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The purpoee of this study was to provide the Agency for
Internaticnal Development with an assesusment 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
koalth care organization in a developing country. The objective
was to atudy 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, Celcmbia, Ecuador, Paraguay, Peru,
Uruguay and Venezuela.

Alfredo Solari, M.D., Director of a W.K. Kellogg Foundatiorn
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, & 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 Health 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.
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Executive Summary

The following report wes undertaksn 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 det'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 servicas
(examples of which were found in Peru) to comprehensive benefit
packages providing preventive and rehabilitative care
complementing conventional curative care services (as in

Uruguay). Therefore, current and conventional labels extant in



the U.8, 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 maneged prepaid health care in the region
has been chiefly influenced by two factors: the level of
economic and social development end 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 Medicea

Colectiva (IAMC) providing care to a very large portion of the
population, nearly 45 percent. In Paraguay, 28 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 Obras Sociales.

The social security institutes in Argentina cover 78 percent of
the population, most in the manner 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. Boljvia has only two HMOs, but 11 cooperatives offer
health care services (mostly primary health care) either as a
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 18 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
8vlari, M.D., as integral in the development of managed prepaid
health care organizations. Contributing factors are:

l - The presence of social structures that are communi ty-
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 lafge employers), and production
cooperatives (less so consumer and savings and loan
cooperatives) have been the most active in prepaid
health services.

8 - The oversupply of physicians has played an important
role in the growth of prepaid health care
organizationa. 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 communiiy organizations find it

easier to employ or contract the services of

physicians. Furthermore, the nversupply of physicians
coupled with the development of Prepaid organizations
fosters the growth of physician cooneratives, further
drawing patients away from private practice and into
the prepaid net.

3 - A third major factor is the perceived 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 cere
provided in unattractive out-dated settings, long
walting lists, the unavailability of drugs and little
modern technology are causing them tn seek alternative
health care delivery systems. 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 HMO at the employers’
expenee.

b) In Uruguay the social security administration
revised a decision to develop its own delivery organization
in favor of contrecting, on a prepaid basis, with HMO-1like
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 dicadvantages of
the system &re 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.

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
assoclation has policies prohibiting its members from
practicing In these settings and sanctioning, by the
suspension of their licens«s, those that disobey this
pollicy. More subtle resistance was found in almost all
ths other countries. A change in this trend of
opposition is, however, beginning to emerge as
unemploynient of physicians rises and prepaid health

care organizations emergs.
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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
exorcise of power and patronaga.

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 prepalid organ.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 {inancing, utilization, populations
served, services provided, and the management of these

organizations could then be obteined, in order to
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agsess 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.S8. experience. In response to this need, GHAA
initiated in 1982 the National HMO 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.

A technical assistance pool of experts could also be

created to assist in pre-feasibility assessments. The

pool would draw on both U.f. 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.8. 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.
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Last, and psrhaps most important, the widespread
distribution of Dr. Paul Zukin’'s feasibility protocol
would be a great contribution to the dissemination and
effective promoction of the concept of prepaid health
care sysiems 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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MODEL PPO

Number of Man:ged Prepaid Organizations Identified

Ipa HMO MIXED HEALTH CARE COOPERATIVES OTHERS
COUNTRY HMO-PPO CooP
Argentina 2 10 1
Bolivia 2 7
Brazil 76 156
Chile 15
Colombia 14 3 36
Ecuador 1 133 company sponsored
medical services
Paraguay 25
Feru 2 1 4 *company sponsored
(Lima) medic -1 services
Uruguay 50
Venezuela 1
Guatemala 1
TOTALS 19 76 249 56 7

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



PPO:

HMO:

IPA:

Mixed HMO
PPO:

Health Care
Cooperative:

Cooperative:

Definitions of Terms

Preferred Provider Organization - A fee-for-service arrangement of reimbursement

for hospital/medical/dental services on an agreed-upon disccunted fixed price charged
by the participating providers.

Health Maintenance Organization - An organization that through an organized system

of health care, provides and assures the delivery cf an agreed upon set of com-
prehensive health maintenance and treatment services for an enrolled group of persons
under a prepaid fixed sum.

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.

Combination of HMO and PPO elements.
Cooperative established for the express purpose of providing directly or indirectly

health services to members.

Provides health care services to its members as one of various benefits of the
Organization.

xi



CONCEPTS 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, 18 the insufficient financing of the health care
system. Political apathy in matters of hesalth 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 heneficiaries and the recipients
of public health services. Health care services in many of these
nations range from poor quality primary care attention to lLhighly
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 expvancing 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 gensral population,
have come to realize the strain of this commitment on the

national coffers.

N



Finaily, the loose, unstructured and poorly coordinated
components of the health delivery system, hoth 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. Frivate 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
qQuite well known that lower income groups are willing to spend
for health services, either of the traditional western or
non-traditional curandero medicine. Asg incomes grow, Brazilian
studies have shown that a disproportionately larger amount of
income 18 expended in the purchase of health carc services.[1]

In addition %o 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 efficliencies and
control of resources.

It 18 1in the wake of emerging interest in the developing
world in these health care delivery alternatives that the

following reports were undertaken.



I. Introduction

The U.8. alternative to traditional fee-for-service and
public health care services emearged 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
1930’8 to provide care to the burgeoning company’'s diversified
construction industry.[R] It has become a provider of care that
presently serves almost one third of the U.S8. population
enrolled in health maintenance organizations.

In the U.8. 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 carec
was anathema.[3] Considerable opposition to this form of health
care can be found among physicians in Latin Americe and the
Caribbean also, as physicians maintain their prefereace 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.



II. Historical Background

The modern health maintenance organization (HMO) concept
developed in ths United States as a competitive alternative to
indemnity forms of health insurance and Blue Cross-Blue Shield.
Both of these types of health insurancs 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
orjanizing 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
manaegement of shared services 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 fes basis. The



Physiclians, in whatever manner they are affiliated with the HMO,
elther on salary, capitation or negotiated fee-for-service
basis, are at risk financially for the care they provide to the
enrollees. Physiclans' practice profiles are modified, and cost
savings ensue. [5,8]

These structural and health care delivery features are
increasingly attractive in the U.3. to purchasers of health care
(employers, unions and government) and to the individual
consumer. In the early 198708, there were less than 30 HriOs {n
the U.3., serving approximately 3 million enrollees.
Participation by the elderly, financed by Medicare, and the
poor, financed by Medicaid, was very low due to the absence of
acceptable reimbursement provisinns. By 1985, there ware 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
Medicald enrollment increased more repidly than overall HMO
membership; there was a 36% increase in members over 68 years
old (June 1983-1884) and a 35% increase in the Medicaid
category. In January 1985, federal regulations were issued
defining reimbursement of HMOs for the over 68 population and
slgnaling a suspected major increase of elderly persons
enrolling in HMOs during the naxt few yoears. 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

[S2]



maintaining a high standard of medical care.”)] 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.8., the term "Health Maintenance Organization”
encompasses a broad spectrum of prepaid organized delivery
systems structures. (Classic models include:

Staff model- The HMC 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-servioce
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—tor-gservice, or traditional medical practice. The
HMO contracts with community hospitals for critical
care.

