care was previously provided
 

by the hospitals of the then existing National Health Service
 

(decentralized into 26 corporations at the end of the 70's). Private
 

ambulatory care by solo or associated practitioners was more extensive
 

than private hospital care.
 

Commercial health insurance (indemnity type) has not developed in
 

Chile mostly because its clientele, those in the upper-middle income
 

groups, have for a long time been included in the social security
 

system in a special regime for accessing services that closely resemble
 

private care. Before the reforms of 1979-1980 there were two social
 

security systems: one for blue collar workers which was incorporated in
 

the National Health Service, and another, called SERMENA or Servicio
 

Medico Nacional de Empleados, for white collar workers, the
 

self-employed, university graduates in the professions, etc. The
 

SERMENA system was only an insurance device. It did not have its own
 

services. Contributors to this system had complete freedom to seek
 

care from any private physician or hospital. Therefore, indemnity
 

insurance did not develop because its market was monopolized
 

(affiliation to SER2MENA was mandatory for most of these labor groups)
 

by a social security organization. After the reform of 1979-1980
 

SERMENA was replaced by the arrangement with the ISAPREs already
 

described. It remains to be seen whether this will allow indemnity
 

insurance to develop.
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5.3 	Prepaid Health Care Organizations
 

This group is made up of the approximately 20 ISAPREs, of
 

different sizes, serving about 4% of the Chilean population. ISAPREs
 

are regulated by the government with regard to:
 

o 	Minimum benefit package in terms of health services
 

(comprehensive) and income subsidies.
 

o 
The minimum benefit package is linked to the smallest social
 

security contribution allowed, 6%.
 

o 	Minimum length of the contractual arrangement between the ISAPRE
 

and the beneficiary. However, the beneficiary may
 

change over to the government system at any time whenever he/she
 

wishes.
 

o 	Maximum level of copayments for use of health services (20%) for
 

utilization of the basic benefit package.
 

ISAPREs are, however, free to:
 

o 	Reject potential customers: i.e., those with low wages where 6%
 

does not cover costs, bad risks, etc.
 

o 	Offer supplementary plans for contributions higher and in
 

addition to the basic 6%.
 

o 	Adopt whatever legal status (commerical, not for profit,
 

cooperative, other) best suits the purpose of the organization.
 

ISAPREs are not forced to 
run their own health facilities or
 

services, not even for ambulatory care. Therefore, they may be
 

exclusively a financing organization that receives social security
 

contributions and additional income from members in order to pay the
 

health care providers. In fact, most ISAPREs organize themselves as
 

PPOs by entering into contractual arrangements with a list of private
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providers for preferential fees. Beneficiaries are either partially
 

reimbursed (according to the kind of plan in which they enroll
 

themselves) for-incurred costs, or the services they consumed are paid
 

directly by ISAPRE to the provider and the beneficiary remits the
 

corresponding copayment. Copayments vary according to the plans and
 

may go as high as 40% or even more of the price of the service used.
 

ISAPREs may operate their own facilities. Some run their
 

ambulatory care centers while one, the largest ISAPRE in the country,
 

operates a complete range of outpatient and hospital facilities. These
 

ISAPREs function more as HMOs despite the fact that they require
 

copayments.
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5.3.1 Listing of Prepaid Health Care Organizations
 

NAKE ADDRESS 
 LErAL STATUS SPONSORSHIP TYPE OF ORgAN[ZATION TYPE OF COVERAGE 
 PATES CHARGED BENErICIARIES
 

Cruz Blanca 	 Bandera 248 
 Hospital 
 HMO-PPO comprehensive-coverage: 
 UF 1.43 46,158
Santiago 

lOpreventive,55%hospiralization
 
70%ambulatory care,80Zmedical
 
consult.
 

Ban"Tedica 	 Huerfanos 8 8 6-Piso2
 
Santiago 
 HMO-PPO 	 comprehensive benefit package: 
 UF 1.64 88,207
 

50-100% coverage, drugs and dental
 
optional
 

Promepart 	 Merced 328
 
Santiago 


comprehensive 	coverage: 
 N/A N/A

8
preventive .:re, 5%hospitalization
 

coverage, 50-70% ambulatory care,
 
laboratory procedures and psychiatric care
 
coverage.
 

San Lorenzo NiA
 

El Teniente N/A
 

SudAmerica 	 Dr. M. Barros Borgozo 61 commercial Insurance company HMO-PPO 
 comprehensive 	coverage, 
 UP 1.21 16,785
Santiago 

100% preventive and curative care
 

100% Dental
 

Chuquicamata N/A
 

Luis Pasteur 	Apoquindo 2942 
 comprehensive 	coverage: 
 UF 1,50 16,543
Santiago 

preventive and dental care
 

60-80% ambulatory care,
 
80% hospitalization
 

Colmena 

comprehensive 	coverage.
Golden Cross 	 UF 1.90
 
60-70% physician coasult, 
 23,508
 
60-70% hospitalization
 
60-70% Rehabilitation
 
100% physical exams and ambulatory
 
care
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF ORGANIZATION TYPE OF COVERAGE RATES CHARGED BENEFICIARIES
 

Rio Blanco N/A
 

ISPEN N/A
 

Nornedica N/A
 

ConSalud Alonso Ovalle 1451 
 comprehensive coverage,
 

meddcal, Hospitalization, N/A 19,789
 

dental available
 

Interclinicas N/A
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5.4 Summary and HMO Prospects
 

a) Chile has developed a system that offers reasonably good access
 

to almost all its population.
 

b) The previous National Health Service and the present 26
 

Servicios de Salud are reputed to be relatively efficient and
 

effective, although comforts are few. Efficiency may have
 

increased as a result of the decentralization of operations
 

since 1979.
 

c) The ISAPREs may be hampered by two basic factors:
 

i. 	 They may develop, in fact there is some evidence that this
 

is actually occurring, along "income lines", breaking down
 

the "solidarity" component for the social security system.
 

Workers with low salaries have no real option between
 

FONASA / Servicio de Salud and an ISAPRE.
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ii. 	 The extensive use of copayments and their volume place most
 

ISAPREs far away from the HMO concept or even from the PPO
 

concept, losing in the process the elements of cost
 

containment and increased efficiency.
 

d) Prospects for HMO development are linked to the successful
 

growth of the ISAPREs. This may be made difficult by the
 

following factors:
 

i. 	 The economic recession that has hit Chile since 1981 and
 

the flaws already described have resulted in a complete
 

halt of ISAPREs' growth since 1982.
 

ii. 	 There is a tradition of a strong national network of
 

government health services which are perceived as being
 

efficient and effective and, most importantly, easily
 

accessible to the population at large.
 

iii. 	The medical profession has traditionally preferred a strong
 

private practice with limited or no institutional ties,
 

either to ISAPREs or to a National Health Service.
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C H A P T E R VI
 

COLOMBIA
 

6.1 Socio-Economic Characteristics
 

The Colombian health care system reflects its social stratification
 

and the diversity of socio-economic levels in the five geographical
 

regions of the country. Social security institutions with their own
 

facilities and the services organized and managed by the MIinistry of
 

Health are the backbone of a system that attempts to provide coverage
 

to the emerging urban middle class and to the rural population
 

respectively. Rapid economic growth achieved during the last 20 years
 

and political stability have helped to enhance the real coverage
 

provided by the health care system.
 

6.).1 Political Development
 

In 1830 the Republic of Colombia emerged as an independent nation
 

by seceding from Gran Colombia. The first 60 years of independence
 

were characterized by political instability and economic stagnation.
 

Policies adopted in 1886 helped to improve and modernize the economy
 

which brought, in turn, political stability.
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As in other 'atin American countries the Depression of 1930 brought
 

a itew crisis. Social reforms, with the development of social security
 

institutions to look after the needs of the urban working classes, and
 

and the development cf import substitution industries were the response
 

to this crisis. Real economic growth and social development were not
 

obtained until the mid 50's through a unique political agreement to
 

ensure political stability in the country after a period of widespread
 

social and political violence.
 

6.1.2 Georaphy and Population
 

Colombia has five major natural regions with entirely different
 

climates and socio-economic development.
 

- Andean region - in which most of the population resides, and
 

which enjoys the highest level of economic development.
 

- Caribbean region - is the second zost densely populated region.
 

- Pacific region - has some important urban concentrations, but
 

also some of the poorest and most disease prone areas of the
 

country.
 

- Orinoquian region - the eastern plains. 

- Amazonian region - to the south east. 

Colombia's population in 1982 reached approximately 28 million, of
 

which 78% were urban. The age distribution of the population is
 

changing substantially through a very rapid decrease of the birth rate,
 

particularly among the urban population. The illiteracy rate has been
 

improved over the last 20 years, however, it is still at a high rate of
 

21.5%. This rate is substantially higher in the poorest areas like El
 

Choco in the Pacific region.
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6.1.3 Economic Development
 

The Colombian economy has improved substantially over the Xast 20
 

years with the significant feature that a wide proportion of the rural
 

and urban population have benefited from this growth. The average per
 

capita GNP almost doubled between 1961 and 1982. As in other South
 

American countries, the world-wide recession during 1981 and 1982 has
 

eroded its ability to sustain growth. The economy remained practically
 

stagnant during 1982 and 1983.
 

Colombian agriculture is one of the strongest among Latin American
 

countries based on coffee, bananas, tobacco, cotton, corn, sugar cane,
 

etc. Timber of high quality is obtained from forests that cover 68% of
 

the national territory. Mining is also an important economic activity
 

with gold and platinum as its most important products. In terms of
 

industrial development textile industries and food processing are well
 

established, while recently there has been an initial effort made in
 

petrochemical, steel and other heavier industries.
 

6.1.4 Labor and Cooperative Movement
 

Union bargaining is restricted for the most part to the level of
 

the firm with few instances in which it is done at the level of an
 

entire industry or economic sector. The government tends to intervene
 

in defense of labor interests.
 

There is a long historical tradition of cooperative efforts among
 

the Amerindians inhabiting the Andean region of Colombia. The modern
 

coop3rative movement began in 1916 with an agricultural cooperative.
 

Legal requirements and protection of cooperatives were established in
 

1931 and were further expanded in 1981, through the National Board of
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Cooperatives. According to 
the law there are two groups: Leagues or
 

Associations for social, cultural and moral purposes and Federations or
 

Centrals (union of cooperatives grouping a number of the first type),
 

with economic goals. The largest and most influential is the
 

"Instituto de Financiamiento y Desarrollo Cooperativo de Colombia".
 

The cooperative movement in Colombia participate& actively with the
 

government in areas like education and social development and, thus,
 

can make an important contribution to the socioeconomic development of
 

the country.
 

6.2 Health Care Delivery System
 

In this country, the report will not contain a separate section on
 

health care prepaid organizations since there is very little
 

development of this form of financing. What exists will be described
 

in the section entitled "Private Sector".
 

As in most Latin American countries the health care delivery system
 

in Colombia is organized into three separate segments: government
 

(several agencies within it), 
social security and private. Since 1975
 

there have been legal instruments in existance with which the Ministry
 

of Health coordinates all the different delivery agencies into 
a
 

coherent national health system. 
As in other countries, bureaucratic
 

autonomies and other obstacles make this coordination a goal still to
 

be attained.
 

6.2.1 Government Service
 

The Ministry of Health operates a national network, the "Sistema
 

Nacional de Servicios de Salud" of ambulatory and inpatient
 

facilities. This is a regionalized system composed of:
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a) 107 regions, of which 97 are headed by a regional hospital.
 

b) 470 local health services, some with small inpatient facilities.
 

c) 3,000 health centers.
 

In theory, the Ministry of Health provides services to the indigent
 

population not protected by a social security mechanism which comprises
 

about 70% of the national population. In practice, it is estimated
 

that it provides coverage to only 1/3 of the country's people. In
 

addition to providing health services, the MOH performs other public
 

health duties (epidemiological, nutritional, etc.) through related
 

branches or organizations. In total it expends about 32.7% of the
 

national health budget.
 

6.2.2 Social Security
 

There are 2 types of social security organizations:
 

a) Cajas de Prevision / Social Security Institutes. These are
 

quasi-public agencies, providing sickness and maternity
 

insurance and income maintenance plans (retirement, old age
 

pension, etc.). There are over 100 of these institutes,
 

although one, the "Instituto de Seguros Sociales" accounts for
 

over 75% of people covered by these organizations.
 

b) Cajas de Compensacion Familiar / Family Allowance Organization:
 

These are private legal entities organized like consumer
 

cooperatives. Enrollment is mandatory and made effective
 

through the firm in which the person is employed. Health
 

services are either provided directly or insured, but
 

principally for children (1-18). They also provide a wide range
 

of other benefits: recreation, education, merchandising, etc.
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6.2.2.1 Social Security Institutes
 

There are over 100 of these organizations in Colombia, providing
 

health and income coverage to about 15% of the population. Their total
 

expenditures represents about 58% of the national health budget. The
 

largest is the Instituto de Seguros Sociales. It operates its own
 

national network of hospitals and ambulatory facilities: 37 hospitals
 

with 4,200 beds. In addition, it purchases services from other
 

providers in areas where it does not operate its own facilities. It
 

provides coverage to about 12% of the national population, mainly in
 

the most important urban areas, covering the employees of private firms
 

of the modern sectors of the economy. It is financed by mandatory
 

contributions, as a percentage from payroll, by employers and
 

employees.
 

Other organizations of this kind are:
 

o 	Caja Nacional de Prevision Social: covers the civil servants of
 

the national government, about 250,000 beneficiaries.
 

o 	There is a social security scheme that protects active personnel
 

as well as dependents of the Armed Forces covering 300,000
 

people. The Ministry of Defense operates 3 hospitals and 44
 

clinics scattered throughout the country. Similar protection
 

and services are available for police forces.
 

o 	Caja de Prevision Social de Comunicaciones: which provides
 

income subsidies and health services to employees of the
 

Ministry of Communications and their dependents covering over
 

100,000 people.
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6.2.2.2 Calas de Compensacion Familiar / Family Allowance
 

Organizations
 

These are private legal entities that provide additional social
 

benefits to basically the same segments of the Colombian population as
 

do the Cajas de Prevision. 
They were organized originally as Family
 

Ailowance Funds providing monetary transfers to workers (i-elow a
 

certain income level) with children. Later, these organizations
 

expanded their activities and incorporated as benefits subsidized
 

access to: 
health. education, recreation, merchandising, loans for home
 

appliances and housing, etc. 
 In effect, they became a cooperative
 

financing institution for their beneficiaries. Some of these
 

organizations developed their own facilities for their expanded role in
 

these additional benefit areas, particularly in merchandising and
 

health services.
 

The Family Allowance Organization (FAO) provides health services
 

protection to the children of beneficiaries between the ages of 1 and
 

18. (Infants to age 1 
are protected by the Social Security Institutes.)
 

Despite the fact that some operate their own health care facilities
 

(mainly ambulatory care centers. some even have quite sophisticated
 

children's hospitals), most FAOs operate as 
PPO's reimbursing
 

expenditures incurred by beneficiaries for care provided by a selected,
 

authorized list of physicians, clinics, etc. 
The enrollment of private
 

firms in these organizations is mandacory by law. 
Even individual
 

firms must enroll. 
A firm has the right to choose tu which FAO it will
 

enroll.
 

Family Allowance Organizations are financed through a variety of
 

sources:
 

o Payroll contributions from the firms enrolled.
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o Copayments made by beneficiaries when using the services;
 

although sliding scale copayments charged for services are below
 

market levels, copayments requested for health services are
 

considerable: between US$ 2 to US$ 4 vrx physician visit. 
 It is
 

important to note that these copayments vary according to the
 

income level of the beneficiary, the cutting point being around
 

four times the minimum wage. Below that amount, the
 

beneficiaries pay the lowest copayment in the plan.
 

o 	Profits obtained from the commerical operation of owned
 

facilities (supermarkets, hotels, health services, etc.)
 

6.2.3 Private Sector
 

Most Colombians will argue that the FAOs just described belong to
 

the private sector and with good reason. As legal entities, they are
 

"not for profit" private firms. 
 However, the nature of the enrollment
 

of private businesses in these organizations, the nature of the payroll
 

contributions by the firms and the transfer payments to beneficiaries
 

per child or family allowance, made mandatory by law, make the Family
 

Allowance Organizations part of the Social Security system.
 

In Colombia the private sector is a strong provider of services.
 

There are 190 private hospitals with 8,900 beds. It provides an entire
 

range of services to about J5% of the national population.
 

There are two main types of prepaid health care organizations, with
 

most private providers operating on a fee for service basis:
 

a) PPO-type organizations: They are a recent development in
 

Colombia (last 5 years). 
 It is composed of two companies:
 

Colsanitas and Colsisa. Colsalud, a third, failed. They
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are private, for profit, insurance organizations that arrange
 

preferential prices and ensure access to care through a group of
 

providers. Their membership is growing, mainly in the middle
 

income segments of the population. Total membership is still
 

small. There are restrictions to enrollment and limitations
 

according to age and pre-existing health conditions.
 

b) 	Commercial Indemnity Insurance. Health benefit policies offered
 

by insurance companies.
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6.2.4 Listing of Prepaid Health Care Organizations
 

[AME ADDRESS 

'olsubsidio Calle 67 # 10-67 
Bogota 

afam Calle 51 # 15-48 
Bogota 

omfama Carr. 45 
Of. 1106 

Medellin 

#49A-16 
-

omfamiliar 

ndi 
Avda. 3 Norte 
# 51N-56B 

Cali 

ompensar Carr. 7ma. 
#16-56, P 3 

y P 2 - Bogota 

LEGAL STATUS 


Non Commercial 

under government 


supervision 


Non Commercial 

under government 


supervision 


Non Commercial 

under government 


supervision 


Non Commercial 

under government 


supervision 


Non Commercial 
under government 

supervision 

TYPE
 
SPONSORSHIP OF 


ORGANIZATION 


Affiliated public HMO 

and private firms 


Affiliated public HMO 

and private firms 


Affiliated public PPO 

and private firms 


Affiliated public Mixed 

and private firms (HMO-PPO) 


Affiliated public PPO-HMO 

and private firms 


TYPE OF 


COVERAGE
 

Comprehensive 

(7) partially 


Comprehensive 

((3) partially 


subsidized, (7) 


excluded) 


Comprehensive 

for workers 


earning less 


than four mini-

mum wages; par-


tia] .only (1)
 
and (9))for workers
 
earning more
 

Partial (excludes 

(2), (3), (6), (7) 


Comprehensive 

(excludes (2) 


and (7) partially 


RATES CHARGED 


4% payroll of affiliated 

firms. Copayments (aver-


age) 

-AmbL ;tory care US$ 2 

-Hospital day US$ 6 
-Emergency care US$ 3.7 

4% payroll of affiliated 

firms. Copayments (aver-


age) 


-Gereral ambulatory care 


US$ 2.3
 
-Specialities ambulatory
 
care US$ 3
 

4% payroll of affiliated 

firms. Copayments (aver-

age) 


-Ambulatory care US$ 3.7
 
-Emergency US$ 1.2
 

4% payroll of affiliated 

firms. Copayments (avge) 


-Ambulatory care US$ 1.5 


-Specialities US$ 3 

4% payroll of affiliated 

firms. Copayments vary 


according to income of
 

beneficiaries:
 
-up to 4 minimum
 
wages US$ 1.2-2
 

-over 4 minimum
 

wages US$ 6 - 8
 

BENEFICIARIES
 

704,930 (only children
 
age 1 to 16, age 0 to
 

1 in some special
 
categories)
 

505,000 (dependents
 
and non-working spouse
 

of affiliated workers,
 

only)
 

463,795 (dependents and
 
non working spouse
 

only)
 

241,565 (dependents of
 
affiliated workers
 

only)
 

148,676 (workers affi­
liated and dependents)
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:olombia -

[AME ADDRESS 

'omfenalco Carr.4a. #19-85 
Bogota 

amacol Calle 49B #63-21 
Edif. Camacol 
P 2 - Medellin 

omfamiliar Carr. 5a. Calle 
isaralda 22 esq. Pereira 

sia-Cali Calle Ba. #6-58 
Cali 

ndufamiliar Calle 42 #13-19 
P. 5 - Bogota 

LEGAL STATUS 


Non-commercial 

under government 

supervision 


Non-comuercial 

under government 

supervision 


Non-commercial 

under government 

supervision 


Non-commercial 

under government 

suparvision 


Non-commercial 

under government 


supervision 


SPONSORSHIP 


Affiliated public 

and private firms 


Affiliated public 

and private firms 


Affiliated public 

and private firms 


Affiliated public 

and private firms 


Affiliated public 

and private firms 


TYPE OF 	 TYPE OF (see note 


ORGANIZATION 	COVERAGE below)
 

HMO-PPO 	 Comprehensive 

(oxcludes (7) 

partially) 


HMO-PPO 	 Comprehensive 

(excludes(2) 

and 7, (3) per-


tially subsi-

dized)
 

HMO-PPO 	 Comprehensive 

(excludes (2) 

and i4)) 


HMO-PPO 	 Comprehensive 

(excludes (4)) 


PPO-HMO 	 Partial (ex-

cludes 2), (3), 

(4) and (7) par-

tially included) 
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RATES CHARGED 


4% payroll of affiliated 

firms. Copayments (avge.) 

-Ambulatory US$ 2.5
 

-Spezialties US$ 4
 

4% payroll of affiliated 

firms. Copayments 

-Ambulatory US$ 1
 

-Specialties US$ 1.5
 

4% payroll of affiliated 

firms. Copavments: diff-

erent rates according to 

income, ranging from
 
0S$ 0.45 to US$ 2.90 in
 
general ambulatory care
 
and US$ 3 to 7 in spe­
cialties.
 

4% payroll of affiliated 

firms. Copayments: 2 ca-

tegories according to in-

come, ambulatory care
 
ranging from US$ 1.1 to
 
4 (general) and US$ 3 to
 
4.5 (specialties)
 

4% payroll of affiliated 

firms. Copayments: 

-Ambulatory 


(general) US$ 2.25
 
-Specialties US$ 8
 

BENEFICIARIES
 

90,930 (dependents
 
and spouse only)
 

97,563 (dependents
 
and spouse only)
 

49,300 (dependents
 
and non-working spouse
 
only)
 

58,828 (dependents
 
and non-working
 
spouse)
 

75,338 (dependents and
 
non-working spouse
 
only)
 



Colombia -

NAME 


Colsanitas 


S.A. 


Colsisa S.A. 


Cajajan 


Confamiliar 

del Atlantico 


Confenalco 

de Antioquia 


Confamiliar 

del Cauca 


Comnfaboy 


ADDRESS 


Calle 79 #15-20 

P.2 - Bogota 


Carr. 7a. #24-89 

P. 5 Torre Col-

patria - Bogota 


Bucaramanga 


Barranquilla 


Medellin 


Popayan 


Tunja 


LEGAL STATUS 


Commercial 


Commercial 


Non-commercial 

under government 

supervision
 
Non-commercial 

under government 

supervision 


Non-commercial 

under government 

supervision 


Non-commercial 

under government 

st,pervision 


Non-commercial 


under government 

supervision 


SPONSORSHIP TYPE OF TYPE OF (see note 


ORGANIZATION COVERAGE below)
 

International P.P.O. Comprehensive 

Financial 


Institution 


and medical 

partners 


Colombian fi- P.P.O. Comprehensive 

nancial group 


Affiliated public P.P.O. Partial (excludes 

rqnd private firms (3), (5), (7))
 

Affiliated pu- P.P.O. Partial (in-

blic and private cludes only (1),
 
firms (9) and (10))
 

Affiliated public P.P.O. Partial (ex-

and private firms cludes (2), (3)
 

and (7))
 

Affiliated public Mixed HMO-PPO Partial (i..-

and private firms cludes (1), (9)
 

and (10))
 

Affiliated public Mixed HMO-PPO Partial (in-

and private firms cludes (1), (4),
 

(9) and (10))
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RATES CHARGED 


US$ 30 monthly per per-

son. Decreases with fa­

mily groups up to US$ 11.60
 
per member in a ten per­
son family. Collective
 

arrangements are negotiable.
 
Copayments: US$ I entitles
 
to all ambulatory services
 

US$ 270 yearly per person 

Family rates decrease, a
 
four person family rate is
 

US$ 750 yearly and addition­
al members' rate is US$ 110
 
yearly
 

N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


BENEFICIARIES
 

10,000
 

2,500
 

110,250
 

104,860
 

67,640
 

66,118
 

59,500
 



Colombia -

NAME 


Comfenalco de 


Santanler 


Comfanorte 


Comfamiliar 


del Huila 


Confenalco 


Cali 


Ccmfenalco 


de Bolivar 


Combarranguilla 


Comfamiliar 


de Narino 


Cofrem 


Comindustria 


ADDRESS 


Bucaramanga 


Cucuta 


Neiva 


Cali 


Cartagena 


Barranquilla 


Pasto 


Villavicencio 


Palmira 


LEGAL STATUS 


Non-commercial 


under government 


Supervision
 

Non-commercial 

under government 


supervision
 

Non-cummercial 


under government 


supnrvision 


Non-commercial 


under government 

supervision 


Non-commercial 


- under government 

rupervision 

Non-'commercial 


under government 

supervision
 

Non-commercial 


under government 


supervision
 

Non-commercial 


undergovernment 

supervision 


Non-commercial 


under government 

supervision 


SPONSORSHIP TYPE OF TYPE OF (see note 

ORGANIZATION COVERAGE below) 

Affiliated public N.A. N.A. 
and private firms 

Affiliated public N.A. N.A. 

and private firms
 

Affiliated public Mixed HMO-PPO 
Partial (ex-

and private firms cludes (2),
 

(3), (6) and (7))
 

Affiliated public Mixed HMO-PPO 
Partial (ex-

and private firms cludes (2), (3),
 

(6), (7) and (8))
 

Affiliated public P.P.O. 
 Partial (ex-

and private firms cludes (21, (3)
 

(6) and (7)) 

Affiliated public N.A. 
 N.A. 


and private firms
 

Affiliated public N.A. 
 N.A. 


and private firms
 

Affiliated public Mixed HMO-PPO Partial (ex-

and private firms cludes (2), (3),
 

(6) and (7))
 

Affiliated public Mixed HMO-PPO Partial 
(ex-

and private firms cludes (3) and
 

(7))
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RATES CHARGED 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


N.A. 


BENEFICIARIES
 

57,728
 

54,493
 

47,750
 

43,625
 

42,050
 

41,766
 

37,180
 

37,158
 

36,988
 



Colombia -


NAME 


Comfamiliar 


de Caldas 


Caiacom 


Comfenalco 


del Quindio 


Comfenalco 


del Cesar 


Comfamiliar 


de Afidro 


Cajacopi 


Page 5
 

ADDRESS 


Manizales 


Manizales 


Armenia 


Valledupar 


Bogota 


Barranquilla 


Comtraferros Bogota 


Comfacor Cordoba 


LEGAL STATUS 


Non-commercial 


under government 

supervision 


Non-commercial 


under government 

supervision 


Non-commercial 


under government 


supervision 


Non-commercial 


under government 


supervision 


Non-commercial 


under government 


supervisicn 


Non-commercial 


under government 

supervision 


Non-commercial 


under government 

supervision 


Non commercial 


under government 

supervision 


SPONSORSHIP 


Affiliated public 

and private firms 


Affiliated public 


and private firms 


Affiliated public 


and private firms 


Affiliated public 

and private firms 


Affiliated public 

and private firms 


Affiliated public 


and private firms 


Affiliated public 


and private firms 


Affiliated public 


and private firms 


TYPE OF 


ORGANIZATION; 


Mixed eMO-PPO 


P.P.O. 


H.M.O. 


Mixed HMO-PPO 


P.P.O 


Mixed HMO-PPO 


P.P.O. 


N.A. 


TYPE OF (see note 


COVERAGE below)
 

Partial (ex-


cludes (2),
 
(3), (6), (7) and (8))
 

Partial (ex-


cludes (3),
 
(7) and (8))
 

Partial (ex-


cludes (2), (3)
 
(6) and (7))
 

Partial (ex-

cludes (3),
 

(6), (7) and
 

(8))
 

Partial (ex-

cludes (2), (3)
 

and (7))
 

Partial (in-


cludes (1), (4)
 
(9) and (lu))
 

Partial (in-


cludes only (1)
 
and (10))
 

Partial (in-


cludes (1),
 
(4), (5) and
 

(10))
 

RATES CHARGED BENEFICIARIES 

N.A. 36,228 

N.A. 32,825 

N.A. 31,150 

N.A. 27,315 

N.A. 25,453 

N.A. 23,930 

N.A. 22,565 

UJ.A. 20,370 

- 84 
-


C-75 



Colombia - Page 6 

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES 

ORGANIZATION COVERAGE below) 
Comfamiliar Tulua Non-commercial 

under government 

Affiliated public 

and private firms 

P.P.O. Partial (in-

cludes (10) 
N.A. 20,030 

supervision 

Comfenalco 
del Tolima 

Ibague Non-commercial 
under government 
supervision 

Affiliated public Mixed HMO-PPO 
and private firms 

Partial (in-
cludes (1), (4) 
(9) and (10)) 

N.A. 20,018 

Comfamiliar 

del Ing. Rio-
paila 

Cali Non-commercial 

under government 
supervision 

Affiliated public 
and private firms 

N.A. N.A. N.A. 19,725 

Comfacopi 
del Tolima 

Ibague Non-commercial Affiliated public 
and private firms 

P.P.O Partial (in-
cludes (I), 

4% payroll of affi-
licated firms. Co­

18,483 

(4), (9) and payment not available 
(10)) 

Comgirardot Girardot Non-commercial Affiliatod public P.P.O. Partial (in- 4% payroll of affi- 18,383 
and priyate firms cludes (9)) liated firms. Co­

payment not available 
Comfamiliar 
de Aseguradores 

Bogota Non-commercial Affiliated public 
and private firms 

N.A. N.A. 4% payroll of affi-
liated firms. Co­

18,205 

payment not available 
Comfasucre Sincelejo Non-commercial Affiliated public Mixed PPO-HMO Partial (ex- 4% payroll of affi- 17,513 

and private firms cludes (2), liated firms. Co­
(3), (7) and payment not available 
(8)) 

Cafaba Barrancabermejo Non-commercial Affiliated public Mixed PPO-HMO Partial (ex- 4% payroll of affiliated 14,885 
and private firms cludes (2), firms. Copayment not 

(3), (6), (7) available 
and (8)) 

Comfamiliar 
de la Guajira 

Riohacha Non-commercial Affiliated public Mixed PPO-HMO 
and private firms 

Partial (in-
cludes (1), 

4% payroll of affi-
liated firms, co­

14,386 

(4), (9) and payment not available 
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Colombia -

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE below) 

Cajamag Santa Marta Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 14,378 
and private firms liated firms. Co­

payment not available 

Comfamiliar Cartagena Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 13,078 
and private firms liated firms. Co­

payment not available 

Comfamiliar Buga Non-commercial Affiliated public P.P.O. Partial (ex- 4% payroll of affi- 13,058 
and private firms cludes (2), (3), liated firms. Co­

and (7))) payment not available 

Cajacosta Barranquilia Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 12,103 
and private firms cludes (1), (9) liated firms. Co­

and (10)) payment not available 

Cafastia Ibague Non-commercial Affiliated public Mixed HMO-PPO Partial (ex- 4% payroll of affi- 10,315 
and private firms cludes (3), liated firms. Co­

(7) and (8)) payment not available 

Confenalco Buga Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 9,800 
and private firms liated firms. Co­

payment not available 

Comfenalco Palmira Non-commercial Affiliated public N.A. Partial (ex- 4% payroll of affi- 9,545 
and private firms cludes (2), (3), liated firms. Co­

(7) and (8)) payment not available 

Comfaca Florencia Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 8,963 
and private firms liated firms. Co­

payment not available 

Comfamiliar 
Quindio 

Armenia Non-commercial Affiliated public Mixed HMO-PPO 
and private firms 

Partial (ex-
cludes (2),(3), 

4% payroll of affi-
liated firms. Co­

8,823 

(6), (7) and payment not available 
(8)) 
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Colombia -

NAME 


Comfacartago 


Cajacopi 


Infava 


Caja abierta 

de Compensa 

cion de Made-


llin
 

Cajacopi 


Comfamiliar 


Comfaro 


Comfamiliar 

de Putumayo 


ADDRESS 


Cartago 


Medellin 


Cali 


Medellin 


Cali 


Buenaventura 


Armero 


Puerto Asis 


LECAL STATUS 


Nor zommercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


SPONSORSHIP 	 TYPE OF 


ORGANIZATION 


Affiliated public Mixed HMO-PPO 

and private firms 


Affiliated public N.A. 


and private firms 


Affiliated public Mixed HMO-PPO 

and private firms 


Affiliated public N.A. 

and private firms 


Affiliated public N.A. 

and private firms 


Affiliated public Mixed HMO-PPO 

and private firms 


Affiliated public Mixed HMO-PPO 

and private firms 


Affiliated public Mixed HMO-PPO 

and private firms 


TYPE (see note 


COVERAGE (below)
 

Partial (ex-

cludes (2), (3) 


(6), (7) and 

(8))
 

N.A. 


Partial (in-


cludes (1), 

(4), (9) and 10)) 


N.A. 


Partial (in-

cludes (1), (4) 

(9) and (10)) 


Partial (in-


cludes (1), (9) 

and (10)) 


Paztial (in-

cludes (1), (9) 


and (10) 


Partial (in-

cludes (1), (9) 


and (10)) 


RATES CHARGED 


4% payroll of affi-

liated firms. Co­

payment not available
 

4% payroll of affi-


liated firms. Co­

payment not available
 

4% payroll of affi-

liated firms. Co­
payment not available
 

4% payroll of affi-

liated firms. Co­
payment not available
 

4% payroll of affi-

liated firms. Co­
payment not available
 

4% payroll of affi-


liated firms. Co­
payment not available
 

4% payroll of affi-

liated firms. Co­

payment not available
 

4% payroll of affi-

liated firms. Co­

payment not available
 

BENEFICIARIES
 

8,483
 

7,620
 

7,358
 

6,955
 

6,385
 

6,300
 

6,030
 

5,400
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Colombia -

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE 

Comfasur Espinal Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 4,885 
and private firms cludes (1) and liated firms. Co­

(9)) payment not available 

Comfachoco Quibdo Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 4,875 
and private firms cludes (1), liated firms. Co­

(4), (8), (9) payment not available 

and (10)) 

Cajajai San Andres Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 4,628 
and private firms liated firms. Co­

payment not available 

Comfamiliar La Dorada Non-commercial Affiliated public HMO Partial (in- 4% payroll of affi- 4,625 
and private firms cludes (1), (4), liated firms. Co­

(8), (9) and (10)) payment not available 

Conifamiliar Honja Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 4,160 
and private firms cludes (!), (4) liated firms. Co­

(9) and (10)) payment not available 

Comfacopi Bogota Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 3,780 
and private firms liated firms. Co­

payment not available 

Comfamiliar 
de Camacol 

Cali Non-commercial Affiliated public Mixed HMO-PPO 
and private firms 

Partial (in-
cludes (1), (4), 

4% payroll of affi-
liated firms. Co­

3,405 

(9) and (10)) payment not available 

Comfamiliar Garzon Non-commercial Affiliated public Mixed HMO-PPO Partial (ex- 4% payroll of affi- 3, 278 
Garzon and private firms cludes (2), (3) liated firms. Co­

(6) and (7)) payment not available 

Comfan Andercop Bogota Non-commercial Affiliated public N.A. N.A. 4% payroll of aff- 3, 230 
and private firms liated firms. Co­

payment not available 
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Colombia 

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE below) 

Asfamilias Bogota Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 2,886 
and private firms liated firms. Co­

pavment not available 

Comfamiliar 

de Andercop 

Cali Non-commercial Affiliated public 

and private firms 

N.A. N.A. 4% payroll of affi-

liated firms. Co­

2,700 

payment not available 

Comfandercop Cucuta Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 2,693 
and private firms cludes (1), liated firms. Co­

(4), (9) and payment not available 
(10)) 

Comfepicol Cali Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll cf affi- 2,665 
and private firms cludes (1) and liated firms. Co­

(9)) payment not available 

Coaffamiliar Roldanillo Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 2,248 
and private firms cludes (1), (4) liated firms. Co­

(5) and (9)) payment not available 

Comfamiliar 

de los Andes 

Bogota Non-commercial Affiliated public 
and private firms 

N.A. N.A. 4% payroll of affi-
liated firms. Co­

1,270 

payment not available 

Comfamihiar 
ATA 

Bogota Non-commercial Affiliated public 
and private firms 

N.A. N.A. 4% payroll of affi-
liated firms. Co­

1,253 

payment not available 

NOTE: TYPE OF COVERAGE: (1; Ambulatory care (6) Other diagnostic techniques 
(2) 
(3) 

Emergency care 
Hospitalization and surgery 

(7) 
(8) 

Drugs 
Rehabilitation 

(4) Laboratory (9) Preventive care 
(5) X Ray (10) Dental care 
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6.3 	 Summary and HMO Prospects
 

a) About 30% of the population does not have access to health
 

services, mainly in rural areas.
 

b) Those 33% covered by Ministry of Health services are poorly
 

served: inefficiency, ineffectiveness and low level of
 

resources are the main problems.
 

c) There is low level of satisfaction among beneficiaries served by
 

the Social Security Institutes (some 15% of the population).
 

d) Out of pocket health expenditures are high and regressive: 25%
 

of income for the lowest income group and 8% for the highest.
 

In sum, the lack of real access for an important segment of the
 

population, the apparent failure (inefficiency, ineffectiveness) of the
 

government services, the relatively high GNP per capita (US$ 1,200),
 

and a high percentage of it devoted to health (7%-8%), indicate a
 

fertile ground for exploring the development of new forms of organizing
 

and financing health care services like lMOs.
 

One important indicator of prepaid services' prospects is the
 

dynamism of Colsanitas and Colsisa in the recent period. Also, the
 

high level of return on commercial prepaid health services points to an
 

important future for institutions that are more cost conscious and
 

efficiency oriented.
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C H A P T E R VII
 

ECUADOR
 

7.1 	Socio-Economic Characteristics
 

Ecuador's health care delivery system reflects the lack of economic
 

development and low income per capita which plagued development in the
 

country until the beginning of the 70's. 
 In effect, its most important
 

characteristic is the high proportion of people that have no real
 

access to health care services.
 

7.1.1 Political Development
 

Although Ecuador obtained its independence in 1830, economic and
 

social progress did not occur until the beginning of this century when
 

the construction and operation of the Panama Canal enabled it to
 

develop its export market.
 

Between 1930 and 1950 the Depression and internal problems with the
 

cacao plantations created an economic crisis that was 
only overcome
 

during the 50's with the increasing exports of bananas. A period of
 

social and political tension during the 60's was 
the basis for
 

military intervention. 
 In the late 70's the country returned to
 

democratic rule.
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7.1.2 Geography and Population
 

Ecuador is clearly divided into three regions of which one, the
 

Eastern Amazon Basin region, is almost completely undeveloped and
 

underpopulated, with 3% of the population living there.
 

The other two regions are:
 

- The Coast: Situated between the Pacific Ocean and the Andes, the
 

coastal region comprises 25% of the land and holds 40% of the
 

country's people. Agricultural production is low, due to
 

improper soil management, primitive technology, insufficient
 

communications and roads and inadequate land distribution. The
 

majority of its population is mestizo. The region has six of
 

the ten largest cities in the country, including the city of
 

Guayaquil.
 

- The Highlands: Occupying the center of the country, about 30% of
 

the land. It is, however, the most populated of the three,
 

holding about 57% of the population.
 

Ecuador is a country iith a very large proportion of Indians and
 

mestizos (50% and 37% respectively), the white population is only 8%.
 

Therefore, although the official language is Spanish, Quechua and
 

Araucano are largely used by the indigenous populacion. The official
 

estimate of the literacy rate is 79%.
 

7.1.3 Economic Development
 

Ecuador's economy exhibits the characterisitics of
 

underdevelopment: a high proportion of the -'pulation in primary
 

activities (agriculture, mining, etc.), use of primitive technologies
 

for production, consequent low productivity and high population growth.
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Ecuador's per capita GNP was 
as low as US$ 697 (in 1982 dollar
 

value) as recently as 1970. It increased dramatically to US$ 1,215 in
 

1982 due to the discovery and exploration of new oil reserves and to
 

the increase in oil prices. As 
a result, from a moderate rate of
 

economic g:owth during the 60's (4), Ecuador went 
to quite a high rate
 

in the 70's (9.2%). Worldwide recession and a decrease in oil prices
 

in 1981-1982 reversed that situation and the country is facing again
 

economic difficulties and stagnation.
 

7.1.4. Labor and Cooperative Organizations
 

The labor movement is relatively weak, and within one company
 

workers may be affiliated with several different unions, some at the
 

firm level, others at 
the national level. Therr is no collective
 

bargaining with participation of the state.
 

Cooperatives started to develop in the early 20's, although they
 

got their real impetus during the 60's with the promotion and support
 

of the state. In 1976 there were about 4,700 cooperatives with 470,000
 

members and a penetration rate of 4.5% of the population. The strong
 

cooperative tradition in the country, coupled with external aid, may
 

allow Ecuador to increase its cooperative activity.
 

7.2 Health Care Delivery System
 

7.2.1 Government Services
 

Theoretically, the Ministry of health (NOH)provides coverage to
 

85% of the nation's population. In reality, it covers somewhere
 

between 30% an, 60% of the nation's indigents. At least between 25% 
to
 

30%, mostly the rural poor and Indians, do not have any real access 
to
 

health
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services, not even primary health care. 
 The MOH operates its own
 

network of ambulatory and hospital facilities at the national level,
 

covering the entire spectrum from rural health posts to tertiary care
 

hospitals. An important investment effort was made by the MOH during
 

the past ten years (during the oil boom), to construct health care
 

facilities. Most of 
them are still not functioning because of a lack
 

of operating funds. Health services provided by the MOH are mainly
 

financed by general revenue, although copayments are charged according
 

to the income level of the user.
 

The Armed Forces provide services within their own facilities to
 

active persoLL ! and their dependents, covering about 3% of the
 

national population. They are financed from general revenue and
 

copayments, which are substantially higher than in the MOH services.
 

7.2.2. Social Security
 

The Ecuadorian social security system is formed by a single
 

institution: the Instituto Ecuatoriano de Seguro Social (ESS). 
 It is
 

a public corporation with :.ts authorities drawn from among employers,
 

employees and representatives of the governmenL. 
 It operates its own
 

network of facilities and is financed by social security
 

contributions. Beneficiaries are not charged at the time of use of
 

services. The IESS provides coverage to about 10% of the national
 

population. 
 In areas where it does not have its ovn facilities, it
 

purchases services from the MOH. 
Its services are perceived by the
 

beneficiaries as 
being low in quality and inefficient.
 

- 94 ­



7.2.3. Private Sector
 

The private sector has several components:
 

a) There is a stronF private practice, either by physicians working
 

in solo or associated practices, or organized and operating
 

private diagnostic and therapeutic health centers.
 

b) Ju La de Beneficencia: a private, not for profit legal entity
 

that operates its own hospitals and clinics in the urban
 

centers. It provides services to about 5% to 10% of the
 

population, mainly the indigent/Indian population free of
 

charge. It is financed by subsidies from the national
 

government and it coordinates its program activities with the
 

MOH.
 

c) Private firms with health services. One hundred and thirty
 

three firms (industries, commerical enterprises, etc.) operate
 

some form of health service, mainly ambulatory, on plant sites
 

for their employees and, sometimes, for their dependents. This
 

development grew out of dissatisfaction of beneficiaries with
 

the services rendered by IESS. In a few firms these services
 

have been extensively developed, including one company that
 

operates its own hospital. Usually the use of the service does
 

not entail any payment.
 

d) Cooperatives with health services: Credit unions, consumer
 

cooperatives, etc. A small percentage of the cooperatives in
 

the country provide health services as a side-benefit to
 

members, mostly for ambulatory care and in their own
 

facilities. The health services of the cooperatives are staffed
 

by young, general practitioners and are, therefore, perceived
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as being of lower quality in comparison to the traditional
 

private sector.
 

e) Commercial Indemnity Health Insurance: 
there are six insurance
 

companies offering health insurance policies. This is a
 

development of the last ten years. 
The number of insured people
 

is small and limited to high income groups. Reimbursement is
 

Almited and there is freedom of selection among private
 

providers.
 

f) Health Assurance Plan (PPO-type). There is one firm called
 

"Ecuasanitas" that fits in this category. 
It is a private legal
 

entity, for profit, a branch of Sanitas (Spain) as 
is Colsanitas
 

in Colombia. 
 It does not operate its own facilities. It has
 

entered into contractual arrangements with a list of physicians
 

and hospitals with whom it has negotiated preferential rates for
 

its members. It began its operations in Ecuador in 1978 and
 

presently has about 20,000 mebers. 
Although enrollment is
 

open, it is aimed at middle and upper-middle income groups that
 

cannot be enrolled by the 
lESS or are disatisfied with it.
 

The health benefit package (there are several plans) is
 

comprehensive, covering outpatient and hospital care. 
 It is financed
 

through prepayment by members (individual, family and group enrollment)
 

and substantial copayments at the time of use, particularly for
 

hospital services.
 

A listing of prepaid health care organizations, as in other
 

chapters, is not included, since there are 
no organizations of this
 

kind in Ecuador, with the exception mentioned in the text.
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7.3 	 Summary and HMO Prospects
 

a) 	The delivery of health rare services to the Ecuadorian indigent has
 

not been appropriately resolved:
 

i. Between 23% and 35%, at least, do not have real access to 
care.
 

ii Th: serviccs provided by the MOH and the Junta de BeneEicencia
 

are insufficiently funded and perceived as 
ineffective and
 

inefficient.
 

b) 	The dependents of social security beneficiaries do not have
 

adequate protection and existing indemnity and health assurance
 

plans (Ecuasanitas) have failed to attract them. 
 The cost of
 

private care, for both medical and hospital services, is becoming
 

less and less affordable for this group.
 

c) 	There is a consensus 
that the country has produced more physicians
 

that it can reasonably employ in traditional models of health care
 

delivery.
 

The combination of these three factors may contribute to creating
 

in Ecuador a fertile ground for the development of alternative health
 

care systems of the HMO type. Furthermore, we have reviewed the work
 

of health economist Mr. Antoine Habis 
(Private Sector Health Assessment
 

- January 1984) commissioned by the local AID Health Officer and we
 

agree that there are three possibilities for increasing private sector
 

health care delivery services.
 

i) To improve the health care available to the urban middle and low
 

income people by means of the establishment of HMO's. This
 

recommendation is based on the findings:
 

a. That the urban lower and middle income population is faced
 

with the alternatives of high cost private health care, high
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cost prepaid health care protection with limited coverage, or
 

deficient public sector health care services only.
 

b. That there is a very substantial potential market comprised
 

of lower and middle income people who are now organized in
 

cooperatives, and who have the capacity to pay for the type
 

of low cost prepaid comprehensive health care 
that HMO's can
 

provide.
 

2) To increase the supply of doctors to 
the rural areas by
 

establishing a new limited type of license for any medical
 

school graduate to practice rural medicine.
 

This recommendation is based on the following findings:
 

a. That the rural population is underserved by licensed
 

physicians who are willing to practice in rural areas
 

b. That there is an untapped pool of trained medical school
 

graduates who are presently unlicensed for general practice,
 

but who might be attracted to this practice given the right
 

incentives.
 

3) To provide effective health care to 
the rural population by
 

mezns of community owned and operated health delivery systems.
 

These should be organized on the basis of pre-packaged models,
 

offering from primary health care 
to curative care services and
 

hospitalization in 
a small community clinic. The module would
 

be staffed by a minimum number of medical professionals (one
 

doctor and nurse), several nurses' aides, and a large number of
 

health promoters. This recommendation is based on the
 

following:
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a. That the health needs of the rural areas are underserved by
 

deficient public sector services which are oriented towerds
 

curative rather than the preventive care required.
 

b. That the passive character of public sector services (with
 

the exception of the very limited and poorly operated
 

Atencion Primaria de Salud program) does not provide the
 

needed linkages to overcome the socio-cultural resistance of
 

the rural population to government provided health care.
 

c. That the hierarchical and pyramidal organization of the
 

public sector health care delivery system tends to lose its
 

efficiency at the bottom. This loss occurs precisely at the
 

delivery level in the rural areas where efficiency is most
 

needed.
 

d. There is ample evidence that a decentralized, community owned
 

and operated, health care delivery system oriented towards
 

preventive care should be able to correct the aforementioned
 

problems. It could be self-sufficient and economically
 

viable, particularly if low cost direct imports of medication
 

can be obtained.
 

We feel that more specific recommendations would depend on a
 

feasibility survey performed in the country.
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CHAPTER VIII
 

PARAGUAY
 

8.1. 	 Socio-Economic Characteristics
 

Paraguay's health care system reflects the low level of economic
 

development it experienced until the early 70's. In effect, real
 

access to health care services emong its rural population, which
 

comprises 64% of the 
total, is very limited due to the insufficiency of
 

the services of the Ministry of Health and the inability of most of
 

these people to afford the services of the private sector.
 

8.1.1 Political Development
 

Although Paraguay obtained its independence in 1814, its history is
 

dominated by internal strife and external territorial wars with its
 

neighbors. In the middle of the 19th century it 
was defeated in a war
 

against Argentina, Brazil and Uruguay. 
As a result, a high proportion
 

of its land and half of its people were lost to Brazil. Between 1932
 

and 1935 it entered into war with Bolivia over control of the Chaco.
 