Theoe four basic prepaid group models can be further
modified by an assemblage of reimbursement policy options and
contractual avrangements. HMOs generally take form in the
manner which best suits the needs of the sponsors, employers and

providers.



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 services - 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

activiiies— The centralizec administrative functions of a

prepaid managed health delivery system approximate the
activities of a business erterprise emphasizing planning, cost
control and the undertakin{ of risk. The development and
maintenance of an enrolled membership is the administrative
body's task, as 1is the resjonsibility of collection and analysis
of utilization data and thr development of physician

practfce pattern norms to thich the providers will adhere.[10]

Prospective payment - . fixed, prepaid monthly payment is

recelived from the employe'. Additional premium payments are
required in some instancesfrom the subscriber, in order to
cover the estimated cost d health care for all the enrollees

and their dependents, regadless of individual utilization of



services. Jommunity based rates are actuarily determined on the
number of enrollees and fixed for the period of one year. An
increase i1 enrollment increases the organization’s funds, and
an increare in the use of services, depletes the organization’s
expected pool of revenus.[1l1]

A comprehensive set of health care services — Medical

services are provided either directly, by the Hgo, or through
contractual arrangements with providers. Accessibility and
availability of services is guaranteed to the members. A
network, usually consisting of several health centers, secondary
community health facilities and access to tertiary hospital
care, provides a wide range of services available 24 hours &
day. The strong euphasis on preventive care, health education,
prenatal care, maternal and child wellness progrems and
avoidance of financial barriers to seeking health services
early, or when disease is suspected, maintains health status and
diminishes the utilization of expensive acute care resources.

Medical services are provided by HMO affiliated physicians -

Providers render services in HMO affiliated centers and
hospitals. Physiclans are compensated in a manner unrelated to
the number of services actually provided, eliminating the
traditional incentives characteristic of fee—for—-service

practice.

Physician extenders and assistent health providers are

utilized - Physician assistants, nurse practitioners and other
physician extenders are frequently involved in the screening and

educational activities of the HMO.
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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 enrollses.

Voluntary enrollment - Free choice of health coverage is

made 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.

I~



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 efficlent control on the delivery of
gservices, with careful allocation and shared use of resources.
Duplication is avoided by coordination of services, appropriate
utilization 18 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 18 more
uniform in & prepaid system, enabling management to plan

financially for the organization.l2]

--—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 enrollees into the
medical system.
---The HMO will establish formal relations with non-HMO referral
Physiclans as gatekeeper physicians become responsible for
roferrals 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. [16]
---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
perticipation in group medicine. Quality assurance and peer

review issues will most likely be brought to the fore as

11
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pPhysicians come to realize their dependency on their colleagues’
performances.[18])

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 as financial
barriers to utilization are removed. First dollar coverage is
provided and the use of copayments, generally used to pPrevent
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 cost of health care 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 experiencs,
i.e. specific costs for the group.

A number of disadvantages of the system have prompted
criticism of this form of prepaid health care. Some consumers

will lamant the limited choice of physician and health care

12



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. 1In add!iion, 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 organized 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 thet 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 situvation in which dual
choice is not available, usually to & 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
bshooves 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]

Tpom the administrative perspective, various financial and
managerial considerations must be carefully weighed before

embarking on a prepaid menaged health care scheme. The delicate
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balance, and often conflicting objectivis, of the various
elements of the organization, require skilled management
personne) for the effective operetion of a prepaid system.
Frequently, this pool of talent .8 difficult to obtain.
Secondly, many HMO 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 be maintained without
succumbing to the unethical practice of selective enrollment in
order to skim the population for the healthiest and most

financially attractive enrollses.[19]

VI. Environmental Conditions:

In order for a prepaid health care system to become
snccessfully 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
ircorporation 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

14 ,}D
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a8 serious barriers to the establishment of a prepaid managed
hewsl%th 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 & health care servics.

In the U.8., the public payor participation has bteen
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 with
the organization must be developed in order to prompt
utilization [R0]. Medicaid-HMO contracting started to expand in
the U.3. during the past 5 years as states became more
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 HMOs.
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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.[R22] 1Initial first
year costs are generally high, due to the higher rate of serious
illnesses in these regions.[23] The prepalid health care system
is not & panacea for the problems of health care delivery in
underserved areas, and will not attract physicians and resources
to these regiuns without significant government or industry
agsistance and subsidization.

Health care financing considerations - A health 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.[258]

Sponsorship and managerial factors - An interested and

committed sponsoring agent- a Physiclian 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.8. experience, the mast significant cause of

failed HMOs was insufficient commitment from the sponsoring

16
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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 adegquate
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.[26]

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 & 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 prepsid insurance is also considered significant as
& 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.
Ths pattern of developmont of prepaid health care
organfzations 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 securi.y 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 develomnment of the PPOs in the
United States.

The sequence of obstacles to development of the industry
has also proven to be similar. A general lack of capital and
adequate financing has plagued prepaid health care in both %he
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 3AMOs in
the U.8. came enabling legislation. The federal law superceded
some state and local leiislation 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 1t had in
the U.8., it 1s anticipated that medical association oppositlion
will be & significant obstacle for the establishment of prepelid

health care in some Latin American countries.

VIII. Conclusion

Some elemoents of the U.S. model are not easily transferred
to a developing country’s setting. For instance, the tenets of
dual chotce and voluntary enrollment may be & moot issue for
selected population groups which may not have the luxury of a
choice of alternative. 1In addition, options for HMO models in
developing uations 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
peyors; prepayment for a defined set of primary services plus
hospital care is foasible in many developing countries as has
been ldentified by this effort.

If, at the other end of the spectrum, the objective is to
provide care to the indigent, a government-sponsored parastatal
entity could be created. It would operate on the model of an
HMO (prospective payment and cost containment) but would
necossarily need to be financed by the state. [27] Various
intermediate combinavions of public and private funds would also

be possible.
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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 prepalid 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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CEAPTER I

INTRODUCTION

1.1 Background

This report was undertaken under the Cooperative Agreement No.
LAC-0000-A-00-4049-00 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 GHAA and this consultant.
Scections (b) and (c) of the "Services to be Provided" stated the terms

of reference for this report as follows:
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"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 prepald activity". Thus, we identifed and described the kinds
of prepald 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
prepald 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 sclect 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 £it the characteristics of the group in the country concerried.
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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 ani pace of soclo-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 1s also a section that analyzes in more detail the
characteristics of the three types of private prepaid health care
delivery organizations.

Finally, 1n order to learn about the overall organization and
financing characteristics of the health care systenms, including the
1dentification 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. 'uch was learned from these short visits. However, the
task of identifying, listing and describing the components of those
prepald organizations mo.t similar to HMOs was afranged 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 Soclo-Economic Development of South America

The delivery of personal health care services and its various
organizational forms 1s 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
scems 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.

1.2.] 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 socileties 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 soclety. It enjoyed a relatively high level

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

elaborate multiroom bulldings - 1ts agricultural techniques - terracing

and irrigation -~ and its urbanization with the emergence of inhabited

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

the mid-Atlantic coast were occupled by intermediate level Indian

socleties 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 soclial development,

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

20th centurles, only Spanish and Portuguese were admitted to the
South American colonles. 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 recelived

mass immigrations from Europe - Italy, Spaln and some central



and eastern European countries. Some 11,000,000 to 12,000,000
pcople arrived. The great majority of these went to Argentina,
Uruguay, southern Brazil and central Chile. The demographic and
soclo-cultural ilupact of this mass immigration, particularly in

Argentina and Uruguay was very important.

These four main components blended among tnemselves to varicus

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

reglons of ecological distribution can be identified for these ethnic

groups.

These regions showed a different rate of soclal and economic

development not only because of their differences in their populations

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

stabllity, 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, Colombla, 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



by disease and warfare and replaced by imported Africans, mostly
for the purpose of cultivating plantation crops. Thelir 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 l9th 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
Euroupean (mostly Spanish) manufacturers and a producer of raw materials
- preclous 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 1t 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 relatioas. The great landed estate, the
haclenda, was one of the cornerstones of colonial soclety and became an
autonomous, self-sufficient institution not only in economic terms, but
also politlically 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 fallure to create a viable modern political system l!n the
new nations, while the central economic role played by the export of
raw materials not only reinforced the landed estate system, but
increased ecoromic dependence and vulnerability. It provided an
obstacle to industrialization and determined the forms of social
relationships that in turn tended to perpetuate the archaic socilal

structure.

1.2.3 20th Century Social Change

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 widdle class, with an urban proletariat, emerged. These new
social forces were reflected in the political system, leading to wider

participation, as well as rodifying 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
i1solation 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
soclal 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
irnfluential in society lived, since they were created to serve
predominantly the needs of those groups. The poor either did not have
access at all or were look:d after by i1ll-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 in 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 2 unique opportunity to gain first hand knowledge of
the overall organization of the health care delivery systems in these
countries. This 1is valuable not only in itself, but also as a means of
understanding cxisting types of prepaid activity and alsc of exploring
its potential development. Since the presentation on each country will
start with a description of its overall health care delivery system, 1t
1s 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 1ts 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 (elther government or private services, or both),

In the other countries, most notably Ecuador, Peru, Veneznuela, and
to some extent Colombia, the Social Security Administration 1is not only
a financing mechanism, but also an organization that operates 1its own
health facilities, both outpatient and inpatient, to serve its own
beneficlaries 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%Z - 157) since coverage is restricted to those actively
employed (dependents are seldom included), in the uost modern sectors

of the economy (predominantly urban based).

1.3.3 Private Sector

The private sector 1s comprised of physiclans 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 somatimes new, of
prepayment. Particularly in Argentina, Brazil and Uruguay, there is
significant purchasing of "private" or "semi-private" services by third
partles: 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 countriee 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 10Z-15Z in the most developed countries and up
to 35% - 407 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 citles. 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 111
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 1s in almost every country an oversupply of physiclans as
a result of two decades of expansion of medical schools.
Underemployment or even unemployment of physiclans is quite
common and 1s 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

- 13 -
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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 prepald health care
organizations so that the types of prepald 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 prepald healch care organizations in

the private or semi-private sector:

l.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 freyuently 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 paild 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 indeperdent from the
insuraace entity and are paild 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 assoclation 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 ure not
dependent on the provider.

Because of the double responsibility of the HMO - for financial
matters and for organizing the delivery of care- there 1s, necessarily,
a greater restriction on the members in selection of providers. In
addition, access 1is 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 prusthetic 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 entlty.
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b) The organization must assume the financial risk and the
responsibility for organizing the delivery and ensuring the
access to heslth 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

£) Physician services, except highly specialized ones, may be
provided by physicians working as
~ employees of the HMO,

- as a group or an assoclation 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 thelr utilization of services.

1) Membership premiums may be paid by the member or by an
organization (business, union, social security, etc). In elther
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 topiecs:
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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 soclal 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, sccial
and political instability that has been responsible for the alternating
of political power between the military regimes (more or less
identified with the agrarian iaterests) 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 1s a large country that occuples the temperate and
subantarctic zone of South America. The largest portion of its
territory, due to its irregular shape. 1s 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 86.9Z 1s 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
slover rate between 1971 and 1980 (2.57 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 1ts GNP of 5.92 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 movement has been a strong soclal 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 organizatisn 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 entlre industries.

At the national level, there is a central organization, the General
Confederation of Unlons, 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 Syétem

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 20Z 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. 1In practice, because of the low level of comfort and I
percelved 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
decreasingé until forty years ago it was the predominant source of

hospital care in the country.

2.2.2. Non-Guvernmental Services

There are four different forms of organization and financing of

health care services in Argentina.

2.2.2.) Obras Sociales (0.S.)/Social Insurance Funds (over 400

organizations)

The Obras Socliales 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 0.S. provide comprehensive coverage of health services,
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awong other social benefits, like recreation, education, etc. Most
0.S5. function 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 1if the provider is duly registered with the national
agency in charge of controlling the performance of the 0.S. The fewer,
larger 0.S. have developed their own facilities, and have hired or
entered into contractual arrangements with a group of physicians. In
these instances, they function more 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 757
of the national population. Because not all 0.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 0.S are covered by the payments of
the mandatory social security contributions. However, the 0.S are
allowed to charge copayments or user fees and these can be significant:
up to 304 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 5GZ of

Argentina's national health bill.

2.2,2.2 Mutualistas/Mutual Benef’t Societies (approximately 10

organizations)

Mutualistas are private, non-profit, legal entities, originally
sponsored and organized by ethnic immigrant groups as private,

voluntary sickness insurance funds.
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Most of these organizations developed their own facilities, hired
their own health personrnel 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 nembership and
importance in the health care scene for two reasons:

a) Members were forced to enroll in the government sponsored 0.S.

system.,

b) They have always experienced difficulties in recrulting 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)

Develop2d 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 37 of the
Argentinian population of the upper-middle income levels. Of this 3%,
about 20Z, are enrolled in some 0.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%Z 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% cf the
acute care hospital discharges.

The sector 1is also composi:d of private diagnostic and therapeutic
centers, and private physicians and dentists predominantly in solo
practice. There 1s no information avallable for us to determine the
number of centers and private practitioners. Therefore, thelr relative
Importance cannot be assessed. This sector represents about 30Z of the

national health expenditure.