Political instability and civil war dominated the late 30's and 40's
 

until 1954, when General Stroessner was brought to power.
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8.1.2 Geography and Population
 

Located in the center of South America, landlocked Paraguay is a
 

relatively small country divided into two regions by the Paraguay
 

River:
 

- Western region or Chaco: Occupies 61% of the land, and is
 

sparsely populated by nomadic Indians.
 

- Eastern region: Occupies 39% of the land, holds the majority of
 

the population and has the highest level of development.
 

Paraguay's population of 3.4 million is mostly rural (64%) and of
 

Indian origin. Guaranies (Indians) and mestizos form 95% of the
 

population (65% and 30% respectively).
 

8.1.3 Ecoi,3mic Development
 

A high proportion of Paraguay's population is either completely
 

marginated from the economy or devoted to primary activities, mainly
 

subsistence agriculture. The country had experienced low economic
 

productivity and a high rate of population growth (2.5% yearly).
 

However, this situation changed significantly during the 70's with a
 

rate of economic growth of 8.6% per year. This turn of events, coupled
 

with a decrease in the growth of the population, enabled the per capita
 

GNP during the period 1970-1982 to go from US$ 744 to US$ 1,342 (in
 

constant 1982 dollars).
 

8.1.4 Labor and Cooperative Organizations
 

The labor movement has had very little significant impact
 

politically. Cooperative organizations have been developed in the
 

savings and loan and in the agricultural fields.
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8.2 Health Care Delivery System
 

The Paraguayan health care system is of the classic mixed type,
 

with services offered by the public and private sectors as well as by
 

social security. This is a system of services divided by social and
 

economic class, with significant variations regarding quality and
 

comfort of care.
 

8.2.1 Government Services
 

Different agencies within the government provide health care
 

services.
 

8.2.1.1 Ministry of Health: Its responsibility is to regulate and
 

control the performance of all health care serv-ces in the country, but
 

it cannot actually fulfill this function due to a lack of resources.
 

It also provides direct health care services to the population.
 

Theoretically, it covers the whole population of the country, but it
 

actually covers only 58.7% of the total population. It is financed
 

from general revenue, and its budget is about 23.5% of all public
 

expenditures in health (that is 23.5% of the 4.9% of the GNP which is
 

devoted to health).
 

8.2.1.2 Armed Forces: Offers health care services to all the armed
 

forces personnel and their dependents. They also offer services to the
 

population living in remote or isolated areas, such as the Chaco. All
 

in all, it covers around 5% of the total population. It is financed
 

from general revenue, and its annual budget, together with that of the
 

health services of the police and municipalities, amounts to 7.5% of
 

all public expenditures in health.
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8.2.1.3 Police: Offers health care services to the police force
 

and their dependents. It also provides first aid in case of
 

accidents. 
 Its total coverage includes only 2Z of the population. It
 

is financed from general revenue.
 

8.2.1.4 University of Asuncion: Provides health care services to
 

approximately 2% of the total population through the Hospital de
 

Clinicas and the Neuropsychiatric Hospital. Only a small part of its
 

budget comes for general revenue, most of it is from other sources.
 

8.2.1.5 Sewage and water system (Corporacion de Obras Sanitarias):
 

It provides drinking water and sewage services to cities with more than
 

4,000 inhabitants. Its services reach about 20% of the total
 

population. Its financing comes partialay from general revenue, and
 

together with the University of Asuncion, its budget comprises 18.2% of
 

total public expenditures in health.
 

8.2.2 Social Security
 

The Social Security System covers approximately 12% of the total
 

population. Beneficiaries include workers, apprentices, teachers, some
 

civil servants, housekeepers, veterans of the Chaco war and some
 

dependents. It covers comprehensive health care services of varying
 

complexity.
 

8.2.3 Private Sector
 

It is very difficult to assess the exact extent to which private
 

services are utilized because there have been no surveys in Paraguay
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and regulations applying to 
the private sector are weak in substance
 

and inadequately enforced. With regard to traditional private practice,
 

which is the most common way in which the affluent sectors of society
 

obtain their health care, there is no information available. Though
 

there are regulations pertaining to private health insurance, the
 

information available at the government level is very limited.
 

8.3 Prepaid Health Care Organizations
 

There has been a marked growth in recent years in the number of
 

prepaid health care entities in the country. Some have more
 

sophisticated marketing mechanisms than others. 
 There is a lot of
 

competition among the different plans, which in general terms are
 

private, for profit entities offering partial health care coverage.
 

A list of 25 prepaid health care plans was obtained, of which 11
 

were studied. All of them are HMOs. 
 Of thesc, two offer comprehensive
 

coverage and nine partial coverage. There are different varieties of
 

partial coverage, for instance, two of them orovide drugs, while seven
 

do not; two offer ambulatory care only, while seven include inpatient
 

care among their benefits, with copayments in one case. Prices range
 

from US$ 5 to US$ 20 per person per month, according to the different
 

plans.
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9.3.1 Listing 	of Prepaid Health Care Organizations
 

NAME 	 ADDRESS LEGAL STATUS 


Centro Medico Coronel Bogado Commercial 

Santa Clara 868 - Asuncion 


Corporacion Peru 225 Commercial 

Medica Asuncion 

International 


Cruz Blanca . Oleary 115 Commer:cial 

Asuncion 


Edificio Estados Commercial 

Medico Carlos 181 - Asuncion 

Gatti 


Golden Cross 	 Victor Haedo Commercial 

esq. D. Bosco
 
Asuncion
 

Hospital Pri- Eusebic Ayala Commercial 

vado San Lucas c/Inocencio Lez-


cano - Asuncion 


Sanatorio Pettirossi 380 Commercial 

Advent.sra de Asuncion 


Asuncion
 

Sanatorio Coronel Bogado Commercial 

Mayo 933 - Asuncion 


SPONSORSHIP 


Medical Group 


Medical Group 


Medical Group 


Medical Group 


Financial 


Medical Group 


Religious Group 


Medical Group 


TYPE OF 

ORGANIZATION 


H.H.O. 


H.M.O. 


H.M.O. 


H.K.O 


H.M.O. 


H.M.O. 


H.H.O. 


H.M.O. 
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TYPE OF 

COVERAGE 


Partial (ex-

cluding pre-

ventive care
 

and drugs)
 

Partial (covers 

ambulatory care 

completely, the
 

rest has a 50%
 
copayment)
 

Partial (ex-

cluding drugs
 

and rehabili­
tation)
 

Partial (ex-

cluding emer-

gency and in­

patient care)
 

Comprehensive 


Partial (ex-

cluding drugs) 


Partial (ex-

cluding drugs)
 

Partial (ex-

cluding drugs 

highly special­
ized surgery and
 
deliveries)
 

RATES CHARGED* 


US$/month
 

4.75 per person 

11.75 per family
 

from 7 to 20 per 

person
 

N.A. 


from 6 to 10 per 

person
 

20 per family 


10 per person 

Different plans
 
according to pay­

ing capacity
 

x 6 per person 


from 5.5 to 10 

depending on age
 

BENEFICIARIES
 

2,523
 

2,160
 

N.A.
 

9,436
 

N.A.
 

1 800
 

3,000
 

800 



Paraguay 

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED* BENEFICIARIES 

ORGANIZATION COVERAGE US$/month 
Servicio Medico 

Familiar 

Colon 852 

Asuncion 

Commercial Financial 

Institution 
H.M.O. Partial (ex-

cluding drugs) 

approximately 

6 per person 

1,800 

Sanatorio Migone 

Battilana 

Eligio Ayala 

1293 

AsunciGn 

Commercial Medical Group H.M.O. Partial (ex-

cluding drugs, 

hospital care 

22 per family 2,000 

after 20 days 
and highly 

specialized 
surgery) 

Sanatorio Moderno Brasil 1318 

Asuncion 

Commercial Individual 

Physician 

H.M.O. Comprehensive 7 per person 600 

*240 guaranies per US dollar - Oczober 1984. 
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8.4 	 Summary and HMO Prospects
 

The Paraguayan health care system is a mixture of public and
 

private services with problems of little coverage in some regions of
 

the 	country and multiple coverage in the more affluent areas, as in
 

Asuncion.
 

While the poorer sectors of society still lack health services, the
 

rapid economic expansion of the last years created a demand for more
 

comfortable, higher quality services in the still small middle class
 

which cannot afford the completely private services. Still, benefits
 

vary and many services must be paid for directly, even by insured
 

patients, eg.: deliveries, drugs, etc., depending on the policy held.
 

Since the economy seems to have plateaued, it seems unlikely that the
 

demand for this type of service will continue to grow as fast as it did
 

in the past few years but a small, sustained growth can be expected.
 

HMOs in Paraguay have never tried to be an answer to the health
 

problems of the population at large. They are considered private
 

enterprises and are managed as such. An interesting point to consider
 

is the existence of a strong network of cooperatives, both urban and
 

rural, which presently do not include health care among their benefits
 

but could, in the future, become the basis of a more extended network
 

of primary care services financed and run by their own beneficiaries.
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C H A P T E R IX
 

PERU
 

9.i Socio-Economic Characteristics
 

Peru's health care system shows the typical Latin American pattern
 

of services organized along income and social class lines, reflecting
 

its low level of overall economic development. in particular, the
 

differences in tie various stages of development reached by its three
 

regions and the ethnic and social groups within each region have had an
 

important impact on the health care delivery system.
 

9.1.1 Political Development
 

Peru obtained its independence in 1821. Mining and the export of
 

precious metals and salt was dominated by the Spanish conquezors'
 

colonial descendents and created a very small and privileged ruling
 

social class. The class differences led to a social uprising between
 

1910 and 1935 and the emergence of a populist political force (APRA).
 

Towards the middle of the 20th century, industrial development in
 

several areas was achieved and a powerful industrial middle class and
 

labor movement emerged. During the 60's social and political tensions
 

rose. Social disparities and economic stagnation lead to military
 

intervention from 1968 to 1979. Recent developments have permitted the
 

return of democratic rule to the country.
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9.1.2 Geography and Population
 

Peru is divided into three regions:
 

- Coastal Region: Althou3h it occupies only 7% of the land it
 

holds the majority of its people. It is the most dynamic and
 

progressive region, with modern, highly technological
 

agriculture (sugar cane, cotton, rice and fresh fruit
 

plantations), livestock production, fishing, mining (oil, steel,
 

copper and coal) and manufacturing industries (textiles, food,
 

oil, steel and petrochemicals). Lima is the most important city
 

of the region.
 

- Andean Region: In the center of the country, it occupies 33% of
 

the land, and is densely populated (15 inhabitants per square
 

kilcmeter) almost exclusively by Amerindians.
 

- Plains Region: Sparsely populated by Indians practicing
 

subsistence agriculture. This region also has the important oil
 

and gas reserves.
 

The population of almost 18 million is concentrated in the regions
 

of the Coast and the Andes. There is a large predominance of Indians
 

and mestizos constituting 49% and 37% of the population respectively.
 

A large proportion of the population is rural (35% by official
 

estimates). The official languages are Quechua and Spanish, and a
 

literacy rate of 89% (in either of the two official languages) exists.
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9.1.3 Economic Development
 

Peru is a country with a relatively low (for South American
 

standards) per capita income (US$ 1,174 in 1982) with moderate to low,
 

although steady, economic growth based on the diversity of economic
 

activities. An important feature of 
the economy is the tecbnological
 

and productivity differences existing between the coastal and the
 

Andean regions in both agriculture and industry. Modern, efficient and
 

highly productive in the former, primitive, cottage or "artesanal" in
 

the latter.
 

Similar to other South American countries oriented towards the
 

external markets, Peru has suffered the impact of the recession of
 

1981-1982, bringing growth to a halt in 1982-1983. High inflation and
 

high government deficits have caused an economic slowdown and have been
 

responsible for the emergence of social and political unrest.
 

9.1.4 Labor and Cooperative Organizations
 

Peru has a strong labor movement. Unions are organized at the
 

company level and then grouped into 60 associations and 5
 

confederations at the national level. Total union membership is
 

estimated between 10-17 % of the population. Collective bargaining and
 

labor pressure through strikes and other measures have increased in the
 

past five years with the return tL the democratic institutions.
 

Similarly, the cooperative movement has proven to be relatively strong,
 

with membership reaching about 10% of the population.
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9.2 Health Care Delivery System
 

9.2.1 Government Services
 

Overall health policy coordination, in terms of investments and
 

programs, is overseen by a National Health Council. It brings together
 

the heads of the governmental and private agencies involved in the
 

delivery of health care and the representatives of professional
 

associations and teaching institutions.
 

9.2.1.1 Ministry of Health
 

Theoretically, the Ministry of Health provides coverage to about
 

65% of the population. In practice, only about 40% have real access to
 

services. Therefore, 25% remain unprotected.
 

Some 35 to 40 years ago, the MOH was the most important provider of
 

health services. Since then, in the urban areas, it has been
 

supplemented by the appearance of private hospitals and diagnostic and
 

therapeutic centers. It still operates the largest, most complex and
 

extended national network of health care facilities. The MOH services
 

are regionalized (in 16 regions), and each one is divided into "Health
 

Areas" with a hcspital base and a network of health centers and rural
 

health posts.
 

Ministry of Health services are financed mainly through general
 

revenue. There are fees as well that vary according to the income
 

level of the user. The MOH serves mainly the indigent, but also sells
 

services to the Peruvian Social Security in those areas where it does
 

not operate its own facilities. It also sells services to private
 

patients in special sections of the hospital called "pensionados" which
 

are reserved for private pay patients. This serves as an incentive to
 

attract physicians to the MOH facilities.
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According to local health experts, the services of 
the MOH have
 

numerous problems which result in ineffectiveness and inefficiency:
 

a) There is insufficient delegation of authority at the operating
 

level.
 

b) There is a lack of adequate management in delivery units:
 

inadequate training of health managers and inadequate or
 

nonexistent management techniques.
 

9.2.1.2 Armed Forces and Police
 

They provide coverage to active personnel and their dependents
 

representing about 6% of the nation's people. They operate their own
 

network of facilities. Their services are financed from general
 

revenue. In the isolated and forested eastern side of Peru, the Armed
 

Forces provide health services to local populations as part of an
 

overall development effort.
 

9.2.2 Social Security
 

it provides health care coverage to about 14% of the national
 

population, mainly through the Instituto Peruano del Seguro Social
 

(iPSS) / Peruvian Institute of Social Security. There are, as well,
 

several smaller Cajas de Prevision (Pension and Health Funds) organized
 

by type of economic activity: miners, fishermen, etc.
 

The IPSS provides income subsidies and health services to about 10%
 

of the Peruvian population. It protects the employed workers, their
 

children up to one year of age and their dependents for pregnancy and
 

delivery. It is financed through mandatory social security
 

contributions and operates its 
own network of health care facilities,
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mainly in the urban centers. In areas where it lacks its own
 

facilities, the IPSS purchases services from the MO1. The IPSS used
 

to 	buy, on an experimental basis, services from the private sector
 

under fee-for-service arrangements. These attempts failed and were
 

discontinued because of allegations of abuse, overutilization and
 

overpricing and, because they were perceived to represent a threat to
 

the 	power base of the bureaucracy running the IPSS services.
 

IPSS has faced several kinds of difficulties:
 

o 	Financial: Neither the government, nor the private firms
 

regularly contriute to IPSS, because of economic constraints.
 

o 	Efficiency is loir due to poor management and bureaucratic
 

rigidity.
 

As a result, comfort is quite low and the quality of services, as
 

perceived by the beneficiaries, are not satisfactory. This had led
 

many private firms to develop alternative ways of ensuring their
 

employees access to health services, either by developing their own
 

services, or buying supplemental health insurance. These economic
 

and/or financial efforts undermine the firms' contributions to IPSS.
 

9.2.3 Private Sector
 

It provides coverage to about 15% of the population, of which
 

around 6% is in some prepaid plan.
 

9.2.3.1 Private Hospitals
 

Private hospitals, generally owned by groups of physicians,
 

diagnostic and therapeutic centers, and private practitioners working
 

in solo or associate practice, form the backbone of the private sector
 

in 	Peru.
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Private hospitals finance their activities by:
 

o 	Selling their services on a fee for service basis.
 

o 	Entering into contractual arrangements with firms (for their
 

employees) or with groups (unions, associations, etc.) or with
 

insurance companies. This is generally done on a fee for
 

service basis with negotiated preferential rates. Sometimes
 

prepayment is used as a base in a PPO-type arrangement.
 

o 	Entering into contractual arrangemernts with individuals,
 

families or groups of people for comprehensive coverage
 

(providing ambulatory care, hospitalization and physician
 

services on a prepaid basis in an HMO-type arrangement).
 

9.2.3.2 Firms with Health Services or Health Insurance
 

Firms that are unsatisfied with the IPSS are reacting in two ways:
 

a) Those most economically powerful and with larger work forces are
 

developing their own health services at the plant site, financed
 

most frequently through the company's revenues.
 

b) 	The smaller ones, or those with scattered employees, provide
 

additional health coverage to their members by developing a
 

health fund and purchasing health insurance. This can be done
 

directly with a private hospital or, much more frequently,
 

through an insurance company which, in turn, arranges with one
 

or several hostitals and its medical group in a PPO-type
 

arrangement.
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9.2.3.3 Cooperatives(agricultural, credit union, consumer,
 

educational, etc.)
 

Approximately 9% of the Peruvian cooperatives either provide health
 

services directly, or finance ambulatory and hospital care services for
 

their members as a side benefit. A few cooperatives have their own
 

facilities, mostly for ambulatory care, though some have their own
 

hospitals. About 13% of the population benefits from health care
 

services provided by cooperatives. As these services are usually
 

financed through the cooperatives' general revenue, they are free of
 

charge to members. However, some cooperatives utilize a combination of
 

financing mechanisms for their health activities:
 

a) exclusive use of user fees;
 

b) prepayment plus copayments;
 

c) exclusive use of prepayments.
 

9.2.3.4 Private Voluntary Organizations (PVOs)
 

Approximately 25% of existing PVOs (270 organizations) operate some
 

form of health facility for their beneficiaries, usually for ambulatory
 

care services and primary care. They tend to serve the indigent in
 

areas where the Ministry of health has difficulties locating or
 

operating its own resources. PVOs provide some limited coverage to
 

about 13% of the national population. Their health services are
 

financed mainly through donations and community financing.
 

9.3 	 Prepaid Health Care Organizations
 

About 6% of the population has some sort of prepaid coverage for
 

health care services. Prepayment is offered by two principal kinds of
 

organizations:
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9.3.1 Insurance Companies
 

They offer two types of pre-paid care:
 

a) Indemnity insurance with free selection of providers.
 

b) PPO-type arrangements with a limited group of hospitals and
 

physicians.
 

2. Private Hospitals
 

They also offer two forms of prepaid care:
 

a) PPO-type arrangements with:
 

i. Insurance companies
 

ii. Private firms
 

iii. Groups of members
 

b) HMO.type arrangements with individuals or families.
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9.3.3 Listing of Prepaid Health Care Organizations (*)
 

NAME ADDRESS LEGAL STATUS SPONSORSHIP 	 TYPE OF TYPE OF RATES CHARGED* 

ORGANIZATION COVERAGE US$/month
 

Clinica M. Aljovin 208 Non-commercial Mutual Bene- H.M.O. Comprehensive 10.- for a family 

Maison Sante Lima fit Group except 9-10 of 4 members
 

Clinica Non-commercial Religious Group PPO-HMO Comprehensive Not available but 

Adventista except 7-9- the range in simi­

10 	 lar to Maison Sante
 

Clinica Avda. Guardia Commercial Medical Group PPO-HMO Comprehensive 13.50 with max US$ 570 

San Boria Civil 333 - except 7-9- yearly coverage
 

San Boria - Lima 10 with yearly
 

amount limited
 

Clinica Alf. Alfredo Commercial Medical Group PPO-HMO Comprehensive The range is simi-

Anglo-Ame- Zalazar (3a. except 7-9-10 lar to Clinica San
 
ricana cuadra) - Lima 	 with yearly Boris
 

amount limited
 

Clinica Avda. Javier Commercial Medical Group PPO-HMO Comprehensive The range is simi-

Ricardo Palma Prado - Este- except 7-9- lar to Clinica San
 

Nc. 1066 - Lima 10 with yearly Boris
 

amount limited
 

Clinica Avda. Javier Commercial Medical Group PPO Comprehensive Not Applicable 

Javier Prado Prddo - Este except 7-9-


Na. 499 - Lima 	 10 

Clinica G. Escobedo Commercial Medical Group PPO Comprehensive Not Applicable 

San Felipe 650 - Lima except 7-9­

10 

() 	 This information covers only the city of Lima. However, according to our local correspondent, the pattern of organizations, 
benefits piovidef anl amounts charged by hospital and medical clinics in the cities of Peru (Arequipa, Piura, etc.), are 
entirely similar to those described herein for Lima. 

NOTE: TYPE OF COVERAGE: (1) 

(2) 
(3) 

Ambulatory care 

Emergency care 
Hospitalizations and 

surgery 

(4) 

(5) 
(6) 

Laboratory 

X-Ray 
Other diagnostic techn

(7) 

(8) 
iques (9) 

(10) 

Drugs 

Rehabilitat
Preventive 

Dental Care 

ion 
care 
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BENEFICIARIES
 

15,000
 

Not available
 

12,000 (HMO)
 

7,000 (HMO)
 

3,000 (HMO)
 

Nct Applicable
 

Not Applicable
 



9.4 	 Summary and HMO Prospects
 

a) 25% of the population has no real access to MOH services. 
 This
 

is compensated for (in part) by the PVOs, the Armed Forces and
 

the cooperatives.
 

b) the IPSS suffers from low effectiveness and efficiency. It is
 

perceived as providing low quality care, and has generated
 

several reactions:
 

o 
firms have developed their own health facilities.
 

o firms have purchased insurance coverage of, among others, 
the
 

PPO-type
 

c) Prepayment involves only 6% of the population. In comparison,
 

the private, fee for service :-,ctor serves about 10% of the
 

population. There is a reluctance by physicians to bear the
 

financial risk of providing care. 
Whether in solo practice or
 

organized in small firms, physicians clearly reject the concepts
 

of capitation and preferential fees. They prefer
 

fee-for-service even when the hospitals have PPO arrangements
 

with some customers.
 

d) The best chances for HMO development may come from a profound
 

reorganization of IPSS using the cooperatives and firms with
 

their own services as the basis for expansion.
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CHAPTER X
 

URUGUAY
 

10.1 	 Socio-Economic Characteristics
 

The Uruguayans' health status and health care indicators look
 

favorable when compared with other South American countries, but are
 

unfavorable when compared with its recent history. The stagnation of
 

the 	Uruguayan economy for the last 30 years explains this apparent
 

contradiction.
 

Uruguay's health care system, and the absence of a coordinated
 

system, is characterized by the decline of a formerly "universal"
 

access to health services. The social and economic progress achieved
 

during the first half of the 20th century and its lack of evolution
 

thereafter have had a direct impact on the Uruguayan health care
 

delivery system, creating, in effect, unequal access to health care.
 

10.1.1 Political Development
 

After obtaining its independence in 1825, Uruguay underwent a
 

century of internal strife between the commercial interests, aligned
 

with the Colorado Party, and the landed state groups supporting the
 

Blanco Party.
 

With the large migration of Europeans, mostly Italians and
 

Spaniards, and the reaffirmation of central power at the turn of the
 

century, Uruguay had set the base for the social and economic growth
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that gave it its stability and progress during the first half of the
 

20th century. Coparticipation in the governmental structures by
 

representatives of the Colorado and Blanco parties ensured political
 

stability.
 

As a reaction to the Depression of 1930 an import substitution
 

strategy was initiated, starting an industrial growth that, regretably,
 

was limited by the very reduced size of the internal market. At the
 

time of the Second World War, the Uruguayan economy benefited from
 

increased exports and prices, but at the end of the Korean War both
 

import substitution and traditional exports were not sufficient to
 

sustain economic growth. Social unrest, labor pressure and finally
 

political violence emerged and increased during the 60's and early
 

70's, ending in a military regime that controlled the country from 1973
 

to 1984 without being able to solve the basic economic stagnation.
 

10.1.2 ueokraphy and Population
 

Uruguay has been characterized as a City-State because of the
 

predominance of its capital, Montevideo, in which about 50% of the
 

population resides.
 

Ninety percent of the country's population is of European descent,
 

mostly urban (81.9%) with a high literacy rate (official estimate
 

94.1%). A low'bith rate coupled with an emmigration movement are
 

responsible for the lack of population growth (0.5% yearly between
 

1970-1982).
 

10.1.3 Economic Development
 

Uruguay's economy was based un the export of its agricultural
 

production and on small scale industrial development achieved as a
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result of the import substitution policies. As stated previously, this
 

model had exhausted its growth capabilities in the mid 50's.
 

Several attempts to "open up" the economy ha'e teen made during the
 

past 30 years, most notably in the late 50's and between 1975-1980,
 

with mixed results. Economic growth was very low between 1950 and 1974
 

(1.6% yearly) and recovered somewhat, as a result of the promotion of
 

value added exports and a less restrictive economic policy during, the
 

period 1975-1981 (4.3% per year). The recession of 1981-1982 hit the
 

Uruguayan economy severely with a reduction of its GNP by 1.3% and 10%
 

respectively. The prospects for a rapid recovery are dim due to the
 

social costs attached to the needed transformation of the economy.
 

10.1.4 Labor and Cooperative Organizations
 

During the military regime, labor organizations were severely
 

restricted in their activities. However, Uruguay has a record of a
 

very strong labor movement with unions organized by Industry. Unions
 

were grouped in a strong, centrally controlled, national federation.
 

The Ministry of Labor is in charge of mediating labor-management
 

conflicts and kollective bargaining. Union activity resumed this last
 

year.
 

The cooperative movement has a shorter but very strong tradition in
 

the areas of housing and consumer marketing. There also are some
 

agricultural cooperatives. The strongest cooperative movement and the
 

one with longest tradition is in the area of health care, with
 

cooperatives organized both by consumers (Mutual Aid Societies) and by
 

physicians.
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10.2 Health Care Delivery System
 

Uruguay has a mixed health care delivery system, with public and
 

private services having equal importance in terms of number of people
 

covered, but with important differences where quality of care and
 

comfort are concerned.
 

The characteristic feature of tha Uruguayan system is the long
 

tradition (over 150 years) of the Institutions of Collective Medical
 

Assistance (HMO type). They cover 44% of the total population,
 

providing comprehensive health care services to members.
 

10.2.1 Government Services
 

10.2.1.1 Ministry of Health
 

The Ministry of Health runs its own facilities, ranging from
 

primary care centers to secondary care hospitals. The public tertiary
 

care hospital is run by the University, but all of the MOH's patients
 

have free access to it. Every resident has a right to use the MOH's
 

facilities, though they are free of cost only to the indigent. In
 

reality, they cover only about 30% of the country's population.
 

Services are financed fr6m general revenue and also from fees
 

charged for services provided. The Ministry of Health receives only
 

14.6% of all health financial resources, and its participation in both
 

the country's national budget and in overall health expenditure has
 

decreased markedly over the last 10-15 years. Because of this, and for
 

other reasons such as poor management and organization, services
 

provided by the MOH are perceived to be of very poor quality and
 

comfort and are unacceptable to a large percentage of the population.
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10.2.1.2 Armed Forces and Police
 

These organizations operate their own services, providing both
 

ambulatory and inpatient care. Their secondary and tertiary care
 

facilities are located in the capital city, but outside Montevideo,
 

Army Units have their own health posts, while the Police usually
 

contract with local HMOs under a capitation system. These services are
 

financed from general revenue and the social security contributions of
 

the active personnel.
 

Expenditures in this sector are 7.4% of all health expenditures.
 

They offer services to active and retired personnel and their
 

dependents, who comprise 10.5% of the national population.
 

These services are considered of good quality but the level of
 

comfort varies depending on the patient's position within the
 

hierarchy.
 

10.2.1.3 Public Corporations (Hydro, Water Supply Co., National
 

Railways, etc.)
 

Large public corporations provide health care coverage to their
 

employees, and, less frequently, to their dependents too. The largest
 

among them run their own ambulatory services and contract for inpatient
 

care with private hospitals. Others contract out coverage with
 

existing HMOs or pay their employees' premiums with whichever HMO they
 

have chosen to enroll.
 

These services cover approximately 1% of the total population. It
 

is difficult to determine the exact portion of expenditures of the
 

national health budget because they are included in the resources of
 

HMOs. Services are generally regarded as being of good quality, but
 

they have the highest per capita cost of the whole system.
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10.2.1.4 University
 

Tha School of Medicine provides health care to the population in
 

its training hospital, the only tertiary care public hospital, where
 

cases are referred from the entire country. Services are free of
 

charge for indigents and obtainable on a fee-for-service basis for the
 

rest of the population.
 

10.2.2 Social Security
 

There are two social security programs related to health care:
 

10.2.2.1 Family Allowances
 

It provides subsidies to families with children and provides
 

maternal and child services to working women or workers' wives. The
 

Social Security runs its own maternal and child care clinics, but
 

contracts out for hospital services with liMOs or private hospitals.
 

10.2.2.2 Sickness Insurance Fund
 

The Sickness Insurance Fund of the Social Security provides
 

subsidies and health care financing to active workers. It does not run
 

its own services, but contracts on a capitation basis with the HMO that
 

the workers choose.
 

The main problem with this system is that it does not include all
 

workers (coverage presently is about 10% of the population) and that
 

the benefits expire after six months of unemployment. Presently the
 

unemployed worker has the added burden of having to pay for health care
 

at a time of financial vulnerability.
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10.2.3 Private Sector
 

The private sector has two principal components: traditional
 

private practice and HMOs.
 

a) TradiLional private practice includes the services offered by
 

hospitals, physicians and dentists.
 

b) HMOs (Instituciones de Asistencia Medica Colectiva), are of two
 

types:
 

o 	Mutual aid societies, organized and directed by their
 

members.
 

o 	Physician cooperatives, which appeared as a reaction from
 

physicians to the Mutual Aid Societies, and their fear of the
 

loss if control of health services by the medical class.
 

10.3 	 Prepaid Health Care Organizations
 

They provide health care services to 45% of the national population
 

and use approximately 38% of all resources dedicated to health care.
 

They may be divided into two types:
 

10.3.1 Limited Benefit Package
 

10.3.1.1 Hospital Insurance
 

Private hospitals offer partial insurance, not including physician
 

services. Their membership is very small, serving less than 1% of the
 

national population.
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10.3.1.2 Emergency Services
 

They may include all emergencies or Just coronary care, but only
 

emergency care is insured, continuity of care must be provided by other
 

means. This is the reason why there is often double coverage of
 

emergency care, by HMOs and by emergency insurance.
 

Emergency services are usually organized by groups of physicians
 

and they are growing fast due to the problems of home emergency
 

services of HMOs and of the Ministry of Health. A lack of coordination
 

among the different services, inadequate numbers of ambulances and
 

delays of up to several hours at times in providing home emergency
 

care, have plagued the traditional emergency care service providers.
 

10.3.1.3 Health Indemnity Insurance
 

They are organized by commercial firms, generally groups of
 

physicians. These organizations have appeared very recently and their
 

membership is very small. The increase of HMOs' fees has forced many
 

people to leave and seek this new form of health care protection which
 

has lower fees, but offers fewer benefits.
 

10.3.2 Comprehensive Coverage
 

There are 50 HMOs that provide health services to about 44% of the
 

national population. They are not for profit organizations that take
 

both the financial risk for the delivery of care needed by their
 

members and the responsibility for organizing the services they might
 

need and making them accessible.
 

Their financing mechanism is through a monthly premium of about
 

US$8 (which may be paid directly by the individual or by a union or a
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Sickness Fund) and by copayments for the use of some ambulatory
 

services: ie.: US$ 0.50 for a prescribed drug, US$ 1 for a physician
 

visit and US$ 2.50 for a home emergency visit.
 

The benefits offered are standardized and legally regulated. They
 

include some preventive services, ambulatory care, inpatient care even
 

for tertiary procedures like renal dialysis, cardiac surgery and hip
 

replacement. Drugs, some dental and rehabilitative services are
 

covered along with limited psychiatric treatment.
 

All HMOs run their own ambulatory care facilities and about half of
 

them own more sophisticated equipment. The rest must contract for
 

services as needed.
 

HMOs actually constitute the predominant form of health care
 

delivery and are therefore heavily regulated and closely supervised by
 

government. (See Appendix #4 for additional details.)
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10.3.3 Listing of Prepaid Health Care Organizations (HMOs only)
 

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF 
(INDIVIDUAL RATES) 
RATES CHARGED* 3ENEFICIARIES 

ORGANIZATION COVERAGE US$/month 

Asociacion Empleados Mercedes 1178 Mutual Benefit Non-Medical Union H.M.O. Comprehensive 7.6 34,700 
Civiles de la Nacion Montevideo Society 

Asociacion Espznola Br. Artigas 1442 Mutual Benefit Ethni: Group H.M.O. Comprehensive 7.7 126,000 
ia. de Socorros Mutuos Montevideo Society 

Asociacion Fraternidad San Jose 1226 Mutual Benefit Non-Medical Union H.M.O. Comprehensive 8.2 22,300 
de Asistencia y Pre- Montevideo Society 
vision 

Asociacion Mutualista Avda. 8 de octubre Mutual Benefit Non-Medical Union H.M.O. Comprehensive 7.9 11,200 
del Partido Nacional 2870 - Montevideo Society 

Asociacion Mutualista Br. Jose Batlle y Mutual Benefit Religious Group H.M.O. Comprehensive 7.2 22,200 
Evangelica Ordonez 2759 Society 

Montevideo 

Casa de Galicia Colonia 1474 Mutual Benefit Ethnic Group H.M.O. Comprehensive 7.6 71,400 
Montevideo Society 

Central Medica Gremial Mercedes 1531/33 Non-commercial Medical Group H.M.O. Comprehensive 7.7 16, 700 
Montevideo 

Centro Asistencial Avda. 8 de octubre Non-commercial Medical Group H.M.O. Comprehensive 5.7 7,900 
Montevideo 

Centro de Asistencia Arenal Grande Non-commercial Medical Association H.M.O. Comprehensive 7.8 249,600 
del Sindicato Medico 1539 - Montevideo 
del Uruguay 

Centro Integral de Avda. 8 de octubre Non-commercial Medical Group H.M.O. Comprehensive 7.3 14, 600 
Medicina Asistencial 2460 - Montevideo 

Centro Medico Coope- German Barbato 1466 Non-commercial Medical Group H.M.O. Comprehensive 7.2 20, 300 
rativo Montevideo 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED- BENEFICIARIES 
ORGANIZATION COVERAGE US$/month 

Circulo Catolico de Minas 1250 Mutual Benefit Religiuos Group H.M.O. Comprehensive 7.7 4bb00 
Obreros de Montevideo Montevideo Society 

Centro Uruguayo de Dante 2319 Non-commercial Medical Group H.M.O. Comprehensive 7.7 20,800 
Asistencia Medica Montevideo 

Espana Mutualista de Avda. Italia Mutual Benefit Ethnic Group H.M.O. Comprehensive 7.2 22,400 
Asistencia Medica 2465 - Montevideo Society 

Gremial Medica Cen- Colonia 1082 Non-commercial Medical Group H.M.O. Comprehensive 6.6 20,500 
tro Asistencial Montevideo 

Instituto Medico de 

Prevision, Asistencia 

Luis A. de Herre-

ra 2275 

Non-commercial Medical Group H.M.O. Comprehensive 9.2 31,100 

y Servicios Afines Montevideo 

Medica Uruguaya Corpo-

racion de Asistencia 

Rio Branco 1268 

Montevideo 

Non-commercial Medical Group H.M.O. Comprehensive 7.9 33,800 

Medica 

Mutualista Israelita 
del Uruguay 

Garibaldi 2594 
Montevideo 

Mutual Benefit 
Society 

Ethnic Group H.M.O. Comprehensive 7.6 13,700 

Organizacion Coopera-

tiva Asistencial 

Hocquart 2274 

Montevideo 

Non-commercial Medical Group H.M.O. Comprehensive 6.7 12,200 

Organizacion Medica Millan 2679 Non-commercial Medical Group H.M.O. Comprehensive 6.4 25,600 
Asistencial Montevideo 

Servicio Medico In- Mercedes 1286/90 Non-commeicial Medical Group H.M.O. Comprehensive 7.7 18,100 
tegral Montevideo 

Societa Italiana Chana 2060 Mutual Benefit Ethnic Group H.M.O. Comprehensive 7.7 22 800 
di Mutuo Soccorso Montevideo Society 
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NAME 

Universal Sociedad de 


Produccion Sanitaria 


Uruguay-Espaa 


Gremial Medica de 


Artigas 


Centro Asistencial de 


la Asociacion Medica 

de Pando
 

A.M.C.C.C. 


Cooperz.tive Regional 


de Asistencia Medica 

Integral 


Cooperative Medica 


de Canelones 


Asociacion Medica 


de Cerro Largo 


Organizacion Asisten-


cial Medica de Colonia 


Asociacion Medica 


del Este de Colonia 


ADDRESS 


Millan 3588 


Moatevideo
 

Bulevar Artigas 


1483 - Montevideo 


Presidente Berre-


ta 668 - Artigas
 

25 de mayo 1017 


Pando-Canelones
 

Avda. Italia Km. 


23.300 - Solymar
 

Canelones
 

Pilar Cabrera 617 


Las Piedras
 
Canelones
 

Luis. A. de Herre-


ra 536 - Canelones
 

Jose Pedro Varela 


623 - Melo
 
Cerr3 Largo
 

Gral. Flores 303 


Colonia
 

Ituzaingo y Boli-


via - Rosario
 
Colortia
 

LEGAL STATUS 


Non-commercial 


Mutual Benefit 


Society
 

Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


SPONSORSHIP 


Medical Group 


Ethnic Group 


Medical Association 


Medical Group 


Medical Group 


Medical Group 


Medical Group 


Medical Association 


Medical Group 


Medical Group 


TYPE OF 


ORGANIZATION 


H.H.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


TYPE OF 


COVERAGE 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


RATES CHARGED* 


US$/month
 

6.7 


7.4 


6.7 


7.5 


4.7 


7.9 


6.0 


6.6 


6.4 


5.9 


BENEFICIARIES
 

24,100
 

26,300
 

9,600
 

14,200
 

5,000
 

20,830
 

15,700
 

5,500
 

4,600
 

17,300
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED- BENEFICIARIES 

ORGANIZATION COVERAGE US$/month 
Centro de Asistencia 

de la Asociacion Medi-

Calerias Indepen-

dencia 

Non-commercial Medical Group H.M.O. Comprehensive 5.4 8,300 

ca del Oeste de Colo- Uruguay 409 
nia Carmelo - Colonia 

Centro de Asistencia 

del Si.ndicato Medico 

Manuel Oribe 609 

Durazno 

Non-commercial Medical Association H.M.O. Comprehensive 6.6 8,100 

de Durazno 

Asociacion Medica 

Departmental de 

Jose Batlle y Or-

donez 619 

Non-commercial Medical Association H.M.O. Comprehensive 5.9 4,400 

Flores Trinidad - Flores 

Asociacion Medica 

Departamental de 

A.M. Fernandez 

Florida 

492 Non-commercial Medical Group plus 

Ethnic Group 

H.M.O. Comprehensive 6.0 15,800 

Florida 

Union Medica de La-

valleja 

Lavalleja esquina 

Juan Farina - Minas 

Non-commercial Medical Association H.M.O. Comprehensive 5.8 15,000 

Lavalleja 

Asistencial Medica 

Departamental de 

Sarandi esq. Mon-

tevideo ­

Non-commercial Medical Association H.M.O. Comprehensive 6.5 26,600 

Maldonado Maldonado 

Cooperativa Medica Colon 1277 Non-commercial Medical Association H.M.O. Comprehensive 6.7 24.500 
de Paysandu Paysandu 

Asociacion Medica 

Departamental de 

Rivera y 25 de 

mayo 

Non-commercial Medical Association H.M.O. Comprehensive 6.6 7,500 

Rio Vegro Fray Bentos 

Rio Negro 

Asistencial Medica 

Departamental de 

Faustino Carambu-

la 1181 

Non-commercial Medical Association H.M.O. Comprehensive 6.1 10,200 

Rivera Rivera 

- 131 -



NAE 

Asociacion Medica 


de Rocha 


Sociedad Medico 


Quirurgica de Salto 


Asociacion Medica 

de San Jose 


Asociacion Medica 


de Soriano 


Cooperativa Medica 


de Tacuarembo 


Instituto Asistencial 


Colectivo de Treinta 

y tres
 

ADDRESS 


Treinta y Tres 45 


Rocha
 

Artigas 917 


Salto
 

Sarandi 440 

San Jose
 

Colon 352 


Mercedes - Soriano
 

Ituzaingo 314 


Tacuarembo
 

Santiago Gadea 246 


Treinta y Tres
 

LEGAL STATUS 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


Non-commercial 


SPONSORSHIP 


Medical Association 


Medical Association 


Medical Association 


Medical Association 


Medical Association 


Medical Association 


TYPE OF 


ORGANIZATION 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


H.M.O. 


TYPE OF 


COVERAGE 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


Comprehensive 


RATES CHARGED* 


US$/month
 

6.6 


5.9 


6.1 


6.9 


7.2 


6.6 


BENEFICIARIES
 

11,500
 

29,900
 

8,300
 

17,000
 

10,100
 

13,100
 

* 65 Uruguayan pesos per US dollar - November 1984 
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10.4 Summary and HMO Prospects
 

Whereas until some years ago HMOs grew because of individual
 

affiliations, the increase in health care costs, resulting in higher
 

premiums, coupled with the loss of buying power of the Uruguayan
 

population, has led to gradual disenrollment. There is thus a trend to
 

shift from individual to group enrollment through Social Security.
 

If this were to occur through a form of national health insurance,
 

HMOs might easily become the most efficient health care delivery
 

organizations in the country.
 

There is a need to 
improve management efficiency, particularly with
 

regard to the training of top and mid level managers, and to the
 

provision of clinical guidance for medical staff. 
 There are proposals
 

to strengthen the HMOs but there are also proposals to establish a
 

National Health Service, similar to the British model, which would
 

drastically change the picture. 
These are political decisions and much
 

will depend on the directives of the new government and the role of the
 

different lobbies.
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C IIA P T E R XI
 

VENEZUEL.
 

11.I Socio-Economic Characteristics
 

Venezuela's health care delivery system has developed in two
 

stages. 
 Until the oil boom of 1973, the country's three-tiered system
 

of government services, social security organizations and the private
 

sector, was clearly dominated by the first, reflecting a policy of
 

strengthening the public sector based on limited but steady growth
 

derived from oil exploration. The dramatic increase in oil revenues
 

since 1973 has shifted the balance to the private health care sector to
 

attend the increasing demands for technological development and comfort
 

made by the emerging urban middle class.
 

11.1.1 Political Development
 

The 19th century and the early 20th century of Venezuela's history
 

was 
characterized by internal confrontations between the dominant upper
 

commercial class and the landowners of large haciendas. Since 1917 oil
 

production has played the most dominant role in Venezuelan politics.
 

The government's central power was consolidated and increased by the
 

professional transformatioai of the Armed Forces, the construction of
 

communication networks and the development of public bureaucracy.
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In 1967 the nationalization of the oil companies set the stage for
 

the participation of the country in the OPEC oil cartel and the
 

dramatic increases in prices in 1973 and 1979. Oil revenues ensured
 

economic expansion until recently, and a period of relative political
 

stability has existed without interruption since 1958.
 

11.1.2 Geography and Populrition
 

Located in the northern part of South America, Venezuela's
 

territory is divided into three regions:
 

- Coastal region: Occupying only 18.5% of the land but holding
 

over 80% of the population, it is the most industrially
 

developed sector of the country.
 

- Plains region: It is a large portion of land covered by savana,
 

sparsely populated and dedicated to extensive cattle raising.
 

- Guayana region: It is the most extensive and the least
 

populated, but with important, valuable natural resources.
 

Venezuela's population of 15 million is largely urban (79.4%),
 

located in the coastal region and extremely young as a result of a high
 

rate of population growth. Despite the decline in the growth rate
 

which has occurred during the past 20 years in the urban araas, the
 

country has had an overall growth rate of 2.7% per year during the
 

period between 1970-1982.
 

Althougn the literacy rate, according to official estimates, is
 

high (88.1%) this is among children and adolescents. According to
 

CEPAL, Venezuela can be grouped dmong the countries with low primary
 

school enrollment. In 1970 almost 35% of the population of 15 years of
 

age and over had insufficient education and 23% were illiterate.
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11.1.3 Economic Development
 

Venezuela has enjoyed sustained economic growth during the past 40
 

years. During the 60's and 70's the yearly rate of growth has been
 

6.1% and 4.2% respectively. The world wide recession of 1981 and 1982
 

and the declining prices of oil during recent years have seriously
 

affected the Venezuelan economy. Its rate of growth slowed to 0.4% and
 

0.6% respectively for both years.
 

Rich in natural resources and working capital, the Venezuelan
 

economy is, however, limited by some negative factors. They are:
 

insufficient qualified manpower, inefficient management, inappropriate
 

maintenance, lack of adaptation of technology to local conditions and
 

manpower.
 

In the social area, some important problems persist despite the
 

relatively high income per capita. 
Among others: a high proportion of
 

families whose income is below the poverty line, illiteracy among the
 

labor force, high drop-out rates in the primary school system and a
 

lack of appropriate health care services among the rural and semi-urban
 

poor.
 

11.1.4 Labor and Cooperative Organizations
 

Venezuela is the South American country where collective bargaining
 

has evolved the most on an industry level. Further progress is being
 

made towards negotiating labor contracts at the national level between
 

the Confederations of Unions and FEDECAMARAS, which groups all the
 

firms in the different industrial sectors. In contrast, the
 

cooperative movement is very weak, with an overall penetration of only
 

0.7% of the population.
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11.2 Health Care Delivery System
 

The Venezuelan health care system is of the traditional mixed type,
 

with a public sector including government and social security services
 

and a private sector, until very recently, almost exclusively dominated
 

by individual private practice. This picture is changing with the
 

rapid appearance of different health insurance plans.
 

11.2.1 Government Services
 

11.2.1.1 Ministry of Health
 

The Ministry operates a large network of facilities, ranging from
 

primary care centers to tertiary care hospitals distributed in the main
 

urban centers. Until about twenty years ago this network was 
the most
 

important provider of health services in the countzy, but its relative
 

importance is decreasing in comparison with the private sector.
 

Services are financed from general revenue, but the funding has been
 

relatively stagnant since 1977.
 

Most indexes point to inezficiency in the services: 2.8 physician
 

visits per hour, and 1.5 physician visits per person protected per
 

year, long hospital stays (8 days) and a low occupancy rate: 58%.
 

11.2.1.2 Junta de Beneficencia del Distrito Federal
 

This Board operates the municipal hospitals in the Federal District
 

of Caracas, providing free inpatient care to indigents.
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11.2.2 Social Security
 

There are two main organizations within Social Security:
 

11.2.2.1 Venezuelan Institute of Social Security (IVSS)
 

The IVSS provides not only income subsidies but also health
 

services to active workers and their dependents. Its Directory Council
 

is formed by representatives of the state, the employers, the employees
 

and a Commissioner from the Medical Federation of Venezuela. 
The IVSS
 

operates its own network of ambulatory and hospital facilities
 

throughout the country. It is financed by social security
 

contributions from employers and employees and by funds from general
 

revenue.
 

11.2.2.2 Social Prevention and Assistance Institute for the
 

Ministry of Education Employees (IPAS-ME)
 

It provides maternity services, surgery and dental care to Ministry
 

of Education employees and their dependents. Drugs are also sold to
 

beneficiaries at discount prices. The Institute runs its owr network
 

of health care facilities in the main urban centers of the country. It
 

is financed by social security contributions frcm employees and from
 

general revenue on behalf of 
the Ministry of Education (the employer).
 

11.2.3 Private Sector
 

Within the framework of traditional practice of medicine, private
 

hospitals and diagnostic and therapeutic centers have expanded
 

enormously in the past 15 years, changing the oalance between
 

government, social security and private facilities. As an example,
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the number of private hospitals increased by 80% in the period from
 

1973 to 1980: from 164 to 266 hospitals.
 

There h3s also been a tremendous growth in enrollment in
 

traditional indemnity health insurance. 
In fact, this growth has been
 

tenfold. Reimbursement to insurers grew by a factor of 12 in the
 

period from 1974 to 1982.
 

Theoretically, prepayment for health insurance in Venezuela is
 

restricted exclusively to the indemnity type, but in reality some
 

alternative forms seem to have appeared, although disguised, in the
 

last ten years. This situation is a result of the position of the
 

Venezuelan Medical Federation, which firmly defends two principles:
 

a) Freedom of choice of providers. The Federation maintains that
 

the prepayment for medical care cannot "lock in" the insurer
 

with a restricted group of providers.
 

b) Freedom to set professional fees as a private agreement between
 

the physician and his patient, even when the latter is insured.
 

However, with the surge of new high technology, high comfort
 

private hospitals organized as commercial enterprises and the emergence
 

of preferential rates between these hospitals and some insurance
 

companies (sometimes commercially linked to a common financial source)
 

there has been the development of what can be termed PPO arrangements.
 

Our local correspondent has tried to gather data about the names
 

and characteristics of these new organizations, but, due to the great
 

power of the Venezuelan Medical Federation and to the somewhat complex
 

nature of the relationship between insurance companies and hospitals,
 

factual data has been hard to obtain.
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11.3 Summary and HMO Prospects
 

There is an emphasis in Venezuela on curative, high technology
 

medicine, despite the fact that large segments of 
the population would
 

benefit from more primary care. The public sector organizations: i.e.:
 

MOH, Junta Beneficencia, IVSS, IPAS-ME have large national networks of
 

health care facilities and there is a great deal of duplication of
 

services in spite of an effort to coordinate and integrate the
 

elements. 
There has been a gradual decline in the productivity,
 

effectiveness and efficiency of government and social security
 

institutions.
 

The great increase iii private services has been fed by the middle
 

and upper-middle class families seeking better care in the new private
 

hospitals, whose costs are so high that they could not be afforded
 

without insurance.
 

A list of prepaid health care institutions is not available for
 

this country. As mentioned before, the HMO and PPO type of
 

organizations cannot organize openly in Venezuela because of medical
 

union opposition. The local correspondent was not able to gather data
 

which, in most cases, is confidential in nature.
 

The one form of incipient HMO exists in private hospitals, which
 

organize a closed group plan with a large firm and provide the services
 

to that firm's employees at the same time that they provide services to
 

the public at large. One of those hospitals is the Hospital Coromoto,
 

in Maracaibo, which provides services to 
the Lagoven Oil Company, one
 

of the r- ionalized oil companies in Venezuela. It provides
 

comprehensive coverage through prepaid fees related to 
its
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estimated cost per bed times the number of beds contracted with
 

Lagoven. It may include a similar arrangement with other firms, but
 

this could not be confirmed. 
There also exist price differentials for
 

private inpatients. About 35% of the hospital's patients are from
 

Lagoven.
 

Another plan, which the correspondent mentioned was a way to 
avoid
 

resistance from the medical union, is 
to provide services directly
 

through a private hospital organized as a corporation in which a number
 

of shares are sold on the market. A hospital is built with those funds
 

and with additional sources 
from medical groups. Once the hospital is
 

completed and ready to begin operation, the institution presents the
 

shareholders with health insurance plans of the open type (because they
 

are not allowed to establish a closed system). The motivation by the
 

shareholders, who are the beneficiaries, to use the institution
 

facilities together with the practitioners working in it, comes from
 

lower copayments, absence of downpayments for hospital care and
 

possibly some form of extended payment for some major expenses. There
 

may also be discounts which cannot be advertised. In theory, the
 

beneficiary-shareholder could demand services from any institution or
 

practitioner in the country, but since he has 
a direct interest in the
 

institution in which he holds stock, and in which he is offered some
 

additional benefits, it is normally expected that he will demand health
 

services in that institution and only in exceptional cases elsewhere.
 

The most 
popular plan, though, is through collective insurance.
 

Using the existing facilities of the private hospitals, the plan
 

enrolls the employees and workers of large firms.
 

We anticipate a growth in indemnity insurance plans and possibly
 

the establishment of PPOs or HMOs organized by the Venezuelan
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Medical Federation, as it faces the growing demand for less costly care
 

and pressure from physicians seeking employment.
 

In the future, prepayment of medical services of the HMO type will
 

become more widespread in Venezuela. It has a great growth potential
 

mainly because it has not reached the middle class as it has in other
 

countries in South America. It will definitely require a change in
 

the medical union's approach to medical attention in the country, but
 

once this occurs the potential for growth should materialize very
 

rapidly.
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ANNEX 1 : ARGENTINA's SOCIAL INSURANCE FUNDS / OBRAS SOCIALES 



A..aEX 1 ; ARGENTINA's SOCIAL INSURANCE FUNDS / OBRAS SOCIALES 

A)"Union sponsored" Social insurance Funds / Obras Sociales
 

NAML ADDRESS LEGAL SrArUS SPOUOVmanSHIP TYPE OF TYPE OF RATES CHARGED BE::EFICIAPIES 
ORGANIZATION COVERAGE 

Obra social del per-
sonal de la Industria 
aceitera y afines 

Obra social de Actores 

Lavalle 1759 
Pisos 2, 3, 5 
(1O43) Capital 
Federal 

Alsina 1762 (1088) 
Capital Federal 

Private non-profit 
under government 
supervision 

Non7medical 
union 

p.p.O. Comprehensive Employer:4.5% of 
(drugs partial payroll 
Iy included) Employee: 31 :f 

salary (includes 
family group) 

39.200 

23.085 

Obra social de 76cni-
cos de vuelo de Li-
neas A~reas 

Victor Hugo 369 
(14o7) Capital 
Federal 

852 

Obra Social del perso- BogotA 3773 (1407) 
nal superior y Profesio-Capital Federal 
nal de Empresas Aer3­
comerciales 

3.691 

Obra Social del Ferso-
nal de Aeronavegaci~n 
de Entes Privadon 

Josd Bonifaci3 1991 
(14o6) Capital Fe­
deral 

2.088 

Obra Social del Perso-
nal Aeronailtico 

Anchorena 1266 (1425) 
Capital Federal 

11.970 

Obra Social del Perso- D'Onofrio 158 (1702) 
al Tdcnico Aeronattico Ciudadela 

""6.701 

Obra Social de Aeronave- Sarmiento 1967, piso 
gantes lo, (1044) Capital Fe­

deral 

r " 2.521 

Obra Social de Emplea-

dos de Agencias de In-
formes 

Lavale 1537 - Plants 

baja, Of. "L" (1048) 
Capital Federal 

""554 
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2TAME ADDRESS LEGAL STATUS SONSORSHIP TYPE OF 

ORGANIZATION 
TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Jbra Social del perso-
nal de Aguas Gaseosas 
y Afines 

Pasaje Gabriel Private non-profit 
Lafond 4182 (1419) under government 
Capital Federal supervision 

Non-medical 
union 

P.F.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroll 
ly included) Employee: 3% of 

salary (includes 
family group) 

85.698 

obra Social de Alfa-
joreros, Reposteros, 
Pizzeros y Heladeros 

25 de mayo 1632 
(7600) Mar del 
Plata 

5.000 

Obra Social del perso-
nal de la industria de 
!a Alimentaci6n 

Solis 1225 (1134) 
Capital Federal 

256.322 

Obra Social del Ferso-
nal de Artes GrAficas 
de Santa Fe 

Junin 2646 (3000) 
Santa F6 

1.206 

Obra Social de Artis­
tas de Variedades Pert 1-102 (1068) " 6.523 

Obra Social d-l Per-
sonal del Au mmnvil 
Club Argentino 

Boulogne sur mer 
954 (1213) Capital 
Federal 

"" 12.160 

Obra Social del Perso-
nal del Azftcar de Ca- 
lilegua 

Sarmiento s/n (4514) 
Calilegua - Provin­
cia de Jujuy 

" 2.161 

Obra Social del Perso-
nal del AzicLr del In-
genio Las Toscas 

Calle 13 No. 143 Las 
Toscae - Pcia. de 
Santa Fe 

i492 

Obra Social del Perso- Reconquista s/n (4522) 
nal del Azdcar del Inge-La Mendieta - Pcia. de 
nia Rio Grande Jujuy 

3.888 
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NAME ADDRESS LEGAL STATUS SFONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES 

Obra Social del Perso-
nal del Asqcar del In-
genio San Isidro 

Salta 150 (4432) 
Campo Santo -
Pcia. de Salta 

Private non-profit 
under government 
supervision 

Non-medical 
union 

ORGANIZATION 

P.P.O. 

COVERAGE 

Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5% of 
Payroll 
Employee: 3% of 

21.658 

Obra Social del Perso- Prolongacin M.-
,al del Azdcar de Villa tre s/n (3580) Villa 
Ocampo Ocampo - Pcia. de 

Santa Fe 

,, 

salary (includes 
family group) 

0.1472 

Obra Social del Perso-
nal del Azdnar del In-
genio Las Banderitas 

Azcu~naga 337 (4132) 
Famailla - Pcia. de 
TucumAn 

,, ,A 

Obra Social del Perso-

nal de la Actividad 
Azcarera Tucumana 

Congreso y General 

Paz (4.ooo) TucumAn 
193.309 

Obra Social del Perso-
nal de la Industria 
Azucarera 

Congreso 342/48 

(4000) TucumAn 
30.861 

Obra Social del Personal 
de Barracas de Lenas, 
Cueros y Anexos 

Florentinm Ameghino 
1060 (1870) Avellaneda 

4.815 

Obra Social del Perso-
nal de !a Industria Bo-
tonera 

San Martin 
San Martin 

104 (1650) - 551 

Obra Social del .erso-
nal de la Induastria 
del Calzado 

1atay 129 (1184) 

Capital Federal 
IN of 95.,,0 

Obra Social del Perao-
al de la Junta Nacio-

nal de Carnes 

San Martin 459 (10014) 
Capital Federal 

2.291 
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NA1E ADDRESS LEGAL STATUS SPONSORSHIP TY PE OF 
ORGANIZAriON 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Cbra Social del Perso-
nal de Carga y Descarga 

Cothabamba 1635 
(11148) Capital 
Federal 

Private nonprofit 
under government 
supervision 

ion-mdical 
Undion 

oP.o.. Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

10.272 

Obra Social del Perso-
nal Auxiliar de Casas 
Farticulares 

Charcas 2745 
(1425) Capital 
Federal 

" " 10.770 

Obra Social del Perso-
nal del Caucho 

Valle 1281 (1406) 
Capital Federal 

5.677 

Obra Social del Perso-
nal de !a industria 
del Caucho de Santa Fe 

Iturraspe 2458 
(3000) Santa Fe 

n n 704 

Obra Social del Perso-
nal de Cementerios 

Federico Lacroze 
3908 (1427) Capital 
Federal 

n 2.717 

Obra Social de 
mistas 

Cera- Doblas 629 (1424) 
Capital Federal 

43.000 

Obra Social del Perso- Pav~n 1255 
nal de la Cernmica, Sa- Avellaneda 
nitarios, Porcelana de 
i.:esa y Afines 

(1870) U 6.307 

Obra Social del Perso-
nal de la Actividad 
Cervecera y Afines 

Humahuaca 4072 (1192) 
Capital Federal 

n 5.876 

Obra Social del Perso-
nal Cinematogrdfico de 
Mar del Plata 

Neuqu~n 2655 (7600) 
Mar del Plata 

it. 362 

Obra Social del Perso-
nal de la Industria 
CinematogrAfica 

Juncal 2029 (1116) 
Capital Federal 

i 2.486 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE O? RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE 

Obra Social de Oera-
dores Cinmatogrficos 

Viamonte 2045 
(1056) Capital 
Federal 

Private non-profit 
under government 
supervision 

Non-medical 
union 

P.P.O. Comprehensive 
(drugs partial-
ly included) 

Employer: 
payroll 
Employee: 

4.5$ of 

3% of 

1.750 

Obra Social de Colo-
cAdores de azulejos, 
mosaicos, graniteros, 
lustradores y porce­
lanerns 

Colombres 1419 (1238)
Capital Federal 

salary (includes 
family group) 

4.083 

Obra Social de Con-

iuctores Navales 

Finz5n 281 (1161) 
Capital Federal 

n of 
7.745 

Dbra Social del Perso-

nal de Consignatarios 
lel %MercadoGeneral de 
iacienda de Avellaneda 

Guermes 743 (1870) 

Avellaneda 
44 

Enstituto de Servicios Humberto lo. 101 
3ociales pars el perspa- (20.3) Capital
ial de !a Industria de> Feder.]l 
La Construcci~n 

852.182 

)bra Social del Ferso-
lal Administrativo y 
'dcnico de la Construc-
:i:5n y Afines 

Pte. Luis Saenz Peia 
11u42/44 (1110) Ca­
pital Federal 

31.013 

)bra Social del Perse-

Lal de la Construcci~n 

Azopardo 954 (1107) 

Capital Federal 
852.182 

ibra Socfal! del Perso-
Lal de la Industria 
el 1.uero y Afines 

Cangallo 3866 (1198) 
Capital Federal 77.472 

bra Social del Perso- San Juan 4229 (1233) 
nal de la Industria del Capital Federal 
Chacinado y Afines 

18.126 
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"A.i ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Obra Social de Ch5-
feres Particulires 

iansilla 4041 
(1425) Capital 
Federal 

Private non-profit 
under government 
supervision 

Non-medical 
union 

P. P.O. Comprehensive 
(drugs partial-
ly incluled) 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes
family group) 

27 

Obra Social del Perso-
nal de Entidades De-
portistas y Civiles 

General Urquiza 
17/21 (1215) Ca­
pital Federal 

203.015 

Obra Social del Perso-
nal de Despachantes de 
Aduana 

Callao 220- 6o. piso 
(1022) Capital Federal 

t o o 3.864 

Obra Social de Docen-
tes Particulares 

Carlos Calvo 836 (1102) " 
Capital Federal 

27.594 

Obra Social del Ferso-
nal de Edificios de 
Renta y Horizontal de 
la R.A. 

Bartolomi Mitre 2025 
(1039) Capital Federal 

" 82.087 

Obra Social del Perso-
nal de Edificios de 
Renta y Horizontal de 
Capital Federal y Gran 
Buenos Aires 

Sarmiento 2026 (1044) 
Capital Federal 

to 27.o96 

Obra Social Electricis- Chacabuco 1553 (1140) 
tas Navales Capital Federal 

653 

Obra Social de Empaca-
dores de Fruta de Rio 
Negro y Neuqudn 

enguelle 130 (8324) 
Cipolletti - Rioi 
Negro 

7,8ff 

Obra Social del Perso-
nal de la Ensenanza 
Privada 

isiones 262 (1083) 
Capital Federal 

t n 3.244 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 

ORGANIZATION 

TYPE OF 

COVERAGE 

RATES CHARGED BENEFICIARIES 

Obra Social del Perso-
nal de Escribanias de 
la Provincia de Buenos 
Aires 

Gbra Social del Perso-

nal de Escribanos 

Calle 45 No. 509 Private non-profit 
(1900) La Plata under government 

supervision 

Rodriguez Peia 536/38 
(1020)Capital Federal 

Non-medical 
union 

P. P.O. Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

2.139 

1.6o4 

Obra Social del Perso-

nal del Espectacubo 
Pablico 

Pasco 148/54 (1081) 

Capital Federal 
47.873 

Obra Social del Perso-

nal de Farmacia 

Constitucidn 2066 

(1245)Capital Federal 

" 
20.427 

Obra 3ocial del Perso-
nal de la Feria Infan-
til 

Suipacha 472 - 9o.piso 
Of. 902 (1008) Capital 
Federal 

" 
451 

Obra Social del Perso-
nal Fermolac 

Av. Vergara 3161 (1686) 
Hurt nghaL3 386 

-bra Social del Perso- Cayo Eliseo Coria 
hal de la Industria del (1706) Hae-io 
Fibrocemento 

2745 
0505 

Obra Social del Perso- Sariento 172 (4200) 
nal de la Industria Fo- Santiago del Estero 
restal de Santiago del 
Estero 

15.362 

Obra Social del Perso- Marconi 652 (1870)
nal de la Industria del Avellaneda 
F~sforo 

f "" 1.079 

Obra Social de Foto-
grafs 

Rodriguez PEna 4 68 
(1020) Capital Federal 

927 
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N.AE ADDRESS LEGAL STATUJS SPONSHORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BEEFICIARIES 

tbra So'cial del Perso-
nal del Frigorifico 
Marcado ',acional de 
.,acienda de Buenos Ai-
res 

Obra Social del Perso-
nal de la Acrividad 
Fr-,icola 

Timoteo Gordillo 
2140 (1408) Capi-
tal Federal 

Saavedra 121 

(3200) Concordia 
Entre Rios 

Private non-profit 
under government 
supervision 

Non-medical 
union 

I,.P.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroll 
ly included) Employee: 3% of 

salary (includes 
family group) 

N.A 

9.319 

Cbra Social del Perso-
nal de 'anivuleo, Em-
paque, y Expedicin de 
fruta seca y hortalizas 
de Cuyo 

Montecaseros 1147 
(5500) Mendoza 

4.992 

.bra 

tas 

Social de Futbo14s- Salta 1144 (1074) 

Capital Federal 
1.826 

,bra Social del Perso-
Pal de la Actividad 
Gastronmica 

Hip6lito Irigoyen 

1419. Pisos 2, 3 Y 
5 (1089) Capital Fe­
deral 

168.820 

Lbra Social del Personal 

superior de Cood-Year 
Argentina 

M. Ocamno esquina 

Gaboto (1686) Hur­
imgham 

" 1.926 

Obra Social del Perso-

nal Grfico 

Pases Coln 731 (1063) 

Capital Federal 

" 74.742 

Obra Social del Perso- Hip6lito Irigoyen 1146 
na2 Grlfico de Corrien- (3400) Corrientes 
tes 

" 
360 

Obra Social de Guinche- Alvar Nuez M016(1163) 
r3s Capital Federal 

" 
2.085 
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NAF ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Obra Social del Perso-
aal de Consignatarios 
del Mercado Nacional de 
Hacienda de Liniers 

Av. rellier 2337/39 Private non-profit 
(1140) Capital under government 
Federal supervision 

Non-edical 
uni= 

. O. Comprehensive Employer: 4.5%of 
(drugs partial- payroll 
ly included) Employee: 3% of 

salary (includes 

family group) 

788 

Obra Social del Perso-
nal de !a Industria 
del Hielo y Mercados 
Particulares 

Colombres 1573 
(1238) Capital 
Federal 

17.)26 

Obra Social del Perso-
nal vnsualizado del 
Jockey Clb'b de Buenos 
Aires y los Hipdro­
mos de Palcrcz y San 
Isidro 

Soler 6063 (1425) 
Capital Federal 

4.739 

Obra Social del Perso-
nal de Imprenta 

San Jos& 715 
(1076)Capital Federal 

16.661 

Obra Social del 

cal del Ingenio 
Pablo 

Perso-

Sari " 
",.Sap eartln y Ca-
te7 14129) San W­
bl - iTcumfin 

t 422 

Gbra Social del Perso-
nal de Jaboneros 

Cobo 877 (1424) 

Capital Federal 

" 13.129 

Obra Social de Jardine- iivadavia 44 
ros, Parqudstas, Vive- San isidro 
ristas y tloricultores 

(1642) IS to t 2.836 

Obra §ocial del Perso-
nal del J,key Club de 
Rosario 

Ovidio Lagos 1587 
(2000) Rosario -
Santa Fe 

to 01 To of of 1.113 

Obra Social del Perso-

nal Ladrillero 
Mcoz 3611 (17o2) 
Ciu.adela 

2.178 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES 
ORGANI ZATION COVERAGE 

Obra Social de Ca-
pianes de Ultramar y 
oficiales de la Mari-
na Mercante 

Cbra Social de CaDi-
tanes baqueanos flu-
viaiea de la .arina 
Mercante 

Bolivar 382 - Private non-profit
11o. piso(106 6 ) under governmeat 
Capital Federal supervision 

Arit~bulo del Valle 
319 (1161) Capital 
Federal 

Non-medical 
union 

11.P O. Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 

family group) 

2.171 

1.482 

ubra SociF! de Encar-
gados Apuntadores MA-
ritims 

Venezuela 1623 
(1096) Capital 
Federal 

4.430 

Obra Social del Perso-
nal Y.aritimo 

Belgrano 1667/69 
(1093) Capital 

28.442 

ubra Social de Emplea-
dos de la %IarinaMer-
cante 

San Josd 83 - 60. pi-
so (1076) Capital 
Federal 

11399 

Obra Social de MecAzi-
cos del Transporte Au-
tomtor 

Belgrano 665 (1092) 
Capital Federal 

279.06 

Obra Social del Perso-

nal Superior de Merce-
des Benz Argentina 

Pasaje Leopoldo Atenzo 

637 (1140) Capital 
Federal 

2.243 

Obra Social del Perso- Cangallo 1435 (1037) 
nal de la industria Me- Capital Federal 
taltirgica 

1.140.390 

Obra Social de Supervi-
sores de la Industria 

etaltrgica 

Azcu.naga 1234 (1115) 
Capital Federal 

13 74403 
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,A. E ADDRESS LEGAL STAWJS SPONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
CCOVERAGE 

RATES CHARGED BENEFICIARIES 

-bra Social del Perso- San Lorenzo 250 Private non-profit 
nal de Mticros y omnibus (5500) Mendoza under government 
de M1endoza supervision 

*bra Social de la Ac- Rosario 434/36 
tividad -inera (1421h)Capital Federal 

Non-medical 
union 

P.P.O. Comprehensive Employer: 4.5%of 
(drugs partial- payroll 
ly included) Employee: 3% of 

salary (includes 
family group) 

5.492 

67.398 

-bra Social 
Argentinos 

b.delos Libertad 12 - 2o. pi-
so (1012) Capital 
Federal 

"2.200 

Obra Social del Perso-
nal de la Industria 
.blinera 

Mxico 2070 '1222) 
Capital Federal 

H 36.500 

ubra Social del Perso-
nal Ibsaista 

Quirno 89 (1406) 
Capital Federal 

" "14.893 

bra Social de %.hlsicjo Paraguay U62 (1057) 
Capital Federal 

.s " 
" " 1.612 

tbra Social de 
de C,"o 

Nhisicos Rioja 1439 (5500) 
Mendoza 

N.A. 

Obra Social de Masicos 
de .Iar del Plata 

Espana 1486 (7600) 
.ar del Plata 

" " 45 

Obra Social de Jefes 
y Oficiales Navales de 
Radioco-inicaciones 

24 de noviembre 643 
(1224) Capital Fe­
deral 

""232 

Obra Social de Jefes 
y uficiales aquinis-
tas Narales 

Libertad 1668 (1016) 
Capital Federal 

""2.097 

N
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NAE ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 

ORGANIZATION 

TYPE OF 

COVERAGE 

RATES CHARGED BENEFICIARIES 

ubra Social del Ferso-
nal Naval 

Obra Social del Perso-

nal de la Industria del 
NeumAtico 

Nioussey 914 
(1162) Capital 
Federal 

Jujuy 995 (1229) 
Capital Federal 

Private non-profit 
under government 
supervision 

Non-edicai 
union 

i'.?.O. Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

9.280 

14.879 

Obra Social del Perso-
nal de la Industria 
Naval 

Av. Ca%-n 136 (1648) 
Tigre 

7.358 

Obra Social de Comi-

sarios Navales 
Estados Unidos 867 
(1Ol)Capital Federal 

35 

Cbra Social del Perss-
nal de Panaderias 

Av. Belgrano 3636' 
(1210)Capital Federal 

74.000 

Jbra Social de Panade- Velez Sarsfield 447/49 
ros , Pasteleros y Fac- (3200) Concordia 
tureros de Entre Rios Entre Rios 

1.311 

Obra Social del Perso-

nal del Papel, CartOn 
y Quimicos 

Lima 921 (1073) 

Capital Federal 
85.550 

Obra Social de la In-
dustria de Pastas Ali-
menticias 

Belgrano 4280 (1210) 

Capital Federal 

" to 5.435 

Dbra Social de Paste- Bogado 4551 (1183) 
leros, Confiteros. Pi- Capital Federal 
zzeros y AlfaJoreros 
le la Repiblicz Argentina 

68.942 

)bra Social de Patrones Av. Paseo Col6n 1145 
le Cabotaje de Rios y (1063) Capital Fede-
Puertis ral 

4.859 
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NA IT DDR2SS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RAZES CHARGED BEIEFICIARIES 

ORGANIZATION COVERAGE 
ubra Social de Fele-
teros 

Obra Social del Perso-
nal de Feluqueria y 
Feinadores 

Suipacha 831 
4o piso Dto."B" 
(1008) Capital 
Federal 

Ayacucho 960 
(1111) Capital 
Federal 

Private non-profit 
under government 
supervision 

son-medical 
union 

P.P.O. Comprehensive 
(drugs partial-
ly included) 

Employer: 4.5 % of 
payroll 
Employee: 3% of 
salary (Includes 
family group) 

843 

4.220 

Obra Social de Oficia-
les Feluqueros y Pei-
nadores 

Ayacucho 960 
(1111) Capital 
iederal 

4.220 

Gbra Social de Oficia- 4ontevideo 1488 
les Feluqueros y Peina- (2000) Rosario 
dores de Rosario 

302 

Gbra Social del Perso-
nal de la Actidad Fer-
fumista 

Treinta y Tres 

rientales 148 
(1182)Capital Federal 

14.794 

6bra Social del Fers3-
nal de la industria 
del iescado de Mar del 
Plata 

12 de octubre 14445 
(7600) :Mar del Plata 

20.808 

Cbra Social de Fetro-
leros del Estado 

Juncal 1461 (1062) 
Capital Federal 

N.A. 

Obra Social de Fetro-

leros 
Caseros 715 (1152) 

Capital Federal 
50.900 

Obra Social de Petro-
leros de C6rdoba 

Sarmiento 935 (5000) 

C6rdoba 
8.184 

Obra Social del Perso-
mal de la Industria 
Petroquimica 

San Martin 698 (2200) 
San Lorenzo - Santa 
Fe 

I 3.124 
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A'LE ADDHESS LEGAL STATUS SFONSORSHIP TYPE OF 
ORGANI ZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

"bra Social de Pilo- Lezica 4047 
tos de Lineas Atreas (1202) Capital 
Comerciales y Regulares Federal 

Private non-profit 
under government 
supervision 

Non-medical 
union 

P.P.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroll 
ly included) Employee: 3% of 

slary (includes 
family group) 

3.499 

Jbra Social del Perso-
nal de :'bricas de 
Fin turas 

1iazca 845 (1406) 
Capital Federal 

11.005 

-bra 3ocial de Profe-
sores de Academias Pit-
man 

Honorio Pueyrred5n 

81 - Planta Baja "A" 
(1405) Capital Federal 

"578 

Jbra Social del Perso-
nal de la Industria 
del Plastico 

Av. Pav6n 4165 (1253) 
Capital Federal 

48.874 

-bra Social de Capata-
ces y Estibadores Por-
tuarios 

Carlos Calvo 736 
(1102) Capital Federal 

1.401 

,bra Social de Portuarios Siches 4071 (8103) 
de 3ahia Blanca Ing.White - Bahia 

Blanca 

H 1.6OO 

,bra Social 
de iosario 

F-ortuarios Entre Rios 1638 (2000) 
Rosario - Santa Fe 

" 8.325 

;bra Social Portuarios 
de Puerto San Vzrtin 
y Bella Vista 

Cayetano Nerbutti 248 
(2202) Puerto Gral. 
San Martin - Santa Fe 

290 

cbra Social Portuarios 
Puerto San Nizolls 

Espana 68 (2900)-San 
NicolAs - Pcia. Buenos 
Aires 

360 

ubra Social Portuarios 
de San Pedro 

Saavedra y Miguel Porta " 

(2930) San Pedro - Pcia. 
de Buenos Aires 

206 
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i-


Ubra Social FPortuarios 

de Santa Fe 


-bra Social de Portua-

rios de Villa Consti-

citn 

obra Social uel Perso-

nal de Prensa de Bahia 

B3 anza 

ubra Social del Perso-

nal da --rensa de C5r- 

doba
 

cbra Social del Ferso-

nal de Frensa de la 

Provinci del Chaco 


.bra Socia.l del rerso-

nal de Lrensa de :en-


-bra Social de nmplea-

dos ae prensa de C 5rdo-

ba 


Obra Social de Profe-

sionales de la ubra 

Social del Persoaal
 
del Papel, Cart6n y
 
Q..Imi cos 

obra Social de Agentes 
de Propaganda L. dica de 
la ?ep. Argentina 


ADDR.ESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATION 

rYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Urquiza 1419 
(3000) Santa Fe 

Private non-profit 
under government 
supervision 

Non-Medical 
union 

F.P.O. Comprehensive
(drugs partial-
ly include,) 

Imployer: 4.5% of 
payroll 
Employee: 3%of 
salary (includes 
fanily group) 

711 

C~rdzba 342 (2919) 
Villa Coustltuci.n 
Santa Ye 

442 

San M4ar!,in 72 
Bahia Blanca 

(8000) 524 

Ob!sp7- Trejo 365 
(5000) .rdoba 

" 807 

Santa Xaria de Oro 

123 (3500) Resisten­
cia - Chaco 

8a20 

Salta 1457 (5500) 
:endzza 

969 

-bispo 'rejo 19 - 4o. pi-
so- if. "B'1-(5000) 
C5rdoba 

" 876 

Vera 1587 (1414) 
Capital Federal 

408 

HiD61ito Irigoyen 1419 
4o, piso (1039) 
Capital Federal 

" 30.700 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATTON 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Obra Social de Agentes 
de Propa-ganda tMdica 
de Cordoba 

Ayacucho 27 
(5000) C~rdoba 

Private non-profit 
under governmLnt 
supervision 

Non-medical 
union 

P,jP.. Comprehensive 
(drags partial-
ly included) 

Employer: 4.5% of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

2.382 

Obra Social de Agentes 
de Propaganda '.Adica 
de Rosario 

Taprida 1063 

(2000) Rosario 
Santa Fe 

1.919 

Jbra Social del Perso-
nal de !a Publicidad 

Cangallo 2385 (1040) 
Capital Federal 

1 o6.172 

Ubra Social del Perso- Brandsen 1486/94 
nal de Industrias Qulb- (1287) Capital 
micas y Petroquimicas Federal 

44.891 

Jbf-a Social de Recibi-
dores de Granos y Ane-
Ajs 

Av. Juan de Garay 
460 (1153) Capital 
Federal 

to it .459 

3bra Social del 1Perso-
hal de Recolecci5n y 
Barrido de Rosario 

Buenos Aires 1635 
(2000) Rosario -
Santa Fe 

5.130 

Jbra Social del Perso-
aal de Refinerias de 
Aaiz 

Rene Sim1n 910 (2942) 
Baradero - Pci&. de 
Buenos Aires 

2.483 

)bra Social de la In-
Justria de Materiales 
Refractarios y Afines 

Ntra. Sra. del Buen 
Viaje 548 (1708) Mor5n 

2.737 

)bra Social de Reloje-
ros y Joyeros 

Valentin G~mez 3828 
(1191) Capital Federal 

to 1.412 

)bra Social del Perso-
ial Rural y Estibadores 

Independencia 3058/70 
(1226) Capital Federal 

t N.A. 
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NA, ADDRESS LEGAL STATUS SPONSORSHIP TYPE OFORGAIZATION TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Cbra Social del Perso-
nal de la Industria 
Salinera 

San Martin 72 -
lo.piso- Of, 1 
and 2 (8000) Ca-
pital Federal 

Private non-profit 
under government 
supervision 

Non-medical 
union 

i'.P.0. Comprehensive 
(drugs partial-
ly included) 

Employer: 14.5% of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

2.250 

Obra Social del Perso-
nal de la Sanidad 

Dean Funes 1241 
(124.4) Capitel Federal 

267.804 

Gbra Social del Perso-

nal de :nstalaciones 
Sanitarias 

Rinc6n 1122 (1227) 

Capital Federal 
6.438 

Obra Social del Perso-
nal de Seguridad comer-
cial, industrial e in-
vestigaciones privadas 

Av. Belgrano 1280 
lo and 2o. piso (1093) 
Capital Federal 

'4o.913 

Obra Social del Perso-
nal del Seguro 

Suipach- 137 (1008) 
Capital Federal 

U N.A. 

,bra Soci~l 
de Buques 

de Serenos facuai- 1-22 (1071) 
Capital Federal 

'' 1.16a 

3bra Social de Ycnicos,Laprida 169 (1642) 
profec-ionales, emplea- San Isidro 
dos y supervisores de 
Standard Electric Argentina 
Obra Social del Perso- Don Bosco 411 

If ff It 3.585 

nal de Standard Elec-
tric. 

(1642) San Isidro 

1Obra Social del Perso-
nal de supervisifn de 
la Empress Subterraneos 
de Buenos Aires 

Emilio Mitre 554 
(1424) Capital Federal 

n 901 
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ADDRESS LEGAL STATUS SPONSORSHIP TYPE OFORGANI ZATION TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Obra Social del Perso-
nal de Direcc!Gn de !a 
Empresa Subterraneos 
de Buenos Aires 

Bartolowh Mitre 
3342 (1201) Ca-
pital Federal 

Private non-profit 
under government 
supervision 

Non-medical 
union 

P.P.O. Comprehensive 
(drugs partial-
ly included) 

Eployer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

834 

ubra Social del Perso-
nal de la iudustria 
del 'abaco 

Esteban Bonorino 
281 (1406) Capital 
Federal 

12.256 

Obra Social del Perso-
nal relef~nico de la 
Repdblica Argentina 

J.B. Abrosetti 134 
(1405) Capital Fe­
deral 

t 9.715 

Obra Social del Ferso-
nal de 2elevisi~n 

QudintinLo Bozayuva 
38/50 (1181) 
Capital Federal 

to t 7.858 

Obra Social de Emplea-
dos Textiles j Afines 

rI-ntes de Oca 1435/37 
T271)Capital Federal 

to i 65.583 

Obra Social de Tinto- Chile 1571 (1100) 
reros, Sombrereros y Ia- Capital Federal 
vaderos 

%287 

Obra Social del Perso-
nal de is Industria 
del 1'ractor 

Juan Orsetti 481 
(2152) Granadero 
Baigorria - Santa Fe 

220 

Obra Social do la In-
dustria del Transporte 
Automotor de Cordoba 

Paran& 327 
Cordoba 

(5000) 7.531 

Obra Social de Conduc-
tores de Transporte 
Colectivo de Pasajeros 

Moreno 2969 (120to) 
Capital Federal 

267.475 

Obra Social del Perso-
nal de la Actividad 
del :urf 

Av. Belgrano 3716 
Capital Federal 

3.913 
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"2 ADDRESS LEGAL STATUS SFONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BE EFICIARIES 

jbra Social Cznduc-
tores de Taxis de C~r-
doba 

Obra Social de 'area-
dores 

San I,2is 373 
(5000) C~rdoba 

Av. Centenario 539 
(1642) San Ididro 

Private non-profit 
under government 
supervision 

t 

Non-medical 
union 

I 

I. P.O. Comprehensive 
(drugs partial-
ly included, 

Employer: 4.5%of 
payroll 
Employee: 3% of 
salary (includes 
family group) 

2.650 

4.069 

0bra Social de Viajan-
ear 

Combate de los Pozos 
134 (1079) Capital 
Federal 

to N.A. 

Obra Social del Perso-
nal de la Actividad 
Vial 

San Jer~nim 1641 
(3000) Santa Fe 

13.818 

ibra Social de Empleados 
de la Industria del Vi-
drin 

Carabo>o 34 (1406) 
Capital Fa-deral 

H 9.833 

Jbra Social del Perso-
nal de !a industria 
del Vidrio 

Balbastro 453 (1424) 
Capital Federal 

° " N45.364 

obra Social del Perso-
nal de !a Accividad 
Vitivinicola 

Av. Warnes 1892/94(1416)" 
Capital Federal 

i n i 94.884 

Obra Social del Perso- Pringles 21- Barrio 
nal de Vigilancia y Gral. Paz (5000) 
Seguridad corercial, C~rdoba 
industrial e investigacio­
nes Drivada de C~rdoba 

H O 1.328 

Obra Social del Perso-
nal de estaciones de 
servicio, garages, pla­
yas y lavaderos automA­
ticos de la Pcia. de 
Santa Fe 

Riobamba 1075 (2000) 
Rosario - S2rnta Fe 

13.980 
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NAI ADDRESS LEGAL STATUS SPONSORSfHIP TYFe OF TYPE OF RATES CHARGED BENIEFICIARIES 
ORGINIZATION COVERAGE 

Obra Social para el Luis S. Pena Private non-profit Non-medical P.P.O. Comprehensive Employer: 4.5%of 20.43
personal 366 - Piso lo. under government union (drugs partial- payrollde estaciones de ser- (.110) Capital supervision ly included) Employee: 3%ofvicio, garages, playas salary (includes
de estacionamiento, la-
 family group)

vaderos automAticos y
 
gomerias de la Replabli­
ca Argentina
 



3) "State Sponsored" Social Insurance F'unds / Qbraa Sociales
 

:^;A11E ADDRESS LEGAL STATUS SIONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE 

,-raSocial de la 
Secretarla de Agricul-
tura y Ganaderia 

ubra Social Centro 

.e.ional de Agua 
Subterranea 

Av. Pase3 C3ln 
922 (1305) Capi-
tal Federal 

Av. Jos ignacio 

de la Roza 125 (E) 
(5400) San Juan 

Public Statt P.P.O. Comprehensive Employer:4,5% of 
(drugs partial- payr-oll 
ly excluded Eoployee: 3% of 

salary (includes 
family group) 

35-989 

N.A. 

D.i.G.J.S. Obra So-
cial de los Iiniste-
rios de Co rcio e 
intereses Mariti-os 
y de Tndustria y kMine­
ria 

Av. Julio A. ROca 
651- ler. subsuelo 
(1067) Capital Fe­
deral 

11.853 

,cbra Social de la Em-

,-esa :acional de Co-
rreos y Telgrafos 

"ail'd 39 (1084) Ca-
pital Federal 

145.849 

,bra Social del ',tinis-z Av. Paseo Col]n 
.erio de Defensa 255- 2o. piso (1063)

Capital Federal 

N"2.574 

Obra Social Flota Flu-
via! del Estada Argen-
Lino 

Av. Faseo Colon 
707 (1063) Capi­
ta! Federal 

1.207 

ubra Social Gas del 
Estado 

Boedo 90 (1206) 
Capital Federal 

57.53 

Direcci6n General de 
Obra Social del NUiLs-
terio del interior 

Av. d, MAryo 760 
4. piso (1084) 
Capital Federal 

17.522 

Serviciz, de 3en_ficios 
Socidles del Mi iste-
rio de Justicia 

Uruo-ay 643- 30. 
piso (1015) Capi­
tal Federal 

3.563 
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"A, ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

Ibra Social E-presa Av. Corrientes 
Lineas Maritimas (1378) Capital
Argentims Federal 

Direccitn General de Arenales 884 
Obra Social del MInis- (1061) Capital 
terio de Relaciones Ex- [ederal 
teriores y Culto 

389 Public State FRO. Comprehensive 
(drugs partial-
ly excluded) 

Employer:4.5% of 
payroll 
Employee: 3% of 
salary (family 
group included) 

17.297 

5.347 

Obra Social del Minis-
terio de Obrap y Ser-
viciz-s Piblcos 

avalie 1790 
1048, Capital

Fe der al 

25.616 

Direcci n de Obra So-

cial de !a Enpresa 
Nacional de Telecomu-
nicaciones 

Caagal-o 2740 

2740 (1040 ca­
pital Federal 

I. i I42.140 

Obra Social de la Uni- 
versidad de Buenos 
Aires 

Jzose E. Uriburu 860 
(!!4) Capital Fe­
deral 

It It N.A. 

Obra Social Direcci5n 
Naciona1 de Vialidad 

Av. Conodoro Py 2Ce' 
Capital Federal 

39.420 

bra Social Yaciientos Av. 7te. Roque S.Peia 
Carbociferos Fiscalez 1190 (1035) Capital

Federal 

N.A. 

Obra Social Yacimientos Sarniento 778- 8o. piso n 
Petroliferos Fiscales (,041) Capital Federal 

164.201 



C) " Contractual" Social Insurance Funds / Obras Sociales 

NAME 

Cbra Social Anilsud 


,bra Social de Enpre-
sa Frivada Celulosa 

Argentina S.A. 


Obra Social Corpora-

ci~n Cementera Argen-

tins 


Cbra Social del Per­
sonal de Cer~mica 
San Lorenzo 

,bra SociaJ. Ceras 
Johnsovi 

Cbra Socia Volkswa-
gen Argentina S.A. 

ubra Social Dunlop 


Argentina Limitada 


Obra Social Duperiall 


Orbea 


Obra Social Compania 

Fnbote-ladora Argen-

tins SAIC
 

ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZ.ATION 

TYPE OF 
COVERAGE 

RATES CHARGED BF2EFICIARIES 

Corrientes 222 
(1356) Capital 
Federal 

Private non profit Other (agreement 
under government enterprises) 
sunervisior 

P.P.O. Comprehensive Employer: 4.5%of 
(drugs partial- payroll 
ly exiuded) Employee: 3% of 

salary (family 
group included) 

75 

Av. Paseo Col5n 
635 (1063) Capi­
tal Federal 

3.440 

By. Chacabuco 147 
147 - 1o. piso 
(5000) C~rdoba 

14.156 

Av. San :4artin s/n 
(2200) San Lorenzo 
Santa Fe 

of 5.019 

San %Artin 1068 
(1OC4) Capital Federal 

1.217 

Florencia Varela 1903 
(1711')San Justo-
Pcia. de Buenos Aires 
Av. Tag. ergo 1433 

to to t 

t126 

4.O16 

(1107) Capital Federal 

Av. Paseo ColOn 285 
lo. piso (1330) Capi­
tal Federal 

to.6 

Baigorria 5592 (1408) 
Capital Federal 

" " 1.192 
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i;AN ADDRESS LEGAL STAUS SPONSORSHIP TYPE OF 
ORGAII ZATION 

TYPE OF 
COVERAGE 

RATES CHARGED B:21EFICIARIES 

3bra Social Ulectro-
clor SCA 

Capit&n Berumdez 
Zona Rural (2154) 
Santa Fe 

Private non-profit 
under government 
supervision 

Other (agreement 
enterprises) 

P.P.o. Comprehensive Employer: 4.5% of 
(drugs payiial- payroll 
ly excluded) Employee: 3% of 

salary (family 
group included) 

624 

,bra Social .4utua-
lidad Ezpleados Fi-
rest:,ne 

Av. AntArtida 
Argentina 2684 
(1836) Liavallol 

I 1.673 

Obra Social Ford ..-
tor Argentina S.A. 

Rivadavia 611 -
4o. piso (1002) 
Capital Federal 

9.024 

Obra Social Hiram Walker Rivadavia 620 
S.A. (1002) Capital Federal 

326 

Obra Social Sociedad Locales 8/9 Villa 
'.inzra Hierro Patag~ni- Hipasam (8532) Sierra 
co de Sierra Grande Grande-Rio Negro 

IS It 4.338 

2Ibra Social Ingenio 
Rio Grande S.A. 

L. Mendieta 
Juju1 

(522) N.A. 

7bra Social para Direc- Jua6 Orsetti 481 (2152) 
tivos, 16cnicos y Em- Granadero Baigorria­
pleados de John Deere Santa Fe 
Argentina 

366 

3bra Social Compania 
Minera Aguilar S.A. 

Carlos Peliegrini 1069 
12o. piso (1009) Capi­
tal Federal 

" 7.706 

Obra Social blinoa 
Rio de la Plata 

Paso Coln 746 (1323) 
Capital Federal 

" 2.250 

Obra Social Pass Petro-
quimica Argentina S.A. 

Suipacha 1i - 11o. 
piso (1-368) Capital 
Federal 

3.495 
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,bra Social Coopera-

tiva de Asistencia 

:,atua v ;urismo del 
Personal de las So-
ciedad Firelli Linitada 

cbra Social Comrania 

QuLziCa S.A. 


6bra Social Refine-

rias de "Aiz SAICF 


Gbra Social Sulfacid 

SAIFC 


ubra Social Superco 


ubra Social Epresa 

rivada Witcel S.A.
 

Cbra Social Cabot 

Argenina 


ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZA rION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

jos6 3onifacio 
3680 (14 ) 
Capital Federal 

Private non-profit
under government 
supervision 

Other (agreement
enterprises) 

P.P.o. Comprehensive Employer: 4.5% of
(drugs partial- payroll 

ly excluded) Employee: 3% of 
salary (family 
group included) 

3.O61 

Sarmiento 329 
(1347) Capital 
Federal 

Private non-profit 
under government 
supervision 

1.672 

iucumnn 117 (1341) 
Capital Federal 

2.800 

Viamonte 1133 (1053) 
Capital Federal 

704 

Cerrito 1070- 5opiso 
(1010)Capital Federal 

3.377 

Chorroarin 751 (1427) " 861 

San Martin 239 (2804) 
Campana 

" 491 



D) "aagement Personnel" Social Insurance Funds / Obras Sociales
 

1A .: ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF rYPE OF RATES CHARGED BaIEFICIARIES 

'bra Social Asocia-
ci~n del Personal de 
Direccin de lasEm-
presas de la Alimen-

Bernardo de Iri- Private non-profit 
goyen 546- 23. piss under governnent
(1072) Capital supervision
Federal 

Other (enter-
prises direction 
personnel) 

ORGANIZATION 

FP o. 
COVERAGE 

Comprehensive Employer: 4.5% of 
(drugs partial- payroll 
ly excluded) Employee: 3% of 

30.760 

taci n 
ibra Social del Perso- Piedras 1636/40 

salary (family 
group included) 

nal de Direcciin de la 
Industria Automotriz 

(1140) Capital 
Federal 

... 4. 

Argentina 
Jbra Social Csoperati- Dr. Emilio Ravignani 
va Liitada de Asisten- 2540 (1425) Capital
cia Mdica, Farmaceuti- Federal 

9.05 

ca, Cradito y Consumo 
del Fersonal Superior de 
la Industria del Caucho 
Obra Social del Ferso- lrucumAn 650- 30. I 
nal de Direcci5n de la 
industria Cervecera y 

(1049) Capital Federal 3.213 

Maltera 

Ub-a Social.Asociaci6n Piedras 1027 (1070) 
del Fersanal de Direc-
ci~n y Jer~rquico de la 

Capital Federal 3.213 

Industria del Cigarrillo 
Obra Social del Perso- Av. R.S. Pe~ia 637 
nal Directivo de la in- 8o. piso (1035) Ca­
dustria de la Construc- pital Federal 

25.518 

ci6n 

Obra Social CAmara de Belgrano 3978 (1210) 
la Industria Curtidora Capital Federal 1.511 
Argentina . 
Obra Social Accifn So- Lima 87 - 8o. piss 
cial de Empresarios (1073) Capital Federal 37.029 
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:;AME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZATION 

TYPE OF 
COVERAGE 

RAIES CU^ GED BENEFICIARIES 

6bra Social de Ejecu-
tivos y del Personal 
de Direcci~n de Empre-
sas 

Leandro Alem 
1067 (1001) 
Capital Federal 

Private non-profit 
under government 
supervision 

Other (enter-
prises direction 
personnel) 

P P.O. Comprehensive Employer: 4.5% of 
(driugs partial- payroll 
ly excluded) Employee: 3% of 

salary (family 
group included) 

308.636 

Obra Social del Perso-

nal de Direcci~n de 
Empresas que actaan 
en Frutos del Pals 

Av. Paseo Coln 

823 - 50. piso 
(1063) Capital 
Federal 

t i 2.309 

Obra Social del Perso- Av. Pte. R.S. 
nal de Direcci~n Alfre- Pena 636 (1035) 
do Fortabat Capital Federal 

If 3.121 

6bra Social del Perso-

nal de Direcci5n de 
la Industria Xetalir-
gica 

Montevideo 373- 4o. 

piso (1019) Capi-
Lai Federal 

" -32.773 

(bra Social para el 
personal de Di-ecci~n 
de la Industria Made-

Maza 578- 2o piso 
(1220) Capital Fe­
deral 

" " 1.161 

rera 

-bra Social para el 

personal de Direcci~n 
de la Actividad Minera 

Av. Paeyrred~n 133 

(5000) C~rdoba 
1.335 

Asociaci:5n de Prestacio- Av. Santa Fe 3567 
nes Sociales para Empre- (1425) Capital Fe­
sarios y Personal de Di- deral 
recci~n de Empresas de 
la Producci~n, Industria, 
Co-ercio y Servicios 

180.359 

Obra Social del Perso-
nal de Direcci5 de la 
Industria Privada del 
Fetroleo 

Lavalle 557- 5o. y 
6o. pisos (1047) 
Capital Federal 

14.308 
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ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 
ORGANIZqrION 

TYPE OF 
COVERAGE 

RATES CHARGED BENEFICIARIES 

,bra Szcial Directi-
vos de E,=presas Por-
tuarios y 4I:-itimos 

:,aiD 521 
2o. piso (1006) 
Capital Federal 

Private non-profit 
under government 
supervision 

Other (enter-
prises diiection 
personnel 

pP.o. Comprehensive Employer: 4.5% of 
(drags partial- payroll 
ly excluded) Employee; 3% of 

salary (family 
group included) 

917 

ubra Social Asociacion 
. tual 2el Fersonal de 
Phillips Argentina 

Vedia 3892 (1430) 
Capital Federal 

2.514 

bra Social del Ferso-

nal de Direccion de 
Gerfuneria E.W. ::ope 

Paraguay 1859 (1121) 
Capital Federal 

6.699 

Obra Social del Ferso- Av. Callao 764/66 
nal de Direcci5n de (1023) Capital Fe­
la Sanidad Luis Pasteurs dera! 