2.3 Prepaid Health Care Organizations

2.3.1 Obras Sociales (0.S)/Social Insurance Funds

Most of the Obras Soclales are urganized along labor lines and
sponsored by thelr respective unions or trade associations. Therefore,
unless the beneficlary changes employment and by so doing enters into a
different industry, he cannot switch from one 0.S. to another.

The 0.S. are financed through mandatory contributions of a 7.5%
payroll deduction: 4.5Z 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 1it, is
health services. Others include recreational and housing benefits,
consumer goods and income subsidies.

The 0.S. were originally administered autonomously from the state
under union wuspices. In 1971, after charges that the (.S. were
inappropriately used to promote union power, 75% of the 0.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) 0.S. are presently regulated by INOS. They serve
58% of the natlonal population.

Among those regulated, the most important 0.S. (in terms of
membership volume and in number of organizations) belong to two
categories: "Union Spunsored" and "Mixed Administration'. Those "Unlcn
Spot. sred" are managed by the unlons. During the military rule
(1976-1983) the government intervened in the operation of some of the
0.S5. 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
beneflclarles and/or the institutions. The latter are in turn
controlled and regulated by the INOS. There is a group of 0.S. still
nut regulated by INOS enjoying, therefore, a higher degree of
autonomy. Categories of 0.S. in this group are: "Provincial and
Municipal", "Armed Forces'" etc. From among the 300 regulated 0.S.,
INOS collects a percentage of the premiums paid by members, creating
thus a Reinsurance Fund to bail out an 0.S. at risk of financial
insolvency.

Most 0.S. operate like PPOs. External providers (registered on an
approved 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 0.S. in the "Union
Sponsored", "Mixed Administration" and "Provincial and Municipal"
categories have arrangements for sharing the financial risk with the

providers because they have made contractual arrangements on a per

- 26 -



capita basis with hospitals 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 prepald organizations that
operate their own health facilities.

* ADEMP (Asociacion de Entidades de Medicina Prepaga/Prepeid
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. Thelir 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 dlagnostic and therapeutic techniques, and specialized

treatments.
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Due to thelr 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 1s protected by law. Therefore, not enough
reliable data was gathered and, as a result, the scction in the Listing
of Prepald Health Care Organizations corresponding to 'Health Insurance
Plans" contains only those plans for which we have been able to collect
more complete information. 7JTn Annex 2 a complete list of these

organizations with the name and address 1is included.
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LISTING OF PREPAID

HEALTH CARE ORGANIZATIONS

NAME

ADDRESS

LEGAL SPONSOKRSHIP TYPE OF TYPE OF RATES CHARGED BENE-
STATUS ORGANIZATION COVERAGE (US_dollars/month) FICIARIES
Ampri S.A. Azcuenaga 1507 Commercial N.A. PPO-Indemnity Partial (ex- N.A. N.A.
(Asistencia Medica (1185) cCapital insurance cept drugs for
{Privada) Federal ambulatory care
and highly spe-
cialized tech-
niques)
Centro Medico Suipacha 1085 " - - - 8.-per person "
Buenos Ayres S.A. (1008) cCapital 115.-per family
Medical {5 or more members)
Plan de Salud del Gascon 450 (1181) Non commercial Hospital HMO Two plans: a) l4.-per person 8,106
Hospital Italiano Capital Federal a) comprehen- 40.-per family
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- Urugu-y 1136 (101S) - Other (Found- HMO~-PRO Different plans 8.-tol0.- 6,000
dacion para la pro- Capital Federal ation) a) comprehensive

mocion de la salud)

b) hospital care
only
c) reimbursement



NAME

ADDRESS

LEGAL SPONSORSHIP TYPE OF TYPE OP RATES CHANGES BENE-
STATUS ORGANIZATION COVERAGE (US dollars/month) FICIARIES
Medicina Integrada- Cordoba 4545 Nor commercial Other (found- HMO Partial N.A. N.A.
Hospital privado de (7600) Mar del ation) (drugs only
Comunidad de Mar del Plata partially
Plata "(fundacion Me- included)
dica Mar del Plata)
Centro Integral Santa Fe 3651 Commercial Medical group - Partial 17.-per person 61,433
Medico (C.I.M.} (1425) Capital {(drugs par- 50.-per family
Sanatorio Federal tially in- (6 or more members)
Guemes cluded and ohhd
highly spe-
cialized
techniques
excluded)
- USs 1 - $ Ar. 160
b Uss 1 - $ Ar. 250
*=xt USS 1 - 3 Ar. 220
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2.4 Summary and HMO Prospects

a) Argentina has evolved towards the three classic components of

b)

c)

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

financing and delivery of care are generally organized along

income 1lines.

~ Government services are utilized principally by the indigent.

-~ Soclal security services through the Obras Sociales serve
middle income groups. They are organized as insurance funds,
mainly as PPOs, some as HMOs. The 0.S. that do not operate
treir 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.

Since 1971 there have been efforts to reorganize the 0.S.

through more regulations and controls. There is a clear

resistance by the medical profession to enter into labor
agreements with the 0.S. as they may make them share in
financial risk or will cause them to lose their status as
independent professionals., The 0.S. will continue, however, to
be the predominant form of financing health care in Argentina.

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

restricted to high income groups and its growth will depend on

economlic development and income distribution. There is
resistance from physiclians even here, in this sector, against

organized, structured HMO/PPOs.
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CHAPTER 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 scagtered
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 landiocked state. During the 50 years
following independence, very little change occurred in the colonial
social and economic structure, except for the fragmentation and
weakaning of the government and state institutions. From 1880 to 1920
there was a perlod 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 ﬁining 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 pover.

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 36Z speak Spanish and 64% speak some Indian
language, mostly Quechua and Aimira. 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 1is populated mostly by Indians and mestiizos 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 desvite its
natural resources. Soclal 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 802 of its exports), lack of modern productive
technologles 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 9.1Z during 1982, the lack of raw materials and
the political instability and uncertainty during the same year, all

contributed to the reductlon of productive activities. The conflicting
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choice between economic growth and income distribution in most sectors
of the econnmy 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, malnly 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

1s, 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 hospitels, of which there are 11.

Theoretically government services provide coverage to two different

groups:

- 35 -



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 1s 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 1s a "Caja Nacional de la Seguridad Social", several
labor groups have 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 7Z of the
population. As previously stated, the remainder is being served by
government facilities.

ickness and maternity insurance covered by social securlty provide
medical and dental care, even speclalized services, surgical, inpatient
care and prescrilbed drugs. It also covers some preventive ectivities.

There 1s ..o coordination in utilization of health facilities by the
soclal 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 prepeid health
care organlzations of different types, which will be described in
detail in the next section.