29.971 

Jbra Social Asocia-

ci~n del Personal de 
Direccion de la indus-
tria Sidertirgica 

Av. Belgrano 367 
4o y 5o pisos (1092) 
Capital Federal 

7.164 

.bra Social :ctualidad 
st:'ial ?eXil A-

ren-; n 

Av. Leandro Alem 
1067 (1001) Capi­
tal Federal 

11.515 

Social Aszcia-
-i-n del Personal Su-
cer~r de !a 3rgani-
zacibn :e. _t 

Av. Leandro Alem 
1002 - 4 o. piso 
(1001) Capital 
Federal 

7.550 

.-bra Social del Ferso-
nal de Direccitn de 
!a Indu tria Vitivini-

CachimaYo 301 (1424) 

Capital Federal 
6.185 

cola y afines 



E) "Mixed Administration" Social Insurance Funds / Obras Sociales 

"At ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF 

ORGANIZATION 

TYPE OF 

COVERAGE 
RATES CHARGED BENEFICIARIES 

Institut3 de Ser-
vicios Sociales 
Bancarios 

Libertad 731 
(1012) Capital 
Federal 

Other (union-
enterprise-
government 

P.P.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroll
ly excluded) Employee: 3% zf 

493.673 

Instituto de Obra Viamonte 869 (1053) 
Social ara el Per- Capital Federal 
sonal de los MImnisterias 
de Acci5n Social, Sa­
lud Pdblica y Medio Am­
biente y de Trabajo 

.. 

salary (family 
grouD included) 

181.20 

Instituto de Servicios 
Socialez para el Per-
sonal de la Indus­
zria de la Carre y 
Afines 

Callao 1445 (1024) 
Capital Federal 202.430 

Obra Social pars Em-

pleados de Comerci3 
y Actividades Civiles 

Moren 648/50 (1091) 

Capitsl Federal 
2.135.017 

Obra Social para la 

Actividad Docente 

racuari 335/45 (1071) 
Capital Federal 

599.042 

Instituto de Servicios 

Sociales pare el Per-
sonal Ferroviario 

Junin 224 (1026) 

Capital Federal 
5B3.298 

Instituto de Obra So-

cial de la Secretaria 
de Estado de Hacienda-
Ministerio de Economna 

Hiplito Irigoyen 250 

33. piss (1310) Ca­
pital Federal 

71.236 

Instituto Nacional de 

Servicios Sociales pa-
ra Jubilados y Pensia-
nados 

Chacabuco 271- lo.pi-

so (1069) Capital 
Federal 

2.857.467 
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NAME 

Ubra Social para el 

Personal de Obras 

Sanitarias de la Na-


Insituto de Servi-


cios Sociales para 

las Actividades Ru-

rales y afines
 

Instituto de Servi-


cidos Sociales para el 
Personal de Seguros, 
Capitalizacin y Aho­
rro y Prdstamo para 
la vivienda 

Instituto de Servi-


cios Socialps para 

el Personal de la In-

dustria del Vidrio y
 
Afines
 

ADDRESS 

Arcos 1278 (1426) 
Capital Federal 

Reconquista 630 

(1003) Capital Fe­
deral 

LEGAL STATUS SFONSORSHIP 

Other (union-
enterprise-
government) 

TYPE OF 

ORGANIZATION 

P.p.O. 

rYPE OF RATES CHARGED 

COVERAGE 

Comprehensive Employer: 4.5%of 
(drugs partial- payroll
ly excluded) Employee: 3 of 

salary (family 
group included) 

,, 

Carlos Pellegrini 

575 (1009) Capital 
Federal 

Independencia 1355 

(.100) Capital Fede-
ral 

t 

BENEFICIARIES
 

39.654
 

1.234.763
 

91.488 

44.066 
.0
 



F) "Law 21.476" Scial Insurance Funds / Obras Sociales 

NA,1E 

Obra Social Atanor 

SA Mixca 

,,bra Social Forja 

Argentina SAIC 


Obra Social Papal 


1-Lsionero SAIFC 


Obra Social Petro-

qulmica General Mos-

coni 


Obra Social Sociedad 

Iixta Siderdrgica Ar-

gentina
 

ADDRESS LEGAL STATUS SFONSORSHIP ME OF 
ORGANIZATY ,N 

TYPE OF 
COVERAGE 

RATES CHAGED BENEFICIARIES 

Lavalle 348 
3er.pis3(1306) 
Capital Federal 

Private non-profit 
under government 
supervision 

Others P.P.O. Comprehensive Employer: 4.5% cf 
(drugs partial- of payroll 
ly excluded) Employee: 3% of 

salary (family 
group included) 

l.:)77 

Reconquista 661 
6o.piso (1003) 
Capital Federal 

1.688 

Santa Fe 220 (3300) 

Posadas - Misiones 
2.080 

Av. Gobernador Verga-
ra - Km.2,7 (1925 ) 
Ensenada - Pcia. de 
Buenos Aires 

2.447 

Av. Belgrano 737 
(1092) Capital Federal 

" 41.019 



G) "Private Firms" Social insurance Funds / Obras Sociales 

ADDRESS - rEGAL STATUS SPONSORSHIP M-PE OF 

ORCIANIZATION 

LYPE OF 
COVERAGE 

RATES CHARGED BE2EFICIARIES 

bra Social Fiat 
Concord SAIC 

Obra Social Olivetti 

SCA 

Av. Santa Fe 1780 
llo. p4 so Of.1102 
(1060) Capital 
Federal 

Suipacha 1119 

(1008) Capital 
Federal 

Private non-profit 
under government 
supervision 

Other (enterprise) P.P.O. Comprehensive Employer: 4.5%of 
(drugs partial- payroll 
ly excluded) Employee: 3% of 

salary (ffcmily 

group included) 

21.495 

N.A. 



H) "Provincial and *-!unicipal" Social Insurance / Obras Sociales
 

:A'. 


Insituto de Obra 

N!6@dico Asistencial 


%bra Social de Em-

pleados Ptlblicos 


Insuititto Provincial 

de Atenci5n Mddica 

( .P.A.M.)
 

instituto de Previsibn 

Social (servicio Obra 

Social de la Provincia'
 

instituto de Previsifn 

Social (I.P.S.) 


Instituto de Seguridad 

Social y Seguros
(S.E.R.O.S.) 

instituto Obra Social 

Provincia de Entre 

Rios (I.O.S.P.E.R.) 


Instituto Asistencia 

Social Empleados Pf-

blicos (I.A.S.E.P.)
 

Instituto de beguros 

de Jujuy (I.S.T.) 


Instituto Provincial 

de Obra Social 

(I.P.O.S.)
 

ADDRESS LEGAL S'AEUS SFONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE 

,alle 46 No. 886 
La Plata 

Public Other (provin-
cial government) 

P.P.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroll 
ly excluded) Employee: 3% of 

salary (family 
group included) 

Esquid 215 - 2o.piso ", ,, 
(4700) Catamarca 

M.T. de Alvear 758 
(5000) C:rdoba 

Szlta 737- 2o. piso " 
(3400) Corrientes 

9 de ju!io 347 (3500) "i 

Resistencia - Chaco 

Rivadavia 430 (9103) 
Rawson - Chubut . 

Andrds Pazos 243 tt 
(3100) P-.ranA - Entre 
Rios 

Moreno 170 (3600) 
Formosa - Chaco 

Alvear 745 (4600) t 
Jujuy 

Pelagio B. Luna 345 
(5300) La Rioja 
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES 
ORGANIZATION COVERAGE 

Instituto de Seguri-
dad Social (Servicio 
Medico Previsional) 
Sempre 

Fellegrini 245 
(6300) Santa Ro-
sa - La Pampa 

Public Other (provin-
cial government) 

P.P.O. Comprehensive Employer: 4.5% of 
(drugs partial- payroU. 
ly excluded) Employee: 3%of 

salary (family 
group included) 

ubra Sozial de Em- Zusebio Blanco 450 " 
pleados Publicos (5500) Mendoza 
(uSEF) 

Instituto de Previsibn 
Social de !a Provincia 

Junin 295 (3300) 
Posedas - Misiones 

de Mlisiones (IFSM) 

instituto de Seguridad Buenos Aires 353 " 
SZcial de Neuquen (ISSN) (8300) 1,euquen 
(Direcci6a.Prestaciones 
Salud y Asistenciales) 

Instituto Provincial de Julio A. Roca 250 
Seu.ro de Salud (8500) Viedma - Rio 
(I-r".Ross) Negro 

!nstituto Provincial de Belgrano y Mitre 
Salta (I.P.S.) (4400) Salta 

Direcci6n de O.ra So-
cial (D.O.S.) 

Mitre 349 (E) 
(5400) San Juao 

Direccitn de obra So- San liarLin 
cial del Eztado Provin- cho (5700) 

y Ayacu-
San Luis 

" 

cial (DOSEP 

Caja de Servicios So- Rawson 39 (C.C.330) 
ciales Provincia de (9400) Rio Gallegos 
Santa Crwz (lOSS) 

Instituto Autarquico Rivadavia 3452 (3000) 
de Obra Social (IAFRS) Santa Fe 
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:ntitu= ubra So-
cial del Empleado 

.-ovinzia± (IoSEP) 

rstituo de Servicios 

Sotcales del 2err_o-

rizo Nacional de Tierra 
del Fuezo, Antartida e 
.slas del AtAntico 

ins:ituto Previsin y 

"gwgri'ad Social de Tu-
cuA n (;:ssT) 

ADDRESS LEGAL STArTUS SPONSORSHIP TYPE OF tYPE OF RATES CHARGED BENEFICIAIRES 
ORGANIZATION COVERAGE 

9 de juli3 379 
(4200 Santiago 
del Estero 

Public Other (provin-
cial government) 

F.P.O. Comprehensive Employer: 4.5%of 
(drugs partial- payroll 
ly excluded) Employee: 3% of 

salary (family 
group included) 

Karukinka 87 

(9410) Ushuaia 
,, ,, 

Las Piedras 530 
(4000) T-ucuin t 

'S 
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ANNEX 2: AR3ENTINA's HEALTH INSURvi.3F PLANS 

ASOCIACION MEDICA EMPRESARIA S.R.L.
 

Santa Fe 1752 -2*piso (1060) CAPITAL FEDEhAL
 

AMPRI S.A.
 

Azcugnaga 1507 (1115) CAPITAL FEDERAL
 

AMSA S.A.
 

Ayacucho 260 (1025) CAPITAL FEDERAL
 

ATEMA S.A.
 

Cerrito 1070-61piso (1010) CAPITAL FEDERAL
 

CENTRO MEDICO BUENOS AIRES S.A.
 

Suipacha 1085 (1008) CAPITAL FEDERAL
 

CENTRO MEDICO DEL PLATA S.A.
 

Suipacha 1087 -4 0 piso (1008) CAPITAL FEDERAL
 

CENTRO MEDICO SANTA FE
 

C6rdoba 1856 (1120) CAPITAL FEDERAL
 

CEPRIMED S.A.
 

Laprida 2164 (1425) CAPITAL FEDERAL
 

CORPLAM S.A.
 

Viainonte 1181 (1053) CAPITAL FEDERAL
 

http:INSURvi.3F


CORPUS S.R.L.
 

Arenales 1611-20 piso (1061) CAPITAL FEDERAL
 

DIAGNOS S.A.
 

Ayacucho 1164 (1111) CAPITAL FEDERAL
 

DOCTHOS S.A.
 

Corrientes 569 (1043) CAPITAL FEDERAL
 

GALENO S.A.
 

Paraguay 1571 (1061) CAPITAL FEDERAL
 

GENESIS S.A.
 

Tucum~n 1304 (2000) ROSARIO-SANTA FE
 

NUBIAL S.A.
 

Santa Fe 1752 -6*piso C1060) CAPITAL FEDERAL
 

OMAJA S.A.
 

Tucum~n 950-1 0 piso C1049) CAPITAL FEDERAL
 

OPUS S.A.
 

Talcahuano 736 -2 0piso (1391) CAPITAL FEDERAL
 

PREMINT S.R.L. 

Callao 1319 (1023) CAPITAL FEDERAL
 

PROGRAMA DE SALUD S.A. 

Cerrito 1320 -7 0 piso-Dto.A (1010) CAPITAL FEDERAL
 

SADAM S.C.A.
 

Av.C6rdoba 679-7 0 piso-Of.701/703 (1365) CAPITAL FEDERAL
 

SAMT S.R.L.
 

Laprida 1857 (1425) CAPITAL FEDIEFAL (2)
 



SAN JORGE O.M.
 

Corrientes 1894 (1045) CAPITAL FEDERAL
 

SKILL Medicina Laboral S.A.
 

Ayacucho 1683 (1113) CAPITAL FEDERAL
 

STAFF MEDICO S.A.
 

Arenales 1686 (1061) CAPITAL FEDERAL
 

SUMUN S.A.
 

Corrientes 1894 (1045) CAPITAL FEDERAL
 

VESALIO S.A.
 

Paraguay 1571 (1061) CAPITAL FEDERAL
 

VITAM S.A.
 

Viamonte 1167-7 0 piso-Of.28 (0053)CAPITAL FEDERAL
 

PLAN DE SALUD DEL HOSPITAL ITALIANO
 

Gasc6n 450 (1181) CAP2'AL FEDERAL
 

ORGANIZACION MEDICA ASISTENCIAL TOURING
 

Esmeralda 605-3 0 piso (1007) CAPITAL FEDERAL
 

MEDICINA ASIFTENCIAL COMUNITARIA
 

Rivadavia 4601-1 0 piso (1424) CAPITAL FEDERAL
 

COMESA
 

Rivadavia 576 (5700) SAN LUIS
 

ASOCIACION MEDICA EMPRESARIA
 

Cangallo 1685-2 0 piso-Dto.A (1037) CAPITAL FEDERAL
 

C.E.M.I.C.
 

Sanchez de Bustamante 2560 (1425) CAPITAL FEDERAL 
 3
 

ell. 

http:1167-70piso-Of.28


CENTRO ARGENTINO MEDICINA INTEGRAL
 

Santa F6 3651 (1425) CAPITAL FEDERAL
 

COMI
 

Av.San Martin 1639 (1416) CAPITAL FEDERAL
 

CRUZ AZUL
 

Uruguay 725-2*piso (1015) CAPITAL FEDERAL
 

FUSAL
 

Uruguay 1136 (1016) CAPITAL FEDERAL
 

INSTITUTO MEDICO LABOR
 

Rivadavia 6059 (1406) CAPITAL FEDERAL
 

MEDICUS S.A.
 

Maip5 1252-12 0piso (10841 CAPITAL FEDERAL
 

MEDICUS -AGENCIA ROSARIO
 

Urquiza 1441 (2000) ROSARIO-SANTA FE
 

MINERVA ASISTENCIA MEDICA
 

M.T.de Alvear 2421 C1122) CAPITAL FEDERAL
 

O.S.E.
 

Callao 671-2 0 piso-Dto.B (.1022) CAPITAL FEDERAL
 

LIFE PROTECCION MEDICA
 

Santa F4 1821-2 0piso (11231 CAPITAL FEDERAL
 

LIBRA
 

Montes de Oca 2390 (17121 CrUDADELA
 

CRUZ PALERMO
 

C6rdoba 3200 (1120) CAPITAL FEDERAL
 

(4)
 



CENTRO MEDICO GALILEO
 

Piedras 83 (1070) CAPITAL FEDERAL
 

COPESAL
 

Lavalle 648 -5 0 piso-Dto.A (1047) CAPITAL FEDERAL
 

OSMEBA
 

Calle 54 N'920 (1900) LA PLATA
 

SICARVA
 

Av.Corrientes 1894-1piso (1045) CAPITAL FEDERAL
 

M.A.S .S.
 

Cangallo 1441-2 0 piso (1037). CAPITAL FEDERAL
 

MEDICAL'S
 

Laprida 1365 (1425) CAPITAL FEDERAL
 

O,1I NT
 

Junin 1631-2°piso-Of."D" (1113) CAPITAL FEDERAL
 

OPTAR
 

Viamonte 610-1°piso (.1059) CAPITAL FEDERAL
 

ORGANIZACION MEDICA SAN JORGE
 

Corrientes 1894 -1piso (1045) CAPITAL FEDERAL
 

PREMINT
 

Av.Callao 1315/19 (1023) CAPITAL FEDERAL
 

PROGRAMAS DE SALUD
 

Cerrito 1320-7°piso-Dto.A (.10101 CAPITAL FEDERAL
 

SEGURIDAD MEDICA S.A.
 

Arroyo 844-2°piso (1037) CAPITAL FEDERAL
 

(5)
 



SEMEPRIN
 

Yerbal 2347 (1406) CAPITAL FEDERAL
 

TIM S.A. 

Arenales 1473-1 0 piso (.1061) CAPITAL FEDERAL
 

D.A.M.S.U. SAN JUAN
 

Rivadavia (E) 431 (5400) SAN JUAN
 

SIMSA S.A.
 

Arenales 2449 (1124) CAPITAL FEDERAL
 

CENTRO MEDICO PUEYRREDON
 

Pueyrred6n 1337 (1118) CAPITAL FEDERAL
 

MEDIN
 

Lavalle 1759-1 0piso (1048) CAPITAL FEDERAL
 

SERVICIOS DE SALUD
 

Montevideo 1545 (1018) CAPITAL FEDERAL
 

UNIDAS
 

Combate de los Pozon 484 (.1084) CAPITAL FEDERAL
 

COMMUNITAS
 

Av.Callao 1014-8piso (1023) CAPITAL FEDERAL
 

MERLO MEDICO
 

Lib.Gral.San Martin 281-lpiso (1722) MERLO
 

KOS ASISTENCIA MEDICA
 

Alte.Brown 519 (17081 MORON
 

MEDICINA INTEGRADA
 

C6rdoba 4545-2*piso L7600) MAR DEL PLATA
 

CAMP
 



PLAN DE SALUD DEL HOSPITAL ALEMAN
 

Pueyrred6n 1640 
 (1118) CAPITAL FEDERAL
 

MEDICINA DEL NORTE
 

Cabildo 1295 (1426) CAPITAL FEDERAL
 

CENPEC
 

Gasc6n 626 (1181) CAPITAL FEDERAL
 

PROMEFA
 

Coronel Diaz 
1747 (1425) CAPITAL FEDERAL
 

ASSISTCARD
 

Viamonte 640 
 (1053) CAPITAL FEDERAL
 

COINPAS INTERNATIONAL
 

Diag.R.S.Pefia 615-11
 0 piso (1393) CAPITAL FEDERAL
 

INTERNATIONAL TRAVELLER'S 
INSURAN
 

Corrientes 
1922-6 0piso (10451 CAPITAL FEDERAL
 

MEDICAL @RD INTERNATIONAL
 

Florida 1-11Opiso (1005) CAPITAL FEDERAL
 

CENTRO MEDICO SAN MARCOS
 

Eduardo Acevedo 297 
 (1405) CAPITAL FEDERAL
 

CENTRO MEDICO LURO
 

Rivadavia 9708 (1407) CAPITAL FEDERAL
 

DEPARTAMENTO MEDICO EMPRESARIO
 

Alsina 1609 (1088) CAPITAL FEDERAL
 

IATROS S.A.
 

Santa Fe 2534-3 0 piso-Dto."B ,, -C1425) CAPITAL FEDERAL
 

MEDICAL TOURIST ASSISTANCE
 

C6rdoba 469 (1054) 
CAPITAL FEDERAL 
 (7)
 



SEGMEDICAL TtnAVELLER
 

Floxida 250-3 0 piso (1005) CAPITAL FEDERAL
 

SERVIPASS
 

25 de mayo 749-3 0piso (1002) CAPITAL FEDERAL
 

S.O.S. INTERNATIONAL
 

Bartolome Mitre 2025 
(1039) CAPITAL FEDERAL
 

UNIVERSAL ASSISTANCE
 

Lavalle 652 -6 0 piso (1047) CAPITAL FEDERAL
 

CEPRIMI
 

Pringles 774 (.1183) CAPITAL FEDERAL
 

SUMEDIC
 

Suipacha 207-2 0 piso (1008) CAPrTaL FEDERAL
 

CENTRO MEDICO BERNAL
 

San Martln 572 (1876) BERNAL
 

A.S.SI.
 

Cab.Lido 3309 (1429) CAPITAL FEDERAL
 

CEMES 

Indpendencia 999 
(1099) CAPITAL FEDERAL
 

CEMECO 

Fco.Acufia de Figueroa 829 
(11801 CAPITAL FEDERAL
 

BIO CENTER
 

Blanco Encalada 2575 (1428) CAPITAL FEDERAL
 

CENTRO MEDICO MONTE GRANDE
 

H.Yrigoyen 192 (1842) MONTE GRANDE
 

MEDINT 

Alem 300 (1832) LOMAS DE ,AMORA
 

(RI 



MEDIVITA
 

Av.Pte.Quintana 585 
(1129) CAPITAL FEDERAL
 

OSTA
 

Sarmiento 7 56-1piso (1382) CAPITAL FEDERAL
 

FREEMED
 

Florida 633-4Opiso (1005) CAPITAL FEDERAL
 

PROMO
 

Rivadavia 6685 (1406) CAPITAL FEDERAL
 

OMIPE
 

Mercedes 214 (1407) CAPITAL FEDERAL
 

CIRCULO DE SALUD
 

Mariano Moreno 475-3 0 piso (5000) CORDOBA
 

M.A.C.
 

Santiago del Estero 564 
 (1075) CAPITAL FEDERAL
 

CEFRAM
 

La Rioja 951 (1221) CAPITAL FEDERAL
 

PARM
 

Malabia 3234 (1425) CAPITAL FEDERAL
 

CENTRO MEDICO SANTA CRUZ 

Sari Juan 2483 (1232) CAPITAL FEDERAL 

SEMESA
 

Le6n Gallar~c 1796 (1663) SAN MIGUEL
 

VESALIO S.A.
 

Riobamba 857 (1116) CAPITAL FEDERAL
 

SANATORIO SAN LUIS (AMECA S.A.)
 



ITALMEDIC (HOSPITAL ITALIANO GARIBALDI)
 

Rodriguez Pefia 1736 (1021) CAPITAL FEDERAL
 

POLICLINICA PRIVADA DE MEDICINA INTEGRAL
 

Bartolom Mitre 2553 (1039) CAPITAL FEDERAL
 

DEMI.
 

C6rdoba 1868 (2000) ROSARIO-SANTA FE
 

CAMI
 

Av.CaseCoz 3394 (1263) CAPITAL FEDERAL
 

C.I.M. (SANATORIO GUEMES1
 

Santa Fe 3651 (1425) CAPITAL FEDERAL
 

ACCION MEDICA INTERNACIONAL
 

Santa Fe 1780-13 0 piso- (.1060) CAPITAL FEDERAL
 

VIVIR
 

Maip6 474-4 0 piso-Of.B (1006) CAPITAL FEDERAL
 

CENTRO MEDICO SEGUROLA
 

Vallejos 4496 (1419) CAPrTAL FEDERAL
 

CENTRO MEDICO LEZAMA
 

Av.Mart'rn Garcia 815 (1269) CAPITAL FEDERAL
 

MEDICIEN
 

San Martin 793-5 0 piso (1004) CAPITAL FEDERAL
 

CENTRO MEDICO LIBERTADOR
 

Paraguay 1350 (1057) CAPITAL FEDERAL
 

SANAS
 

Estomba 239-1*piso (8000) BAHIA BLANCA
 

BRINDAR S.A.
 
- 11 . _ I - - - , , 1 1~ ' ' - - _ ' -"F 



MEDICENTER
 

Guemes 40-7*piso-Dto.E (1704) RAMOS bEJIA
 

MEDINOR
 

Av.Santa Fe 2332-2 0 piso (.1123) CAPITAL FEDERAL
 

P .M.A.
 

Av.Corrientes 327-6*piso (1043) CAPITAL FEDERAL
 

MEDYSAN 

Avellaneda y Gorena (4146) CONCEPCION-TUCUMAN
 

PROMOCION IMA
 

Jos6 M.Moreno 40-3 0 piso (1424) CAPITAL FEDERAL
 

SERVICIO MEDICO PARA EMPRESAS (S.E.M.P.R.E.)
 

Av.del Trabajo 5587 (1439) CAPITAL FEDERAL
 

FLACSO
 

Federico Laroze 2101 (14261 CAPITAL FEDERAL
 

ESTUDIO GENESIS
 

Alfonsina Storni 780 (2500) CANADA DE GOMEZ-SANTA FE
 

DEPARTAMENTO DE ASISTENCIA MEDICA INTEGRAL
 

Anchorena 1858-1 0piso (1425) CAPITAL FEDERAL
 

PANAMERICAN ASSIS CARD ARGENTINA
 

Alsina 1214-I piso (1088) CAPITAL FEDERAL
 

PRESERFAR S.A. 

Vuelta de Obligado 1808-2*piso (1428) CAPITAL FEDERAL
 

APRES
 

Andrea Baranda 134 (.1878) QUILMES
 

I.M.S .I.
 

aivadavia 239-1 0 piso (1642) SAN ISIDRO (11)
 



SERVICIO MEDICO ASISTENCIAL PROMOTORAS
 

Av.Santa Fe 951-6 0 piso (1059) CAPITAL FEDERAL
 

PLUS MEDICO
 

Lavalle 1759-7*piso-Dto.A (1048) CAPITAL FEDERAL
 

FAMYL S.A.
 

Rivadavia 143 (6000) JUNIN
 

SAN ISIDRO SALUD
 

Chacabuco 311-1 0 piso (1642) SAN ISIDRO
 

SANTA CLARA S.A.
 

La Tablada 117 (5000) CORDOBA
 

PREME
 

Bolivar 55 (5000) CORDOBA
 

OBICE S.A.
 

Av.Callao 1014-8*piso (1023) CAPITAL FEDERAL
 

PLAN CIMA
 

NACIONES UNIDAS 109-BO.PARQUE VELEZ SARFrELD (5016) CORDOBA
 

CIPAC
 

Jos6 Marmo] 65 (1183) CAPITAL. FEDERAL
 

PAMPA (11OSPTTAL BRITANICO)
 

Perdriel 36 (1280) CAPITAL FEDERAL
 

PREMEDIN
 

Venezuela 1296 (1095) CAPITAL FEDERAL
 

AMID S.A.
 

Maip' 62-4*piso (1084) CAPITAL FEDERAL
 

(12)
 



FRE :ED
 

C5rdoba 1872 CAPIAL
(1120) FEDERAL 

%.,LI_. c S,*INZA CRULZ 

San Cruz 2183 (1232) CAPIDAL FEDERAL 

O~A~cA; MIDICA DEII SUR 
15 :e noviembre 1263 (1130) CAPIECAL FEDERAL 

San:-agD 1152 (4000) rucu,.:A.: 

an Ye 1503 .oSA.R!j 



ANNEX 3 : BRAZILIAN H.M.O. STUDY 

1 OCTOBER 1984 

HOSPITAL CORPORATION OF AMERICA 



.'M.O, NE ANZI .YE..CITTES SERVED 5CF VEY ?AANEERS 'TYPELS OF FLANS 
 'NR.OF EMPLOYEES COMERCIAL SECTOR!PROJECTED IST SE-!
 
.OERA -'COVERED 


(FRON/TO)r DISTRIBUTION 
 HESTER

TIM !'OP.CONS./ADMISS.
 

' - - - - - - - - - - - ­

-S E SEV. SSIST. Er.ENPRESARIAL SlC.LTDA. 05 tPAULO SARIENTO SOBR.DIRE- STANDARD 1 
 1000 5000 FRIMARY: N.A. 6360 126
FRACA SiNIM9U,NR.9I,CENTRO -MACEIO 
 TOR-PFESIDENTE (SIOPUIM.) 
 SECONDARY: N.A.
.TE.E.NE:223-;4I7 
 IAR1OSTO DE MACEHO lDIRE-
 TERTIARY: N.A.

M CEIO 
 TOR TECMiCO (MEDICO)
 

tZENILDO DA S.SARMENTO IDI-

TCR FINANCEIRC (MEDICO)
 

IISRAEL US1E9EITO IDIRETOq
 
ADMIiISTRATiVO (ADMEKFR.)
 
PEDRO A.DE OLIVEIRA FILHO
 
DIRETOR MEDICO (VEDICO)
 
M ARCOS A.DE P.W II3/ SO-

CID UDTISTA (NEDICO)
 

(1)ONLY OUTFATIENT CARE
 

CITIES SUFVEYED INTHE STATE: 01
 

RATES CHARSED INTHE STATE:STANDARD-FROM:CR$ 
 8000
 
TO:CRS 10oQO
 



H.?.O. NE D £IT:ES EEFVED !VERF ' F:EY MANAGERS 'TYFE5 OF PLANS 'NR.OF EMPLOYEES 'COMERCIlL SECTOR'PROJECTED IST SE-1
 

O.
--- ON .. COVERED (FROITO' DISTRIBUTION MESTER 
'OP,CONS./ADMISS.
 

- U MD LTB.MED.4 IND. E COMERCIO 
 10 :IAIAS DOS S.ALE IDIR.PRE- STANDARD 
 1000 5000 PRIMARY: N.A. 18444 365
FUlM4JOP CGRIEL, hR.627, CENTRO -MANAUS 
 SIDENTE (WEDiCO) EXECUTIVE 
 SECONDARY: N.A.
TELEFONE: 234-5293 
 IWILSON DOS S.ALE I DIR.AD- TERTIARY: N.A.
 
M NISTRATIVO (lEDICO}
 

-SME SERVIC0 DE MEDICINA DE GRUPO LTDA. N.A. ITARCISlO .DE CARVALHO N.A. N.A. N.A. PRIMARY: N.A. N.A.
FUA TEREZINA, NR. 2q, ADRIANDPOLIS - GERENTE ADMFIN. 
N.A. 

SECONDARY: N.A.
 
MAAUZ 
 ANTONID C.R.MOTA /DIRETOR 
 TERTIARY: N.A.
TELEFONE: 214-,001 
 NEDICC (NEDICO)
 

MANAS
 

-EAMEL SERV.DE ASSIST.MED.HOSPITALAR LTDA. 
 N.A. ;ALBERTO NIRANDA /DiR.ADN. N.A. 
 N.A. N.A. PRIMARY: N.4. N.A. N.A.
AV.JY UI NAKU'l, NR. 1755, CENTRO- MANAUS 

SECONDARY: N.A.
TELEF.NE:232-8491 E 232-325; 
TERTIARY: N.A.
NANAUS
 

-SEMi' SERV. MED.A IND.E COM.DO AMAZONAS LTDA N.A. 
 fHEYDER L.PINAGE /DIRETOR N.A. N.A. N.A. PRIMARY: N.A. N.A. N.A.
;M"ZONm3 rLINICAS E UREENCIAS MEDICAS LTDA. 
 (MEDICO) 
 SECONDARY: N.A.
AV.PEDRa TE11EIPI, NR.185, 0.PEDRO I-PARAUS 

TERTIARY: N.A.
 

TELEFONE:2TE-13711
 

NANA Sl 

CITIES SURVEYED INTHE STATE: 01
 

RATES CHARSED INTHE STATE:STANDARD-FROM:CRI 
 11000
 
TO:CR$ 16000
 

EXECUTIE-FROM:CR$ N.A.
 
TO:CRS N.A.
 



----------------- ----------------- ----------------- -----------------

H.M.O. NAME AND CITIES SERVED YEARSOF I VEY MANAGERS 'TYPES OF PLANS INR.OF EMPLOYEES :COMMERCIAL SECTOR'PROJECTED IST SE-' 
.OPERA -
ITION 

' 
' 

. '-----.!COVERED (FROM/TO)' DISTRIBUTION MESTERP.CONS.IADMISS. 
------------------------------- --------------------------

-CLINICA SANTA CECILIA LTDA. 

AV.SETULIO VARSAS,NR.66T, CENTRO -FEIRA DE 

SANT4 


TELEFONE: 221-5020; 221-1290 

FEIRA DE SANTANA, SALVADOR
 

-PREVINA CLIN.DIAG.l MED.PREVENTIVA LTDA. 

RUA EARAO DE LCETO,NR.21, GRACA-SALVADOR 

TELEFONE: 237-1 122;245-6197;235-8263 


SALVADOR, ALAGOiNFHAS, CAMACARI. CANDEIAS, CA-

TU, FEIRA DE SANTANA, ILHEUS, SAO SEBASTIAO 

DO PASSE, SIMOES FILHO 


-PROMEDICA PROT.MEDICA A EMPRESAS LTDA. 

AV.7 DE SETEMERO,NR.1S.3,VIToRIA- SALVADOR 

TELEFONE: 247-4611 


SALVADOR,CATU, SAO SEBASTIAO DO PASSE, SIMOES 

FILHO, CANDElAS, CANACARI, VITORIA DA CONgUIS 

TA, CRUZ DAS ALMAS 


-SAMES SERV.ASSIST.MED.DE SALVADOR LTDA. 

CENTRO EMPRES.IELUATEMi,II-CJ.101,PITUBA 

SALVADOR 


TELEFONE:244-5177 

SALVADOR, CAMACARI 


04 


08 


15 


17 


CITIES SURVEYED INTHE STATE: 12 
 (VIDE SANESF -EST.PE)
 

RATES CHARGED INTHE STATE:STANDARD-FROM:CR$ 17000 
TO:CRS 22000 

P.P.O. : N.A. 

EXECUTIVE-FROM:CR$ 75000 

TO:CRf 82000 

IEVANDRO FERRAZ MELO /DIRE 

TOR MEDICO (MEDICO) 

IHERCULES CUSTODIO BRAGA / 

DIR. FINANCEIRO (MEDICO)
 

tEDSON DA S.TELES (MEDICO) 

IGERALDO DE A.SERRA (MEDI-

CO) 


IROPERTO DA SILVA VIEIRA(AD
 
MINISTRADOR)
 
tJOSE NEVES FILFO (MED!COi
 

IJORGE VALENTE F!LHO / SU -

F'ERINTENDENTE (MEDICO) 

IGUILHERME H.S.MARTINS /01-

RETOR HOSPITALAR (MEDICO)
 

IERALDO D.M.COSTA /DIRETOR
 
MEDICO (MEDICO)
 

tNATERCIO F.DE SOUZA /DIRE-

TOR MEDICO (MEDICO) 

MIEUEL J.M.LESSA /DIRETOR 

ADnINISTRATIVO (MEDICO)
 
IROBERTO DE O.NASCIMENTOIDI
 

RETOR FINANCEIRO (MEDICO)
 

STANDARD 1000 5000 PRIMARY: N.A. 31800 630 
EXECUTIVE SECONDARY: N.A. 

TERTIARY: N.A. 

P.P.O. 5000 10000 PRIMARY: N.A. 12720 .252 
SECONDARY: 	N.A.
 
TERTIARY: N.A.
 

STANDARD 25000 N.A. PRIMARY: N.A. 349800 6930
 
EXECUTIVE SECO ' ,:N.A.
 

TERTIARY: N.A.
 

STANDARD 5000 10000 
 PRIMARY: N.A. 46640 924
 
EXECUTIVE 
 SECONDARY: N.A.
 

TERTIARY: N.A.
 

http:SERV.ASSIST.MED.DE
http:LCETO,NR.21


---------------------- ---------------------------- ---------------- ---------------- ----------------- -----------------

H.M.O. NAME AND CITIES SERVED !YEAR'OF KEY MANAGERS !TYPES OF PLANS 
 !NR.OF EMPLOYEES !CONMERCIAL SECTOR!PROjECTED IST SE-! 
'OPERA-!------- ...... =------... !COVERED (FRON'TO)! DISTRIBUTION N
NESTER
!TION 
 I I 'OP.CONS./ADRISS.
 

CEARA
 

-A EC-GRUPO DE ASSIST.MED.EMPRES.DO CE.LTDA 
AV.13 DE MAIO,NR.1251,FATIMA -FORTALEZA 
TELEFONE: 227-3622 

07 IRUY LIBORI9 FEITOSA /DIRE-
TOR BERAL (MEDICO) 
IALDEMIR C.DOS SANTOS /DIRE 

STANDARD 
EXECUTIVE 

10000 25000 PRIMARY: -.-

SECONDARY: 55Z 
TERTIARY: 451 

(1)4I103(t) 1108 

FORTALEZA TOR MEDICO (MEDICO) 

-SAMEG-SERV. DE ASSISTENCIA MEDICA ESPECIAL 
DE GRUPO LTDA. 
AV.SOREANO ALPUQUERQUE, NR. 896, ALDEOTA -
FORTALEZA 
TELEFONE: 227-9511 

FORTALEZA 

10 1ILAILSON S.OE ARAUJO (TEC. 
ADMINISTRACAO) 
:JOSE EDUARDO DE C.GONCAL-
VES (MEDICO) 

IREGINPLDO N.MNRQUES (TEC. 
DE CONTABILIDADE) 

STANDARD 10000 25000 PRINARY: N.A. 
SECONDARY: N.A. 
TERTIARY: N.A. 

($)ACTUAL DATA SUBMITTED BY H.M.O.
 

CITIES SURVEYED INTHE STATE: 01
 

RATES CHARBED INTHE STATE-STANOARD-FROM:CR$ 17000
 

TO:CRl 22000
 

EXECUIIVE-FROM:CR$ 75000
 
TO:CR$ 82000
 



------------------------------- -------------------------- ----------------- ----------------- ----------------- -----------------

-------------------------------------------:
-------: -------------------------
: ----------------: ----------------: ----------------
: ----------------:
 
H.M.D. NAME AND CITIES SERVED 
 IYEAROF I KEY MANAGERS 'TYPES OF PLANS 'NR.OF EMP!OYEES ,rI1ERCIAL SECTORIPROJECTED 1ST SE-1 

!OPERA ­ 'COVERED (FROM/TO)! DISTRIBUTION NESTER
 
!TION 
 'OP.CONS.IADMISS.
 

DISTRITO FEDERAL 

-PRO-SAUDE SERV.MED-HOSP. DE BRASILIA S/A. 
SCRS 513-BL.A-LOJAS 5 & 6,PL.PILOTO- D.F. 
TELEFENE: 243-8787 

02 *WALBRON STECKELBERO I SU -

FERINTENDENTE (MEDICO) 
INERI J.BOTTI/D1RETOR ADMI-

STANDARD 
EXECUTIVE 

10000 25000 PRIMARY: N.A. 
SECONDARY: N.A. 
TERTIARY: N.A. 

40280 798 

BRASILIA, ANAPOLIS (60) NISTRATIVO (NEDICO) 
lELITO3 G. VAI /DIRETOR Fl-
NANCEIRD (ADVOGADO) 

9M4RCELO R.DE LUCENA /DIRE-
TOR DE MARKETINS (PUBLICI-
TARIO) 

-COMEPA S/A. SERVICOS MEDICOS 
S.R.T.S.D. 08 NR. 50 - BLOCO "B'1021132 -

PLANO PILOTO - DISTRITO FEDERAL 

02 IFLAVIO CAUTELLA /DIRETOR 
PRESIDENTE (MEDICO) 

1FRANCISCO DE P.CLEFFI /DI-

STANDARD 
EXECUTIVE 

N.A. N.A. PRIMARY: N.A. 
SECONDARY: N.A. 
TERTIARY: N.A. 

N.A. N.A. 

TELEFONE: 223-5025 RETOR SUPERINT. (LEDICO) 
BRASILIA, SOBRADINHO !NELSON V. DE PAULA / DIRE-

TOR CLINICO (MEDICO) 
IANTONIO J. VOLPI /OIRETOR 
FINANCEIRO (ECONONISTA) 

-AMH ASSISTENCIA MEDICO-HOSPITALAR LTDA. 
SEP/SUL GUADRA 710/910 -LOTE "B'- DISTRITO 

06 IVIETE DE FREITAS IDIRETOR 
GERAL (NEDICO) 

STANDARD 
EXECUTIVE 

1000 5000 PRIMARY: N.A. 
SECCDARY: N.A. 

N.A. N.A. 

FEDERAL TERTIARY: N.A. 
TELEFONE: 244-2548 E 244-884 

BRASILIA
// /"I /I //// /H//UU /U//U UUl/ UUi ///////////HilH l U i1 lU / [ U~ 

CITIES SURVEYED INTHE FEDERAL DISTRICT: 02
 

RATES CHARGED INTHE FEDERAL DISTRICT - STANDARD : FROM - CR$ 10000
 
TO - CRI 24000
 

EXECUTIVE: FROM - CR$ N.A.
 
TO - CR$ N.A.
 



H.M.D. NME AND CITIES SERVED 
 !YEAfOF ! KEY MANAGERS 'TYPES OF PLANS 
 'NR.F ENPLOYEES !COMPERCIAL SECTDR!PROJECTED 1ST SE-!
!OPERA - = =------!COVERED
!TION ' (FROG/TO) DISTRIBUTION
,- ' ESTER
I 
 'P.CONS.ADMISS.
 

ESPIRiTO SANTO 

-GRUNED - GRUPO MEDICO LTDA. 
AV. DES.SANTOS NEVES, NR 837, P.DO CANTO -
VITORIA 

TELEFONE:227-2906; 227-2044; 227-2686 
VITORIA, COLATINA,LINHARES: CACHOEIRO DO ITA-
PENIRIM 

05 ICELSO ANTONIO /SUPERINTEN-
DENTE (MEDICO) 

tLUIZ A-.BHUNES /DIRETUR FE 

NANCEIRO (MEDICO) 
ITHAURAR H.B.ANTDIO /DIRE-
TURA PRESIDENTE (MEDICA) 

STANDARD 5000 10000 PR!ARY: NA. 
SECONDARY: N.A. 
TERTIARY: N.A. 

N.A. P.A. 

-SANES SDC.ASSIST.NED.DO ESP.SANTO 
AV.LEITAO DA SILVA, NR.181-PRA!A DO SUA 
V!TORIA 

TELEFONE: 227-1657 
VITDRIA, COLATINA, CACHOEIRO DO ITAPEMIRIN, 
LINHARES 

N.A. 1HAYLSON L.JUNGER/DIRETOR 

FRESIDENTE (MEDICO) 
$TARCISIO J.LAHUD /DIRETOR 

TECNICO (qEDiCO) 
SCLEIDE m.RILLO /DIRETORA 
ADMIN,(ADH.POSPITALAR) 

STANDARD 

EXECUTIVE 
1000 5000 PRINARY: 5.2X 

SECONDARY: 42.21 
TERTIARY: 52,6% 

(1)14020 (1) 249 

-SEMIC-ES SERV.MED.A IND.E CON. DO E.S.LTDA. 
R.CARLOS MOREIRA LIPA,NR 275,FERREIRA - VI-
TORIA 

TELEFONE: 227-7599; 227-0202 
VITORIA, CDLATINA, LINHARES, CACHOEIRO DO ITA 

06 ;SYLVIO R.DE F.CO^TA /DIRE-
TOR PRESIDEN1TE (MEDICO) 

tRDNUALDO GIAURODOLI ISUPER 

INTENDENTE (DENTISTA) 

STANDARD 

FREE CHOICE 
5000 10000 PRIMARIO: N.A. 

SECUNDARIO: N.A. 
TERCIARIO: N.A. 

44090 873 

PEFIRIH 

(li ACTUAL DATA SUBMITTED BY H.M.O.
 

CITIES SURVEYED INTHE STATE: 04
 

RATES CHARGED INTHE STATE-STANDARD:FRON: CR1 
 11000
 

TO: CR$ 15000
 

EXECUTiVE:FR0N:CR$ 
 N.A.
 
TO:CRi N.A.
 

FPEE CHUICE:FROM: CR8 N.A.
 
TO: CR$ N.A.
 



---------------------------------- -------------------

H.M.O. NAME AND CITIES SERVED 
 YEAR OF ! KEY MANAGERS TYPES OF PLANS 
 NR.OF EMPLOYEES 'COMMERCIAL SECTOR!PROJECTED IST SE-!
 
'OPERA 
 '--- -- !CO'.ERED (FRON/TO)i DISTRIBUTION ! NESTER 
!TION 
 I !DP.CONS./ADMISS.
 

:--------- -----------­ . . . .: . . . . . .-- -- - - - - ----- -------..6OIAS 


-OIASCLINICAS EMPREEND.SOCIAIS SIC.LTDA. 
RUA 9-A, NR 80, AEROPORTO -BOIANIA 
TELEFONE: 223-3673 

GDIANiA, ANAPOLIS 

11 

-MATERNIDADE E HOSPITAL S.JUDAS TADEU LTDA. 
AV.HONESTiNO GUIMAR.ES, NR. 810 -CAMPINAS 
GOIANIA 

TELEFONE: 223-7875 
GOIANIA 

02 

-SAMED nSSIST.MEDICO HOSPITALAR LTDA. 
RUA 25-nNR 336,AEROPORTO -601ANIA 
TELEFbNE: 224-0522 

6OI"11A, ANAPOLIS, 

It 

CITIES SURVEYED INTHE STATE: 02 

RATES CHARGED INTHE STATE-STANDARD: FROI:CRf 

TO:CR$ 
12000 

16000 

EXECUTIVE:FROH:CRS 

TO:CRf 
24000 

30000 

IELIANA S.FROTA (DIRETORIA 
FRESIDENTE (MEDICA) 

WVALERIA FROTA /DiRETORA SU 
FERINTENDENTE (MEDICA) 

STANDARD 
EXECUTIVE 

3000 10000 PRIMARY: N.A. 
SECONDARY: N.A. 
TERTIARY: N.A. 

IBO0 630 

ITERI7NHA DE J.A.ABREU/DIR 
PRESIDENTE (MEDICAl 

tPAULO S.V.M.BRITO /DIRETOR 
MARKETING (REDICO) 

STANDARD 
EXECUTIVE 

1000 510C PRIFARY: NA. 
SECONDARY: N.A. 
TERTIARY. N.A. 

16960 336 

tFILEMON DE CASTRO /DIRETOR 
FINANCEIRO (MEDICO) 

ILU2'A.D ESANTO /DIRETOR 
ADMINISTRATIVO (NEDiCO) 

9DOW!NGOS B.CORDEIRO FILHU 
DIRETOR TECNICO (KEDICO) 

SGETULIO P.DE ARALJO /DIRE-

TOR (qEDICO 

STANDARD 5000 10000 PRIMARY: N.A. 
SECONDARY: N.A. 
TERTIARY: N.A. 

42400 040 



------------------------------- ------- -----------------------
-- - ----- ---- 

H.M.O. NAME AND CITIES SERVED 
 !YEAR6OF rEY HANAGERS 'TYPES OF PLANS 
 !NR.OF EMPLOYEES 'CONMERCIAL SECTOR!PROJECTED IST SE-!
!OPERA ­ '--- -CVERED
'CO (FROM/TO)' DISTRIBUTI N 
 fMESTER
'TION ! 

Pur. uiUS. 

: ------ ---------- ---. cCRS A1 ,SMARA NHA --- ------------ ------------ ----------------
- - .--- - --------------­

-ATENDINENTO MEDICI DE EMPRESAS LTDA. 
 04 :ANTONIO A.CASANOVAS /DIRE- STANDARD 1000 5090 
 FR!MARY: N.A. 10600 210
AV.MAGALHAES DE ALMEIDA, 4R.195,CENTRO-
 TOR FINANCEIRD (MEDICO) 
 SECOUDARY: N.A.
SAO LUIZ 
 *CARLOS A.HEIRELES /DIRETOR 
 TERTIARY: N.A.TELEFUNE: 222-5470, 222-6653 
 CLINICO (MEDICO)
 
SAO LUIZ,
 

CITIES SURVEYED IN THE STATE: 01
 

RATES CHARGED TN THE STATE-STANDARD :FRON:CRS 
 11000
 
TO:CRS 16000
 



--------------------------- - -- ------------------ ------------ - - ---- - - - -- - - - - - - - - - - - - - - - -

H.M.D. NAME AND CITIES SERVED 'YEAR50F I 
 KEY MANAGERS ITYPES OF PLANS 
 'NR.OF EMPLOYEES !CONMERCIAL SECTORIPROJECTED IST SE-1
!OPERA 
 'COVERED (FROHfTO . DISTRIBUTION 
 N
NESTER
.T... 
 -
 !OP.COUS./ADMISS.
 
~~~~~~~~~~~~-----------------------
-


- - -
SAMI SERY.ASSIST.MED.IrTEGRADO S/C LTDA. 1/2 QOE A.HUNES /DiRETOR PRE- STANDARD 1000 5000 PIMRY: N.A, 7910 157 
AV.GETULIO VARGAS, NR. 
TELEFONE:0322-8647 

IIABA 

1346,CENTRO-CUIABA SIDENTE (HEDICO) 
tANA M.MARTP43 !DIRETO9A 

A.FINANCEIRA(ECOROMISTA) 

EXECUTIVE SECONDARY: N.A: 
TERTIARY: N.A. 

tTHOGO P.DA SILVA /DIR.VICE 
FRESIDENTE (nEDICOI 

;IDVALDO N.PEREIR4 /DIRETOR 
CLINICO (MEDICO) 

TIE SURVEYED INTHE STAE :01
 

TES CHARGED INTHE STATE-STANdARD :FROD:CRi 
 12000
 

TO:CRS 17000
 

EXECUTIVE:FROn:CRI 
 24000
 
TO:CR$ 30000
 

N 



H.P1.O. NA E AI;CITIES SERVED 
 !YEA'OF ' 
 KEY MANAGERS 'TYPES OF PLANS 
 !NR.OF EHPLOYEES 
 'COMMERCIAL SECTOR'PROJECTED IST SE-'
'TIO. 


................ - -
OPERA - = =_i COVERED (FROWITO). DISTRIBUTION , ESTER 

I 'OP.LGNS./ADMISS. 

MATO GROSSO DOSUL - - - - -----------------:................ -"- - - -
-CENTRO MEDICO LTDA. 
RUA 15 DE NOVEMBRO, NR. 965 -CAMPO ERANDETELEFONE: 624-7254 

CAMPO GRANDE 

06 ILUDE S.CACAO IDIRETOR CLI-

NICO (NEDICO)IJOAO E.A.ESILVA /DIRETOR 
RAADMINISTRATIVO 

{MEDICO) 

STANDARD 1000 5000 PRIMARY: N.A. 

SECONDARY: N.A.TERTIARY: N.A. 

21200 420 

FERNANDO J.FERREIRA /DIRE-
TOR FINANCEIRO (MEDICO) 

CITIES SURVEYED IN THE STATE: 01
 

RATES CHARGED IN THE STATE-STANDARD :FROM:CRS 
 12000
 

TO:CR$ 17000
 



--------------------------------------------: - -.-. . .. . .. .. . .. .. . .. .
 P G . 1 

CITES .'"Y 
 'YEARS2-,, KEY ANASER3 'TYPES9 PLANS .A. E.. - =t :=::z===: E LOfES 'C0MERI.i SE:YTOR'PROJECTED':=:== - IST3E-':=z=== 'COVERED tFPORiTD)' DISTRIBUTICN I MESTERP

'T... . . . .
 'OP.coRS./ADMISS.
 

-CLINI74 SW JL!PAST SE TTSTST.L TEO!.HOS- 04 
FITRL-'5.C. LIDA. 

F L O R I A N, 3 OU A . 1.- , FO P TI 

TELETPE: 4=2-I2:1 

-;'* A3r5';E rjA E:ICA SPITALAR L!T0. 20 
CA AI E5,N?. 2125- LOUULES 

TELE;OE: 37-0237 

EELEHlZ0NTE 

-'10C 5SISTEN IA E0'Cr A INDUSTRI, E COPER 13 
CI2LT,. 
R.FEN T7EET:!P14NP,N.503, SAVASSi - ELO 
KCPIZONTE 

ELEF3NE:223-22I I 

K;C WC-IZONTE, CONTASEM, SANTA LUZIA, ESPA­
7IN ,
;zIA!;ITNO-A!l?' 

LTi. PRL7NTO
- 'L!NS SEC0YO 09 

RV. i.FECTD
i, N; 645-FsAFULHA 

TELErTE; 41!-67C9 


T
EDLT ZPZ1NE 

-rTITAL PELO HORIZNTE 02 


^V.NTNIT CARLES, NR. l64 -BELO HORIDONTE 

TELEFES: 114-196 


FELC CTIZCNTE 

- ;SI;IS SAREUNIKS 11 

'_.FENcnPEN., NR.:033, SAVASSI-SELO HORI-


2;NTE 


TELEFC4E:2?4-T444 


SELEHO;!ZCNTE, S EYH 

-SDE!SEAICT3 DCASSIETENCIA 1EDICA 14TE- 13 
E:L Lr^). 


-

TELEFT2E: -'7C9 

P 21IiF, NZ. 24, LOURDESP.HORIZ3TE 

BEL'PTIZONTE, CCrT1.Eq
 

-T ICDSAECW A INDUSTRIA E CORER- O.. 


CIT TE E TEFAIS S/C. ICC?. 
0A. Cia, . SA12-!JASSI 

EEL' :;IZNIE 

tFER4AND] P.04 ROCw4,FILY2 

EI.BERENTE (MEDICO 


t -VCMH .E R I P V O L E R I / D 1 . 

TEEhCC !MEDICCJ 
ILFO4RE4A 13 / DIRETOR 

CCMETC!A4LPEOICO)
 

3%.VX
IWI9 IDIRETOR 


CLINIC0 (DEICO) 

UEJSEE.DCALMEIO /IOeTJR 

FFESIDENTEMECIEO) 

STANDARD 


EXECUTIVE 


STAWLO 


ILIMIRIO DE A.MELO /DIREETOR
 

CLINICEO
(MEDICO)
 
IEWALDOC.G.DA SILVA 1DIR.
 
ACMINISTRATIVD (MEDICD)
 

IFER11RN"DO A.[.ROCHA /DiR. 

MEDICO FEGiONAL (MEDICO) 

PEULER C.CHA ES tOIR.Al!.RE 


61NAL fACX.EMP.ESAS; 


ICELESTIJ MARqA VOIRETOR 

ELINICO (MEDICO) 

ITACITO
B.MARR4 /ADMIu!STRA 

DOR (EXECUTIVO) 

SCASSIO SEW.KARRA /DIRETGR 
CLINICO (MEDICO) 

IN.A. 


ILCILIO C.D.VIEIRA tDIRE-

TORFRESICENTE (MEDICO) 


ILEYLA H.VIEIRA IADKdNISTRA 

DORA
 

STANDARD 


EXECUTIVE 

P.P.O. 


FREE CHOICE
 

STANDARD 

EXECUTIVE 


STANDARD 

EXECUTIVE 


STANDARD 


EXECUTIVE 


IJOSER. CIST!L'J'DIR.TE2.STANDARD 

MELIT3 
 .F.D. 

IY A M.C.CA4T!;43 IODA.V FREE CHOICE 
N!S1. TCM.EYTTEETSI 

IJOSEA.F.CO'41)R.AO'I- STA!TARD 

NISTFTiVT !EDICO) EXECUTIVE 
t]S= F.TJ3SI '1IRET31 IECl 

C CEICT 

1000 


P1.A. 


25000 


N.A. 


500 

5000 


N.A. 


N.A. 


5010 PRIMARY: N.A. 
SECONCAY: N.A. 
T E T I A R Y : .A. 

11728 233 

N.A. PRIMAmY: 1.51 

SECONDARY: 43.51 
TERTIARY. 5.0O 

N.A. N.A. 

50000 PRIMARY: 2.71 

SECONDARY: 69.81 
TERTIARY: 27.51 

SEE AM1lO DATA 

N.A. PRIMARY: 2.01 
SECONDARY: 42.51 
TERTIARY: 55.51 

N.A. N.A. 

i-CT PRIMARY: 3.01 

SECONDARY: 17.01 
TERTIARY: V0.01 

N.A. N.A. 

10000 PRIMARY: 2.71 
SECONDARY: 65.8Z 

TERTIARY: 27.51 

16960 336 

N.A. PRIMARY: -1.81 
SECONDAFY: 40.61 
TERTIARY:51.6! 

N.A. N.A. 

N.A. PRIIARY: 2.7Z 

SECONdAPY: 69.81 
TERtIARV:27.51 

N.A. N.A. 

http:tOIR.Al!.RE
http:CCrT1.Eq


H.R.C. NAMEANDCITIES SEVE( 'TEAS GF 
 rEV MAM S 'TYPESDF PLANS 'KR.r E1FOYEES 'COMERCIAL SECTURPROJECTED 1STSE-1 
.=== PERA - ===z======== 
 'OED 
 - I'TION ICERED TR TOI STRIpUTIc YTSTER 

................................................................-
MINAS GERAIS. ......... 0P.C9NS.(ADtISS.
:........ --------- -----------------
..........................--------­

-.V CLi)(I-AS. . E.C:LI.. ,LTl. 
07 IRICAR,3 A.R.PEREIR /DIRE- STAIDARD (vj 1000 
 5000 PRIMARY:
10.01(il !55
REATEIFILO C*Ory:Q. 269,CENTRO -GnVERNA TC;MEDICO ! 
 SECONDARY:
12.0!
C V-LA;ES IMARCIO J.R.PREIR4 lOIRE- TERTIARY:7B.0Z
TELEFT.E:3,-013;; ?,O-r.649 TORADPINISIRATIVO (EiGE 
-

VERRCOR V'AL4nRES *Elko) 

FEIAFSS UENCI.A ..p.R.SAS LT0. N.A. SALISI-3 FLLET /0IRETOC STANDARD;RAD.1 2500 N.A. PRIMARY:2.7Z 57240!.76, 11341A'VICENTI"- JUII DE FFESIVENTE (MTDICUO EIECIJTIVE
FCFR 
SECOIDARY:29.5
 

2
212--I16 E 212-3521 
 TERTIARY:
27.51
 
,JU3ZCE FICTA
 

...... FC ....
.CTCVT3.OI
E IC~1 04 
 ILUIZr.EDIvA /DIZETOR PRE STIDARD 5000 50000 PRIMRy: 4.A.INESTEFIA,.. ,ENFICA -JlZ Dt 14940 294SEINTE MEDICO) SCONARY: N.A.FCf. 
 WRSERICzI. C.PTETEL '1- TETIDARY:N.A.
 
TELET!,E: 
 TU3CIANIC! DICO. N


JU1i1E FCRA,I EE-DC-T.lAlESrE!4STI.0r -IRTONA EL / 

-SAFE' LTA. SEFV. DEASSIST.MEl. A El5RESpS 
 CA JSE S.PE!RA /DIRETCR STNC-VAIll 
 1ow 500 PRIMRY: N.A. 10600RUACEL.CCMICIAN.1, 210
li.I11- CENTOa FESICENTE (1ICOS
 
,WALfECYA.S.CIA ISEC'ETA- TERTIARY:".4. 

721-2174 

ItRIAE 

TELEFCNE: RIO (ME!O)N
 

IJOSE4.6OMESITESXJ01RU 

- !#iAJj,-,AjDlq LTDA. 09 ICELSO F.PEIOZSA /IPE-OR STANARD In
[1 
 0 50m0 PRIPARY:AV.JCA3 FIN E!T, NR.76C, CEdTRO N.A. 16960-;RtLAm- FVFSIErKTE (IPEDICT:
114 SEONARY: 4.4.IFAiLLR.3-LD"A3 ! OIRTO 
 ECONARY:N.A.
 
TE E.CWE:5-45 F'XEIR TERTIARY:
N.A.
 

UPELAT:!A
 

-TROv-SACCE
PE.3V.D. 
LA3TLU. 07 IJlSE N.O0C.5A4105/DIRE- STMMAA.J7AC FImERO, NT.I0H8, 1000 5M0 PRIMARY:N.A.CERTR5-UEERAJ- 16760 336
TOP Ir0ICS 


014 
 11411441AR:Y: .A. 
TELEFO : 235-4726 TERTIAY: N.A.
 

U'ERLANDIA, IUMAR4A1
 



Ha.... ir- 0,0%CITIES SERVED !YEARS OF! 
FERA 

ITIO4 


IM!4S GERAIS
 

-SER ED SERV.ME.USERLNDIA SIC. LTDP. 06 

AV. CES;R1O AULWN, 15.265, CENTRO-LBELAN-

DIA 

TELEFoNE: 275-4f00 

UBERL-DA 

M ONLY OUTFATIENT CARE
 

(1*)ACTI.A 	 SU" ITTED BY H.M.O.
 

CITIES SURVEYED 	'1THE STATE: 13
 

RATES CHAREED INTHE STATE- STANDARD (I)- FROM 'CRS 

TC :CR$ 


STANDARD - FROM :CR$ 

TO :CR$ 


EXECUIiVE - FUOM ,CR$ 
TO :CR$ 

P.P.G. 	 - FROM :CR$ 

TO :CRS 


FREE CHOICE - FROM :CR$ 

TO :CRI 


KEY NANAERS 'TYPES OF PLAN43 ,R.n. EMPLOYEES 1COMMERCIAL SEC-ORIPR.icTE IST Sr­
.COVERED (FROMITO)!' DISTRIBUTION PESTER
 

'OP.CGNS./AD4ISS.
 

:DEMIO C.SANFOS /DIRETDR AD STAN'DARD (1) 5010 10000 PR'MARY: N.A. 160 -. 
MINISTRATIVO (MEDICO) SECONDARY: N.A. 

IDIVANIR E.BAR:ELO3 !D!RE- TERTIARY: N.A. 
TOR CLINICO (MEDIEO) 
MIVONE P.R.SANTOS /DIRETORA 

N.A.
 

N.A.
 

7000
 

20000
 

16000
 
45000
 

25000
 
50000
 

4000C
 
90000
 



---------------- 

-------------------------.------------------
: ------- : ------------------------- : ----------------: : ---------------- : -----------------..

H.M.O. NAE ND CITIES SERVED ,YEAR5OF . EY MANErS 'TYPES OF PLANS 
 'NR. EMPLOYEES 'COMERCIAL SECTCR'FFOJECTED 1ST SE-, 
- A - COVERED !F3o1'TO" D SP,:?UTN . MESTER I'TION 
 'OP.CONS.lDISS. 

PAPA
 

-CL CLIL .T. CNT'AN. LTD'. % !EPESTO DJ3S.C43D3SJ /D-- STANDARD 
 11W0 5000 PRIMARY: N.A. 12190 242rLrELA, Sr. 4,UMARIPEL -FELEN 
 TOP CL.NICC (VEDICn) N.A.SECONDARY:TELEF1,1.: 22-,)06 tiA R.DE i,ARD330 !3IRE 
 TERTIARY: N.A.
 
BELEM 
 TC A EEPAL (EE!C 1 

;JOSE V..PEREIRA IDIRETOR 
FIrN4CEF0 iIpn ISTR.AuOR) 

-PROTE. E3.. T.MEDICA A SAUDE LTDA. 04 ICEOR3ES 3ir.' !DIRETOR AD 
 STANDARD 
 1000 5000 PRIMARY: N.A. 31800 630
AV. ..... JOSE 
 ILCHER, NR.1199, NAZA- CIMERCIAL (MEDICOI 
 SECUNDARY: N.A.
FE -?ELE 
 INEMER FRAiHp FILHO /DIRE-
 TERTIARY: N.A.

TELEFENE: 22-e2; 2:4-1572 
 TOR CLINICO (MEDIED)


PELEM 
 tAR' INDO J.P.0IAS !DIRETOR
 

FINANCEIR0 (MEDICO)
 

-S.ES-SERV .DE ASSIST.MEDICA EM BERAL 11 ,ANJULPHJ MATTOS /DIR.ADM. 
 STANDARD 1000 
 5000 PRIMARY: N.A. 25001 495AV.EENER-LISSIMO DEOCDRO, NR.511, UFARIZAL 
 (AD5.EMFFESAS) 
 SECONDARY: N.A.
BELEM 
 ILEONI F.DE rATT93 /DIR.GE-
 TERTIARY: N.A.

TELEFONE: 222-1118 E 222-4692 
 RAL (MEDICO)


BELEM 
 ILANDOLDO F.DS MATTOS /DIR 
FINANC. (PEDiCO) 

tLANDRI F. DE MATTOS /DIR. 
TECNICO (MED!CO! 

ILAIERCIO F.DE MATTOS IDIR. 
P.5OC. (MEDiCO) 

CIlIES SURVEYED INTHE STATE: 01 

RATES CHARGED IN THE STATE-STANDARD :FROM:CR$ 13000
 

TO:CR9 20000
 



H.P.C.
NWE A4 CITIES SEFVED 0ETF EY ?WES TYFESOF PLANS 'NR.TF EP'FLOYEES SHCTCR'FR!ETED ISTSE­;C0TMEF!;iL 
=-' -- - - -= C *1ERED(FROMITO) DISTRIJTIOI PESTER 

ITION 0 ~~API5 

-HOSPITAL CLIM 4 LTZA. (4QSF.STA.MD2iCrA N.A. lIZIDR3 TRIU1)ATO STANDARD 0 1000 PRIrARY: bOl (I 4630 (I) 778
FU!ACSFIO RIBASDEPOLOA,NR.790,CENTRO IJAIR C.TRIFiATO EXECUTIVE SECONDARY- 201
APLUCZANA 

TELEFNE; 22-2327 TERTIARY: 20
 

42 InR.LUBOVICO RYDY3IER /HIRE STANDARD 
 0 1000 PRIMARY: N.A. 7632 151
F-gT "AOO T0 , NR.63-14ANDAR TOR (PEDICO) SONDARY: f.A.RIC ; 
SLC 141! -HENTRO-CURITIBA TERTIARY: N.A. 
TELEFVE: :24-94,4 

CURITIFA 

-CRSIIACabO PED!CA CLIMINAUER LTDA. S/C. 
 I IJOSE .MURICY /DIRETOR PRE STAVARD 10000 25000 
 PRIMARY: 30.71 (1175130 (I1 352

tV.EOTEL, hR.1102,PATEL -CURITIBA SIDENTE (MEDICO) EXECUTIVE SECONDARY:27.694 
TELEFCNE: 222-1008 ICARLS A.DA V.MERCER I/IR. TERTIARY: 39.401 

CURITIFA, SAOJOSEDOSPINAi$ CLINICO 'YEDICO) 

IJOELSOi Z.S4i5W01ST9i IDIR 
CIRMFECO(MEDICO) 

INARK4 P.CASTIO IDIR.OD0T-
TCLOGIA(DENTISTA) 

-1Y-NA CLiN!CAS LIDA. 
AV.7 DE EETEYr.O,kR. 59, AGUA VERDE 
C["ITIP1 

13 IWALFRID3 I.LEAL /0I1ETOR STANDARD 
SULEFINEK-TE U,'IEDICO)EXECUTIVE 

1YAlILT0N C.LEAL JR. /OIRE-

1000 25000 PRIMARY: N.A. 

SECONDARY: N.A. 
TERTIARY: N.A. 

N.A. N.A. 

TELEF:YE: 
CURiTiPA, S C JCSE DOSPINHAIS 

TORFINANCEIRO (ADM.EPR.) 
1ANTTIO 04 SILVA /3ERENOE 

"ETAL (MATEMATICO) 

-UNICLIIICA7 
P."R.COLeS 

ASSiST..ED.YHSPITALAR LTA. 
E C RVALHO, NR. 8, CENTRO 

10 I1N4I0 HIRATAf10R.ADn. N.A. 
FINYNCEIlO (AW9.EXWRESAS) 

1000 5000 PRIMARY:N.A. 
SECONDARY:N.A. 

N.A. N.A. 

CURITI00 INELS1 HARCELINQ/IRETOR TERTARTY:N.A. 
TELEFINE: 221-232C- LINICO (hEDICO) 

CUITIFA, LON-JRINA,P RINGA 

-CLIAi CLINICAS SIr.TDA. 
.710NCETALVCSFARTTNS, NR. 332, CENTRO 

03 :JOSE 1(DDA) (XIRETOR (KEDI 
Cc) 

STANDARD 

EXECUTIVE 
1000 50*0 PRIMARY: N.A. 

SECORDARY: N.A. 
7844 155 

TELEFDNS:74-573, 
RJOSE ROHERTO 1AFT31A lOIRE 

CLINICE 
TERTIARY: N.A. 

4A . CYSCOEL, APLOARA4 

(IICATUAL CATA BYH.M.O. 

CITIES SUWEYED !hTE STATE: 0b 

PATES C;A;ED IWTHESTATE-ST4NSARD :FKM,:CR 15000 

TO:CR$ I000 

EXECLTIVE:FC1D:CR$ 53000 
TO:CRS 620,10 



------------------------ -------- -------------------------- --- ----------------- 

.....................................
.......... .......................... 
 ................. 
 ...........................
 F.I 
T1EY P44EEF 'TYPESOF 'ANS 
KP,OF F~PLflY 'CGM-EPC14L SECTOR ISTSE-FFUEC7EDCOERED- (FROMNTO),DCTRIPEJ711, MESTER'TION 
 I
,I, 
 ,
 

------------- ----------------- 'O.NSWI5
 

-SFEW; -ERVP.E ASS!ST. ,Erm. S.FRRCISCO 04 tELI5 A.-135',T33/DIRE- STANDARD (It) N.0.PRIMARY: 1.4. 1.4.
;ED TD- OETD, NO.07,CENTU TU.TOFEIENTE (MEDICO) SEC2NDARY:TE'L P.A. 
TERTIARY:
N.A.
 

R-E LJ4ZEIP' iS)
 

.. .
 13 LTA'!IR
. L.T. BE MEL IDIn SANDARDTIF, 5000 IOC0o PRIMARY. i.A. 54272S RR.185- BOAVIA6E,l T? '~EDIE: 1075
EXECUTIVE SECOMPY:TELFE: N.A.

I I,0 ' LISD.C.T.nE O 2I1- TEPTIARY:
N.A.

TELEFONE:
27-iiCP E 23I-6TOX 
 FEFCPA (?EDICI)
RETIFE,OLINKA,C "?.FkAULISTA 19?.iA C.DE4.49I411'r3O' I 

NIFETCPA (REL.PULIC4S 
ILUIZJ.I.P.PIXTO 'DIORET-3 
f CDICO)
 

-CLIN. ED.E CIR'00.03 NIRDESTE LTDA.-CLINOR 17 IMAq21o1 CEA. JINTS /01 STANDARD 10000 25000 PRIIARY:1.791 148400AV.GLIvEIA Llr. NR.1029-A, BOAVISTA -RE 2940FETT,FINANtEITO (MEDlCOi EIECUTIVE SECONDARY:43.75ZCIFE THECPAZI3 A.DEAZEtEDt/I 
 TERTIARY:54.46%
 TELEFONE:
227-4145; 222-4616 
 RETORS0EFIViNEENTE fSE-

RECIFE, OLIN5A.FAULIST4, CAXO 
 DICc)
 

SELIZE!M. E LIKA /DI4!TCR
 
TETNICO!trUC1
 

-CLINICA SANTAFELEN? LTDA. 
 -19 1. NJEL S.F.VIEIRA /IRETR STADARD 
 200 V.A. PRIVARY:A
R!b O FAISSANKU, N..204, BOAVISTA FESTHNTE 01EDICUI 0.0% (I}132293 III3142EXECUTIVE N S00A ARY: .1 
 3 1 1
RECIFE 
..... SECONDARY: 75,5%
ITEIT=I9 
 F.VIEITA IR.?. TERTIARY:24.51
TELEFONE:
221-e21I i
FiK EIRO 
 TRDIAYAr2.
 
RECIFE, CARO, PAULISTA 
 IFRANCISO E.F.VfEIA /DIRE 

TORASSISTENTE (EDICO) 
IJE E.F.VIEI;A IDIRET2O 
ADJUNTO EpGFIrULTDRI
 
tIARIA 0O G.rR!NDIDE /OIRE-

TIA BE CIPANSAO (COMERC.)
 

-SEMEFE SERV.FE.DE PER9AmBUCO LTDA. 
 17 0)IEES E.LOPH /1RET3q . STANDARD 25000 N.A. PRIMARY:RCABCAL'IEs mAIA, NR.95,BOAVISTA N.A. 179352 3553FPESIUENTE MEDICO)

RECIFE 
 SECODARY:N.A.


SAUALUY SS.SA'TiAf /'Rf3 TERTIARY:1.4.TEFONE:231-6227 0CMINISTRATIVO (MDICOI
 
RECIFE, OLINA, CABD,PAULIST4 
 IRAIMNX-2 /DIR.TEF.FPJSA)] 

SOLEIRO (EICO)
 
IFERAWiO C.COSTA /OIRETOR
 
!ECRETARIO ()EVICOI
 

http:SERV.FE.DE
http:TERTIARY:54.46
http:CIR'00.03
http:D.C.T.nE


------------------------------------- 

PG.2
 
H.M .G.NE ANiDCl 1 SERVED YEAR4: I 
 KEY MANASE3S TYES F PLANS 'NR.OF EMPLOYEES 'COMMERCIAL SECTORTROJECTED IST SE-1 

=-... OPEF. - ! - ..... - 'CDVERE: (FROM/TO)' DISTPIBUTION PESTERHTON ' 'OP.CfJNS./ADflIE . 

PEFNamBUCD 
. 

-SERV.DE ASSIST.MEDICA ErMFRESARITL LTDA. 17 
 tJOSE R.DO NASCIMENTO FILHO STANOARD 25000 
 N.A. PRIMARY: N.A. 101760 2016
 
EA . iDR.TECNIC0 (KEDICO) 
 EXECUTIVE SECONDARY: N.A.

PRACA DA SANDEiRA; NR.74/i11, NADALENA - tDORIS M.M.TAVARES /DIR.ADM TERTIARY: N.A.
 
RECIFE 
 (PROFESSORAI
 
TELEFONE: 228-0300
 

RECIFE
 

(WiONLY OUTPATIENT CARE
 

($)ACTUAL DATA SUEMITTED DY H.M.O.
 

CITIES SURVEYED INTHE STATE: 06
 

RATES CHARGED INTHE STATE-(t)STANDARD: FROM:CR$ N.A. 
TD:CRS N.A. 

STANDARD :FROM:CR$ 11000
 
TO:CR$ 16000
 

EXECUTIVE:FROn:CR! N.A.
 
TO:CR$ N.A.
 



------------------------ 

-------------------------------------------------------- -------------------------- ----------------- -----

-------------------------- :-------- :------------------------------------------------------------- P.I
 
. . CITIES 
 GE7VED KYEAR
OFT TEY MW055:E3 'Tr 3F P:AN8 
 ,NR.0; E0gEE;E4TzR' 'q5. E Tx RJJE;T 1ST 5E-' 

2'OFEFA l===== .=...... COVEFEXrf", ======== 
 IF T ETER 

RI EJ~IFla DE JANEiRm -------- - - - - - - - -- - ---- -- - - - - -- - ­

-FATIMA AS;IzTENCIA MEDICA EfFIESARIAL LTDA. 05 IUEWTO. P.MINTE3 'DIRETOR STA3ARD 50') I PRIMARY: 2.5% 12720 252F: FLCET, NR. I13,CENTRO -NOVA ICUACU 
 CHINIETFATIVO tKEDICO EXECUTIVE

TELEFULNE ORLANDO BOTTAI FILO /l-

SECONDARY: 60.4%
.767-5735 
 TERTIARY: 37.01
 
NT Hi ;EL:, NILEFOLIS FETOR (HEDiCO)rEEICE 

-AlICO 4SSTEN.I OEDIZA A iNDUSTRIA E CO-
 1 :ID4EY GIAARjSTI/ DIRETOR STINDARD 25000 5000 PRIMARY:
?ERCIO LTIDA. 2.6X SEEANICO DATAAM.FEGIONAL (CENTACOR) EXECUTIVE 
 SECONDARY:60.41SR,,A .... NR.49iIANDAR ,CENTRO - RIO NILT1 6.POS-7.ER /DIRETOR FREE CHOICE TERTIARY: 37.01
DEJNEIFC KEDICO FEEIGNAL '1MEDICO) 

PI1 E 1ANEIRO, 11TEPOI, 5A0 J949 DO MERITI, 
HOUiE .1LOFCLIS, NOVA IOUCU, FE-DECA1I14, 


TF2z2Li, 54 aICALj ITADUAI 

-ES5451A. EYT-ES" ?:AS.DE ASSIST.FEDICA OS ILUIZ IA M.PrVAN 'DIR. MKT. STANDARD 25000 50000 PRIMARY: 2.61 63600 1260
2' CO,AHRFIP , N,. 220 -RI0 XEJANEIRO IFOSA E.LFEIFA ISER.MEDICO EOECUTIVE 
 SECONDAFY: 6;.42
 
. . .EDIC 
 FREE CEOICE 
 TERTIARY: 37.0%
FIC CE J&NEIFO
 

-RIO CLINICAS FREV.NEDICO 50CIAL 
 17 tANTJNI5 T.SIHO/PRESIOENTE STANDARD 
 50000 N.A. PRIMARY: 2.6X 127200 
 2520
FFACA SAENS FEFA, NR. 55, TIjUCA -R.JANEIFO (EOICO) 
 EXECUTIVE 
 SECONDAPY: 60.42
TELEFD.E:20-1242 IFLAVIO SANJUAN/C,,SELHEX- FREE CqOICE TERTIARY: 37.0%
RIG DE JANEIRO 
 RO fpNEICOI 
IANTONID A1EX ICONSELHEIRO
 
(MEDICO)
 

IELVIRO M.DE S.RODUE ICON-
SELHEIRD (MEDICO) 

-SAMOCS!A SOC.A5SIST.DQS NEDICOS DA ORDER DO 14 
lJOAO PIWHO FILHO /D.PRES. STANDARD 25000 
 50000 PRIMARY: 2.6% 63600 1260
CARMO 
 fCANEIDO E F.FOTAFOGO Il- EXECUTIVE 
 SECONDARY: 60.4Z
RUA SILVIO ROMERO, HR. 44 -RIO BE JANEIRO 
 RETOR TEDNICO 
 TERTIARY: 37.0%
TELEFONE:224-2862 
 $JOSE R.SCAF /DIR.FINANC.
 
RIO BE JANEIRO
 

-SEMES SERVICOS MEDICOS GUANABARA LTDA. 
 16 IFELIX C.ZAIDE JDIRETOR PLA STAYDARD 
 150O 20000 PRIMARY: 2.61 N.A. N.A.
RUA PR;UJO PENA, NR.20 -TIJUCA- R.JANEIRO REJAKENTO 
 EIECUTIVE
TELEFO.E:264-67i2 E 264-0122 SECONDARY: 60.41hOUSE CIOCCA /IIRETOR COFER 
 TERTIARY: 37.0%

RIOBE JANEIRO 
 CIAL
 

IELIAS COEEN 'IIRETOR FINAI
 
CEIPO 

IAMADEU N.DOS S.510ES/ DI-
ETOR ADMINISTFATIVO
 

http:6.POS-7.ER


-------------- ---------------------- --- -------

H..O. NAME AND CITIES SERVED YEARS OF! KEY MAN6E,3 'TYPES 9, PLANS W.OF EIPLWEE3 C11ERCIL SECTOR!PROJECTED 1ST SE-!ITOFERA-!
,TIOM	 'COVEPED (FRM/TO] EISTFIBUTION 
 MESTER
 

RID DE JANEIRO 

- -S.--- -. P---------------------.-
----- -- -

-SEMIC SERVICOS MEDICOS A INDUSTRIA E COMER-

CI0 LTDA. 
RUA CONDE DE IRAJA, NR. 529, BOTAFOGO -R.J. 
TELEFONE: 2t6-2246 

RIO DE JANEIRO 

17 IFLAVI] H.P.FIGUEIREDO /I-

TETOF ADN.FiN. (rETICO)
CDICSENESC.ALVARE.IG lOIRE 

(37EOCX) 

:JOSE VALVERDE FILHO !CHEFE 

STANDARD 

E)ECUTIVE 
FREE CHOICE 

25 0 50000 PRIMARY: 2.6X 

SECONDARY: 60.4X 
TERTIARY: 37.0Z 
TERTEIICY 

846%O
080 169015 

PIED. AESISTENZCIL (NEOICO 
JOEENIR LUGON /CHEFE MEDI-
CO HOEFITALAR iMEDICO) 

11ARIA D.OENA ICHEFE DEPTO 

OPERACIGNPS (TEC.DAM) 
IJOSE S.V.DE MELO ICHEFE 
CCNTABILIDADE (AUDITOR) 

ILUIZ M.MAGALHAES /CHEFE RE 
CURSOS HUANOS (ADM.) 

CITIES SURVEYEb INTHE STATE: 09
 

RATES CHARGED IN THE STATE-STANDARD :FROM:CR$ 
 10000
 

TO:CR$ 26000
 

EXECUTIVE:FRON:CRS 
 20000
 
TO:CR$ 43000
 

P.P.O 	 :;RON:CRS 25000
 
TO:CR$ 50000
 

FREE CHOICE :FROG:CR$ 35000
 
TD:CRS 85000
 



-------------------------- ----------------- ----------------- ----------------- -----------------

H.M.O. NAME AND CITIES SERVED 'YEAR0OF KEY MANAGERS 'TYPES OF PLANS 'NR.OF EMPLOYEES COMNERCiAL SECTORIPFOJECTED IST SE-1
 
'OPERA 
 . COVERED (FROM/TO)' DiSTRIBUTION MESTER 
TION ' 'OP.CONS./PDMIsS.
 

-----------------------:------

RID GRANDE DO NORTE
 

-INTERMEDICA S/C.LTDA. 10 ISIDNEY SURGEL/PRESIDENTE STANDARD 5000 10000 PRIMARY: -.- (1)15297 (t)495 
AV.PRUDENTE DE MORAIS, NP. 1495, LAEOA SECA (MEDICO) 
 SECONDARY: 86,01
 
NATAL 
 JOSE DE A.ROSAS DIRETOR 
 TERTIARY: 14,0!
 
TELEFONE: 223-3663 
 CLINICO (MEDICO)
 
NATAL
 

/ /! // /111/11/1///// f///// //f/ff//f//f//f///ffff////f/fff//ff/f1/1/U f/f/f/ fff// ff/l/lff/f//f//f/fl/W 

(I)ACTUAL DATA SUBMITTED BY H.M.O
 

CITIES SURVEYED IN THE STATE: 01
 

RATES CHARSED INTHE STATE-STANDARD :FROM:CRS 12000
 
TO:CRS 18000
 



---------------- ---------------- ----------------- ----------------- 

PG.!I 

H.M.O. NAME AND CITIES SERVED !YEARS OF! KEY MANAGERS !TYPES OF PLANS NP.OF EMPLOYEES 'COMMERCIAL SEC-OR!PROJECTED IST SE-! 
!OPERA 
T!ON ! !I 

-COVERED 'FROM/TO)! DISTRIUTTJN MESTER
O'P.CONS./ADMISS. 

---------------------------------
RIO GRANGE DO SUL
 

-SULCLINICA ITDA. 


RUA GENERAL OSORID, NR. 454/456, CENTRO -

PELOTAS 


fELEFONE: 25-5855 


.'ELOTAS
 

-AMIC ASSISTENCIA MEDICA INTEGRADA S/C.LTDA. 

R.VOLUNTARIOS DA PATRIA, NR. 513 301/401
-

CENTRO - PORTO ALEGRE 

IELEFONE: 25-4946 


PORTO ALEGRE, VIAMAO, ALVORADA, GRAVATAI. CA-

CHRINHA, CANOAS, ESTEIO, SAPUCAIA DO SUL, 

SAO LEOPOLDO, NOVO HAMBURGO, PELOTAS, CAXIAS 

DO SUL, CARAZINHO, SANTA MARIA, FASSO FUNDO 


-POLICLINA CENTRAL LTDA. 

RUA SANTO ANTONIO, NR. 146 -CENTRO 

PORTO ALEGRE 


TELEFORE: 33-38!0; 25-0103; 21-7958 

PORTO ALEGRE, ALVORADA, CACHOEIRINHA, CANOAS,
 
ESTEIO, GRAVATAI, NOVO HAMBURGO, SAD LEOPOLDO
 
SAPUCAIA DO SUL
 

-SERVIMED SERV.IE ASSISTENCIA MEDICA LTDA. 

AV.INDEPENDENC!A, HR. 944,INDEPENDENCIA -

PORTO ALEGRE 


TELEFONE: 27-2t66: 24-3400 

PORT9 ALEGRE, CACHOEIRINHA, CANOAS, ESTEID, 

SAO LEOPOLOC, ALVORADA, GRAVATAI, VIANAD, PE-

LOTAS, SANTA MARIA, PASSO FUNDO, NOVO HAHBUR-

SD, CAXIAS DO SUL
 

12 


03 


21 


08 


tDAVID LORENZATO /DIRETOR 


IIEDICO (rEDICO) 

tCELSOM COSTA /OIRETOR ADM! 


NISTRATIVO (EMPRECARIO)
 

SEROS C.,,AGALHAES /D
IRETOR 

MEDICO fMEDICO) 


tCARLOS F.9UEIROZ /DIRETOR 

(KEDICO)
 
WALTER H.FROOCK NETO 1DI-

RETOR (hEDiCO)
 

tJOSE C.P.DE SOUZA /DIRETOR
 
(NEDICO)
 

ICIRNE P.TISATTO /DIRETOR
 
ADM. (ADM. DE E9PRESAS)
 

;M'ACIR M.ZADUCHLIVER / 0I-

RETOR GERAL (MEDICO) 

IJAIME ZADUCHLIVER /DIRETOR 


MEDICO (MEDICO)
 

9MILTON S.ZUCKERMANN /DIRE-

TOR OERAL (MEDICO) 


ITHIERRY A.S.OLIVEIRA /DIRE 


TOR TECNICD (MEDICO)
 
ICARLOS A.T.P.DIAS IDIR.ADN
 
FINANCEiRO (OD5NTOLOSO)
 

-----------------

STANDARD 5000 10000 PRIMARY: N.A. N.A. 1A. 

EXECUTIVE SECONDARY: N.A. 
TERTIARY: N.A. 

STANDARD 5000 10000 PRIMARY: 
-.- ()27660 (f) 43 
EXECUTIVE 
 SECONDARY: 24.5Z
 

TERTIARY: 75.51
 

STANDARD 25000 50000 PRIMARY: 2.7X 82680 336
 
EXECUTIVE 
 SECONDARY: 69.81
 
FREE CHOICE TERTIARY; 27.5%
 

STANDARD 1000 50001 PRIMARY: N.I. 
 N.A. N.A.
 
EXECUTIVE 	 SECONDARY: N.A.
 

TERTIARY: N.A.
 

-SEMES MEDICINA DE GRUPO LTDA. 04 fRAYMUNDO J.D.DE C.LEITAO / STANDARD (Ut) 
 1000 5000 PRIMARY: 1.21 (9)5290RUA CEL. NIEDERAUER,NR.15t0-CENTRO 
 DIRETOR (MEDICO) 
 SECONDARY: 40.5Z

SANrA MARIA 
 IVALKIRIA BORGES /DIRETORA 
 TERTIARY: 58.31

T2LEFONE: 221-5272 
 (MEDICA!
 

SANTA MARIA
 



---- --- --- - - -------------

------------------------------------------- ------------------ 
-------- -------- -------

-- -----------

...................
................... ....
 : :
H.M.O. NAME AND CITIES SERVED --F--.G.
!YEARS OF' 
 KEY MANAGERS 'TYPES OF 
 PLANS 'NR.OF EMPLOYEES 'COMrERCIAL SECTOR!PROJECTED IST SE-'
'OPERA ­
'
!COVERED (FROM/TO)' DISTRIBUTION ' MESTER

'TiON ' 'OP.CONS./AEI. 
RIO GRANDE DOSUL :-----------.---S.AMIS 

IRIDSU GRA DE DO 

-------------- .........
 

-SALUX SERVICO VE ASSISTENCIA MEDICA LTDA. 
 10 
 IGILBERTO S.l SILVA'DIRE- STANDARD 
 25000 N.A. PRIMARY: N.A. 103350
AV.ALBERTO BINS, NR. 602,CFNTRO -P.ALEGRE 
 TOR ADM.FIN. (AIMINISTR.) EXECUTIVE
TELEFONE: 24-3401 SECONDARY: N.A.

$MIRIAM M.MENTZ /DIRETORA 
 TERTIARY: N.A.
FORTO ALEGRE, CAXIAS DOSUL, NOVO HnMBURGO (ADMINISTAnn ;


SAC LEGPOLDO, CANOAS, GRAVATAI, PASSO FUNDO, 
 lNILSON LANZIOTTI /OIRETOR
PELOTAS, SANTA MARIA 
 COrERCIAL (ADMINISTRADOR)
 

IRUI B.DOS SANTOS /OIRETOR
 
TECNICO (MEDICO)
 

tLARRY GIACOBGO IDIRETOR
 
TECNICO (MEDICO)


/I/ / ///// / // / //// 

(W)UNLY OUTPATIENT CARE
 

!ifACTUAL DATA SUBMiTTED BY H.M.O.
 

CITIES SURVEYED INTHE STATE: 
17
 

RATES CHARGED INTHE STATE-(I)STANDARD:FROM: CRS N.A.
 

TO: CRS N.A.
 

STANDARD :FROM:CR$ 11000
 
TO:CR$ 16000
 

EXECUTIVE:FROK:CRS 
 73000
 
TO:CRS 82000
 

FREE CHOICE:FROM:CRS 180000
 
TO:CRS 190000
 

2048 



H.M.O. NAME AND CITIES SERV-0 !YEAR5OF KEY MANAGERS !TYFES OF 
 PLANS 'NR.OF EMPLOYEES 'COMMERCIAL SECTORT'ROIECTEU 1ST SE-!
.OPERA - . .
 .
 'COVERED (FR01,'TO) DISTRIBUTIB fiESTER 
.IONP.COS.IADISS.
 

RONDONIA ---------------­

-SOCIEDADE DE ASSISTENCIA MEDICA LTDA. 
 04 IANTONIO N.A.MOURA /SOCIO STANDARD 
 0 1000 PRIMARY: N.A.
AV.PINHEIRO MACHADO, NR. 1316,CENTRO 1908 38
 - PJARITARIO (MEDICO) EXECUTIVE 
 SECONDARY: N.A.
PORTO VELHO 

TERTIARY: N.A.
 

TELEFONE:21-3207
 
PORTO VELHO
 

CITIES SURVEYED INTHE STATE: 01
 

RATES CHARGED INTHE STATE-STANDARD :FROn:CR$ 
 12000
 
TO:CRI 15000
 

EXECUTIVE:FROM:CR$ 24000
 
TO:CRS 35000
 



----------- -------------------------- ---------

H.I1.O. NAME fD CITIES SEFVED !YEAFE CFt 
 KEY rA!@EFS !TYFES OF FLANS ! .F £PLCYEES . ....... 'CCrrECIAL SECTOFIFROJECTEr
=. = E4 - ... JET SE-: .
 COVERE2 (931'T-1I DISTIIBJTIJN ' STR , 
ISANTA CATAR INA 

I 

.......---..... .....
--------.........
--..........---..........--...... ....­~--------------------------------

-FCLTCL IHIC 
 SANTA CATARINA LTA. 
 N.A. tLUIZ ROBERTO NOREIRA /DI-
 STANDARD (t) 1000 
 5000 PRIMARY: N.A. N.A. N.A.RUA SANTOS SARAIVA, MR.325, FLORIANOPOLIS 

TELEFONE:44-0094 FETCR FFESIVENTE (MEDICS
 

SECONrARY: N.A.
 
FLORIANOPOLIS TTIARY: X.A.
 

(t)ONLY OUTPATIENT CARE
 

CITY SURVEYEP INTHE STATE:OI
 

RATES CHARSED IN THE STATE:STANDARD-FRON:CR$ 
 8000 
TO:CR$ 10000
 



PG.)
 
H.P.O. AAE ANDCITIE5 TE.RVED .!YF4uF KEY 
MA.A .3 ,TYPES 2F PLAS 'RR.OF EMPLOYEE3 'COV7ERCIL 5ECT.R'PRjECTE 151 5-­

. . .,FERA- =- 'COVERED (FROMITO)I DIS IFlEm'' KESTER
IT104 
 I I 'OP.CONS..ADpMISS.'
 

SAO PAILO 

-SWARASRV.DEASS.MED.DE AMERICANA SIC.LTDA 0 1ARLEY GELMIl ;lEfTSR PRE 
 STAkTARD 1000 5000 PRIMARY: N.A. 
 (t)14880 (1) 78F!147 DESETE.BRO,NA.751,CENTC-AMEFICPA SIHENTE(rLDICO) EXECUTIVE SECODARY:73.08TELEFONE:61-0288; 61-0313 
 IFLIMIO ZEBEJIOIRETOCR
CLI-
 TERTIARY:26,921

APER ICANA 
 NICO (MEDICO)
 

:LANCELOT E.CAMARIrI /OIRE-
TORACM.FINANC.(ECOVO.I
 

-SAMED 
 S/A MEDICINA IKD.E CON ASSOCIADA IPAULO H.SEHDLTEN /OIR.A)M. STANDARD 1000 5000 PRIMARY: N.A 
 21561 427
 
- ARARAULIARA"'=:.MAUA, li0.70, CENTRO (MEEDICO) EIECUTIVE SECONDARY:N.A


TELFON!: 36-13 6 
 tOTAVIO A.PINTO IDIR.CLINI-
 TERTIARY: N.A 
0PARACU;,A , FATAO 
 CO )DIC0)
 

-rLIKICAS PEREDOUROC/A 03 SABELA.F.TOLLER 'D1IrEOP STANDARD 100 5000 FRINARY: N.A 9540 IsFRACAVALECIO DEBAROS, R. -;9, -CENTRO FINWEEIR; (EDICO) EXECUTIVE SECONDARY:N.A 
OESEDOURO 
 ICARL0S E.P.MISLINO /OIRE- TERTIARY: N.A
 
TELEFOWE: 42-292 
 TnR CLINICC (MEDICO)


BEEOURD
 

-EnED 5ERV.MEDIC0S HOSPITALARES SC.LTDA. 
 12 ZYALTER FERRARESI IDIRETOS STANDARD 5000 10000 PRIMARY: N.A. N.A. N.A.
AV.PROF.CARVALHO PIRTO, NR. 53-CRESCILq1A 
 ADMINISTFATIVO (MEDICO) SECONDARY:N.A.TELEFONE:431-3000 IJOSE C.B.CARVALHOiDIRETOR TERTIARY: N.A. 
CAIEIRAS 
 CLINICn (MEDICO)
 

IXAMILO f SO-DERIARDINELLO 
CID PKRtRIETARIO (mLICOI 

IVITOTATIO!E ISOCIO-PRO -
FRIETIRIO 'KEDICO) 

AIRINEl SPIA*3ORELLO ISOCIO 
PPOPRIETARIO(MEDICO) 

IoRISVALUO M.FILO /SorIa 
PiFURIETARIG (MEICO) 
SILAS R.SALtYI /O PRO-
PhIETARIO (ErDICOI
 

-CAMPICL!NICAS SIC.LTDA. 05 ISERGIO L.R.PONCIAQ /DIRE- STANDARD 5000 10000 PRIMARY:1.5. (114763-6 (11 Is'.ETO,NR. 50,EUANABARARUACOELP.O -CAMPINAS TCRCLINICO (NEDICO) EXECUTIVE SECONDAY: 30.21TELEFONE:31-2255 CRES0B.CGIMBRA IDIRETOR TERTIARY: 68.31 
CANPINAS,IPDAIATU8A, VALIMiPJ.,
VIN!EDO, SORO- TEC.ICO (MEDICO)
CABA, PAVL.INIA,LIMEIR4, AMERICANA, ITU,P1-
 lJ05E R.N.FRAG04S IDIR.AD
 
RACICADA, SALTO 
 FIRANCEIRO(ADVOSAOCI
 

tCLAU'DIONRLI I/IR.CON-MEILLO 
VENIOS/UPSENERES(ECONOM) 

-IEDICAMP SIC.LTDA. 
 08 WUJiRANELLE IDIRETSFRAGA STANDARD 10000 25000 PRIMARY: 2.01 1157716 (112512
RUA CONESO NERI,NR. 157;EUANADRA-CAPINAS (WEDICO) EXECUTIVE 
 SECONDARY: 68.01
TELEFOCE: 41-5666 
 IUDNO FRASA /DITETOSAXJUN-
 TERTIARY: 10.00 

CAMFINAS,AMERICANA, F'O51-MIRIM,INDAIATUBA, TX (MEVICO
 
SALTO, FAULIKIA, 
 IRAKDE LR1lZI IIDIRETOME
 

VICO ,tETICOf
 

-P5EES S/A. 
 07 tLUID5.F..A ILA /PRESF- STANAO4A I01h 5000 PRIAARY: N.A 19") 376F'-ACCNS.ANTDNIO FPADO, HR.544-CENTRO [-ENTEirECiCO; FREE CHOICE SECONDARY: N.A

tESCALVA.O 
 8341WA.C2S1A IDiTETUR EL!-
 TERTIRRY:
8.4
PICO 'MEDICON
TELEFPNE: 23-2340 


•E-CALVAO 
 LALRE F.S30IELLI , 
TO -.fP. 'AD'CEATD 

http:SECODARY:73.08
http:ASS.MED.DE


-------------------------- 
-----------------

----------------

~~~~--------------------------------------------
:--------
 :-----------------
:-----------------
:-----------------


I- -N COVERED !FORiTC; DISTPFUTIEN I ESTER 
-.----------------------- ------------------------------------------------------------ -. -------................. . ........ .........
- -. ... 

-A!4ESASSIST.'EDIC- VESU AE4 LTPA. 4.A. 10142cNICqI4 /DIRAD.j. N.A. N.A. N.A. PrIlARY:N.A .. .. 

1EL~Ci:47-: 32TERT!AO : 4.A 

-O'ECE ASSIST.FErD!CACENTRAL S!C.LTO. 
:U2. ilL,FECHAN,NR.!4 -
TELEF2E:;j-7777
' UL i0s 

N.A. XEOJA;OODES.JJNUjEIRA !DI 
RETEFFFE~1DENTE NqEICOj 

STANDARD r.A. N.A. PRIMARY:N,4. 

SECONDARY: NA. 
TERTIARY:4.4. 

X.A. 
N.A. 

N.A. 
N.A 

4-VIT, E IITEUDE FIC III S,- LTn4. 
FV. -F-C11TIl, NR.707 

' cq15n's.c 

NA. ISEOASl FEtCCFI4 IE!E- STANTOED 
TERPPEEIDETE EIECUTI'F 

FAROSEHIAADy:.N.M.X u TT N0,Do.At. 

5000 10000 FRIMFRY:N.A. 
SEONAR: NA. 

TERTIARY:N.A. 

N.A. N.A. 

-IN'O. SEFV. B.FOFITAL4O SIC.LTDA. 

DE A7EFEDC,NR.135 
eFO E f 

7 fCQND!M.CA4RYJ!(OIR.FRES. 
IAU!ID C.EFADA IVIF.CLIKI 
ED...tO (E0D1) 

STANDARD 

EIECUTIVE 
3000 SO FRINARY2.70 

SECONLAFY: 69.e8 
TERTIAR: 27.5Z 

6360 127 

-ERFGPHILA' 

PUAFOLICIO 

E;4Rm S 

A.:ET.rECA SIC.LIDA. 
ARCCND[S, MR.274-CEETO 
TEOE.NE. 