In both urban and rural areas there exist & 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 PP" whereas the others reimburse expenses incurred by
the insured up to a certain 1limit. 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 physiclans are generally related to clinics, but that
1s 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
i1s 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 vere 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 Commercial Financial Indemnity Comprehensive N.A. 2,500
Iris - 9th.floor Institution insurance
Boliviana de -- Commercial Financial Indemnity Comprehensive N.A. 2.000
Seguros Institution Insurance
El Salvador El Salvador Cooperative Other (co- Health care Partial (am- 0.05 per family 370
La Paz operative members) cooperative bulatory care
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 CZebastian Cooperative Other (co- : Health care Partial (am- 0.05 per family 580
La Paz operative members) cooperative bulatory care
and drugs)
Urme Montevideo 116 Commercial Individual H.M.O. Partial (ex- 2 per person 2,300
Physicians cluding psychia-
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Bolivia

NAME ACDRESS LEGAL SPONSORSHIP TYPE OP TYPE OF RATES * BENEFI-
STATUS ORGANIZATION COVERAGE CHARGED CIARIES
US$/month
COCHABAMBA
Casemeco N.A. Cooperative Others (co- Health care Partial (in- N.A. 65
operative members) cooperative cluding am-
bulatory care
and drugs only)
Comedfa N.A. Couperative Others (co- Health care Partial (in- N.A. 60
operative members) cooperativse cluding am-
) bulatory care
and drugs)
POTOS1
Caposa N.A. Cooperative Uthers {co- Health care Partial (in- N.A. 525
operative members) cooperative cluding anm-
bulatory care)
Salud v Progreso N.A. Cooperative Others (co- Health care Partial (in~ N.A. 345
operative members) cooperative cluding am-
bulatory care
and drugs}
SANTA CRUZ
La Merc~d N.A. Cooperative Others (co- Cooperative Comprehensive N.A. 45,745
operative members)
San Frarncisco N.A. Cooperative Others (co- Health care Partial (in- N.A. 90
operative members) cooperative cluding am-
bulatory care
and drugs)
TARIJA
Madre y Maestra N.A. Cooperative Others (co- Cooperative Comprehensive N.A. 345

2,000 Bolivian pesos per US dollar - October 1984

operative members)
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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 cepe with the problems of a population with the shortest 1ife
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 sector is very limited.

Cooperatives are an !nteresting 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 financial mechanism. Due to
the direct participation of users, cooperatives are often well
administered and there is an effort at cost-contailnment. 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

caplta.

- 42 -



CHAPTER 1V

BRAZIL

4.1 Socilo-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.fﬁfglggL———"
e
50 years. The geographic diversity of itEFEQgieas;’énd its history of
soclo-economic change agdfécvéIGE;;;;’;;; the main reasons behind the
P

evolutionTSE.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,
1t ls 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

,————”§EE;E;E;;;’ﬁitnessed an important transformation in the Brazilian

economy, soclal 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 cf 125 million (1982) is unevenly distributed
with 362 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, Indlans and mestizos make up 1Z and 45 of the population is
comprised of blacks and mulattos. Wide differences between social
classes exist, even in the most developed reglons 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 socio-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 ccuntry and its population is
predominantly white, made up of post-colonial European and
Japanese immigrants. It principal cities are: Sao Paulo,
Curitiba, Porto Alcgre 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 i1ts main
economic activities. Population density is high but its
distribution 1s 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 interlor 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 1its territory. Sparsely
populated and developed, it has, nevertheless, begun Some
inportant agricultural and mining efforts over the last 20
years. Maln citles: Manaos and Belenm.

Center-west: Occuples 207 of the Brazilian territory and is also
sparsely populated and little developed. The construction of
Brasilia, Cuilaba arn:i 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 Development

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 s 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 activity 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. Penctration of the labor movement is strong, between 25% and
35%.

The cooperative movement is relatively new in Brazil having begun
with savings and loan assoclations 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 soclal security financing mechénism 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,
9CZ of the Brazilian population. Its own health care facilitles,
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 beneficlaries, 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 thelr health care services from private agencies and enroll all
thelr 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 Government 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 clvil servants and their dependents through a network of
ambulatory and inpatient facilities. They are financed through a

combination of soclal 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 faciiities run by the Armed
Forces. Dependents protected by this network are provided with
speclalty 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 mlddle 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 Securitv

INAMPS 1s by far the major source of soclal security health care
financing in Brazil. It is financed not only from the payroll
deductions of 1its beneficlaries, but also from general revenues from
the federal government in order to enable it to provide care to
indigent people. INAMPS is the flfth 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 spectrum 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.

¢) 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 ond municipal hospital facilities.

PROVIDERS OF INPATIENT AND OUTPATIENT

CARE IN BRAZIL

Outpatient Inpatient

INAMPS facilicies 20,52 1.62
Purchase from private providers 29.92 69.7%
Contractual agreement with unions 9.0% 0.2%

Contractual agreement with

government agencies 14.5% 5.3
Contractual agreement with firms 10.12 3.97
University hospitals 2,37 1.62
Other agreements 13.72 16.72
Total 100.0% 100,0%
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It is vorthk 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 Medlcare 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, elther through their own services or through a
prepayment organization (HMO), the firms remained responsible for
providing their workers and dependents 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 coustrained) 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 twen“y 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 1s
purchased by the high income groups, thereby ensuring their access to

better medical technology and improved accommodations.
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4.3 Heuith 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 page

53. They are as follows:

a)

b)

c)

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.

Services financed by INAMPS and/or supplementary to those

financed by the social security administration can be providéd

elther 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: Thelr members and their dependents may organize their
own services, mainly for ambulatory care, and arrange with
third-party providers for more specialized services.

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 Socledades de Garantia de Saude / Health Assurance Societies
o Bereficenclas / Mutual Benefit Societies (HMO-type)
o Mediclna de Grupo / Group Practice (HMO-type)
o Cocperativas Medicas / Physiclan Cooperatives (HHO-type)
The listinig of HMO-type urganizations in Brazil was produced by
AMICO, a subsidiary of HCA of Brazil under contract for GHAA. A copy

of it is included as Annex 3 to this report.
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TYPE GF MUTUAL BENEFI?T ASSURANCE INSURANCE CLINICS GROUP PHYSICIAN HOSPITALS HMOs
INSTITUTION SOCIETIES SOCIETIES COMPANIES PRACTICE COOPERATIVES COOPERATIVES
ITEMS
Beneficiaries Ethnic and religious Any public Any public Any public Any public Any public Any public Any public
groups. Trade unions Middle and high High class Different Enterprising Different High class Middle
Middle and high class social ifferent social class
classes social classes
classes
Benefit package Inpatient Different plans Inpatient Inpatient Inpatient Inpatient Inpatient Comprehen-
Outpatient (individual, family, Outpatient Outpatient Outpatient Outpatient sive {(inc-
collective) with 1li- (except hos- (except hos- ludes in-
mitations pital care pital care patient

for chronic

for chronic

and outpa-

- 83 -

diseases diseases tient care
plus pre-
vention,
etc.)
Limitations to Services provided only Varies accord- Whenever services Services pro- Whenever Whenever Services pro- Varies
coverage with the institution's ing to plan are needed vided only with services services vided only with according
own resources the institu- are needed are needed the institu- to plan
tion's resources tion's resources
Fayment Schemes Contributions, tax- Prepayment Prepayment Registration, Prepayment Prepayment Registration, Prepayment
exempt or State con- premium sale premiums, sale
tributions, premiums of services of services
Comfort Extra payment for Private physi- Private physi- Private physi- Extra pay- Extra pay- Varies accord- Varies
private rooms cian's visgits. cian's visits. cian's visits ment for ment for ing to plan according
Extra payment Extra payment private room private room to plan
for private
room
Technical Own, credited Credited Free Choice Own, hired Oown, hired Own Oown Oown, hirec
resources
Mcdel of Health Organized, curative Non organized, Non organized, Organized, Organized, Non organized, Non organized Organized,
care delivery curative curative preventive, preventive, curative curative curative
curative curative (some pre-
vention
too)



4.3.1 Socledades de Garantia de Saude

These are coummercial firms that will pay directly to providers
services rendered to thelr 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
grovups.