07 iLUZIMP9S.0ARIM IDIFETOR 
CLINI0 01D3 
9PU1O CE-.MC'R1 /CICETCR 

FIRANC. (OD,3TOL0OG 

STAHDARD 

EIEVJTG 
FREE CHOICE 

25000 35000 FPINARY: 2.71 
SCNDARY: 69.8: 
TERTIARY:27.51 

N.A. N.A. 

IELIOANTONIO A.JF. /DIR. 
A.M. fEOLNfG9ITAI 

--EISA - SErVIUE- INTEEFAOS OESAODELTDA. 
AV.EE;EFUNCA,NR. 292,CENTF9-cmzAcuLos 
TELEFGN-:2CX-27II 

SUAFLILYS,50-IFAULO, SANTO 4NO E, SAO HEENAR 
DODoCAlpe, SAOCAETAO O0SUL,OSASCO,SUZA 

!I IALEXO'000F.n.LQJREMC43/DI STANDARD 
FETOR FESICENTE (NEDICO) EXECUTIVE 
SEDSTIAO D.M.M2.NTANS!Dl- FREE CHOICE 
PETE FINACEIRO (MEDICO) 
1,05FN.BALLINI I OlRETOR 

7000 10004 RIMARY:2.71 
SECONDARY: 69.BZ 
TERTIARY:27.51 

16970 340 

NO,9Do "0SCRAZES, SAOJOSE COSCAYTOS CLINICO ();EEOIC) 
XEzU0rD.0YJKISl<I IIRET2R 
CCNSEFO ('EDICO) 

IVALENTIN I.FERMA 2ES (DIRE 
TOREU0EECIAL (MEDICOI 
;9TID1 GC14 /DIRETDR 
CCNSEL0 H)EICc) 

-EAMILS0..
r 
E ASSIST. MED.DE INDUSTRiA L.0f5 12 

AVENIDAFRESHIENTE V4PEAS, NR.159!,VILA 
INUSTRIAL -INDAIATUEA 
TELEFOkE:75-2E93 

1PERORIS2'HETT3 /DIRETO0 STA....RD(hp 
CL!NICS(WEEIC0( EIECEUIVE (11

I LAN23 )04ICCH!ql 1R.10-
ACAIISTF0TIV0 

IMOO 25A0 FRIM9Ri: N.A 
SECONDA~f: N.A 
TERTIARO:N.A 
TETER N.A! 

25449 504 

INDAIATL7r,CAMFIMA4,S4LTO, ITU C) 

-Fr00S CHIER18I1N1LT .!SNEC SERV.DE AS. 
ED.E CILF. ITTIV 
LU&COCNVEXCA0 , 4. 573, VILANOVA-ITU 

TELEFCNE: AC2-I 5T; 40-,7I 

.2- n. ETIERIS0INIIRT:JST005ARD 
rEDICO! EXECUTIVE 

IENIq CFICR13 11 DIVErO0 
CLINICO 

I0TA 5000 1PRMARY: N.A 
SECONDARY: N.A 
TERTIARY:N.A 

TFETIC. 

13780 273 

ITU 

-ITUCLIICAs CENTRSDE I,.DI.5.CLIl.CI0URS. 
D, ITUSIt.LTrA. 

02 IERI224.VIo2T4 '01RETOR 
CLTNIE FECOI) 

STANDAT3 
EXECUTIVE 

0 [000 PRI4ARY! N.A 
SECONDARY: N.A 

2290 45 

FUOQUINTIN^lCAIUVA,KP. 47, CENTRO -IT 
TELEFIKE:473-1200;482-0700 

ITU!.SITOF 

ICARLOS C.N.C 04 /D1TE R 
[rEFEIOL 1ETICC) 

XJKEQT0S. !-TID4,'70T) 

TEiIARf: N.A 

FE5O.AI 'EIT 



AND CITIES SEzVED
.ONPE 'YEARSCc' KEY MANAH3 EMNLOEtg
'TYPES 0: PLA#S 'YtR.OF 'COmERCIaL SECTOPRPRoJECTED ISTSE-':==:: ::= =:....::: :: ::=:: :=:-::: 'COVETEDO 4FAG/TC!' IOLI TIGN ESE:::: 'OPRA -' 


SAO 
O .i.JI .
 

-AICO ASSISTEC[4 EDICA A 11CUST!I E CD- 13 PEDRO A. UIARAES /Ip. 
 STA1D0RD 501v' 10000 PRINARY: 2.7Z SEEAMICO DATA

NERCIO LTDA. 
 PEDICC RE6CAL (MEDICOO EXECUTIVE SECONDARY: 69.81 
AV.ECGU4RD SIX, NP.80 -JACAREI ILUIC TCELLO /OIR.ADI.RE- P.P.O. TERTIARY:27.5Z 
TELFONE:51-2&t 
 61ONAL (ACVOGADO 

-LXIA! CLINICAS SIC.LTDA. 
RUA FRiCENTE 'ElOCAES, NR.744,CENTRO 
J T,.I 

-

15 tANTIO l.PEREIRA /PRES[-
TE (MECICO) 

[JULIO FEREIRA IIETR 

STANDARD 
EXECUTIVE 

25000 N.A. PRIMARY: N.A 
SECONDARY: N.A 
TERTIARY: N.A 

162869 3227 

TELEFOC1: 434-046 ArIN!STPATI%,C(NEDICO) 
JUVDAlI, CAPPO L.15 PAULISTA tDVCSAIR.CE CLIVEIRA IDIRE-

TORCLINICO (NEDICO) 
[ARY FOKS"E4;IRETOR COMER-

CIAL iECDOMISTA) 

. 0..r.EF.DE ASSIST.MED.LTDA.SIC 
 14 1ARNA'3 ?.DnOSREIS (KEDX- STANDARD 5000 10000 PRIMARY: N.A 31122 617
RA DASPITANSUEIRA, XR. 651, VIANELO-JUN- CC) EXECUTIVE SECUNDARY: N.A

CIAI LAZARO DE F. UNPES(MEDI- TERTIARY: [.A

TELEFANE:437-7244 
 CC)
 

JUNDIII, CAMPO LIMFO PAULISTA 
 IPAULO A.DE L.PIEIR (ME-


DICOI
 
IRENAT DE A.FURTOADO
(MEDI-

COl
 

-TODOS SCX10-3ETENTES
 

-MEVICAL S!AKEDICINA A INCUSTRIA E COMERCIO 12 IJCEE LUIZ ELUMER/DIR.PPESI STANDARD N.A. N.A. 
 PRIMARY: N.A N.A. N.A.
ASSOC14A 
 DENTE (NEDICO EXECUTIVE SECONDARY: N.A 
AV.AXAC ROLIXABARKCS,SR.124- LIKEIRA [ANTENIO SI!ONI IDIR.FIPAMC 
 TERTIARY: N.A
 
TEL.C.E:41-.446 
 ADILSJN S.C5TA/ O]R.R.PUB
 

LiFE:zA 
 1101 PRNAM IDIP.CLINICO
 

(MIEDCO)
 

-ASSIST.EDICO-HOSP{TALAR S.LUCAS SIC LTOA. 
 0,7 IJA1RC.PARAIZO tSOCIO-GE- STANDARD 
 C 1000 PRIMARY: 50.01 (II 1660(I1157;roYCL.VITORAIND KECES, NR.312,CENTRO RENTE (PFCFESSD) EXECUTIVE 
 SECUNDARY: -.-

LIM 
 OROPERTO BErEDIzI LEITE I 
 TERCIARY: 50.02
 
TELEFCE: 22-3176 
 DIFETOR CLINICO (MEDICO)
 

LINS
 

-STNNAR SERV.DE ASSISTMEDMARILIA SIC.LTDA. 06 
 JOSEJ..A.CA SILVA /DIRE- STANDARD 5000 10000 PRIMARY: 2.72 
 7410 141 
AVENIDA RIO ERANCO, SR 515,CENTRO -FIRILIA MORCLINICO (NECICO) 
 SEOUNDARY: 69.81

TELEOINE: 33-2163 
 tJOSE F.DE N"AALLAES IDIRE-
 TERCIARY: 27.5%
 

MARILIA 
 TOR AP ISTRATiVO(MEXCO) 

1JAR,0 D011Tr-! DIRTOR 
CONERIAL ('ECICo) 

IEZVALTOT.-CARSJ /VICE-Cl 
PEOTR.CiPEFEIAL1MEDICO)
 

-FMATAOCLINICAS SIA. 05 SiSTIO3A !3-J)A /PRESI- STANDARD 50/i 100(W PRIMARY: N.A 33920 672
FUA PFFSILIA, NR.626,CENTRO -NATAO CEhTE 1EDHOC EXECUTIVE SECUNDARY: N.A
 
TELE= NE:41-5084 =LI8EIRA-ST-REC.C/RDILS0N CDNEY£E9 RT
,'IRETJT 
 TERCIARY: N.A
 

NATAO 
 CLINICOYEICO)
 

ITAv4;I $0H.T 'IRETTR
 
G[i'I(TOTIC'CYED!CC
 

http:TERTIARY:27.5Z
http:OIR.ADI.RE


'4 C Sr -;-, - .- --- - -. . -: -............. ....- - : -. . . . . . .
 - .
 

'TI3 , 
 ' ESTEP
 

SAOFA-L3 

-


-S?.f E I N T ~ i 2I 0 5
TLA . LTEAL. :2311 !.COTO /'v5E1'TE STANDARD 70,.0 10" ') PFIMA; 2.7-4 1660 370RU4EUSERIT5TTA,NF.255- ;D.SNTIST. ECUTIVE 

. T /VE-ESIDENECONDARY: 
69.
 

TEEFrjNE: - ! E43--nl.I TE (TERTIARY: .. 27.51!^.I DASCEUTES,SULIND,po2, IT49Uj0AECET%- C05E3. OrTOLEDO /DIA0TOR 
S;FEFIriENENTE (IEDICO) 

24,ARUJA 


tJ23E.1.JORDA3 /DIRCTORAD­
?!;ISTFTi'Vo (YEDICO; 
Q3w.*DJFINS,'RD!1DIRCT
 

-F'LICLINICA PIRACICABA S/C.LTD
.
 02 lj1R?1] S.NIRIYE.LO ISO STANDARD 
 1000 5000 PRIMAR/:
- N.A. 5300 105
 
TELEFONE: CIO3I2ETrF fmE01CO) EXECUTIVE 

RUASAO JOSE, WR.407 CEI;TROFiFACIC4FA 

22-2501 E 22-4644 C.N21EIa SECONDARy:AMTO'lij /532!0 N.A. 
TERTIARY:
N.A.
IACICAEA 


TIFETcp)TAiC0)
! 


2YRE20 !5
ESNAELLI ISO-JR. 
CIO CIFETCR (10ICO)
 

lZEIL:A N.f.TTEITOS /0I1
 
C!FETCTAEIOMEDICAj


-TCPTD CLINICA S/A. 

P 

11 IMOSART PA35I /CIRETFR STAN"DARD 1000 5000
CA'Z:50, PRIMARY:7.021RL WR. 357,CENTRO -FORTO (t)17895(i 55

ADPINISTRATIVo ( 
1EUIC.)


FEtnE;Fro 
 SEONDARY: B4.231
TELEF.NE: 81-B54 lrED'tOl 
 TERTIARY:6.731
 
P057O FEPE;Z
 

-POLICLINICA RIBEIROOFRE0 LTDA. 14 IFALSTIX9 JALRUCHE/DIRETJR STANDARD
F0'4 MA2A4NA JUNPIEIRA, 10000 25000 PRIMARY:NF. 471,CENTRO -RI- N.A. 84600(MEDICO) 1680
BEIRAO FRcTO EXECUTIVEWRIA140 A.DS F !F.EREI /1 EXC TVECONDA SECONOARY:.A.
Y:N.A.
 
TELEFTNE:
625-271 

RIBEIRAO PFETq,SERTAoD IX
IN O I UEL ( 2M 0 ET] /0IRET TEORTIR: .I
 

SM152E14-0 PEO/IEI
 
-S0CIED4DE SAOFRANCISCO
ELINICAS 
 05 J9AO F.".PESSOA /PRESIDEN- STANDARDRUASARIPALDI, NR.1210,H!EIENGoELIS -RI- 5000 20000 PRIORY: 28.01 20500TE i 1EDICri 406
EXECUTIVEPEEO003T0 SECONDARY:0.01

23252A.IA914! /OIRSTR 
2 

FREE CHOICE
TELEFONEZ TERTIARY:
636-6100; 72.03
626-4011 
 CLIICO (E O)
RIBEIRAO PRETO, SERTAOZIHGO 
 ISETIS S.PRA23 J2./DIREFjq
 

-LRC(1STTIV. (AJP.Eo.
I
 
frERTE3V0.PIC13UPERINTEl-

DER10(r.EDICOI
 

ICARLAF.TJSA /A33ES.Aul.
 
f(g.0E E3FESAS)
 

-SAMES SOC. DE 4ASIST.nED.SPLTO S/C. LTlA. 
 12 tiARMO L.RIBEIRJ /TIRETOR STANDARD
RUA FtCRImXO PEITOTO, NR. 1122/52 - SALTO 
2000 5000 PRIMARY: N.A. 22260 441
EET.;L
TELEFCNE:493-2374;483-20JS SECONDARY:M.P.
;UDSOFR4G 
/DIRET R FIN.-4-


SALTO, ITU TERTIAY: l.A.
CEIRT
 

2WD0 LIFARIZE 10IRETOR
 
$LTEIFAELLE FFATA iDIETOR 
-%AOINFC3znAS0ASRE24ECTI 
VASFFFISSOE5­

http:TELEF.NE


-------- --- ----------------- ------

-- - - - - -- - - - - -- - - - - -- - - - - ---- -- -- - - - - - - - -

-------------------------------------------- : : . . : ..----------------------- --------------- :--------------.. . . . . ----------: 

H.M.O. NAME AD CITIES SERVED IYEA!.SOF, kEY MAna0ERS 'TYPES OF PLANS 'NR.O" EMPLOYEES "COMMERCIAL SEPCTR'FRJECTED IST5E-' 
.=M: )' D TFIETPIPUTION' ESTER
'TP.C0NS.f/ADISS.
 

- --- -:-- - -..-.-..- -. .- ------------------- - - - - - - ­ -- -- ...-- .
 --- -..--- --..--.. 

SAOPAL-.=== 
===Z= . 

-GRANDE ABC SERV.ASSIST.A SAUCE S/C LTDA. 
 02 "ARIOMARTIN3 FIL0 IOIRE- STANDARD 15000 20000 PRIMARY:2.7Z
F.EEL.FERNANDO FRESTES, V S211ANDAR -SANTO 39100 760
TOP (MEVICO) EXECUTIVE SECONDARY: 67.8Z
 
ANVFE 
 IJOP.E SAYJ4 /DIRETDR FREE CHOICE 
 TERTIARY: 27.51
 

SANTO ANRE
 
TELEFONE: 41-0252
 

I-POSPIT4L ANA COSTA S/A 
 27 ZJAIKE RgxSESJIN !OIR.PRESI STANDARO 25000 50000 PRIMARY: N.A. N.A. N.A.
RUAPEDRO AMERICO, NR.50 -SANTOS DENTE(MEDICO) ElECUTIVE SECONDARY: N.A.
 
TELEPONE: 32-3533 
 IALOISID FERWI0NES !DIR.SU-
 TERTIARY:
N.A. 

SANTOS, ClJXATA2,
S.VICENTE, SUARUJA, FRAIA FEFINTERCENTE DEOIC/ADMI 
GRANDE ISILD) 0AR.PIT] /IDIR.TE
 

SCI/TEIRD (MEDICO) 
IWALOEREZ I.RO)RI3'UE5
/DIRE
 
FETOR CLINICO (MED!COI
 

-AMICO ASSISTEN.IA MED!CA A INDUSTRIA E CO-
 I 1PEDYA./JINAES /DIR.AE- STANDARD 
 5000 10000 PRIMARY: 2.71 SEE MICO DATA

NERE!D LTCA. 
 DIDOFESICOAL (YEDICO) EXECUTIVE 
 SECONDARY: 69.8Z
 
AV.D..NELS'N D'AVILLA, NR.423 -S.J.ZCAPOS 
 ILUIZTORZELLO P.P.O.
/DIR.4011NIS-
 TERTIARY: 77.5t
 
TELEFCNE: I-TOYR 
 TFATIVO (ADVOEADD) 

SADJOSE .1SCA.Pos 

-CLINICA SAO JOSE SIC.LTDA. 
 14 ICHIRI NAKAEAWA N.A. 
 M.A. N.A. PRIMARY: N.A. N.A. N.A.
 
PRT0A ELIA FEFFEIA RAFAL. NR.e3-SJ CAMPOS 
 SAKADEU ENRI!UES NETO 
 SECONDARY: N.A.
 
T.L.E-NE:21-4TT0 


TERTIARY: N.A.
 
SAGJZSE DOSrATFOS
 

-POLICLIN S/ASERVICOS MEO-HOSPITALARES 12 INILSONMATIMO /DIR.PRES. STANDARD 
 K.A. N.A. PRIMARY: N.A. N.A. N.A.
AV.NOE SE JULHO, NR. 430,V.ASYAN1RA (EDICO} EXECUTIVE SECONDARY: N.A.
 
Z.:Ds0COSCArFYS 
 ICYRO A.DE 9RIfTO /DIR.NEDI FREE CHOICE TERTIARY:
N.4A.
 
FFLEFONE:
21-53 
 CC (MEDICOi
 

SAuJOSE DOS C/NPOS, CACAPAVA XJOSEJ.RIXE[RO FILYo /DIR.
 

SEPERIKT. (A[INISTA/CR);
 

-AMESF ASSISTENC7.1
MEDICA DES.FALO LTDA. 24 
 tIROAIN.N'VES STADARD 50000 10000 PRIMARY: 2.71 180200 3570

RUA TUTO!A, NP.,207 - CAPITAL I3V:.'5'."EMELLO EXECUTIVE SECONDARY: 69.8
TELEFNE:2E3-5477 
 -:'iA FREE C40ICE TERTIARY:
27.5.
 

' tNTcL P~OEAFEERIO 

-AMICO ASSISTENCIA MEDICA A INDUSTRIA E COMER 
 tRIC4AR9 D.AISYT IOIR.PRE- STANDARD 200000 2500 PRIMARY: 2.71 SEE AMICO DATA
CIOLTZA 
 SICENTE iPCRO.SP) EXECUTIVE 
 SECONDARY: 19.B1

PCA MEEC2 -CA- IlAR[O W.J.VIEIRA IDI;.ERE: P.P.O.
YACEDD, -R.T. VILA MARIVA TERTIARY:
27.51 
FITPL 
 DESENV.feEEEOj FREE CHOICE
 
TELEFO'IE:549-6111 
 £IENAT2 ALLEA1 /DIR.EEEC. 
EPOFAULO, SANTO ANDRE, SO EERkPRD,ZO CApTO AREA PEEICA !E:CT) 
SAO CAETANO DO SUL,. DiAOEA, MAJA, OTASCO, 2AlTf4I) SIXROAHJJR. iOIR. 
SU4Rl2LHOzS EYEC.OFEFACCES (CCNTADCFP 

ICI'JOI3 M.,g95/DIR.FINAN-
CEIRO (ECCNCP'ISTA) 

-ASSISTENCIA MEDICAISUATEMI 23 iEDON XEO.GI2JATNETTi .'DI STANDARD 15000 20000 PRIMARY: 2.7. 36041 714
AV.FPCF.FrACIE0 MCTFATO,NR. '19 -CAFITAL FETr ELPEFIITENCENTE E)ECUTIVE SECONDARY: 69.11

TELEFCNE:?13-122 
 ?HILT01 9.SE2AI .'DIPETIR
AD 
 TERTIARY:
77.51
 

P!\IETATIPO
LHJ fC2 

ICAFLOSYENEES CONY. 

lJJ]iAUN /0IA.CLI 
;['IP. 


http:iPCRO.SP
http:ASSISTEN.IA


------------------ ----------------------------------------------- -------------------------------------------- :--------
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P
 

..0 3 CDZTIES TYETSpC, " KET TTES TG
SERVED Y"~ MA rTE r pEC ETCyEETSTPLI3 'NR.S7 EECOP'-LSYEE ,7E0!,~ S= 3E~D S EE 

........... . . ..... . DE F,T;' s! T PESTER 

~L. 


-SEEFICE'I LUST- ILEIrS,'C.LIT.
P,CCtET ~CIAS,NP.1Sf- 7'F1TAL 
TEILEF 7-43T2
;E: 

-EEIEFICENZI
Y!EC ASILEIRA SiA. CSF!TAL24 

S3 L0I2 

RJ !R.ALCEU EEC.CSRIEIUES, -5 -CAPITAL 

T.L.F.NE:4-.. 


-CASThANCA3/A.INSTITUTO E Cl-
DE PEDICIoA 

RUpIA 

1!.9 DEJUL0O, NR.3365,JD.FAULIST -


CAPITAL
 
TELEFCNE:EOI-9/50 


-CERIMEV ASSIST. rEDICA CDOXTOL05ICA 

RUAPEIIOTOGOIDE, 337,S.VISTA- CAITAL 

TELEFGNE:e26-0T33 


-CLAE-CLINICA DE ASSST.PIED. A INTUSTRIAE 

COnERCIO SIC.LTDA. 

FTUFnMFASTER, N. 1199-IFIRANGA 

TELEFONE:
273-5959 


C4PITAL
 

-CLINIC CLINICAS PATAA INIUSTRIAE COPECIT 
SiC.LTD. 


16 


15 

RLAPPRF.TOBASTIAS SOARES FARNA,4R.57- 11ARDAR 
PELAVISTA- CAPITAL 

TELEFCO':195-0335 

SICPAULO 


-CLIKICA OSNALD9 CRUZ DES.AULO LlT. 

P;* 1.UZ, R,.47 -PAAISO - CAPITAL 
TELEFNE: 284-7160 

SAOPAULO,OSAsCO 

24 

-


/ f!R.T:. 

lK-LIClE A.Vt:rhC
/OIFETOR 

FEEITTOTE ElT TiVjI
-

1010 h.TTCNI/ IFETOR 
SUE1!iTEYENTE 


IFETATOF.0E.Spul/DIRETOR 
CLINCO (9E2IC2 
IELIEAP.EUIIRES /2!FSTO-
FA420i. (.TSI. 

UiTTEL P.EEN.FETO! DIRE-
TORAD INIST.(Cf!CT) 

'A ' 'E.CO0S.IATRISS. 

ST4WARD 

STANDARD 
EXEEJTI1 

1T10 

N.A. 

500 PRIMARY:N.A. 
SECLIN.c Y: N.A. 
TERTIARY:N'A. 

N.A. FRIMARY:1.51 
SECONDARY:37.51 

T AEDI:1! 

5724 

4.4.N 

IS 

.4. 

STANDARD 
EIECUTIVE 

N.A. W.A. PRIPARY:N.A. 
SCONDARY: 4.4. 

N.A. N.A. 

WEE C.CAPPAWFI /IIR.FIN. 
 TERTIARY:
N.A.
 

tLN PSON 1F.PARTIST E-
TORTECTIRO(KEDICO) 

XRTTERTT IDIRE-A.MASTFOTI 

T0RCONERCiAiRTOICO 

IEIUSEFPE
CERINO IDIRETOR 

SUPERINTE9DNTE(MNDICO) 

PALU!IIO CEFIO DI!ETR 

TEENIC0bnEn2:O) 
I6ASFA-E TIJSA CO­/DIRETPR 

MERCIAL(Afll2-AD2 

STANDARD N.A. N.A. PRIMARY:N.A. N.A. N.A. 
EXECTJIVE SECONDARY:N.A. 

TERTIARY:N.A. 

IVJIELAS
FAEF05'SIR.CLIPI STANDARD 
 N.A. N.A. PRIMARY:
N.A. N.A. N.A.
 
CO (93123) 

WICENZIZOi/l31R.JDRINIS-

TRATI13(IEDI:5
 

14LTER YARTSLAVSKY/DIR. 

REDICO(rEP110) 
ISUYA.Si0'FE f;IR.4DNINIS-

TRATIVOMESIEO) 
I'ISSI4 CASTiEL(DIRET3RC 
RERCIA.(ADN.WREESASI 

9CELSOB.FETRRIR4 IDIRETOR 
EIECUTIVU(EDICU 
:PAULOE.TRRES /DIRETOR 
ETECUTIV(MEDiCO) 

0O4VI)
E.TIP :RETOR [LI-
RICO I'ESICD( 
ICLAUDETE 'SEREN-
IAR-HETfl 

TEFEL.PUBL1CPS (P.PLPLICI 

SPAS7J0L BIAN.4I XETO19ER. 

A4M14.IECONCMISTAI 
t11555P.C.31 V34/45553 

JLPI CE 4ACVOGAO) 
WITS31CRfN.!4'I'3TPIEI-
TCSErCNCM.'C A
 

EXECUTIE 
 SECONDARY:
N.A.
 
TERTIARY:
N.A.
 

STAKARD N.A. PRIMARY: N.A. N.4.N.A. 4.A. 
EXECUTIVE 
 SECOUNARY:N.A.
 
FREECHOICE TERTIARY:
N.A.
 

STANDARD 20000 25000 PRIMARY:2.1 48800 970 
EXECUTIVE 
 SECONDARY:
69.81
 

TERTIARY:
?1,5
 



F55. 7 

' 
 -
,E.TYEARS
ELEE3 :C5mmERCIAL SECTIR'PDJECTED IST5 '
 =rERA - ' /'COVEFED !FTTTIT' ITTFIFUTIN' I ESTEP 
'TI' 
 I 'OP.CONS./ADMISS.
 

SAO PAULO
 

-CLINICA E0 BENTO SIC.LTDA. 0 
 tKITI Y 31Ij.q 1ADmINIS - STANDARD N.A. N.A. PRIMARY: N.A. N.A. N.A.
RUA LE40 XIII,NR.146,JD.S.ENTG -CAPITAL TRACER(MEDICOI 
 SECONDARY: N.A.

TELEFTlE:273-9O33 
 fFRANS R.H.KO9WYAS3I IPLANE 
 TERTIARY;
NA.
 
cgO PAiLO, SANTO ANDRE ZZMENTO (ETE!CO)
 

ISEVERIND F.gF.AQUES /IAN
 
TENCAD (MEDICO)
 

-COREFA S/A SERViCcS MEICOS 
 22 IFLAVIO CAUTELLA /DIR.PRESI STANDARD 40000 5000 PRIMARY: 2.71 99650 1975

RUA D;.AFCNSO BACCARI. NR.222 - CAPITAL DENTE 
 EXECUTIVE 
 SECONDARY: 9.81

TELEFONE:549-7111 
 1FRANCISCO EEP.CLEFFI 
/01- FREE CHOICE TERTIARY: 27.5% 

PETOR SUTERINTENDENTE 
NELS1 E.ADA /9UVIDIETOR 
PEDICO (YEDIEG) 
tIERALDO RUB IDIR.COWvENIO
 

tIhTitIO J.A.VOLPI /DIPETOR 
FIN.NCEIR] 

IELVEIG .RCYAWO /DIFETOR 
CLINIO 0YEDICO) 

-CENSULTASSISTENCIA MED.E CIRUPG.S/C.LTiA. 10 RORERTO HESS!)[RST9R CLI- STANDARD 5000 10000 PRIMARY: 1.0% !4940 294
R.-E5T UNlSS, NR. 1, Jr.PAULISTA- NICE (EICO EXECUTIVE SECONDARY: 23.51
 
CAOITL 
 tVILS94 STNCALVESFILH3 
 TERTIARY: 75.51
 
TELEFXON:29,-7?04 
 'ETENTE AENINISTFATIVO
 

-E EE -L0NAENTCS E FRMO4COES LTDA.SIC. 06 IPILTOV DE CASTRO ISOCIDGE STANDARD N.A. N.A. N.A.PRIMARY: N.A. N.A.!.E'IT.FATI LRA, N;. llo0-cS. IsIS/IS RENTE (EiECUTIVO) 
 SECONDARY: N.A.
:I FR!~LIST DIAMELIA
R.E CASTRO 'SOCIA 
 TERTIARY: N.A.
 
TELEFONE: 212-40h 
 (SEEFETARIAJ

CTFITTL 

-EAME1ITDE DEASSiSTENCIA NEDICA LTEA. 16 IJAYE H.RESENDIR.(MEDICO) STANDARD 1000 PRIMARY:3000 2.71 5300 110

RUACRISTIANM VIARA, NR. 145.CEROUEIRA 
 EXECUTIVE 
 SECONDARY: 69.9%
 
CESAR - CAFITmL 


TERTIARY: 27.5Z
 
TELEFCNE:eI-120
 

CAPITAL 

-AELP ASSISTENCIA MEDICA SIA 
 I tPAULO .0E C.FONTES (FRESI STANDARD 15000 20000 PRIMARY: 2.71 36000 
 710
AV.EUCPID MATOS, NR. 246,PINFEITOS-CAPITAL 
 t:NTE (PEDICO) EXECUTIVE SECONDARY: 69.61 
TELEFC5E: 53-3926 
 1EISAR2 J.AMATO IDIRETOR FREE CHOICE TERTIARY: 27.5t
 
SA FAUILO,SAOT!ANERE,SAO2ERNAFWTDO CAM- EXECUTIVO (MEDICO)
 
PO, SAO CAETANO DO SUL,DI ERA 
 tEDZO'URD IDIRETTR
BERKE9 

EIECL-TIVO
IREDICD)
 
WKRCJS A.A.RAN)YA /DIRETOR 
EXEELTIVO (rEICO 

IARCOS A.J.LOBT tDIRrTR 
EYCELTIVO (mEDICGX
 



.=.. E 4N*CITIE EED YEARSOF, EY N SRT TYPESCr PLAN 'N.TP E'TLSFE;F3JECTEDCT TC;AL-E TDY 1STSE-' 
'TI.EA 'COVEFED PESTER I 

' ' ' !P.tONS,/AD9IS.,
 

A-4ELTH E S0 F ,EL5SSISTENCIA ED.!A LT A. 15 ILIZFr..E DIET3q
lEjP. STADARD 
 250 , 'o PRIMARY:2.71.'.ERS.LUI! A.4S!, 0 57240 1105Y4. J.PDIl FULISTA FELACIES E ES PIA!S EXECUTIVE SEE'4: 60.81
iT L IL'JIZ J [./2RETOR
5EPEVIiI FREE CHOICE 
 TERTIARY:
27.5Z
TELEFCNE:22-E922 
 VICE-FTESIENTE
 

3E C-.NOEIRA. IIRETGR 

CLICIE -EDICO)
 
ICA.:.1 A.C.FA5.DE3 /OIRE 
TOPTECICO 

IYX90tA FRA2249 IDIR.JPERA-

CiONAL 

-HOS~iTAL MCEEWO LTIA. 11 lPAJLO BERC iII.SUYEIT. ST4N4RS N.A, N.A. PR!MARY: LA. .A.U.A.R.APA: C0 RTOERANCO, 9R.555 -C4FITAL 1APENSOH.DAS.TEIIEIA I01 EECUlIVE SECONDARY:N.A.
TELEFCE:247-0&39 
 RETOR CLIir',J
tOrigJ) TERTIARY: N.A. 

-HOSPITAL N.SEWH'A DOCARIO S/A. 
 13 IANGELO .P/ACI.! RETO /I0- STANDNAOR.NARTINIANO DECARVALHO, NR.741-CAPITAL 
1000 3000 PRIMARY: 2.4Z 5250 105RETOR PRESIDE TE (4EIC9) EXECUTIVE 
 SECOHDARY: 43.91
TELEPCNE:2EF-2907 
 :EMILIOE. CAOVIRI
KETO /0I 
 TERTIARY:
53.71
SAnTROTX,DEA4ED, 6UARULHDS RETORFINANCEIRU (ODOTOL.) 

.NELSONR.FR CO/CIPETOR 
REDICO (MEDICOI 
INICOLAU KrACINI FILHO/DI-
FETORAOIfIINST.(ADM.) 

IT/EENS KNAKCINI /DIRETOR 
CONVEMIGS (OPERADOR RX) 

-OSFITAL IONTSUL N.A. tFFARCISCO A.CAVALCANTi /lI STANDARD 
 N.A. O.A. PRIMARY: N.A. N.A. N.A.
RUASALROERTO ALVES DE CARVALHO FI'HO, NR. 
 PETOR CLINICO flEOICO) EXECUTIVE N.A.SECONDARY:270,CANTONARO -CAPITAL 
 IWALTEUDS PARgLTS 
IDIR.AOM.
 
TERTIAY. N.A.
TELEFONE:522-6030 


-HOSPITAL E MATERNIADE V.MARIA S!A 
 20 IALO0PERLI!DI:ETJR AOMI- STANDARD 
 R.A. N.A. N.A.
PRIMARY: N.A. N.A.
AV. GUILHETRE COTCHING, XR. 940-V.MARIA NISTFATIVO ( EDICOI EfECUTIVE 
 SECONDARY: N.A.

ILM IVALM.-OZZO /DIR.SU- N.A.
 

TELEFONE: 291-2211 

TERTIARY:


CAPITAL 
 FEBIITENDENTE (PEDICO)
 

ILAERTE SECLIN /DI3TeTR 
FFESICENTE fMEDiCO) 
1AXISSE93.1 IDIRETOR COER 
CIAL(MEDICO) 
015;4: 1M1LER !DIRETDSE-
CEETArCI(MEDICOI 

-HUSFITAL N.S.OA FENNASIA IFRA9I15: ANTONASIO /OIRE- STAVaRD 
 1000 3000 N.A.
PRIMARY: LA. LA.FUP ARNXLDIVALLARDI PORTILEO, MR.90 - Trd RESIDENTE (PEDIC0I SECONDARY: N.A.
CAPITAL 
 I ALO AN1ONASIO/DIRETOR 
 TERTIARY:
L.A.TELEFONE:295-7444 
 VICE-PXESIENTE (KEDICO)
SAOPAULO 
 IGERALDOCASISRANE /DIPE-

TORAEMINISTPATIVO 



--------------------------------
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H.M.O. :------ :------------------------
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KEY mIA7ii 'TYF-lE PLAN ' R.'JFE;HFLOiEE3,0RCIL ; T,9TJECfED 15TsE­= .­ == = Z=='ODTED (FROM/TO)l DIS'FIFUiIO PESTER
T0I 


'OP.CNS.IADKISS.
 

SAO PAZTO 


-INTERCLINICAS - ASSISTENCICA MEDICA E CIRUR 29 ILUIZ A.DEA.S.DRIA /OIRE- STANDARD 
 16010 200000 PRIMARY: 3.41 402200 7980
GICA SIC.LTDA. 
 TORFRESIEEXTE 
 EXECUTIVE 
 SECONDARY: 41.71
AV.FAULISTA, MR. 777, BELA VISTA -CAPITAL tDO!NIG03 A.9AN] IDIRTO 
 FREE CHOICE 
 TERTIARY: 54.90
 
TELEFONE:288-5333 
 VICE-FEESIOENTE
 

tPALHIRO ROCHA
 
1JULIO
TIMONER
 

909VLDO 6.A DERSON
 

IHELMUTH PEOBST
 
IWILLIAl 4.MUNRO
 

-INTER4.EDICA
SAD CAMILO S/C.LTDA. 13 PAUiLO
S.P.ARBAKTI /OIRE- STANDARD 
 30000 4000 PRIMARY: 2.71 69760 1386
AV.FOlPEIA, 1050, POMPEIA -CAPITAL 
 TORSUPERINTENDERTE 
 EXECUTIVE 
 SEED.HARY: 69.81

TELEFGNE:263-7144 
 20NATO CORDEIRO IDIRETOR FREE CHOICE 
 TERTIARY: 27.50
 

IPE.NIVERSINDO A.CHERXBIh
 
2ROBERTO M.F.NIGRO
 

tNALTNER LANFRANCHI
 

ILUIZO.FERNANDES
 
IJOSEP.MAY
 
lFAU CS A.R.CUKHI.4SER. 
FELACOES EXTERNAS
 

-INTERMEDICI KEDICINA CIRUREIA LIDA. 
AV.ERIG.LUIZ ANTONIO, NR. 3803, JARDIM PAR-
LISTA -CAPITAL 

TELEFCE: 64-4204 

24 IALEIAIDRE F.M.LOUIRENCO/01 STANDARD 
FETOR PFESIDENTE ElECUlIVE 

ILUIZ A.DE LOURENCO /DIRE-

TUP CLINICO (KDICO) 

5000 2000 PRIMARY:2.71 
SECONDARY: 69.8 
TERTIARY: 27.5% 

14850 290 

-INSTITLUTOFAULISTAMIA XEPEDICINA E OD0T0-
LOGIA SIC. LIDA. 
AV.JLUUBATUA, XR. 481-BROKLiM 
TELEFORE: 241-7.11 

SAO PAULO 

16 IWILS0NJ.ICLAUJ /DIRETOR STANDARD 
SLIFERINTEkDENTE{MEDICO) EXECUTIVE 

tMASAYUKI 15H1/DIRETOR ELI 

NICO (KEDICO) 
ILE0V.ALBU9oLFRtV /DIRETOR 

N.A. N.A. PRIMARY: N.A. 

SECONDARY: N.A. 
TERTIARY: N.A. 

.N.A. N.A. 

AOMINISTRATIVO (MEDICO) 
ISEIO TOWI/DIRETOR GEPA-
TrIMONIO (MEDICO) 

-LAPA ASSISTENCIA MEOlCA S/C.LTDA. 
R.BRIE. GAVIAD FEIXOTO, NR.159,LrPA -CAPITAL 
TELEFONE:20-4306 E 260-2387 

IFLAVIO J.N.PIJLI IDIR.AM. 
1EMIL WA0IND/DIR.FINANC. 

STANDARD 
EXECUTIVE 

5000 20000 PRIMARY: 2.70 
SECONDARY: 69.81 
TERTIARY: 27.51 

21200 420 

-fECA LTDA. MEDICIMA E CIR6IRIA ASSISTENCIAL 
ALAMEDA SANTOS,NR. 1054-JARDIM PAULISTA 
TELEFENE: 251-5099 

SAO FAULD,GUARULHOS 

18 tELIAS J.RACY /DIREIOR SO-
CIO (MEDICO) 
;JCFEE WEXLER /DIRETOR SO-

CIO 9EDDICOI 

STANDARD 
EIEDTIV 

10000 13000 PRIMARY: 2.71 
SECONDARY: 65.80 

TERTIARY: 27.50 

25440 5014 

INILSON M.CELSO IDIRETOR SO 
CIO (MEDICO) 

-MEDIAL-SAUTE S/A. 

AV.ACAMi, IR.333- MOEMA 
TELEFONE: 570-B639 

SAO PAULO 

13 IFER4N Dl .P.0D0A IPRESI-

154914 I.LALO' '3IR.03 .TI-
"NCEIFO'PEP:CCI 

STANDARD 

EENTEXYEEiCOIE0ECUTIVE 
50000 75001 PRIIARY: 2.71 

SECONDARY: 60.0: 
TERTIAR: 27.5% 

127200 2520 

l3CI4_D0 RK44 MELLO/DIOR-
TOPCLIN! COE1 Cio) 

TECL1',CCFEET!CeU 
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'TION
 

SAO FAULLO
 

-MEDT S/4.MED.ESFEC. 1ID.ECcm. 23 IJOSEJ. 2 /RED3I/2IRETgR STANDARD 230,T 2500 PRI4RY: 1.00 53020
'LA''E3A 1050
ITU,NP.21513 ANSDo,jJRDI FAULI;ITA 
 CLINICO rZDICO)
CAPITALI EXECUTIVE
'CNPIT 4 I 1 ij' o p ' S ECONARY: 37.9Z
*S-C ' _11413. FREEC..CE TERTIARY:60.3Z
,ELE:O.T-3I 
 TSUTCLU OYLF /!rE.ElF0S.
 

:A.4rcIO E.8.PALLA;ES /OR.
 
PANUTENCAD DECOW.ENOS
 

-,ET9OI TLE 0F0"ASSIST.RED.CIRIX. S/A 20 010DLE QLASS I RSITD03STA'PLARO 5000 10000 PRInARY:2.7! 17516
UA ELACINTRA, N;.51 -CAPITAL 350FTEEIDEN1E (EDICOI EXECUTIVE 
 SECONDARY: 69.81
TELEFOE:25-073 ­- 2565-6970 
 :ARI3 ALRANTI /IOR.FIoo-
 TERTIARY:
27.51
SAOF&ULO, SONTO ANRE, 540EjFNsAO CoCAM- CEIFO (PEDICO

PO,SAOC-ETAND DOSUL,MHU4,OSASCO, 
 IA4TON[J A.DIA3 f3IR.CLI.I­
6 Ar0! CO (P'IEICC 

IHELIG 7ILMAN IDriETDR AD91
 
hISTFTT'OTAD4.Ee.FR.)
 

-' ICiNAL
SAUCE SE.9,E0,H2T.SIC.LT)A. 
 I ZATNDO MCCRDlIRj JR./l1 STANI)R 
 5000 1O000 PfIMARY: 2.7% 16960 334
A LVAP9 ...1'QD,NR.227-, OELERZ14H
- FETER PRESIZENTE 
 EXECUTIVE 
 SECONDARY: 69.81
CATITAL 
 SALETADOR -.K15S/DIRETOR 
 TERTIARY:
27.5"
7ELEFLNc:264-S197 
 CLINICO OLE5ICO) 

-POLICLINICA SANTA AMALIA SIC.LTD. 
 1 0 IALTER 0.,GD ,IUES/IRE- STAKARD 
 7000 10000 FRIKARY:2.72 16020 357
R.NEPMINIO LEFOS, RP. 25, CArLCI -CAPITAL 
 TERSUTERINT. (MEDICO) EXECUTIVE 
 SEONDARY:09.8!TELEFONc:270-8311 
 2DEBST!9O 5.5LI/!R /01- TERTIARY:
27.51
 
SADPAULO 
 PETER CLISICO !PEDlCO)
 

WEE q.3.R1TINEZ (KIECOD
 
IRELLkNAC
R.DEBARKOS (ME -
DICO 
0J00 C.F7UC0 (MEDICO) 
'ANTCNIOA.P.PAUPERIO (ME -

DICO)
 
IAWOIDNI (EOICO)
C.VITAR1 


-PDULIINICASONTA FELTDOA. 20 ULW!O L.CAVALCANTI /OIRE - STANDARD .A. N.A. PRIMARY: N.A. N.A.
AV.ADCLFO PINEIRD, N.A.NR. 1362, SANTO AMARO 
 TOR CLINICO (MEDICI) EXECJTIVE SECONDARY: N.A.
CAPITAL 
 1ARYCE A.LACEFDA /DIFETOR 
 TEPTIAPY:
N.A.TELEFONE:247-539, 246-220 E 2f6-3745 
 CL!IrIO (MEDICO) 

INEOLAU P.PrVN /EIR.PDm.
 
IFEOi00 P.VAZDIR.All,
 

-P0.SADDE SCC.LTDA. 
 7C WAYIIFIT
CCFEIA ETOiPPESI STWARD 5000 7000 FRIKARY:2.41 12720 
 252
1UOTIND,R. I00-CAPITAL 
 OE!TE(fNEDi) EXECUTIVE 
 SECDIARY: 3T.1!TELEFCNE:
IDENEAMCIL 
 tLLIZF..!.VEIFA /SUPEEINT. FREE CHOICE TERT!APY:
57.92
 
0NIN~i3T;rTI;3
(9D0I:3D 

rETTNT.CLINI23(902120) 

CTOCF.C.E'tC /IRETORJU
 

I:ALC? P T C'TI jEERER­
- :?VETI0 !AUV'00332 

S0LLO .PICLIFZ.EC.HU­

!7-.D Z~R
 

http:FZ.EC.HU
http:AD4.Ee.FR
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H.0.7.NAPEANDCITIESSERVED -,IF KEY n"43-,15 'fYPE3F F"ANS 14P.PF Er . ' Dll 
 I ST
 

-= A - ' . . FPGM,T.
. 'COVEPTD ES:FIlfTICO, MSTER
'TII , '.ECNS.IISOISS. 

-PSTITO-SOCORPO SATA FALLA 
 CAF'JA'0 5TA05
LTDA. 26 tyVO4lS /DI3.9E. 
 N.A. N.A. PRIKAPH:
N.A. N.A. N.A.
AV.SANTO APARG,NP.2460, 6ERDOLIN-CAPITAL TEEFE[ SCNAIM1D.SILPERINT.
EXECUTIVE 
 SErONAPY: N.A.

TELEFPE:)-8695 E 241-5122 
 (WEDI:13T 
 IERTiA,(:.4. 

IJOSE P.CIV'EAHES i0.TEEN1 
CO (PIEDIE
 
1EGp9A.X.SER ID.Cu!AICO
 
(MEOICO;
 

-SAC SERV.ASSIST.rIED.AOCoh.EI-D.SIC.LTDA.23 *WILSV.FR fDIR.PqESIElTE STODA.RD 
 10000 15U00 PRIMR': 2.7t 2!200 420R.SVEC 0RA.0AO,
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ORGANIZATION OF HMOS IN URUGUAY
 

Enrollment in HMOs
 

The enrollment with an HMO can be done in three different fashions:
 

a) Individual enrollment: The person pays a monthly premium
 

directly. The HMO has 
a special place for collection or it
 

sends collectors to 
the houses of its members.
 

In contrast to the following systems, this one represents a
 

higher collection cost to the HMO as well as possible delays in
 

payments. 
 In 1984 the individual enrollment represented 67% of
 

total HMO population.
 

b) Enrollment through the Sickness Insurance Fund (DISSE): this
 

fund is part of the Social Security Administration under the
 

control of the Ministry of Labor and Social Security and is 
the
 

intermediary agent between the HMOs and the beneficiaries. It
 

is financed by employers' contributions (4% of total salaries
 

paid to the workers) and workers' contributions (3% of salary)
 

made to the Sickness Insurance Fund The Fund, .n turn,
 

contracts with HMOs for health care services. Social Security
 

beneficiaries, (workers included in the Sickness Insurance Fund)
 

have the right to select the HMO
 



from which he/she will receive the services. The Fund pays
 

his/her premium directly to the HMO on his/her behalf. Labor
 

groups comprised within this regime and for which enrollment is
 

mandatory are: construction, land and ocean transport, wood,
 

paper, textile, graphic, clothes, leather, metallurgy,
 

electronics, Jewelry, plastics, food and meat packing, chemical
 

products and pharmaceuticals. Recently retail store employees,
 

as well as rural workers and housekeepers, have been
 

incorporated into the Fund. Prior to these incorporations, this
 

type of enrollment amounted to 23% of the total HMO population.
 

It is estimated that this percentage will increase with the
 

concomitant decrease in individual enrollment.
 

c) 	corporate enrollment: made through an agreement reached between
 

a company or union and an HMO. This type of enrollment
 

generally covers activities excluded from the Sickness Insurance
 

Fund regime and serves about 10% of the total population.
 

Health service coverage provided by lHMOs
 

Health service coverage to which beneficiaries are entitled through
 

the payment of a monthly premium is standardized and legally
 

regulated. It includes some preventive services (immunization and
 

periodical clinical and paraclinical controls), ambulatory care In all
 

specialties, inpatient care (either common or in intensive care units),
 

dental care, diagnostic techniques, drugs, surgery, Xrays,
 

rehabilitative services and limited psychiatric treatment.
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The following services are excluded from the health service
 

coverage:
 

- actions and/or procedures with an aesthetic objective whenever
 

the maintenance or recovery of a function is not involved.
 

- orthotic and prosthetic devices.
 

- psychoanalysis and other psychiatric therapy techniques.
 

- rehabilitation techniques n~t providing real benefit to the
 

patient in chronic physical diseases or with definite sequaelae.
 

- diagnostic and therapeutic techniques and procedures which are:
 

of high unit cost and rate application, of unproven efficiency
 

and on an experimental basis, or not incorporated in the common
 

medical practice within the country.
 

The members have the right to receive care within the limits of the
 

department (political division) where the HMO has its main facility,
 

except in cases of emergency, which is covered by the HMO throughout
 

the country.
 

Besides this benehil package, HMO members, regardless of their kind
 

of enrollment, pay a mandatory additional amount of US$40 per month as
 

a contribution to a Catastrophic National Health Insurance Fund. This
 

Insurance Fund collects contributions from all HMOs as well as from
 

other agencies, mainly from the Ministry of Health which pays on behalf
 

of the population that receives basic health care services from
 

Hinistry of 1_ealth facilities. In turn, the Catastrophic National
 

1ealth Insurance Fund contracts, on behalf of the entire population of
 

the country, the delivery of highly specialized services (cardiac
 

surgery, chronic renal dialysis, kidney transplant and a few others)
 

with private and autonomous health care organizations that may or may
 

not be part of the HMO.
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In summary, health benefit coverage of 1MO members is quite
 

comprehensive, not only because of 
the services that the organizations
 

provide at 
their own cost, but also because of the highly specialized
 

and costly services that are provided through the Insurance Fund.
 

Prepayment experience in the rural areas
 

SAYSS (Serviclos de Asistencia y Sociales Salto) is a new
 

occurrence in health care under way in the rural areas of the County of
 

Salto. Representatives of the community and of public institutions
 

actively participate in the organization whose main objective is 
to
 

provide health care services within the mentioned area. It also
 

undertakes social works.
 

Governing Bodies - It is directed by authorities working al two
 

levels: a) at the central level in the city of Salto; b) at the local
 

level through the Support Commissions.
 

The Central Committee and the Local Support Commissions are
 

integrated through the appointment of members representing the public
 

sector, and by community elections for the remaining members. The
 

government representatives, come from the public institutions connected
 

to 
SAYSS, which are: the Ministry of Health participating through the
 

Salto Health Center, the City Government, the Board of Primary
 

Education, (through the School Inspectors), and the Police.
 

Structure - It operates through 27 clinics, most of them function
 

within primary schools in the rural Salto area. 
These clinics are
 

managed -except in technical matters- by a Local Support Commission
 

with a President, Secretary, Treasurer and members.
 

Services provided - Twenty of the 27 clinics have permanent staff.
 

There are six physicians living in the area and three physicians living
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in the capital of the department who travel to the rural area. The
 

non-medical personnel are specialized in primary and emergency care.
 

Services provided: primary care, general medicine, pediatrics,
 

gynecology. Twenty five of the clinics provide dental 
care as well.
 

The patients' clinical records are kept in the clinics at the local
 

level so that the rotation of physicians does not harm the continuity
 

of care. In addition, radio-transmitters are being set up in order 
to
 

facilitate communication.
 

On the average, there are about 2000 ambulatory visits per month.
 

Physicians provide 
care at the local clinics at different frequencies,
 

varying according to the distance and the density of the population
 

from two visits a week to one visit a week or one visit every
 

fortnight.
 

Financing - It !s mainly financed with the contributions of the
 

beneficiaries through a monthly prepayment which depends on the number
 

of people covered and on the kind of services provided, but it never
 

exceeds US$0.42 pei family. Futhermore, they receive grants and
 

government support in goods and services (such as transport) and
 

personnel.
 

Drugs - They are mainly provided by the Ministry of Health and also
 

purchased by SAYSS. There are some donations as 
well.
 

Central Facility: Centro de Salud de Salto (Salto Health Center) 
-


Uruguay 364, Telephone 2929; person in charge: Mr. Revello.
 

Printed material (booklets. etc.)
 

In Uruguay there is little information issued by the HMOs with the
 

aim of letting the pubic know their acitivities, their coverage, their
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members' rights, etc. This situation Is mainly due to the fact that
 

HMOs, and more specifically Mutual Benefit Societies, have existed in
 

Uruguay for over one century, therefore they are well known with
 

regards to their scope and the percentage of the population covered by
 

the system is quite large.
 

We were able to gather brochures from only three HMOs in
 

Montevideo. This reflects a very low level of marketing, However,
 

lately tbrough radio and T.V. commercials some HMOs have begun to try
 

to expand their membership, aiming at workers newly incorporated in the
 

Sickness Insurance Fund.
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I. SUMMRY
 

This atudy was undertaken under Cooperntive Agreement No.
 

LAC-0000-A-00-4049 between the Agency for International
 

Development (AID) and the Group Health Association of America,
 

Inc. (GHAA) for the purposes of identifying and describing
 

prepaid and/or HMO-type activity in Latin America and the
 

Caribbean. This portion of the study concentrates on public and
 

private sector health care services in the northern region of
 

Latin America and the Caribbean.
 

The study is ccncerned principally with the growth and
 

development of HMO and HMO-like schemes of health care delivery
 

in the northern region of Latin America, namely Mexico, Central
 

America, Panama and the Caribbean and with the health laws and
 

legislation which regulate these schemes. It also examines the
 

health delivery systems in several countries with the aim of
 

facilitating consideration of the feasibility and
 

transferability of generic elements of the U.S. prepaid health
 

systems experience or modification of that experience in search
 

of alternative approaches to financing and delivering health
 

care generally.
 

Findings
 

As a result of extensive research and discussions with
 

Latin American and Caribbean health experts, a basic conclusion
 

of this study is that there are few, if any, formal legal
 

constraints to the
 



development of prepaid medical care schemes in the region and
 

that specific enabling legislation exists only in Brazil, Chile
 

and Uruguay. This conclusion however, derives p'imarily from
 

review of the laws of each country studied and does not reflect
 

practice, tradition or internal regulation of governmental
 

agencies, knowledge of which would require on-site observation.
 

Another conclusion based on information available in Washington,
 

DC and from local contacts, is that the only truly sizeable
 

presence of HMO or HMO-like activities in the region is largely
 

concentrated in the Southern Cone.
 

Other distinctions bearing on HMO development in the
 

southern and northern regions are differences in demographics
 

and per capita income which indirectly relate to marketing and
 

financing aspects of HMO feasibility. Mexico with approximately
 

73,000,000 people is the only populous country In the North.
 

The next largest Is Guatemala with 7,477,000. Following in
 

descending order are: the Dominican Republic, 6,416,000; Haiti,
 

5,800,000; El 
Salvador, 4,671,000; Honduras, 3,618,000; Costa
 

Rica, 2,340,000; Panama, 1,900,000; and Belize, 149,000.[1] The
 

combined populations of all the countries of the English
 

speaking Caribbean including Belize and Guyana is less than
 

7,000,000 persons with Jamaica and Trinidad and Tobago
 

accounting for 3,56,000 of that total.
 

In terms of GNP per capita income per annum, Mexico is
 

highest with U.S. $1,800.[2] Panama, Costa Rica, Guatemala and
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the Dominican Republic are the only other countries with GNP per
 

capita income over U.S. $1,000 per year. Honduras, Haiti,
 

Belize, El Salvador and Nicaragua are considered lower or low
 

income countries.
 

Innovative approaches to health care services and health
 

care generally are more advanced in the three countries with the
 

highest incomes--Mexico, Costa Rica and Panama. There are signs
 

however, of some experimentation with and potential for
 

alternative approaches to medical care delivery in Guatemala and
 

in the Dominican Republic. In Guatemala there are provisions of
 

law which enable socially insured persons to avail themselves of
 

private care. In the Dominican Republic an archaic provision in
 

the basic social insurance laws countinues to force large
 

numbers of wage earners prematurely out of the social insurance
 

system when their earnings surpass 303 pesos (U.S. $30.) per
 

month. These people must seek private alternatives to medical
 

care under social insurance which has contributed to the
 

proliferation of activities among physicians and institutions in
 

the private health sector.
 

Another recommendation of this study is that on-site HMO
 

feasibility studies be undertaken in Panama where there has been
 

movement in group practice in cooperation with the Hospital
 

Corporation of America, and in Guatemala and the Dominican
 

Republic where there appear to be prospects for the development
 

of publicly and/or privately funded prepayment schemes.
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Mexico should also bo made the subject of an in-depth
 

study. Growing numbers of employers in Mexico are meeting
 

demands for private medical care by providing Group Medical
 

Expense Benefit plans, contributions to which are tax
 

deductible.[3] This and emerging privately insured medical 
care
 

schemes should be examined and contrasteA with similar schemes
 

in other countries of the region.
 

An in-depth study of Costa Rica is not recommended as it
 

has an integrated single medical care delivery system under its
 

Social Insurance Fund. The integration took place in 1961 with
 

the goal of providing health services to the entire population.
 

Today, almost 90 percent of the population of Costa Rica is
 

medically insured, though the accomplishment has not been
 

without cost as the system is in a critical state financially.
 

Ninety-five percent of the country's doctors are on the Social
 

Insurance payroll. Social, economic and political uncertainties
 

in the country and the region are having a seriously adverse
 

effect on the health care delivery system in Costa Rica and in
 

all other countries of the region.
 

The low or lower income countries should not be precluded
 

from further study despite the lack of meaningful private sector
 

initiative potential. While the American HMO experience may not
 

be transferable directly, some of the basic concepts will apply
 

and prospects for modified approaches to alternative medical
 

care schemes in cooperation with Health Ministries and social
 

insurance funds should be examined.
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In his Guide to the Assessment of HMO Feasibility, Dr.
 

Paul Zukin raised the question of public--private cooperation In
 

the region where a hospital based HMO might serve clients paid
 

for by the Ministry of Health or social security system. "This
 

can 
achieve cost savings in the public sector by obviating the
 

need to construct facilities where suitable public institutions
 

do not exist, and it can benefit a private hospital by assuring
 

a given level of occupancy. This system may be presently seen
 

in Panama."[4] This would seem to be an option for a geoup of
 

doctors in La Ceiba, Hondurag who, according to an OAS
 

Secretariat official, are hoping to assume direction of a
 

hospital formerly owned by the United Fruit Company and to
 

introduce some kind of HM0 scheme. The need for consideration
 

of a.public/private mix in th health care sector in these
 

countries is evident as David de Ferranti has stressed in the
 

World Bank's Paying for Health Services in Developing
 

Countries.[5] Incipient alternative financing schemes seem to
 

slowly be taking shape in the region.
 

This study is also intended to assist in identifying
 

countries in which the potential for developing such services
 

seems most feasible. In the Carribbean basin region, for
 

example, Panama, the Dominican Remaublic and Guatemala are
 

countries which would seem most suited for developing
 

alternative mechanisms and approaches to health care and perhaps
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should be targeted for full feasibility studies. This and the
 

role of the private sector in Mexico's oacith care system are
 

discussed in greater detail later in this report.
 

One of the primary findings of this study, although not a
 

stated objective, is that there is an extraordinarily large body
 

of information available in Washington, DC, relating to health
 

care 
systems in Latin America and the Caribbean including the
 

laws and legislation which regulates them. The Hispanic Law
 

Division of 
the Library of Congress has compiled a collation of
 

laws on a country-by-country basis. The Pan American Health
 

Organization utilizes the Library on a frequent basis in the
 

tracking of health legislation for PAHO reports and
 

conferences. In 1981, 
the Library of Congress Instituted a
 

computer access system which was utilized in this study to
 

extract and review, on a selective basiAs, health laws and
 

legislation in Mexico, Guatemala, Costa Rica and the Dominican
 

Republic.
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LI. 	 INTRODUCTION
 

2.1 	 Overview of Health Delivery and Social Insurance
 

Systems in Mexico, Central America, Panama and the
 

Dominican Republic
 

This overview covers the eight Spanish-speaking countries
 

in the 	northern region of Latin America minus Cuba. Belize,
 

although geographically located in Central America, is for
 

purposes of this report considered part of the English-speaking
 

Caribbean. in all but one of these countries, Nicaragua, where
 

the Sandinistas have unified health delivery services in a
 

single 	system under the Ministry of Health, social insurance is
 

an established vehicle for financing and pro7iding heelth care.
 

However, coverage under social insurance varies widely and is
 

not entirely unrelated to GNP per capita income with the higher
 

income countries, Mexico, Costa Rica and Panama having more
 

advanced delivery systems and reaching greater portions of their
 

populations. In the lower income countries the Ministries of
 

Health are the primary providers of health services.
 

In Mexico several government agencies with seperate
 

social insurance funds provide medical services, e.g., the
 

Ministry of Health and Welfare; The Mexican Institute of Social
 

Security; the State Employees Institute of Social Security and
 

Services; the National Defense and the Navy plus government
 

enterprises such as the Mexican National Railways, Mexican
 

Petroleum and the Federal District Department. These provide
 

approximately 75 percent of medical services in Mexico.[6] Most
 

services under social insurance are conducted in government
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owned facilities although services can be contracted out to
 

private health providers. In 1974 the Government of Mexico
 

introduced a new National Health Plan. The plan proposes to
 

extend coverage with emphasis on the rural population, to
 

provide national coordination of medical care services and to
 

establish a national hospital system. Mexico has pursued an
 

ambitious program for serving the indigent population through an
 

integrated development program called COPLAMUR which reaches
 

about 10,000,000 or 1/3 of the rural population. [7]
 

Costa Rica is unique in the region as its medical caro
 

delivery services have been intergrated in a single system under
 

social security. It is also unique in that the Social insurance
 

Institute provides coverage to nearly 90 percent of the
 

population, the most extensive in the region. The Institute, in
 

addition to running its own hospitals, is also responsible for
 

management of 
all public hospitals and health care facilities.
 

The Ministry of Health retains responsibility for providing
 

medical care to the indigent population.
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Like Costa Rica, Panama has also been integrating medical
 

care services albeit with less success. The process began in
 

1972 when the Government adopted a proposal to harmonize the
 

Ministry of Health and Social Insurance Fund (CSS) programs in
 

an effort to decentralize and expand services. While half the
 

population of the country today is still under the Ministry of
 

Health and the other half under CSS, there is no doubt that
 

intogration has enabled CSS to extend the scope of social
 

insurance to a greater percentage of people while utilizing
 

Ministry of Health facilities.
 

The lower income countries in the region, Guatemala,
 

Honduras, El Salvador and the Dominican Republic have single
 

social insurance funds but relatively low percentages of their
 

population are provided medical care services by the Funds. The
 

bulk of medical care is provided by the Ministries of Health
 

which have almost exclusive responsibility for primary health
 

care in urban as well as rural areas. These countries have much
 

in common not only in terms of their relative stages of under­

development and staggering economic problems, but also in rogard
 

to their health systems which are hamstrung by lack of
 

coordination, rising costs, wasteful duplication and all the
 

other ills which translate into low quility health care for a
 

majority of their people. The margin for private sector
 

participation in upgrading health care is generally smaller in
 

these countries, but there are developments in Guatemala and the
 

Dominican Republic in this regard which are discussed elsewhere 

in this report, that indicate potential for increased private 

sector participation. 
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In each of these countries, to varying degrees, private
 

medical services are provided oii an ability to pay or direct
 

payment basis and in most of the countries in combination with
 

social or private insurance. There are also provisions in some
 

to treat indigents in private facilities when public facilities
 

are non-existent or inaccessible. Increasingly, people with the
 

ability to pay, including working class people, are opting for
 

private medical care. For most it is a matter of sacrificing
 

for higher quality care. For some it is a matter of class
 

attitude which attaches a stigma to use of public or government
 

sponsored facilities. This explains, in part, the high
 

percentage of privately owned hospitals in six of these
 

countries: Dominican Republic 64.6, Honduras 53.5, El Salvador
 

37.3, Guatemala 32.5 and Mexico 30.1. In Costa Rica and Panama
 

the percentages are 8.1 and 17.9 respectively. In general,
 

medical facilities in the private sector are smaller than in the
 

public sector with the percentage of total beds being much
 

lower. With the exception of Dominican Republic 23.3, Honduras
 

22.8 and Mexico 14.1, beds in private facilities in the region
 

are less than 10 percent of the total.[91
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2.2 Overview of Health Delivery and Social Insurance 

Systems in the English-Speaking Caribbean 

As mentioned previously, the total population of the 

English speaking Caribbean is under 7 million or roughly 

equivalent to that of the Dominican Republic. The countries of 

the Caribbean regions are mostly small island states with small 

populations. It would be difficult to establish HMO or HMO-like 

schemes in most of these tiny countries. The lack of a market, 

low prepayment income potential and prohibitive administrative 

costs would render such endeavors impractical. However, 

Trinidad and Tobago, with over a million inhabitants enjoying 

the highest per capital income in the region (U.S. $4,000) has 

potential for the development of alternative prepaid health care 

schemes.[10] Jamaica is already experimenting with alternative 

health care financing approaches. 

Health care services in the English speaking Caribbean 

are generally disorganized and poorly integrated. The bulk of 

these services are provided through the Ministries of Health. 

The principal medical care facilities in most countries of the 

region are owned by the governments and the fees -.e usually 

reasonable and sometimes free or scaled to income.[11] Public 

hospitals are generally overcrowded and people with the means 

utilize private hospital facilities. Often even primary health 

care services are based on the ability to pay rather than need. 

Only Antigua and Bermuda provide medical care through national 

health insurance programs on a cash reimbursement basis. 
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Beryl Frank, in his Problems and Trends of Social
 

Security in the English-Speaking Caribbean, suggested that some
 

of the governments of the region, in their desire to reduce
 

expenditures and to seek new sources of financing for health
 

services, are considering including in their social security
 

programs measures whereby insured persons and their employers
 

will contribute a percentage of earnings in order to reimburse
 

private and public providers of health care.[12] Schemes of
 

this type are found in Antigua, Barbados and Bermuda. Frank
 

also suggests that the Latin American pattern of establishing a
 

separate and frequently uncoordinated competing network of
 

medical care installations is not an appropriate solution in the
 

Caribbean.
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2.3 Regional Perspective of Health Laws and Legislation
 

Extensive research at the Hispanic and Eastern Caribbean
 

Law Division at the Library of Congress, the National Library of
 

Medicine and the Libraries of PAHO, OAS and the Department of
 

State, and detailed examination of the fil3s of the
 

International Policy Staff office of the Social Security
 

Administration as well as materials supplied by the General
 

Couns6l of PAHO have revealed that there is no singularly
 

comprehensive collection or body of health laws and legislation
 

for any of the countries of Latin America available in
 

Washington, DC.
 

The Pan American Health Organization is just now
 

beginning to focus on the need to develop a comparative health
 

law compilation for the region. This is undoubtedly due in part
 

to hightened interest in most countries of the Hemisphere in the
 

development of alternative health care approaches as a means of
 

making current systems more efficient and extending primary
 

health care to their expanding populations. However, despite
 

the determination of PAHO Secretariat officials to move ahead in
 

this area, it is not likely that significant progress in this
 

regard will be made in the foreseeable future. PAHO sponsored a
 

conference on legislation last fall in Washington, DC which
 

confirmed the need for pooled information, but this is only a
 

beginning and there are budg-et constraints affecting the
 

process. The Internatio-iai Digest of Health Legislation, a
 

quarterly published by the World Health Organization which
 

r.sually contains some references to specific aspects of health
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legislation in one or 
two Latin American countries, is available
 

in the PAHO library, but is of very limited value for the
 

purpose of gaining an overall legislative prospective in the
 

region. WHO conference proceedings and other WHO publications
 

are available in the PAHO and the Department of State libaries
 

but these do not contribute significantly to a more
 

comprehensive understanding of the legislation.
 

In general, the objective of legislative research in this
 

study was to determine the existence of either enabling or
 

restrictive health laws and legislation which would affect the
 

development of prepaid HMO or H0-like schemes and group and
 

corporate practices of medicine. 
 It was also to examine the
 

extent of laws pertaining to advertising, the legal processes
 

for licensing and the roles of doctors and other medical
 

professionals and laws pertaining to 
employment of non-national
 

professionals and insurance laws.
 

The first and most important conclusion of this research
 

is that on-site visits to 
the countries themselves are
 

absolutely essential to identify accurately the legal 
and
 

regulatory requirements of an HIMO feasibility survey. 
Review of
 

laws and legislation available at 
the Hispanic Law Division,
 

indicates there are few, if any, enabling laws or laws of a
 

generally restrictive nature governing the development anc.
 

functions of HMO or HMO-like organizations in the region.
 

Conversations with Latin American health experts tend to 
confirm
 

this along with suggestions that legislation will emerge only as
 

these alternative schemes proliferate and command regulation.
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Basic statutes dealing with the licensing, education and conduct
 

of medical professionals are available at the Law Library but
 

are not framed in the context of group or corporate practice nor
 

do they go beyond basic requirements and processes.
 

Advertising of medical services, which is outside the
 

Latin American experience generally and would be frowned upon in
 

most countries in the region, is accorded scant attention in the
 

health legislation of most countries except in the regulation of
 

drugs and medical equipment. Health laws of most countries are
 

very rigid in the regulation of advertising as it relates to the
 

marketing of pharmaceuticals, and medical equipment, but do not
 

specifically refer to advertising by hospitals and medical
 

facilities.
 

The labor laws of most countries are primarily concerned
 

with setting the requirements for work permits for
 

non-nationals. In some countries, there is a ceiling or set
 

percentage of non-nationals (10 percent in Mexico) who can be
 

employed in an enterprise, whether foreign or domestic. Some
 

specify professional or industrial sectors in which the numbers
 

of non-natlonals are regulated.[13] Information regarding this
 

aspect of labor law is available at the U.S. Department of Labor
 

Library.
 

Private medical insurance is relatively new in many
 

countries and, in the case of Mexico, is evolving rapidly. Laws
 

and regulations governing medical insurance schemes were not
 

available at the Library of Congress, but private sector
 

information services deal with tLe subject.[14] Employers in
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Mexico are increasingly providing private medical insurance for
 

salari6d employees. The Intarnational Benefits Information
 

Service advises clients "... most multinationals have
 

implemented hospital and medical coverage for salaried
 

employe6s. There are two types of coverage: one with a limit on
 

the amount paid for room and board, surgical fees, ambulance,
 

and nursing care; the other, is 50 percent more expensive but
 

has no limits. Most plans have coinsurance varying from 10
 

percent to 25 percent with a deductible of 1 percent to 3
 

percent of the sum insured. Usually both apply per event rather
 

than on an annual basis."
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2.4 	 General Assessment of Political Environment and
 

Market Place Conditions Relating to Health Services
 

in Cental America and the Caribbean Basin Region
 

As the political leaders and economists in the United
 

States, Japan and Western European nations talk in terms of
 

extended economic recovery and refer to the economic recession
 

in the past tense, the economies of most countries of Latin
 

America and the Caribbean are still suffering the continued
 

effects of the recession and are beleaguered by the unabated
 

escalation of inflation and high rates of unemployment and
 

underemployment. Resolution of the economic crisis,
 

particularly in the countries of the northern tier of Latin
 

America, is seriously complicated by high birth rates which have
 

defied efforts by the governments of many of these countries 
to
 

implement family planning and population control measures. This
 

has been among the factors contributing to general economic and
 

political Instability in the region and is also a factor in
 

health care planning as well as in the provision of primary
 

health care. It is not without effect on the ability and the
 

will of governments, particularly in the 
low income countries to
 

make needed changes in their health care delivery systems. Some
 

experts assert that the recession and continuing economic crisis
 

have actually generated the intensifying search for alternative
 

and integrated health delivery systems. 
 In other words, it is
 

economic necessity as well as the demand for expanded coverage
 

to meet the needs of growing populations which make the prospect
 

of developing alternative approaches, including the promise of
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more efficent and cost effective schemes generated by private
 

sector involvement, a matter of high priority.
 

In regard to health care, Mexico is clearly the most
 

advanced country in the subregion, but is beset with serious
 

problems; it has double the combined population of the rest of
 

the countries in the subregion. When unveiling the National
 

Health Plan in August, 1984 the Government of Mexico released a
 

study which showed 14.8 million citizens with no health services
 

whatsoever. More than 100,000 children die every year before
 

the age of five becaus6 of malnutrition and 20 million suffer
 

from serious lack of nourishment.[15]
 

Costa Rica, the oldest standing democracy in Latin
 

America, brings health caro to a larger percentage of the
 

population than any other country. Nevertheless, its single
 

system integrated approach is experiencing serious difficulty
 

due to rapidly escalating costs of the system and general
 

deterioration of the economy. For the first time in nearly 10
 

years the "model democracy" is also experiencing serious
 

political inst,Lbility due to both internal and external factors.
 

The region as a whole in experiencing serious economic
 

problems and, except for more politically stable Mexico and
 

Panama, most countries of the region are suffering politically
 

as a consequence of deteriorating economic and social conditions
 

which are being exploited by the Marxist governments of Cuba and
 

Nicaragua and internal revolutionary forces seeking power
 

through destabilization. This has exacerbated conditions
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generally. It has also con'%ributed to disturbingly heavy
 

emigration and immigration as well as economic and social
 

displacement.
 

It is against this background that governments of the
 

region struggle to provide more and improved health care 
to
 

their peoples. In that struggle the search for innovative
 

alternative health care delivery schemes including the
 

employment of publicly and privately funded prepayment schemes
 

and greater involvement of the private sector Is assured.
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III. ORGANIZATION OF HEALTH SERVICES 
- MEXICO
 

3.1 Health Delivery and Social Insurance System
 

According to 
1984 Mexican Government statistics, its
 

social security institutions pr0"vide medical services to 34.3
 

million people or 
about 48 percent of the population made up of
 

workers and their families. About 8 million agricultural
 

workers and their dependents are included in this number.
 

The Mexican Social Security Institute (IMSS) is the
 

largest of the government social security programs. Others are
 

listed in 2.1 above. An additional 5 million plus rural
 

inhabitants received medical 
care under COPLAMAR, an integrated
 

non-contributory development program which is 
administered by
 

IMSS but state financed. As in most countries of Latin America
 

the Ministry of Health has responsibility for primary health
 

care. Through increasingly integrated efforts (see new National
 

Health Plan, Sec.3.2 below) Mexico has made more progress than
 

most of her sister republics in extending health care 
to the
 

indigent population.
 

Medical 
care in Mexico is largely "direct", but with the
 

intensification of efforts to extend medical care to the entire
 

population and to maximize integration between pubiic and
 

private sectors. Innovations are being encouraged, including
 

the use of private facilities by insured persons.
 

Multinational companies doing business in Mexico are
 

meeting the demands of 
their salaried employees for private
 

medical care by providing Group Medical Insurance Benefit plans
 

for these employees. This is 
highly recommended as a useful
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method for attracting and retaining desirable empioyaes.[16] As
 

an incentive, tax deductions are granted. There is a growing
 

trend in the direction of private care utilization in Mexico
 

despite the comprehensive and generally satisfactory care under
 

social insurance.
 

3.2 New National Health Plan
 

In August of 1984 the President of Mexico announced a
 

National Health Plan (complete text in General Annex) aimed at
 

responding to these basic objectives: to expand coverage of
 

health services; to increase the basic quality of medical
 

attention; to prevent disease through preventive medicine and
 

timely detection; to improve sanitary conditions and the
 

environment; to bring down population growth rates; and to
 

extend and improe social assistance.
 

The basic thrust of the program is aimed at meeting the
 

needs of the large segment of the population not now covered by
 

medical care. The plan proposes to extend coverage to the
 

entire population, regionalizing the medical assistance services
 

and creating a national system through coordination of efforts
 

with the support of regional and local commissions.
 

Establishing a national hospital system and providing primary
 

medical care to the rural population are specific targets within
 

the first three years.[17] The plan's population control thrust
 

aims at getting 7.6 million women to use modern contraceptives
 

by the end of the century in addition to 600,000 using
 

traditional methods of birth control.[18]
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3.3 	 Political Environment and Market Place Conditions
 

Relating to HIMO Prospects
 

Ever since 1929 when the Mexican Revolution became
 

solidified under the single party rule of 
the PRI (Party of the
 

Institutional Revolution), 
the country has been blessed with
 

political stability. Many observers of the Mexican scene
 

through the years have predicted the ungluing of the Party and
 

the country as a whole due to economic crisis, various student
 

uprisings or feared rebellions in the "campo" by an impatient
 

rural 	population. None of these has 
ever occurred in any
 

uncontrollable fashion and is not 
likely to in the foreseeable
 

future.
 

Nevertheless, the 
current economic crisis is perhaps the
 

most severe 
thus far and is affecting a rapidly growing (2.9
 

birth rate) population which is expected to reach 100 million by
 

the end of the century. Just as 
there are Intense pressures on
 

the economy to produce jobs and to 
deal with both emigration and
 

immigration problems, there are 
also intense pressures on the
 

Government of Mexico to 
project providing medical care for
 

millions more people when the current system cannot serve 
the
 

existing population. The austerity program which has imposed
 

belt-tightening measures 
on an already burdened people and the
 

rescheduling of external are
debt viewed as positive steps
 

toward strengthening the economy.
 

The future will much depend on the Government of Mexico's
 

ability to provide 
for low income groups and to prevail on
 

unions and employers to maintain agreements on wages and prices
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until austerity measures take offect. Immigration from Mexico
 

to the U.S. has long provided a safety valve of sorts, but
 

unless economic growth occurs in an accelerated fashion,
 

internal social pressures are certain to reduce its value.
 

Meanwhile the Mexican Government seems very committed to
 

both improving and extending coverage of health care delivery
 

services. Developing innovative approaches and greater
 

utilization of the private sector seems to be an integral part
 

of the planning process.
 

Accordingly, even without precise information of the
 

actual numbers of HMO or HMO-like schemes already in existence
 

in Mexico, it is likely that the development of publicly
 

financed care in the private health sector will increase and
 

that some kind of public/private mix in funding and
 

cross-utilization of facilities will continue to evolve. There
 

would be considerable indirect benefit to an exchange of
 

information in the field of health care, particularly regarding
 

experiences in prepaid approaches. There would also be value in
 

having the ability to contrast health care developments in
 

Mexico with lesser developed countries in the region. For these
 

reasons it is recommended that an in-depth study of the Mexican
 

health delivory system in the context of alternative systems
 

development be undertaken.
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IV. 	 ORGANIZATION OF HEALTH SERVICES - CENTRAL AMERICA
 

4.1 	 Guatemala Health Delivery System
 

Health Laws and Legislation. Prospects for HMO
 

Development.
 

Unlike exico and many countries of South America,
 

Guatemala maintains rigid separation of the medical delivery
 

networks of the Ministry of Public Health and Social Assistance
 

(MSP) 	and the Guatemala Institute of Social Insurance (IGSS).
 

There 	is no co-utilization of facilities or transfer of social
 

insurance funds to support MSP as an intergrated system. The
 

IGSS expends as much as NSP each year but only 14.5 percent of
 

the population Is covered by social insurance.[19] The MSP
 

therefore is responsible for attending the rest of the country
 

with roughly the same amount of money.
 

In reality, the number of people actually covered by
 

social insurance for general medical care Is much smaller. A
 

unique provision of the social security law limits medical care
 

services outside the capital to accidents both work related and
 

non-work related. This means that most IGSS facilities in the
 

rural areas are confined to treating trauma and in the process,
 

medical care is denied to 70 percent of agricultural workers
 

covered under social insurance.[20] Even in the capital city
 

region, entitlements under IGSS are limited. They include
 

maternity care for the wives of insured workers and medical care
 

for children oi.ly up to two years of age. In terms of general
 

medical care, therefore, a very small percentage of the
 

populaLion and also of the labor force is covered by social
 

insurance.
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The MSP is the principal provider of medical care outside
 

the capital and yet 58 percent of its hospital beds are located
 

in the capital city area where only 25 percent of Guatemalans
 

reside.J21] The MSP maintains a network of health centers and
 

health posts throughout the country. Dr. Milton Roemer's draft
 

paper Health Service Coordination in Guatemala (USAID/Guatemala,
 

June, 1975) listed a total of 87 health centers and 376 health
 

posts with the former generally staffed by one of two doctors
 

plus auxiliary personnel and the latter by allied health
 

personnel, usually an auxiliary nurse who has had only a few
 

months of training following elementary school.
 

Generally, as in other low or lower income countries of
 

Latin America, medical facilities under social insurance in
 

Guatemala are smaller, fewer in number, and better ataffed and
 

equipped. They are also more costly to maintain with doctors
 

paid considerably more and administration costs accounting for a
 

significant portion of overall costs. In Guatemala doctors are
 

strongly unionized and relatively well paid.
 

As a consequence of this fragmented approach to medical
 

care, a large part of the population is either poorly served or
 

not served at all by the system. There are voluntary non-profit
 

agencies at work in the health field in Guatemala, most of them
 

church related, which are engaged in running smal.1 clinics
 

primarily in rural villages. There is also a private medical
 

sector which is small and largely concentrated in the capital
 

city area but is expanding and could be an important element in
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Guatemala's search for an improved, coordinated and updated
 

medical care delivery system. According to Dr. Roemer, there
 

were about 38 privately owned hospitals with 1200 beds, but
 

those figures have undoubtedly increased since 1973 although not
 

all changes which have occurred would alter statistics very
 

significantly. For example, Dr. Roemer reported an ir. ant
 

mortality rate of 81 per thousand as compared with 79 per 1000
 

in 1985. Dr. Roemer also reported 1,270 active doctors or a
 

ratio of about 1 to 4,300 people. More than 75 percent of these
 

doctors are in the capital area and while very few are
 

exclusively in private practice almost all devote some part of
 

their time to private practice.
 

In terms of prospects for the development of HM0 or
 

HMO-like health delivery schemes, they are not promising in
 

Guatemala although there is at least one organization now in
 

operation which could conceivably serve as a model. This is
 

Medica Guatemalteca which has 10,600 members, two small
 

facilities in downtown Guatemala City and its own staff of
 

doctors and auxiliary personnel. In arrangement with the IGSS,
 

members of Medica Guatemalteca covered by social insurance will
 

be reimbursed for part of the costs of private care. In its
 

brochure, which appeals to employers as well as individuals,
 

Nedica Guatemalteca offers its services to family members not
 

covered by IGSS including children over two, home visits and
 

emergency service on a 24 hour basis. To employers it offers
 

medical service for their employees at the work place and claims
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that participating employers have more contented work forces and
 

better labor relations. (This brochure is included in the
 

General Annex of this report.) According to the AID Health
 

Officer in Guatemala, there may be plans for creating 
a similar
 

plan at one of the better hospitals in Guatemala City.
 

There is also new legislation being considered which will
 

make it mandatory for either IGSS or MSP to 
contract for
 

services of the other when facilities of either are inadequate
 

or nonexistent. This will open up the possibility for more
 

innovative delivery approaches. This plus the fact that the
 

Guatemala social insurance system already provides for
 

reimbursement to insured persons for private 
care would seem to
 

warrant a r7ore 
in-depth study of HM0-like development
 

feasibility in Guatemala.
 

The determination to proceed with a feasibility study
 

should be considered within the context of current social and
 

economic conditions, the political climate, and demographic
 

projection. Guatemala, with 7,500,000 people has 
a population
 

growth rate of 3.1 percent. More than 50 percent of the labor
 

force of 2 1/2 million is in agriculture with a small percentage
 

of that paying into social insurance or receiving medical 
care
 

under social insurance. The bulk of medical 
care provided is
 

financed from general revenue.[22]
 

The private sector dominates the Guatemalan economy and
 

is backed by government policies promoting trade and
 

investment. 
 Since 1979 the economy has suffered from recession,
 

low work prices for agricultural exports, and the effects of
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balan,7e of payment difficulties among Guatemala's neighbors,
 

which has reduced their capacity to buy Guatemalan products.
 

Deteriorating economic conditions :.ro exacerbated by the
 

political strife which is afflicting the region. Guatemala
 

suffers from the additional burden of guerrilla insurgency which
 

has severely restrained tourism and private investment.
 

Under such conditions, it is difficult to project any
 

significant changes in the struggling health delivery system of
 

Guatemala. Nevertheless, as the population increases and the
 

demands for health care 
escalate, the need for alternative and
 

innovetive delivery schemes also increases. While the role of
 

the private health sector in Guatemala is not presently
 

substantial, there is 
potential for growth and more involvement
 

in the system. A study of the means for bringing that about and
 

for sharing U.S. private sector experience may be useful.
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4.2 El Salvador. Health Delivery and Social Insurance 

§12t em 

Health Laws and Legislation. Prospects for HMO 

Development. 

El Salvador is no exception among sister Central American 

republics seekinig to extend health care to the entire
 

population. A national health plan aimed at bringing health
 

services to all but the 15 percent of the population covered by
 

the private health care sector, has been evolving. The plan
 

envisages integration of all public health sources especially
 

the two traditional providers, the Ministry of Health (MOH) and
 

the Salvadoran Social Insurance Institute (TSSS). However,
 

since the ISSS only covers 5.7 percent of the population, the
 

lowest percentage of any social insurance fund in Latin America,
 

the advantages which system integration have brought to otht
 

countries is largely lost, both in terms of bringing in any
 

substantial additional 
revenue from social insurance as well as
 

in the area of opening up social insurance facilities to public
 

and primary health care. 
 The ISSS has only 11 percent of the
 

nation's total hospital beds in 18 hospitals.i23]
 

The private health care sector which provides services
 

primarily to persons with the ability to pay, owns 25 or 37.3
 

percent of the hospitals, but those facilities only account 
for
 

9.3 percent of the total hospital beds in El Salvador. This is
 

an important statistic in what 
it says about the overburdened
 

MOH hospitals which number only 24 but contain 6,111 
or 80
 

percent of the nation's hospital beds
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Government of El Salvador efforts to overhaul the system
 

are complicated by both the enormity of the task and an acute
 

shortage of required financial resources. Laws introduced in
 

recent years extending social insurance coverage to the public
 

sector and attempting to adjust ani! update the regulation of
 

health care generally have not produced profound changes in the
 

system.
 

The inability of the Government of El Salvador (GOES) to
 

move ahead on the health care front is directly related to the
 

continuing guerrilla war and the political and economic
 

uncertainties it engenders. Thanks to signigicant external
 

assistance, primarily from the U.S., short term economic
 

prospects are somewhat brighter than in recent years.[24]
 

However, the economy continues to be the ecoromy of a country at
 

war, with large scale capital flight, reduced public and private
 

investment, declining trade and diminished production and
 

exports. The GOES is making progress in controlling the
 

guerrilla war, and the development of democracy and democratic
 

institutions continues. However, the cost of these efforts in
 

both human and financial terms is phenomenal, and maintaining
 

public and social services continues to contribute to a growing
 

and increasingly onerous debt burden.
 

The prospects for developing meaningful alternative
 

approaches to the health care system are not in the short term
 

promising. Nevertheless, this should not preclude, as mentioned
 

in the summary oi thin report, the examination of innovative
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approaches aimed at encouraging the "urther development of the 

private health care sector and its participation in the search 

for solutions. 
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4.3 	 Honduras. Health Delivery and Social Insurance
 

System.
 

Health Laws and Legislation. Prospects for HNO
 

Development.
 

In the region only Haiti and Boliv~i are considered
 

poorer countries than Honduras. With a population of about 4
 

million and a labor force of 1 million the per capita income in
 

1982 was $690 per year. The infant mortality rate is 117 of
 

1000 and life expectancy is 63 years.[26] The economic
 

situation is similar to that of neighboring states. Primarily
 

an agricultural cou .ry, Honduras depends heavily on 
the
 

production of ba.anas, coffee, timber, beef and sugar for export
 

trade. Light manufacturing in agriculture is also important.
 

The same economic woes besetting other coaitries of Central
 

America have also had an adverse effect on economic growth in
 

Honduras, i.e. capital flight, falling commodity prices and
 

rising 	petroleum prices. Little improvement is expacted in the
 

near future. Real growth of the-Gross Domestic Product was
 

negative for the second year in 
a row in 1984 and with a
 

population growth rate of 3.5 percent this 
translates into a
 

significant decline in the 
standard of living.J27]
 

The health care system of Honduras has boon amply
 

described in Primary Health Care in Honduras, a study prepared
 

for AID by James Austin of the Harvard School of Business, and
 

by Antonio Ugalde, of the University of Texas at Austin, in The
 

Integration of 
Health Care Programs into a National Health
 

§ystem in Latin America.
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These studies in addition to analyzing the health system
 

of Honduras also focus on efforts by the Government of Honduras
 

to establish an integrated health system. These efforts aim at
 

reducing inefficiences in the medical delivery services of both
 

the Ministry of Health (MOH) and the Honduran Institute of
 

Social Insurance (IHSS), at bettering integration of scarce
 

resources, and at expanding primary health 
c're to the rural
 

areas of the country. Statistics alone pinpoint the need for
 

this expansion program with 75 percent of the population living
 

in the rural areas while 72 percent of the hospital beds are
 

located In the two urban areas, Togucigalpa and San Pedro Sula.
 

IHSS services are strictly for urban populations and reach only
 

300,000 of the rpoalation. The IHSS has strongly resisted
 

efforts to create 
a national health system as have physicians.
 

Their resistance and its 
effect on the future of the Honduran
 

health care delivery system is assessed by Ugalde.
 

USAID has been actively encouraging and working with
 

Honduran health care authorities in their efforts to develop a
 

more comprehensive and cost effective system which would
 

facilitate the expansion of primary healtb 
care to the rural
 

population. USAID is also considering the feasibility of the
 

participation of the private health care sector in this
 

process. The private sector owns 
25 of the nation's 44
 

hospitals which serve only 9 percent of the population, mostly
 

higher income people. The participation of the private sector
 

in alternative medical care schemes may well 
depend on practice
 

ard custom rather than law or regulation. Here again the
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transferability of the U.S experience with HMO's in any direct
 

sense does not seem feasible, but conceptually there is a margin
 

of applicability of at least some aspects of that experience,
 

especially regarding U.S. private sector approaches to
 

organization, management and administration. Any prepayment
 

approach would be conditioned by the extremely small base of
 

insured workers paying into the system and of non-insured
 

persons with the ability to pay.
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4.4 	 Nicaragua. Sandinista Innovations in the Health
 

Caro System.
 

On March 1, 1982, the Sandinista Government promulgated.
 

Decree Law No.974 which established a single National System of
 

Health with the aim of providing medical care to the entire
 

population. The medical care components of the Nicaraguan
 

Social Insurance Institute (INSS) were thus transferred to the
 

Ministry of Health (MOH). 
 Prior 	to this date the medical care
 

system of Nicaragua was already unique in that there was
 

legislation that mandated consolidation of medical services for
 

both 	insured and non-insured persons. Despite this 1955 law,
 

however, INSS continued to operate independently from the INAPS
 

(Th3 Public Assistance institute) with the scope of INSS
 

coverage extremely limited. Under the Sandinista system,
 

workers and employers continue to pay social insurance, part of
 

which 	is transferred to the Health Ministry and retained in part
 

by INSS for sickness and maternity cash benefits for which INSS
 

continues to have responsibility.
 

In 1983 another reform amalgamated INSS with the Ministry
 

of Welfare in the Institute of Social Security and Social
 

Welfare (INSSBI). Unlike the case of Cuba, Nicaraguan employers
 

and employees affiliated to INSSBI contribute through payroll
 

taxes toward financing the health care of the nation as a whole.
 

There are conflicting claims as to the degree of success
 

or failure of the Sandinsta Government's efforts to forge a
 

single health delivery system under the Ministry of Health and
 

other innovative approaches to the development of a more
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equitable social delivery system in general. When the
 

Sandinistas came to power they earmarked education and health as
 

the two principal priorities of the new government. It is not
 

unreasonable to expect, therefore, that progress in stamping-out
 

illiteracy and in bringing health to all the people should have
 

been made since 1979. According to Beryl Frank the INSS
 

protected 20 percent of the labor force by the end of 1981.
 

With the unification of all medical services this coverage
 

percentage has undoubtedly increased.[28] The Government of
 

Nicaragua (GON) claims that. under Somoza infant mortality was
 

the highest in Central America, 121 of 100 live births, which
 

dropped to 89 of 1000 in 1983. The GON also alleges that prior
 

to 1979 only 28 percent of the population had access to medical
 

facilities and 90 percent of all medical care went to 10 percent
 

of the population. Today they boast that 70 percent of the
 

population has access to medical care and that more than 200 new
 

health clinics have been built in rural areas. The GON also
 

claims that previously 40 percent of all health complaints wore
 

due to malaria, but that after anti-malaria medication was
 

administerod to 75 percent of the population the number of cases
 

dropped from 70,000 per year to 4000.[29]
 

It is difficult to perceive of such tremendous strides in
 

the medical field in a span of just 4 years even with generous
 

aid and technical assistance from Cuba and other countries.
 

This is particularly so when considering the economic realities
 

of Nicaragua today. The country is facing an extended period of
 

zero economic growth or less. The foreign exchange situtation
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is bleak with shortages in basic consumer goods as well 
as
 

gasoline and spare parts. Inflation is estimated between 60 
to
 

80 percent.[30] 
 Private investment countinues to decline as the
 

economic structure of the country is increasingly nationalized.
 

Trained labor and capital resources continue 
to flow out of the
 

country. 
Prospects for making further improvements in the
 

health care 
delivery systom under these conditions or even
 

sustaining gains already made 
are not promising.
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4.5 	 Costa Rica. Health Care System. Social Security
 

as a Primary Provider of Medical Care.
 

Legislation has played a major role in the development of
 

an integrated health delivery system in Costa Rica which has
 

successfully merged public sector health services with those of
 

social security. The integration process began in 1973 with Law
 

No. 5349 which directed the Ministry of Health and all other
 

agencies with health delivery functions to transfer their health
 

facilities and services to the Costa Rica Social Insurance Fund
 

(CCSS). However, once the integration process was initiated, it
 

was found that CCSS did not have the necessary infrastructure
 

nor the means to deal effectively on a national basis with
 

planning and implementation issues and with serious managerial
 

and financial problems. This brought about an inter-agency
 

cooperative effort to produce relevant regulations aimed at
 

facilitating integration.
 

Under the integrated system the CCSS has full
 

respcnsibility for the integrated network of hospitals. The
 

CCSS also took over all medical care to individuals insured and
 

non-insured, including preventive measures such as immunizations
 

and well child care. Over 90 percent of the country's health
 

personnel is employed by CCSS and almost all hospital beds fall
 

under 	its jurisdiction. (31]
 

The MOH retained basic responsibility for primary health'
 

care given under community and rural health programs. The
 

Ministry also has responsibility for sanitary programs, such as
 

insect control, malaria, food and drug control, environmental
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programs and child nutrition. Demographically, Costa Rica's
 

population growth rate of 2.3 percent is the lowest in Central
 

Amerioa.[32] It has the second lowest infant mortality rate
 

(37.6/1000) and longest life expectancy (men 67.5, women 71.9).
 

Having a homogeneous population base (96 percent white) has also
 

been a favorable factor in the advanced development of Costa
 

Rica. All those elements have contributed to the development of
 

the most ad-anced integrated health care system in the region.
 

The fact that Costa Rica has consistently committed a larger
 

share of its national budget to health care delivery also
 

contributed to the evolution of a system that reaches more
 

people (about 90 percent) with a more equitable distribution of
 

available services. The system does, however, face formidable
 

financial problems. While the Government of Costa Rica has ma j
 

progress in efforts to deal with the economic crisis through
 

austerity measures aimed at stabilization of the economy, public
 

sector expenditures have been slashed.J33J The health sector,
 

like all others relying on public funding, has experienced
 

considerable budgetary constraint. While the economic outlook
 

for Costa Rica is more promising than in neighboring states,
 

much will depend on the Government's ability to attract
 

investmeit, increase trade and to continue to hold public
 

expenditures in check.
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V. ORGANIZATION OF HEALTH SERVICES 
- PANAMA
 

5.1 Status of Integrated Health Services
 

Panama is one of three countries in the northern tier of
 

Latin America providing a high percentage of medical care
 

services under social insurance (53.5 percent). The others are
 

Costa Rica (approximately 90 percent) and Mexico (65.4
 

percent).[34] 
 This largely results from constitutional
 

provisions in 1972 mandating integration of medical care
 

services provided by all public agencies including the Social
 

Insurance Fund (CSS). 
 The principal effect of integration was
 

to harmonize functions of the Ministry of Health and the CSS and
 

to unify their administrative and financial operations with an
 

aim to bringing health care to everyone.
 

This coordinated approach to an integrated or national
 

health dolivery system, which differs somewhat from Costa Rica's
 

single agency system, has been implemented in all provinces of
 

Panama, but excludes the capital district. Nevertheless, the
 

CSS has been able to increase medical services oigniiict'.ntly
 

using hospitals and health centers 
of the Ministry of lealth.
 

The state of health of the overall population has Improved
 

measurably. In effect, the CSS hae been able 
to retain and
 

enhance its operational capacity while at the same tinie
 

supporting the health budget of the 
state through employer and
 

employee contributions. [35] While not enjoying the 
same degree
 

of success as the integration process in Costa Rica, health
 

experts generally agree that Panama is well on its way tc
 

achieving the "health for all" objective.
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Notes from the Department of Commerce Foreign Economic
 

Trends of August, 1984, add to confirmation that the Government
 

of Panama is moving ahead in the health field. Trends reports
 

that the CSS is constructing a 20 million dollar 100 bed
 

hospital in the densely populated suburban city of San Mliguelito
 

and that emergency and outpatient facilities are being
 

constructed at Santo Tomas Hospital in Panama City. Trends also
 

reports that Panamanian demand for U.S. health equipment and
 

products continues to be strong.
 

5.2 Health Legislation
 

Another basic health law in Panama, in addition to the
 

1972 constitutional provision cited above, is act No. 23 of 1941
 

which established the Social Insurance Fund. This act
 

implements Article 105 and 106 of tho National constitution
 

which designated the beneficiaries of social insurance benefits
 

and health care protection provided to the labor force. Act No.
 

15 of March, 1975, eventually expanded coverage to "all workers,
 

their families, spouses or companions, their children under 18
 

and their dependent parents. Benefits include medical and
 

surgical treatment, pharmaceutical and dental benefits,
 

hospitalization and x-rays."
 

The United Nations Economic and Social council report of
 

March 5, 1961, describes sickness, maternity and accident
 

benefits as well as information pertaining to the promotion of
 

healthy children, environmental health programs and disease
 

control programs in Panama. (A copy of the document was
 

submitted to AID with the original of this report.)
 

41
 



8.3 	 Political Environment and Market Place Conditions
 

Relating to Health Care. IMO Prospects.
 

Panama has made relatively more progress in recovering
 

from the recession than most other countries in the regiou but
 

is still confronted with problems of high unemployment (14
 

percent includes visible underemployment), declines of canal
 

transits due to the diversion of crude oil through the 
new
 

pipeline and generally reduced world trade. The prospects for
 

1984 reported by the U.S. Department of Commerce were for only
 

slight economic growth. On the positive side, there were
 

improvements in the balance of payments, increased produotion in
 

agriculture and the external debt growth rate d'ped.[36]
 

Income from the pipeline and the canal are among factors putting
 

Panama in a relatively more favorable economic condition than
 

the countries of Central America.
 