Medical and hospital care delivery 1s not provided through the
socledades~-owned facilities. There is, huwever, 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
soclety, these Health Assurance Societles started tuv offer, as an
alternative, coverage of ambulatory and inpatient care f:om a limited
provider list of hospltals and physicilans.

In individual and family plans (which provide more coafortable
services, with private rooms, etc.), there may be limitations on
coverage, exclusions, or a walting perlod (from the beginning of
membership) with limited benefits. In group plans, the extent and
characteristics of the nealth benefit package depends on the agreement

negotiated between the firm and INAMPS on the choice of the Health

4
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Assurance Soclety as provider of the social security benefits
(Convenio-Empresa). Group plans organlzed under INAMPS coverage cannot
have limitations or exclusions of benefits (such as pre-existing
conditions) and the delivery of services must be free of charge,
without copayments, deductibles or any form of user charges.

In individual or family plans, there is no financial participation
with INAMPS. These are typical supplemental insurance policies bought
by individuals or families to ensure better 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 thnse INAMPS owned facilities. On the other
hand, in group plans in which enrollment of the group 1s 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

simllar 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, ususlly nospital care,
to their members. For the most part they serve the middle and
upper-middie¢ income proups.

Health care 1s organized, providing principally curative medical
care. Selection of provider is limited to the facilities and
physicians of the orgarization. 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,

Beneficenclas 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
individuais, families or groups. Enrollment is open to the general
putlic although it is only affordable to middle and upper-middle income
groups.

Health services delivery is orgarized 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 1s limited to the medical team, its own facillitles or

external providers specifically authorized by the group practice HMO.

- 56 -



Health benefits are comprehensive with the unique exclusion of chronic
1llnesses. The benefit package and the conditions are similar to those
described for the Health Assurance Sccleties, particularly with regard
to the INAMPS and its bereficiaries.

Most medical groups cperate their own central ambulatory care
facility and satellite clinics. Some operate their own hospitals as
well, although the majority enter jJnto contractusal arrangements with
private hospitals to serve their members.

This 1s 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 socleties. Membership is open
and similar to that of the Health Assurance Socleties or to Group
Practices. The economic relationship between membership and the
organization 1s 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 1s 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 problen,
and in thke 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 1s a drive towards prepaid health care in the more affluent
areas, like Rio de Janelro, Sao Paulo and Rio Grande do Su’. In these
reglons 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)

b)

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.

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 promo*ion 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 sectlor.
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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 end 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, ailmed 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 Geography and Population

Chile has a population of approximately 11.5 million of which 83.4%
1s 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
partielly 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 stat‘ons.

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 vre subject to mandatory social security
contributions of 6% to protect themselves and their dependents. The
soclal security beneficlary has the option of chanelling his/her
contribution in two fashions:

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

obtained from one of the 26 FONASA funded Servicios de Salud
(the one serving the geographical area where the beneficliary
resides).

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

Salud Previsional (ISAPRE).

When a soclal security member chooses to receive health services,
not from a public Servicio de Salud tut 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
salarles and wages, and since there is a fixed contribution for a
standard minimum benefit package, the ISAPREs have little interest in
capturlng the lower end of the wage scale of the employed population.

Because of the direct financial link between a social security
beneficlary 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
soclal security contribution Salud
wages General Revenue (publie)

The reorganization of the National Health Service into twenty six
seml-autonomous, public Servicios de Salud, the organization of the
FONASA, and the mcdificaticn of the soclal security contributions
mechanism allows the contribution to be channelled directly by the
contributor to> the private health care delivery organization of
cholce. 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 theilr own

health services as in other Latin American countries.

5.2.3 Private Sector

As 1n 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
commerclal. However, as their beneficlaries are exclusively soclal
securlty beneficlaries, and as they are partlally 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
bv 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 assoclated 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 soclal
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 SERMENA was mandatory for most of these labor groups)
by a sccial 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 allcw 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 47 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.

The minimum benefit package is linked to the smallest social
securlty contribution allowed, 6%.

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
vishes.

Maximum level of copayments for use of health services (20%) for
utilization of the basic benefit package.

ISAPREs gre, however, free to:

Reject potential customers: i.e,, those with low wages where 67
does not cover costs, bad risks, etc.

Offer supplementary plans for contributions higher and in
addition to the basic 6%7.

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 recelves social security

coniributions and additional income irom 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. Beneficlaries are either partially
reimbursed (according to the kind of plan in which they enroll
themselves) for‘ incurred costs, or the services they consumed are pald
directly by ISAPRE to the provider and the beneficlary remits the
corresponding copayment. Copayments vary according to the plans and
rmay go as high as 40Z or even more of the price of the service used.
ISAPREs may operate thelr own facilities. Some run thelr
ambulatory care centers while one, the largest ISAPRE in the country,
operates a complete range of outpatient and hospital facllities. 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

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF ORGANIZATION TYPE OF COVERAGE RATES CHARGED  BENETICIARLIES
Cruz Blanca Bandera 248 Hospital " HMO-PPO comprehensive -coverage: UF 1.43 46,158
Santiago 1C0%preventive,55%hospitalization
70Zambulatory care,B80Zmedical
consult.
BanMedica Huerfanos 886-Piso2
Santiago HHMO-PPO comprehensive benefit package: UF 1,64 88,207
50-1007% coverage, drugs and dental
optional
Promepart Merced 328
Santiago comprehensive coverage: N/A N/A
preventive (cre, 85Zhospitalization
coverage, 50-70Z ambulatory care,
laboratory procedures and psychiatric care
coverage.
San Lorenzo N/a
El Teniente N/A
SudAmerica Dr. M. Barros Borgoao 61 commercial Insurance company HMO-PPO Comprehensive coverage, UF 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% smbhulatory care,
80Z hospitalization
Colmena comprehensive coverage.
Golden Cross 60-70% physician coasult, UF 1.90 23,508
69-70Z hospitalization
60-702 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
Normedica N/A
ConSalud Alonso Ovalle 1451 comprehensive coverage,
meddcal, Hospitalization, N/A 19,789

Interclinicas N/A
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5.4 Summary and HMO Prospects

a)

b)

c)

Chile has developed a system that offers reasonably good access

to almost all its population.