Panama also enjoys a greater degree of political
 

stability than her neighbors to the ncrth although economic and
 

social conditions outside the capital district generally
 

contrast sharply with those of Panama City where 1/3 of 
the
 

population resides. Unemployment in Colon, for example, exceeds
 

20 percent. While not affected by guerrilla warfare afflicting
 

other nations of Central America, there is communist agitation
 

among unions in the agricultural sector. In addition to having
 

the second lowest p3pulation growth rate In the region (2.4
 

percent), Panama has a growing middle class which is 
rapidly
 

turning to the private health care sector. There have boon
 

developments in the private including the
sactor 	 aforementioned
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Hospital Corporation of America which would indicate that 
some
 

development of HMO-like schemes in Panama is under
 

consideration. This point has been reinforced by Dr. Paul Zukin
 

in Guide to the Assessment of HMO Feasibllity. In discussing
 

opportunities for public-private cooperation, he stated there
 

may be opportunities for a hospital-based HMO to serve clients
 

paid for by a minority of health or social security systems.
 

"This can 
achieve cost savings in the public sector by obviating
 

the need to construct facilities where suitable public
 

institutions do not exist, and it can benefit a private hospital
 

by assuring a given level of occupancy. This system presently
 

may be seen in Panama."
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VI. ORGANIZATION OF HEALTH SERVICES - THE DOMINICAN REPUBLIC
 

6.1 Dominican Health Care System.
 

In the Dominican Republic, health care services are not
 

integrated. Like so many other countries in Latin America, the
 

Dominican Republic has a basically two-pronged approach, with
 

the Dominican Social Insurance Institute IDSS attendi.ng insured
 

workers and the Ministry of Public Health responsible for the
 

rest of the population. In the Dominican Republic only 4
 

percent of the population is covered by social insurance (the
 

Government of the Dominican Republic claims 15 percent).[37]
 

Statistics pertaining to the extent and quality of health care
 

provided by the Ministry of Public Health are unavailable. The
 

Ministry is reportedly underfinanced, overstaffed and generally
 

inefficient. Public health services are considered woefully
 

inadequate. Coverage by IDSS is also quite limited,
 

particularly in regard to dependents. There are maternity
 

benefits, but pediatric care is limited to the first eight
 

months of a dependent child's life.
 

The private health sector in the Dominican Republic owns
 

more than 50 percent of the national hospitals. An archaic
 

provision of the basic social security la,, which removes workers
 

from IDSS roles and eligibility for medical benefits when their
 

salaries exceed 303 pesos per month (U.S. $94). This has the
 

effect of forcing a significant portion of the labor force to
 

seek private sector medical care.
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Some industries and fivms in the Dominican Republic
 

provide health Insurance for their employees. The health plan
 

and schedule of payments of one of the insurance companies
 

contraoted for 
this purpose (Compania Seguros Dominicanos De
 

Salud ,. per A.) is quite comprehensive.
 

6.2 Health Legislation.
 

The above cited revision excluding higher paid workers
 

was extended by Law No.906 of August 8, 1979 described in an
 

IDSS communique. Among provisions of law cited in the
 

communique is ona granting to insured workers freedom to 
opt for
 

medical services in private sector facilities in accordance with
 

regulations and rates 
set by the IDSS. This provision is
 

contained in Article 76 of Law No. 1896. The IDSS Social
 

Insurance Development Plan 1974-78 details the use of 
private
 

medical facilities and services by insured persons and provides
 

a general description of the system. A 1983 perspective on
 

projected legislation which would revamp and update ",he social
 

insurance system of the Dominican Republic 
is also available in
 

the annex of documents submitted with the original text to AID.
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6.3 	 Prospects for Prepaid Health Care and HMO-like
 

Organizations.
 

The Dominican Republic is experiencing extremely
 

difficult financial conditions marked by continued low
 

international prices for its commodity exports, high import
 

demand, severe liquidity problems and slow economic growth.
 

This 	in a country with a per capita income of $1,266, and 30
 

percent of its labor force unemployed and with underemployment
 

nearly as high.[381 About 40 percent of the labor force is in
 

agricalture.
 

Social insurance legiolation tends to favor the
 

development of private sector health care, but this covers only
 

a small portion of the population. There may be prospects for
 

development of publicly financed HMO-1ike schemes, but these
 

would 	likely be very limited. Given the generally poorly
 

organized and financed condition of the health care dv&ivery
 

system in the Dominican Repi;blic, perhaps the wont meaningful
 

contribution U.S. private care sector includlig H110's could make
 

would be to provide technical assistance in the basic
 

organization, administration and financing areas which might
 

provide much needed central focus.
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7.1 Appendix
 

The primary sources of information contained in this
 

report are: Hispanic and Eastern Caribbean Law Division of the
 

Library of 
Congress Law Library; Pan American Health
 

Organization; Library of the International Policy Staff of 
the
 

Social Security Administration; National Library of Medicine,
 

NIH; U.S. Department of State Library; Washington, DC Office of
 

the International Labor Orga.iization; Secretariat of the
 

Organization of American States; International Benefits
 

Information Center of the Wyatt Company. Research for this
 

study was also facilitated by reports of the World Bank, Aetna
 

Generall, Hewitt Associates and the Pan American Union.
 

Resource materials of particular note and value were Dr. Paul
 

Zukin's Guide to HMO Feasibility, Dieter Zschock's Review of
 

Medical Care Under Social Insurance in Latin America, Antonio
 

Ugalde's Integration of Health Care Programs into a National
 

Health System in Latin America, G. Tamburi's Social in Latin
 

America, Trends and Outlook, Catherine Cleland's Possibilities
 

for HMO-Type Organizations in Less Developed Countries, Beryl
 

Frank's Social Security in the Caribbean and Latin Amerla, and
 

Dr. Milton Roemer's Health Service Coordination in Guatemala.
 

Potential sources of health care information outside the
 

U.S. noted during the course of researching this study are:
 

Intistituto del Seguro Social and Interamerican Studies Center
 

in Mexico City; ILO's International Social Security Association
 

in Geneva; Biblioteca Regional do Medicina in Sao Paulo;
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Fundacion Para el Avance do las Ciencias Biomedicas in Bogota;
 

and Centro Nacional do Informacion y Documentacion en Salud, in
 

Mexico City. Some measure of the utility of these sources is
 

provided by the Instituto del Seguro Socal publication Seguridad
 

Social. The January-April 1984 issue contains a comprehensive
 

report on the Role of Human Resources in the Social Insurance
 

Integration process in Costs Rica, and reports on coordination in
 

Brazil, Mexico, Colombia, Venezuela and Panama between medical
 

schools, public health and Social Security in medical education.
 

The Library of the U.S. Department of State is a valuable
 

resource in the compilation of legislature profiles. The Library
 

maintains complete and generally up-to-date collections of
 

official daily bulletins or gazettes of every country in the
 

region. The Diario Oficiales cr Gacetas record all newly
 

promulgated laws as well as revisions to existing laws. These
 

daily journals are filed in bound volumes except for those of
 

recent vintage (1983-84) which are either stacked in unbound form
 

or have been committed to microfilm.
 

At the present time the Library maintains files of unbound
 

recent editions fo the following countries: Argentina, Brazil,
 

Chile, Cuba, El Salvador, Ecuador, Mexico, Paraguay, Peru and
 

Venezuela. The countries for which recent editions have been
 

microfilmed and the file numbers of those files are as follows:
 

Colombia M.S.130; Costa Rica, -M.S.32; Dominican Republic M.S.
 

133; Guatemala M.S.107 and Nicaragra M.S. 135. Uruguay is the
 

only country in the region for which the Library does not have all
 

up to date collection of the Diario Oficiales.
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LEGAL AND REGULATORY
 
CONSIDERATIONS FOR
 
HMO DEVELOPMENT
 

BY
 
ERLING HANSEN, ESQ.
 

GROUP HEALTH ASSOCIATION
 
OF AMERICA, INC.
 



As part of 
the overall assessment and evaluation of the
 

factors which may foster or 
inhibit the development of HMOs or
 

HMO-iike haalth care delivery schemes in the Latin American
 

region, it is necessary to be aware of 
and beuome familiar with
 

relevant laws, regulations, decrees and other government
 

proclamations. In addition, the rules and practices of
 

quasi-governmental organizations, such as medical 
societies,
 

must be considered. These laws and rules establish the legal
 

climate for HM0 formation and must be assessed to develop an
 

organizational structure that will comply with all legal
 

requirements and po,,mit the achievement of marketing
 

objectives. Such an assessment must take place on site in
 

conjunction with determining the feasibility of a particular
 

project or proposal.
 

In the United States 
it has been the policy of the federal
 

government axid many states to encourage f1M0 development. This
 

has resulted in and from the enactment of a federal HMO law and
 

state H1O laws. These laws govern the establishment,
 

organization and operation of HM0s. 
 Few countries aprrt from
 

the United States have HM0-specific enabling laws.
 



This latter observation is true of the Latin American region
 

where there does not appear to be enabling legislation for
 

HMOs. This is not a surprise. In the United States the term
 

HM0 achieved recognition in federal 
law only in 1972, although
 

HIMO prototypes had been in existence since 1929. 
 In 1972 only
 

three states had enabling legislation which specifically
 

authorized HMOs 
and five more states permitted formation of
 

HMO-like organizations. All othor states had laws which to a
 

lesser or 
greater degree would restrict the operation of HMOs.
 

By 1985 the situation had changed quite dramatically. Now 41
 

out 
of 50 states have enacted HMO onmbling legislation.
 

It is also relevapt to this report to note briefly the
 

rocognltion of RMOa In federal legislation. TheE:o health care
 

organizations were first recognized 
in 1959 with the enactment
 

of the Federal Employees Health Benefits Act. 
 This Act author­

ized the federal 
government to contract with "comprehensive
 

medical plans" of two types: Individual practice prepayment
 

plans and group practice prepayment plans. These were the
 

generic names 1959 for what we
in now know as HMOs. When the
 

FEHB Program began in 1960 there were 10 comprehensive plans
 

involved; In 1985 the number had grown to 
191.
 

HM0s were recognized again in 1965 when the Congress amended
 

the Social Security Act to create the Medicare program for older 

Americans. The Nedicare Act authorized payments to HMOs by
 

2
 



referring to "an organization which provides medical and other
 

health services (or arranges for their availability) on a pre­

payment basis..." HMOs could provide physician services only to
 

Medicare beneficiaries until 1972. 
 In that year the Medicare
 

Act was amended to include "health maintenance organization" as
 

a defined Medicare provider form with authority to provide both
 

physician and hospital services. Curiously, HMOc have not par­

ticipated extensively in the Medicare program because of 
an
 

inadequate payment formula. This formula was substantially
 

amended in 1982 to further encourage HMO participation in this
 

program.
 

In the interim between 1972 and 1982, the Congress enacted
 

the federal HMO Act which provided grants and loans for HMO
 

development. This IMO
caused the number of li.o organizations 

in the United States to grow from approximately 30 in 1972 to 

nearly 300 by 1962. The enactment of stato HMO laws, described 

above, was a concomitant dovelopment. In 1985 the number of 

HMOs in the United States exceeds 350. 

There is a rough parallelism between these developments in 

the United States and what is already happening and can be 

expected to happen in the Latin America and thu Caribboan. The 

summaries of health care activity in selected countpios show 

most Latin countries trying to deliver health care through a 

central government financirg mechanism and, lves oiten, through 

government owned and operated clinics and hospitals. In many 
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countries the government contracts with private organizations to
 

arrange, pay for and/or deliver health care services. It is
 

important, therefore, to know what types of organizations may do
 

business with the government. Where employers and employees 
are
 

required to participate in a national social insurance program
 

it may be critical for an HMO-liko organization to be able to
 

participate in the program in order to be viable.
 

We have observed from the U.S. experience that there is no
 

single, official definition of "health maintenance
 

organization." The definition varies according to which piece
 

of pertinent legislation or regulation is being considered. The
 

most Important sources for HMO definitions are HMO enabling
 

laws, social security and social welfare legislation and
 

statutes authorizing government worker health benefits programs.
 

In order to assess the operational impact of the definition
 

of an HIMO under a particular statutory framework, it is first
 

important to understand the purpose of the statutory context in
 

which the term "health maintenance organization" is used. In
 

this regard, two major purposes of HMO legislation can be
 

summarized an follows:
 

To license and/or certify HMOs. Relevant statutes are
 

concerned with the overall organization of the HMO entity
 

and authorize the establishment of the HMO as well as its
 

continued regulation.
 

To authorize government agencies to purchase prepaid health
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services. Relevant statutes are designed to authorize a
 

governmental agency to expend funds to obtain prepaid health
 

services for certain designated populations.
 

With regard to the first category, the primary example is
 

state licensure laws governing the establishment and generation
 

of HMOs. These requirements may include a minimum benefits
 

package under the definition of basic health services and very
 

specific provisions on HMO organization and operations, covering
 

governing board, fiscal and managerial requirements. As we
 

noted earlier there do not appear to be laws of this type in the
 

Latin America and the Caribbean. However, such laws might
 

become desirable or necessary in the future, as they did in the
 

U.S.
 

In the second category, government purchasers of prepaid
 

health services may have their own definitions and unique
 

requirements for HMOs. However, programs may rely, to some
 

extent, upon the definitions and requirements established for
 

HMOs under a separate HMO enabling law. Any assessment of the
 

potential HMO marketplace must consider not only private
 

employer gi olps, but also the number of potential enrollees who
 

are covered by social insurance, social welfare or special
 

government worker benefits programs. The significance c!
 

obtaining approval to secure contracts with government
 

purchasers is quite evident in Latin America, where significant
 

amounts of health care are provided through government sponsored
 

and funded programs.
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Laws governing the licensure of Ff40s generally have four
 

major purposes:
 

To ensure that the HNO has adequate working capital
 

* 	 To establish reserves or other financial guarantees in
 

the event of HMO Insolvency
 

* 	 To examine and approve rates charged by HMOs
 

To require that subscriber contracts and marketing
 

materials are consistent with regulatory disclosure
 

requirements
 

Classification of HMO laws governing 1Il0 licensure can
 

generally be accomplished by assignment to one of two
 

categorles.
 

o 	 Specific HMO Enabling Statutes.
 

These statutes are laws specifically designed to
 

authorize the establishment and regulation of prepaid
 

health plans. These laws are generally concerned with
 

issues such as the HMO's contracts, marketing
 

materials, and financial viability with iLttention also
 

given to the acceptability of facilities, medical
 

recordkeeping procedures, and peer review and quality
 

assurance mechanisms.
 

o 	 Medical Service and Hospital Service Corporation Laws.
 

These statues may be used to establish HMOs where
 

specific HO enabling legislation is lauking.
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Generally, the existence of specific HMO enabling
 

legislation creates a favorable legal 
climate for organizing and
 

operating an HMO. These 
statutes usually recognize the service
 

nature of HMOs (as opposed to the HMO's indemnity
 

characteristics) and often attempt 
to limit the impact of
 

indemnity insurance laws on HMO operations. Moreover, specific
 

UMO enabling statutes often establish requirements for financial
 

reserves, marketing activities, relationships between the HMO
 

and physicians, %nd relationships of other laws to the HMO's
 

operations. It should be emphasized, however, that although the 

existence of specific HMO enabling legislation generally 

enhances the legal climate for establishing and operating an 

HMO, enabling legislation can contain or be interpreted to
 

impose certain burdensome requirements. For example, HMO
 

enabling laws may be 
vague on the issue of financial reserve
 

requirements, allowing the regulatory body broad discretion in
 

establishing the amount 
of money or other security that needs to
 

be posted as a reserve. In view of the general nature of many
 

specific HIMO enabling law requirements, an analysis of the
 

associated rules and regulations promulgated by an agency,
 

coupled with discussions with regulators, must also be
 

considered in any assesment of the legal climate.
 

It may be feasible, in those countries that lack specific
 

HMO enabling legislation, to utilize medical and hospital
 

service corporation laws (or 
their equivalent) foe establishing
 

an HMO, particularly when there is administrative precedent to
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do so. The service corporation laws also vary and statutory
 

requirements governing reserves and board composition must be
 

analyzed closely. Although service corporation laws are
 

directed at corporations engaged in indemnification rather than
 

in the provision of health services, HMOs can be effectively
 

established under these statutes.
 

Finally, where the service corporation laws have limited or
 

no utility, other legal means must be identified. In such
 

cases, Judicial, administrative, and operational precedents must
 

be examined. In this regard, the value of specific HMO enabling
 

legislation is that it often limits the 
general applicability of
 

the insurance laws to HMO operations, many of which can be
 

extremely burdensome. Thus, when other legal are
means 


utilized, it is important to work with regulatory officials in
 

order to ensure that the HMO entity is treated in a manner
 

separate and distinct from an insurance company. In such cases,
 

it may be necessary to seek a letter from the regulatory body
 

affirming that no action will be taken against the HMO for
 

operating as an insurance company.
 

Several other areas of law may impact the development and
 

operation of an HMO and should be reviewed in assessing 
the
 

overall legal climate for the HMO. These areas include the
 

following:
 

o Advertising Limitations
 

o 
 Corporate Practice of Medical Restrictions
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0 Restrictions on 
the Use of Allied Health Professionals
 

Advertising
 

Traditionally, the advertisement of 
medical services or
 

prices has been severely restricted by statutes governing the
 

lipsnsure and conduct of physicians by rules established by
 

medical practice boards, and by codes of ethics adopted by
 

medical societies. These statutes generally prohibit
 

"unprofessional conduct", leaving it 
to the medical practice
 

board to define the criteria for such conduct. 
 Of primary
 

concern to particlpat.g H1O physicians is whether advertising
 

HMO services and fees and soliciting enrollment by the H1MO 
could
 

expose the participating physicians to sanctions under existing
 

professional conduct restrictions. Determination of the
 

limitations on HMO advertising will assist the HMO in developing
 

its marketing strategy as well as insulating contracting
 

physicians from charges ol unprofessional conduct.
 

Corporate Practice of Medicine
 

In the past, the common law prohibition against the
 

corporate practice of medicine, as well as medical practice
 

acts, restricted the 
employment of physicians by nonphysician­

controlledt corporations. The key to understanding this
 

prohibition lies in the employment relationship between a
 

physician and a nonphysician--controllod corporation. The
 

9
 



purpose of this rule is to avoid the corporation's interference
 

with the physician-patient relationship and to assure that the
 

physician's primary duty is to the patient and not the corporate
 

employer.
 

Today, however, the prohibition may not be a serious concern
 

for HMO development. The significance of the corporate practice
 

of medicine limitation on HMO activities depends, to a great
 

extent, on the statute utilized to establish the HMO as well as
 

on the organizational structure adopted by the HMO. As for
 

organizational structure, the corporate practice of medicine
 

prohibition takes on more significance when the HMO employs
 

physicians, as is the case with staff model HMOs. HMO enabling
 

statutes can resolve the issue by specifically authorizing HMOs
 

to employ or contract with physicians. Further, HMO enabling
 

statutes can provide that a licensed HMO is not to be deemed
 

engaged in the corporate practice of medicine. If the statute
 

is not clear on this issue, or if a service corporation law or
 

other legal mechanism is to be used and a physician employment
 

relationship is anticipated, then the corporate practice of
 

medicine prohibition must be carefully analyzed.
 

Allied Health Professionals
 

An HMO may intend to utilize allied health professionals
 

such as physician assistants, nurse practitioners, and others in
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the delivery of health services to HMO members. If such
 

professionals are utilized, it is important to identify the
 

statutory and regulatory requirements governing these health
 

professionals. For example, laws regulating physician
 

assistants will often define the medical services that a
 

physician's assistant can perform as well as the necessary
 

degree of physician supervision. Identification of these legal
 

requirements will aid the HMO in developing appropriate staffing
 

patterns while assuring that health services will be available
 

and accessible to HM0 members.
 

There may be other statutes, as well as judicial or
 

administrative determinations, which will affect the HMOs that
 

are outside the general categories described above. For
 

example, a law may require the HM0 to maintain a certain amount
 

of liability insurance for personal injury lawsuits. Another
 

example is the area of subrogation which may or may not be
 

permitted. Subrogation permits the HiMO to proceed against third
 

parties on behalf of an 11110 enrollee in negligence suits where
 

the HMO has incurred costs in providing health services to the
 

injured enrollee. Also, Judicial developments, such as demands
 

by nonphyslcian health professionals to participate as providers
 

in the HMO program contrary to the staffing plans of the HMO,
 

may have to be considered.
 

Once the HMO entity is established, a number of operational
 

concerns should be anticipated and planned for as part of the
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HIMO's development. These include but 
are not limited to:
 

subscriber contracts; 
liability stemming from the professional
 

negligence of the HMO physicians; financial deficits generated
 

from unanticipated utilization, costs, 
or insufficient
 

enrollment; 
and potential anti-trust concerns relating to HM40
 

operations. A brief description of 
these areas is set forth
 

below, followed by the types of 
available protections that the
 

HMO may wish to secure prior to becoming operational.
 

One of the most important legal documents for the HMO 
is the
 

subscriber contract, that 
is, the contract between the HMO and a
 

contracted employer group. 
 Since this document has the widest
 

exposure of 
any HM40 legal contract and potentially carries with
 

it the most liability, careful drafting of 
this document is
 

essential. The subscriber contract should cover 
at a minimum
 

such areas as 
prospective enrollee eligibility, effective dates
 

of coverage, causes for termination, and coordination of
 

benefits provisions. However, of critical 
importance is a clear
 

description of services to be provided as well as 
the procedures
 

through which such services will be secured.
 

An area of concern for HMOs 
is legal action brought by
 

subscriber contract, that 
is, the contract between the HMO and 
a
 

contracted employer group. 
 Since this document has the widest
 

exposure of 
any HMO legal contract and potentially carries with
 

it thn most liability, careful drafting of this document is
 

essential. The subscriber contract 
should cover 
at a minimum
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such areas as prospective enrollee eligibility, effective dates
 

of coverage, causes for termination, and coordination of
 

benefits provisions. Rowever, ol critical importance is a clear
 

description of services to be provided as well 
as the procedures
 

through which ouch services will be secured.
 

Another area of conce.rn for HMOs is legal action brought by
 

subscribers for breach of the ITM-subscriber contractual
 

relationship. Often this issue arises when the EHO denies
 

coverage for a benefit to which members believe they 
ave
 

entitled. This probl3m usually occurs when members seek health
 

services cutaide the HIMO health 
care system. Under these
 

circumstances, 
the HIMO may deny coverage if the situation was 

not a true emergency and the member could have obtained the 

services within the EIM0 system. Unless the subscriber contracts 

(and supporting enrollment literature) are clear on hcw 

enrollees use the system, particularly in emergencies, tho HMO 

may find itself unable to limit rabuses of certain services, such 

as unauthorized visits to a hoepital's emergency room. It is
 

important to note that ambiguous 
or 'vague terms or condltions in
 

the subscriber contract are generaily construed against 
the
 

drafter of the document (the 1*1O) vather than the consumer of
 

the services. Most HMO laws require HMs to make full 
and fair
 

disclosure of benefits, exclusions, and limitations.
 

13
 

http:conce.rn


In this regard, not only should the subscriber agreetant be
 

clear and legally sufficient, but also all marketing materials
 

should be developed to be consistent with the subscriber
 

contract requirements. Finally, the marketing staff of the HMO
 

must also be familiar with the contents of the subscriber
 

contracts and be instructed on the legal problems connected with
 

"overselling" the HMO program.
 

Closely related to the issue of the HMO's financial
 

viability is the ability of the HMiO to maximize third party
 

reimbursement. 
 The opportunity for third party reimbursement
 

generally arises when a member to whom the HMO has provided
 

services is covered under another insurance program for the same
 

risk or under governmental programs There are two mechanisms
 

which .XiOs utilize to maximize third party reimbursement:
 

subrogation and coordination of benefits, both of which should
 

appear in the subscriber contract.
 

A subrogation clause most often appears in insurance
 

contracts or policies. The purpose of the clause is to permit
 

the insurer to recover any monies received by an insured party
 

from other sources for which the original insurer has been
 

liable under the terms of the insured's policy. With regard to
 

the delivery of health care services provided or arranged by an
 

M40, a subrogation clause appearing in a subscriber contract
 

should give the HM0 the right to recover its costs !or the
 

medical services rendered to the member. Subrogation should
 

take care of instances in which the member has received
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reimbursement under a nonhealth insurance polioy issued in his
 

or her name or as a result of a settlement or verdict obtained
 

by the insuroid that includes damages, a part of which are
 

allocable to medical expenses. This working definition is to be
 

distinguished from a coordination of benefits 
(COB) provision
 

setting out rules, in accordance with legal requirements, of
 

apportionment for medical expenses when more 
than one group
 

health insurance or R140 program is involved.
 

The ability of the H4O to engage in subrogation will, to a
 

great extent, be determined by the relevant insurance laws.
 

Finally, the overall effuctiveness ,)f the subrogation program
 

will depend upon the ability of the HMO to identify accidents or
 

injuries that are suitable for subrogation.
 

The purpose of coordination of benefits is to minimize the
 

possibility of double payment for services when a person is
 

covered under more than one group health insurance policy or HMIO
 

membership agreement. Today, double coverage is a growing
 

phenomenon, since both husbands and wives 
are often engaged in
 

active employment, with health coverage being offered by both of
 

their employers.
 

In developing the subscriber/employer contract, it is
 

necessary to establish in that contract the procedure for
 

coordination of benefits. Moreover, coordination of benefits
 

can be a factor in determining the extent of capitation payments
 

to be made to the medical group, particularly in the area of
 

physician services.
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A most significant area for an HM0 and, to a great extent,
 

the providers contracting with the lM0 is the concern over the
 

HM0's financial stability. Financial instability in HMOs may be
 

due to a variety of factors, such as adverse selection,
 

excessive utillzation, poor management, and inadequate
 

marketing. Nevertheless, agencies that regulate HMOs will be
 

concerned with whether the HMO has adequate working capitai to
 

meet the HMO s obligations as they become due, and sufficient
 

reserves or other provisions to pay claims in the event of HMO
 

insolvency. Therefore, in developing an ITMO it is necessary to
 

have an appropriate financial plan that provides for adequate
 

capitalization and reinsurance for certain costs that may be
 

beyond the HMO's financial capability.
 

Finally, some insurance companies who write reinsurance for
 

HM0s also offer insolvency insurance coverage. Generally, such
 

coverage will pay for health services rendered to the members in
 

the event of 1fl0 insolvency for the period for which premiums
 

have been paid. however, of particular concern is how the
 

policy defines "insolvency" and whether the insurance coverage
 

is available at sach time that the HMO can no longer pay its
 

bills.
 

The primary emphasis of this section has been to examine
 

those legal issues associated wit',. the establishment and
 

operation of a prepaid health plan. Providers must understand
 

the terms of the risk payment mechanisms utilized by HM0s as
 

well. as the basic assumptions behind these terms. Moreover,
 

financial viability of the HMO will also be a concern to
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providers. This concern is particularly important with respect
 

to the HMO's protection against insolvency and the providers'
 

continuing responsibilities, if 
any, in the event of insolvency.
 

It is clear that the establishment and operation of an HMO
 

require considerable planning to assure that the objectives of
 

the HMO are achieved. In this regard, it is critical that the
 

legal climate regarding the development of the IMO be assessed
 

not in a vacuum but in coordination with the financial plan, the
 

marketing strategy, and the structuring of the health delivery
 

system. Therefore, continuous interaction between the HMO
 

sponsor and counsel, as well as between counsel and other
 

consultants, is desirable during the HMO's planning,
 

development, and operation phases.
 

Whether the legal environment in a particular country will
 

be favorable to HMOs or HMO-like organizations will be difficult
 

to determine. The statutes and other 
legal materials frequently
 

provide only partial clues to the true circumstances. In some
 

countries there may appear to be substantial legal barriers
 

while at the same time there is considerable HMO activity; in
 

other countries seemingly less restrictive laws or the absence
 

of laws altogether may pose major difficulties. In addition,
 

conclusions about the legal climate in a country cannot be based
 

on the experience of organizations whose sponsorship or
 

political desirability have facilitated problems with barriers
 

which may remain as serious obstacles for subsequent applicants.
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HEALTH CARE LAWS
 

IN BRAZIL, CHILE AND URUGUAY
 

AFFECTING HMO DEVELOPMENT
 



BRAZIL
 

Summary of Significant Laws That
 

Pertain to Prepaid Health Care
 

(Provided by the Hospital Corporation of America)
 



MTPS ("Ministerto do Trabalho e da Previdencia Social" 
-

Ministry of Labor and Social Security) Ordinance of April 10,
 
1969.
 

Legal Grounds:
 

Articles 140 and 133 - General Regulations on Social Security ­

approved by Decree 60601, of March 14, 1967,
 

Article 31 of Regulations on Occupational Accident Insurance ­

approved by Decree No. 61784, of November 28, 1967. 

Defines scope of INAMPS/Company Agrement:
 

- Processing and payment of beneficiaries;
 

- Performance o. medical expert examination for the granting of
 
paid sick leave;
 

- Providing out--patient medical care, as well as supplementary
 
or diagnostic and therapeutical services, to the insured and
 
his/her dependents;
 

- Processing and payment of sick leave owed for occupational
 
accidents;
 

- Providing of overall medical care to those suffering
 
occupational accidents, as set forth in art. 29 of the
 
Regulations approved by Decree No. 61478/67.
 

Exclusion:
 

- Retirement and pension-plan beneficiaries;
 

- Professional rehabilitation;
 

- Patients after 180 days (consecutive or not) of
 
hospitalization per year, who are unable to return to work or
 
to continue treatment at an out-patient clinic or ward.
 

INAMPS participation per employee - 5% of minimum wages;
 

Sets forth other more sepcific provisions
 

- System for avoiding duplication of care (simultaneously by
 
the HMO and the INAMPS);
 

- Termination of agreement If verified that there have been
 
dismissals intended for cutting down the company's
 
medical/hospital care costs;
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Provides for the INPS' checking on such agreements entered
 
into by the Company and on its own resources or on the
 
resources of those responsible ior providing the services;
 

- Other exclusive aspeots for Companies undor 
medical/hospital care agreements. 
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MPAS Ordinance No. 39, of September 5, 1974.
 

Established the PPA (Prompt Action Plan) -- designed for making
 
health services immediately more accessible to social security
 
beneficiaries.
 

Execution Through:
 

- Destination of the Social Security System's own hospitals for
 
highly specialized hospital care and for research and
 
development;
 

- Agreements with Companies;
 
By means of the INPS' financial participation and supervision,
 
including the fostering of such agreements;
 

- Accreditation of doctors established in suburbs and peripheral
 
urban area;
 

- Disciplining the relationship with:
 

Companies under medical/hospital care agreement;
 

Establishments and cooperatives providing medical 
care
 
undsr the prepayment system, giving perference to those
 
ensuring free choice of clinics, professionals and
 
hospitals;
 

- Agreements with City Governments;
 

- Conditions for installation of new services;
 

- Option for special facilities (surcharge on facilities and
 
supple..entation of man-hours for the beneficiary);
 

- Decentralization of services aimed at optimizing care provided
 
to the public primarily for the following tasks:
 

a) Annotation of working papers ("Carteira de Trabalho");
 

b) Enrollment of dependents;
 

c) Objective indication of the services available to
 
beneficiaries;
 

d) Supply of explanatory pamphlets concerning
 
beneficiaries' rights and procedures to follow;
 

e) Receiving of complaints and suggestions on official
 
forms.
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Ordinance 78, of October 10, 1874 
- MPAS ("Ministerlo da,
 
Previdencia e Assistencia Social" - Ministry of Welfare and
 
Social Security)
 

Provides for the accreditation of institutions rendering medical
 
care services.
 

Legal Geounds -- Duties as set forth in the PPA 
,"Plano de
 
Pronta Acao" - Prompt Action Plan).
 

Scope of Accreditation - Institutions:
 

I - Health Insurance (art. 129 of Decree-Law 73, of November 
21, 1966); 

II -	 Own Prepayment Systems (art 135 of Decree-Law 73/66); 

III-	 Ruling on Cooperatives (Law. No 5764 of December 16,

1971);
 

IV - Any authorized institution under the provisions of Law
 
No. 5768, of December 20, 1971, regulated by Decree No.
 
70951, of August 9__1972 --articles 57/61;
 

V -	 Guarantee arising from affiliation to or association 
with any care institution regularly incorporated and
 
having its own personality, equity and structure for
 
such purpose;
 

VI - Other prepayment systems, such as those of financial­
institution guarantee, by means of credit cards or 
guaranteed checks, with a limited deductible and a given
value per event, for a given period, whenever approved 
by the Central Bank of Brazil. 

Requirements to be mlet by the Institutions in order to obtain a
 
Certificate of Accreditation:
 

Legal proof of operation permit, issues by the proper
 
Government Agency;
 

Act approving the plan or program to be developed, as the
 
case may be;
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- Care plan and technical notes;
 

- Descriptive memorandum, curriculum or medical staff and
 
organization of technical services;
 

- Covered risks funding plan;
 

- Intended participation in social security;
 

- Indication of beneficiaries covered and manner of opting for
 
the proposed plan.;
 

Indication of medical/hospital care agreements previously
 
entered into; 

- Showing capability of providing medical/hospital care to 
beneficiaries under such an agreement; 

- Certificate of Regular Status before the INPS; 

- Indication of the regions and and areas where the domiciles
 
for care of beneficiaries and the domiciles for insurance of
 
the insured in activity are located.
 

- "Curriculum" of the professionals responsible for the
 
technical coordination of services;
 

- Designation of the professionals who will represont the 
institution at meetings scheduled by the Institute of Social 
Security. 

Other Provisions 

- Permanent verfication and control by the social security; 

- Such an agreement may encompass all (or part of) the services, 
excluding certain events; 

- Social Security participation in funding the insured care 
services; 

- Supply of the "Proper Care-Domicile Care" -- a Card issued by 
the service company; 

- Employer's annotation in the employee's Working Papers 
("Carteira Profissional"). 
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MPAS Ordinance No. 79, of October 10, 1974.
 

Legal Grounds: duties as set forth in the PPA.
 

Provides for rules concerning INAMPS (National Institute of
 
Medical Care and Social Securlty)/Company agreement, those most
 
noteworthy for this report being:
 

I - Scope:
 

1. 	 Performance of medical expert investigation and
 
supplementary examinations for evaluating working
 
capacity;
 

2. 	 Providing complete medical care;
 

3. 	 Providing overall medical care in cases of
 
occupational accidents (art. 2 of Decree No.
 
61784/67);
 

II - Execution:
 

1. 	 In the faciclities of the companies providing
 
medical/hospital care;
 

2. 	 In the facilities of contracted third parties
 
(those duly ac.)redited only) - MPAS Ordinance No.
 
78, of October 10, 1974.
 

II - Beneficiaries:
 

1. 	 The insured;
 

2. 	 The insured and his/her dependents.
 

IV - Official Funding:
 

Payment of a per-capita amount (insured/month); other
 
less 	significant modes, e.g., financing and/or
 
assignment of equipment, facilities and personnel.
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V - Verification/Control:
 

1. 	 Adeqnacy of demand to resources for providing such
 
care and to time schedules;
 

2. 	 Individualized treatment of the beneficiary;
 

3. 	 Sanitary conditions and upkeep of facilities used;
 

4. 	 Permanent checking on the technical standards of
 
the care services and on the rules laid down by the
 
social security authorities;
 

4.1 - professional qualification;
 

4.2 - participation in meetings and seminars;
 

4.3 - promoting courses for qualified personnel
 

4rainlng;

4.4 - supply of informative material. 



--

SAN ("Secretario de Assistencia" - Seiretary of Medical Care nf
 
the National Institute of Social Security - INPS) Service
 
Guideline No. 399.57, of February 18, 
1976.
 

Regulates the execution of medical/hospital care agreements with
 
companies for providing Medical Care.
 

Responsibl1ities/Scops
 

Providing medical care comprised by clinical, surgical 
and
 
dental services, at out-patient clinics and/or hospitals.
 

- areas more 
lacking in such services - doctors and hospitals

providing at least general-practice, pediatric, surgical and
 
obstetric care.
 

- medical examinations justifying absence from work will be up

to the company's contracted or own service.
 

- the service company is 
to keep a Personal History File on the
 
beneficiary, whether on the 
job or on paid sick leave.
 

- the beneficiary's care domicile.
 

Funding
 

- Employee's reimbursement against presentation of proper
 
invoices and payment forms.
 

-
Partial sharing in the reimbursement for an event which is 

due to its finanial amount -- characterized as excessively
 
high, provided that:
 

it is included among the services normally provided by the
 
area's INPS facilities;
 

it is a valid therapeutical conduct.
 

Settlement of Differences
 

On Process 
 On Publication
 
On Scope On Terministion of Agreement

On Signature 
 On Control and Verification (see
 

item V of Comments on Ordinance
 
79/74/INPS)
 

On (undetermined) Emergency
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General Provisions
 

- Excluded the INPS' obligation of providing medical 
care to
 
beneficiaries. Any given care services may be charged to a
 
medical/hospital care company.
 

- An agreement entered into with a company is 
not extendable to
 
another, even if both of them belong to the same group.
 

- An identical principle applies 
to a company established in
 
different locations (including within the same State).
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INPS Resolution No. 900.11, of April 4, 1975.
 

SAM Service Guideline No. 399.02, of April 29, 1975.
 

Specific rules for the accreditation of medical institutions as
 
regards medical/hospital care agreements.
 

Availability of own resources (out-patient and/or hospital
 
facilities) for immediate and adequate care of beneficiaries
 
under the system.
 

Other less significant provisions of an administrative nature.
 

Definition of (Medical/Hospital Care) Agreement
 

A covenant executed between the Institute (INPS) and a Medical
 
Group, Institution cr Company, either diractly or through a
 
contractor affiliated to the Institue, whereunder the liability
 
for providing medical and hospital care to a defined group of
 
beneficiaries is transferred to said group, institution or
 
company, without a direct or subsequent intermediation of the 
Institute in the referral of beneficiaries and rondering of 
service. 
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Chile
 
Bummary of Significant Laws that Pertain to 
ISAPREs
 

(Instituciones do Salud Previsional)
 



Ministerio de Salud Publica - Ministry of Public Health DFL 27
 
of April, 1981.
 

Establishes the Instituciones de Salud Previsional (ISAPRES)

which will substitute the Health Services 
and National Health
 
Fund in the delivery of health care. The institutions are to be
 
overseen by the National Health Fund.
 

- Separation of 
the ISAPRES and the Health Service. ISAPRES
 
must apply for registration permitting operation, meet
 
minimum capital reguirements (2,000 U.F. invested) and
 
provide 
the National Health Fund with the cash equivalent of
 
one month's collected premiums in order to guarantee that it
 
will complete its financial obligations.
 

- The National Health Fund will make 
use of the guarantee in the
 
event of an ISAPRE's default on payment for the use 
of
 
services of the national Curative Medical System and the
 
,3rvices provided by the Commission for Preventive and Invalid
 
Medicine or for payment of fines.
 

- Workers wishing to participate in an ISAPRE must contact the
 
ISAPRE of choice who in 
turn must inform the Fund of the new
 
subscriber. Employers must make 
the appropriate deduction
 
from workers' salaries for the 'ISAPRE payments.
 

- In the 
event that the ISAPRE's services are inadequate or
 
insufficient a worker may seek care 
from the National Health
 
System. The ISAPRE must then reimburse the Fund for services
 
rendered to its enrollee.
 

- Medical certifications and the legal benefits resulting from
 
them are distributed by the ISAPRES and countersigned by the
 
Health Service.
 

- Contracts must be for one year and 
cannot be unilaterally

terminated by the 
ISAPRE except for Breach of Contract by the
 
enrollee. The enrollee, however, 
can terminate the contract
 
with 30 days notice and revert to the National Health Fund.
 
All contracts must offer dependents coverage for those who
 
seek such coverage.
 

- The National Health Fund may sell the services of the Curative
 
Medicine System to enrollees for those wishing to ube its
 
services.
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- The Commission for Preventive and Invalid Medicine is
 
responsible for resolving all claims brought against ISAPRES
 
by enrollees.
 

- ISAPRES must submit monthly financial and statistical updates
 
to the Fund.
 

- The Fund may cancel an ISAPRE's registration for any of the
 
following reasons:
 

a) Capital diminishes below legal limits
 
b) guarantee obligations are not fulfilled
 
c) bankruptcy
 
d) noncompliance with obligations of services
 
e) legal or regulatory violations
 
f) violations of obligations as stated in this law
 

- Upon cancellation of tho registration the ISAPRE's guarantee
 
will be used by the Fund to liquidate debts outstanding. The
 
ISAPRE will be liable for any remaining balance due. If the
 
liquidation results in a.balance in favor of the ISAPRE, that
 
portion of the remaining guarantee is to be returned to the
 
ISAPRE.
 

- In the event of concellation of the registration of the
 
ISAPRE, all enrolled members revert to the care of the
 
National Health Fund until such time as they chose to
 
affiliate with another ISAPRE.
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Ministerio de Salud Publica-Ministry of Public Health Decree
 
4 of January, 1984.
 

Regulates the distribution of medical leave authorizations
 
and their corresponding benefits by the Health Service and the
 
Instituciones de Salud Previsional (ISAPRES).
 

- Describes the interested parties and the official form of the
 
medical leave authorizations to be 
used by the Health Service
 
and ISAPRES.
 

- Details the procedures for processing and payment procedures
 
for compensatory medical leave.
 

- Indicates sanctions for violations of medical leave
 

privileges.
 

Exclusions:
 

Work accidents and illnesses of workers affiliated with the
 
Employers Mutual Associations.
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Uruguay

Summary of Significant Laws Pertaining to IAMCs
 
(Instituciones de Asistencia Medica Colectiva)
 



Ministerlo de Salud Publica (MSP) - Ministry of 
Public Health
 

Law No. 9.202 of January 12, 1934
 

Public Health Law
 

- Established the commitments of the Ministry of Public Health
 
placing in its change the organization and direction of the
 
services of Assistance and Hygiene as well as jurisdiction
 
over the Sanitary Police, Medical 
and related professions,
 
Foods, Prostitution and Social Vices. Creates 
an Honorary

Commission for Public Health which is 
to monitor and curb the
 
violations committed by physicians and other health workers.
 

Ministry of Public Health, Ministry of Finance and Ministry of
 
Education and. Culture.
 
Decree No. 271/981 of June 21, 1981
 

- Establishes uniformity of administration and financial
 
reporting of Collective Medical Assistance Institutions
 
(IAMC).
 

Ministry of Public Health
 
Law No. 15.181 of August 21, 1981
 

Determines the standards 
for private and collective medical
 
assistance, repealing previous regulatory standards 
established
 
in Decree-Law No. 10.384 of February 13, 1943 and Law No. 14.164
 
of March 7, 1974.
 

Scope:
 

The Ministry of Public Health is 
charged with monitoring the
 
delivery of medical assistance to all the inhabitants and
 
assuring that 
only qualified physicians, odontologists and
 
obstetricians provide medical services. Services may be public
 
or private , in which case it may be provided on a collective or
 
individual basis.
 

- Three categories of IAMCs are established: a) Assistance 
Associations b) Professional Cooperatives c) Assistance 
Services created and or offinanced by private companies

"mixed e. .nomy" status. The MSP is responsible for
 
establishing standards of 
care, minimum enrollment and medical
 
resources, equipment and hospital capacity.
 

- All administrative functions of 
the IAMCS, such as
 
registration and authorization for operation, accounting

procedures, etc. and inspection, monitoring of 
technical and
 
fiscal matters are under the purview of the MSP.
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- Grants the IANCs a tax 
free status, both national and
 
municipal.
 

- Established the determinants of basic coveraga to be offered
 
by the medical assistance groups.
 

- Delineates the groups with which IAMCs 
are prohibited from
 
associating, namely with labor unions, 
and political groups or
 
others which might affect the mission of the 1AMC or be used
 
as a lucrative means of obtaining new enrollees.
 

Decree No. 86/983 March 22, 1983
 
Orginance 8/983
 

Establishes guidelines 
for medical care coverage to be
 
delivered by IAMCs, emphasizing preventive and rehabilitative
 
health care. Regulates diagnostic and therapeutic procedures to
 
be included or excluded from coverage.
 

Decree No. 87/983 March 22, 1983
 
Ordinance 10/983
 

- Minimum requirements for 
IAMCs - minimum numb6r of enrollees,
 
number of physicians and other infrastructure requirements.
 

- Determines procedures for non-compliance.
 

Decree No. 88/983 March 22, 1983
 
Ordinance No. 11/983
 

Regulates planning and investment in both IAMCs and private
 
practice delivery.
 

Decree No. 89/983 March 22, 1983
 
Ordinance No. 16/983
 

Regulates the development of infrastructure, equipment and
 
hospitlization capacity of IAMCS.
 

Decree No. 90/983 March 22, 1983
 
Ordinance No. 15/983
 

Regulates the rights 
to medical attention of enrollees in
 
IAMCS. Guarantees enrollment for specific population groups 
as
 
a form of social security for families, pregnant women and
 
newburns.
 

Decree No. 91/983 March 22, 1983
 
Ordinance No. 14/983
 

Regulates matters dealing with the coordination of Special
 
Care Services of the IAMCS.
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Decree No. 92/983 March 22, 1983
 
Ordinance No. 13/983
 

Established norms for the consolidation of debts of the IAMCS
 
under the general direction of the social security.
 

Decree No. 93/983 March 22, 1983
 
Ordinance No. 12/983
 

Regulates the control of all 
technical accounting aspects of
 
IAMCS and mandates the submission of all statistics to the
 
National Information System (SINADI)
 

Decree No. 94/983 March 22, 1983
 
Ordinance No. 9/983
 

Establishes the schedule of 
fixed prices for services rendered
 
by the IAMICS.
 

Ordinance No. 22/983 May 2, 1983
 
Authorizes IANCS 
to offer private inpatient care to its
 

members under certain conditions, and to charge for such
 
services.
 

Ordinance No. 21/983 May 5, 1983
 
Identifies techniques and procedures for diagnosis and
 

therapy.
 

Ordinance No. 18/983 May 6, 1983
 
Odontological services to be guaranteed by the monthly
 

payment.
 

Ordinance No. 19/983 May 6, 1983
 
Excludes coverage of prosthetic and orthotic devices provided
 

by IAMCS.
 

Ordinance No. 20/983 May 6, 1983
 
Establishes Ministry of 
Public Health control of IAMC
 

assemblies.
 

Decree No. 161/983 May 24, 1983
 
Ordinance No. 23/983 modifying article 8b of Decree No. 
86/983

to include coverage for sports injuries.
 

Executive Resolution (May 26, 1983) taken at 
the Counsel of
 
Ministers No. 
221/983 Ordinance No. 28/983. Deligates to the
 
Ministry of Public Health various Executive powers.
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Ordinance No. 26/983 June 6, 1983
 
Obli,'dtions of IAMCS in urgent and emergency care situations.
 

Ordinance No. 27/983 June 6, 1983
 
Determines the criteria for maintenance and operation of
 

facilities and the procedures for billing of services.
 

Ordinance No. 25/983 June 6, 1983
 
Responsibilities of IAMCS in providing prenatal care.
 

Ordinance No. 30/983 June 8, 1983
 
Standards for planning and controls for patients receiving
 

pacemakers.
 

Ordinance No. 24/983 June 10: 1983
 
Regulates the procedures for absorption and mergers between
 

IAMCS. Health Department Creditors are to supervise the
 
liquidation of IAMCS.
 

Decree No. 24/983 June 10, 1983
 
Ordinal,e No. 32/983
 

Rates charged by the Ministry of Public Health for services
 
rendered.
 

Decree No. 198/983 June 17, 1983
 
Ordinance No. 31/983/
 
Establishes standards for medical attention provided by mobil
 

units.
 

Ordinance No. 34/983 June 21, 1983
 
Sets up a workplan for consideration of preventive and
 

rehabilitative health services that should be provided by IANCS
 
to its members.
 

Ordinance No. 33/983 July 6, 1983
 
Designating the Directors of Auditing Departments to supervise
 

liquidation of IA.iCS.
 

Decree No. 287/983 August 18, 1983
 
Ordinance No. 37/983
 
Utilization of services of the Ministry of Public Health by
 

the IAMCS authorized to operate in the interior of the country.
 

Decree No. 288/983
 
Ordinance No. 38/983
 
Requirements that IAMC provide funerary services for their
 

members.
 

Ordinance No. 39/983 August 31, 1983
 
Establishing secondary delivery sites in various Departments
 

of the country In order to guarantee IAMC enrollees access to
 
ambulatory care.
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Ordinance No. 40/983 September 1, 1983
 
Extension for consideration of psychiatric, preventive and
 

dental care services of IAMCS.
 

Ordinance No. 42/983 September 19, 1983
 
Establishes prices for services rendered by IAMCS.
 

Di.Na.Co. Prin Instructor Resolution No. 440/983
 
September 22, 1983
 

Sets standard for a system to raise premiums.
 

Decree No. 439/983 November 23, 1983
 
Substitutes article 4 of Decree No. 90/983. Refers to
 

solicitations for incorporation.
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