The previous National Health Service and the present 26

Servicios de Salud are reputed to be relatively efficlent and

effective, although comforts are few. Efficiency may have

increased as a result of the decentralization of operations

since 1979.

The ISAPREs may be hampered by two basic factors:

i. They may develop, in fact there 1s some evidence that this
1s 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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d)

i1.

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.

Prospects for HMO development are linked to the successful

growth of the ISAPREs. This may be made difficult by the

following factors:

i.

ii.

iii.

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.

There 1s 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.

The medical profession has traditionally preferred a strong
private practice with limited or no institutional tiec,

either to ISAPREs or to a National Health Servica.
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CHAPTERUVI

COLOMBIA

6.1 Socio-Economic Characteristics

The Colombian health care system reflects its social stratification
and the diversity of socio-cconomic levels in the five geographical
regions of the country. Social security institutions with their own
Facilities and the services organized and managed by the liinistry 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.
Policles adopted in 1886 helped to improve and modernize the economy

which brought, in turn, political stability.
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As Jn other “.atin American countries the Depression of 1930 brought
a uew crilsis. Social reforms, with the development of social security
institutions tv 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

soclal and political violence.

6.1.2 Geography and Population

Colombia has five major natural regions with entirely different
climates and csoclo-economic development,

-~ Andean region -~ in which most of the population resides, and

which enjoys tlie highest level of economic development.

- Caribbean region - is the second rost densely populated reglon.

- 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.

—~ Amazonlan region - to the south east.

Colombia's population in 1982 reached approximately 28 millian, of
which 787 were urban. The age distribution of the population is
changing substantlally 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%7. This rate is substantially higher in the poorest areas like El

Choco 1n the Pacific reglon.
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6.1.3 Economic Development

The Colombian economy has improved substantially over the last 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 Qell
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 i1s 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
coopzrative 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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Cooperatlves. 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 participates actively with the
government in areas like education and soclal development and, thus,

can make an important contribution to the socioeconomic developnment 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 Secctor".

As 1n most Latin American countries the health care delivery system
in Colombia is organized into three suparate 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 agencles 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

facilitles. This 1is a regionallzed 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%Z 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 heaith services, the MOH performs other public
health duties (epidemiological, nutritional, etc.) through related
branches or organizations., In total it expends about 32.7Z of the

national health budget.

6.2.2 Social Security

There are 2 types of soclal security organizations:

a) Cajas de Prevision / Social Security Institutes. These are
quasi-public agenciles, 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 elther 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 Soclal Security Institutes

There are over 100 of these organizations in Colombia, providing
health and income coverage to ahout 15Z of the population. Their total
expenditures represents about 58% of the national health budget. The
largest 1s the Instituto de Seguros Soclales. It operates its own
national network of hospitals and ambulatory facilities: 37 hospitals
with 4,200 beds. 1In addition, i1t purchases services from other
providers in areas where 1t 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 beneficlaries.

o There 1s a social security scheme that protects active personnel

as well as dependents of the Armed Forces covering 300,000
people. The Ministry of Defense opérates 3 hospitals and 44
clinics scattered throughout the country. Similar protection
and services are avallable 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 peonle.
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6.2.2.2 Cajas 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
Allowance Funds providing monetary transfers to workers {telow 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. 1In effect, they becare 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 thelr own health care facilities
(mainly ambulatory care centers. some even have quite sophisticatad
children's hospitals), most FAOs operate as PPO's reiumbursing
expenditures incurred by beneficiaries for care provided by a salected,
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 1t 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 servicess
although sliding scale copayments charged for services are below
market levels, copayments requested for health services are
considerable: between US$ 2 to US$ 4 orr 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 nrivate 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 )5% 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 comnanies:

Colsanitas and Colsisa. Colsalud, a third, failed. They
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b)

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.

Commercial Indemnity Insurance. Health benefit policies offered

by insurance companies.
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6.2.4

Listing of Prepaid Health Care Organizations

TYPE
IAME ADDRESS LEGAL STATUS SPONSORSHIP OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
‘olsubsidio Calle 67 & 10-67 Non Commercial Affiliated public HMO Comprehensive 4% payroll of affiliated 704,930 (only children
Bogota under government and private firms (7) partially firms. Copayments (aver- age 1 to 16, age O to
supervision age) 1 in some special
-AmbLi~tory care US$ 2 categories)
-Hospital day Uss 6
~Emergency care uss 3.7
afam Calle 51 # 15-48 Non Commercial Affiliated public HMO Comprehensive 4% payroll of affiliated 505,000 (dependents
Bogota under government and private firms ((3) partially firms. Copayments (aver- and non-working spouse
supervision subsidized, {7) age) of affiliated workers,
excluded) -Gereral ambulatory care only)
uss 2.3
-Specialities ambulatory
care uss 3
- A
omfama Carr. 45 #149A-16 Non Commercial Affiliated public PPO Comprehensive 4% payroll of affiliated 463,795 (dependents and
of. 1106 - under government and private firms for workers firms. Copayments (aver-~ non working spouse
Medellin supervicsion earning less age) only)
than four mini- ~Ambulatory care uss 3.7
mum wages; par- ~Emergency Uss 1.2
tial .only (1)
and (9)})for workers
earning more
omfamiliar Avda. 3 Norte Non Commercial Affiliated public Mixed Partial (excludes 4% payroll of affiliated 241,565 (dependents of
ndi # S51N-56B under goverament and private firms (HMO-PPO} (2), {3), (6), (7) firms. Copayments (avge} affiliated workers
Cali supervision -Ambulatory care US$ 1.5 only)
~Specialities uss 3
ompensar Carr. 7ma. Non Commercial Affiliated public PPO-HMO Comprehensive 4% payroll of atcfiliated 148,876 (workers affi-
#16-56, P 3 under government and private firms {excludes (2) firms. Copayments vary liated and dependents)
y P 2 - Bogota supervision and (7) partially according to income of
beneficiaries:
~up to 4 minimum
wages Uss 1.2-2
—~over 4 minimum
wages Uss 6 - 8
- B0 -
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IAME

ADDRESS

LEGAL STATUS

SPONSORSHIP

TYPE OF
ORGANIZATION

TYPE OF (ses note
COVERAGE below)

RATES CHARGED

BENEFICIARIES

‘'omfenalco

‘amacol

omfamiliar
isaralda

sia-Cali

ndufamiliar

\%\

Carr.4a. #19-85

Bogota

Calle 49B #63-21
Edif. Camacol
P 2 - Medellin

Carr. 5a. Calle
22 esq. Pereira

Calle 8a.
Cali

§6-58

Calle 42 #13-19
P. 5 - Bogota

Non-ceommercial
under government
supervision

Non-commercial
under government
supervision

Non-commercial
under government
supervision

Non-commercial
under government
suparvision

Non-commercial
under government
supervision

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

HMO-PPO

HMO-PPO

HMO-PPO

HMO-PPC

PPO-~-HMO
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Comprehensive
(excludes (7)
partially)

Comprehensive
(excludes{2)
and 7, (3) par-
tially subsi-
dized)

Comprehensive
(excludes (2)
and {4))

Comprehensive
(excludes (4))

Partial (ex-

cludes (2), (3),
(4) and (7) par-
tially included)

4% payroll of affiliated
firms. Copayments (avge.)
-Ambulatory usg 2.5
-Specialties USS 4

4% payroll of affiliated
tirms. Copayments
-Ambulatory Uss 1
-Specialties US$ 1.5

4% payroll of affiliated
firms. Copavments: Aiff-
erent rates according to
income, ranging from

US$ 0.45 to US$ 2.90 in
general ambulatory care
and US$ 3 to 7 in spe-
cialties.

4% payrecil of affiliated
firms. Copayments: 2 ca-
tegories according to in-
come, ambulatory care
ranging from U5$ 1.1 to

4 (general) and USS$ 3 to
4.5 (specialties)

4% payroll of affiliated
firms. Copayments:
-Anbulatory
(general)
-Specialties

uss 2.25
uss 8

90,930 (dependents
and spouse only)

97,562 (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)
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NAME

ADDRESS

LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF {see note RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE below)
Colsanitas Calle 79 #15-20 Commercial International P.P.O. Comprehensive US$ 30 monthly per per- 10,00C
S.A. P.2 - Bogota Financial son. Decreases with fa-
Institution mily groups up to USS 11.60
and medical per member in a ten per-
partners son family. Collective
arrangements are negotiable.
Copayments: USS$ 1 entitles
to all ambulatory services
Colsisa S.A. Carr. 7a. #24-89 Commercial Colombian fi- P.P.O. Comprehensive US$ 270 yearly per person 2,500
P. 5 Torre Col- nancial group Family rates decrease, a
patria - Bogota four person family rate is
USS 750 yearly and addition-
al members' rate is US$ 110
yearly
Cajajan Bucaramanga Non-commercial Affiliated public P.P.O. Partial (excludes N.A. 110, 250
under government gnd private firms (3), (5), (7))
supervision
Confamiliar Barranguilla Non-commercial hffiliated pu- P.P.O. Partial (in- N.A. 104,860
del Atlantico under government blic and private cludes only (1),
supervision firms (9) and (10))
Confenalco Medellin Non-commercial Affiliated public P.P.O. Partial (ex- N.A. 67,640
de Antioquia under government and private firms cludes (2), (3)
supervision and (7})
Confamiliar Popayan Non-ccmmercial Affiliated public Mixed HMO-PPO Partial (i..- N.A. €6,118
del Cauca under government and private firms cludes (1), (9)
supervision and (10))
Comfaboy Tunja Non-commercial Affiliated public Mixed HMO-PPO Partial (in- N.A. 59,500

under government
supervision

and private firms

cludes (1), (4),
(9) and (10))
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Colombia ~

NAME

ADDRESS

LEGAL STATUS

SPONSORSHIP

TYPE OF

TYPE OP (see note

ORGANIZATION COVERAGE below)

RATES CHARGED

BENEFICIARIES

Comfenalco de
Santanlder

Comfanorte

Comfamiliar
del Huila

Confenalco
< Cali

Ccmfenalco
de Bolivar

Combarranquilla

Comfamiliax
de Narino

Cofrem

Comindvstria

—
O
A

Bucaramanga

Cucuta

Neiva

Cali

Cartagena

Barranquilla

Pasto

Villavicencio

Palmira

Non-commercial
under government
supervision

Non-commercial
under government
supervision

Non-cummercial
under government
supnrvision

Non-commercial
under government
supervision

Non-commercial
under government
supervision

Non-~ommercial
under government
supervision

Non-commercial
under government
supervision

Non-commercial
undergovernment
supervision

Non-commercial
under government
supervision

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

Rffiliated public
and private firms

N.A.

Mixed HMO-PPO

Mixed HMO-PPO

Mixed HMO~-PPO

Mixed HMO-PPO
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Partial (ex-
cludes (2),
(3), (6) and (7))

Partial (ex-
cludes (2), (3},
(6), (7) and (8))

Partial (ex-
cludes (2), (3)
(6) and {7))

Partial (ex-
cludes (2), (3),
(6) and (7))

Partial (ex-
cludes (3) ana
(71)

K.A.

57,728

54,493

47,750

43,625

42,050

41,766

37,180

37,158

36,988



Colombia - Page S

NAME

ADDRESS

LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEPICIARIES
ORGANIZATIOQN COVERAGE  below)
Comfamiliar Manizales Non-commercial Affiliated public Mixed ©MO-PPO Partial (ex- N.A. 36,228
de Caldas under government and private firms cludes (2),
supervision (3), (6), (7) and (8))
Cajacom Manizales Non-commercial Affiliated public P.P.O. Partial (ex- N.A. 32,825
under government and private firms cludes (3),
supervision (7) and (8))
Comfenalco Armenia Non-commercial Affiliated public H.M.O. Partial (ex- N.A. 31,150
del Quindio under government and private firms cludes (2), (3)
supervision (6) and (7))
Comfenalco Valledupar Non-commercial Affiliated public Mixed HMO-PPO Partial (ex- N.A. 27,315
del Cesar under government and private firms cludes (3),
supervision (6), (7) and
(8))
Comfamiliar Bogota Non-commercial Affiliated public P.2.0 Partial (ex- N.A. 25,453
de Afidro under government and private firms cludes (2), (3)
supervisicn and (7))
Cajacopi Barranquilla Non-commercial Affiliated public Mixed HMO-PPO Partial (in- N.A. 23,930
under government and private firms cludes (1), (4)
supervision (9) and (10})
Comtraferros Bogota Non-commercial Affiliated public P.P.O. Partial (in- N.A. 22,565
under government and private firms cludes only (1)
supervision and (10))
Comfacor Cordoba Non commercial Affiliated public N.A. Partial (in- H.A. 20,370

under government
supervision

and private firms

-84 -
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Colombia - Page 6

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE below)
Comfamiliar Tulua Non-commercial Affiliated public P.P.O. Partial (in- N.A. 20,030
under government and private firms cludes (10)
supervision
Comfenalco Ibague Non-commercial Affiliated public Mixed HMO-PPO Partial (in- N.A. 20,018
del Tolima under government and private firms cludes (1), (4)
supervision (9) and (10))
Comfamiliar Cali Non-commercial Affiliated public N.A. N.A. N.A. 19,725
del Ing. Rio- under government and private firms
paila supervision
Comfacopi Ibague len-commercial Affiliated public P.P.O Partial (in- 4% payroll of affi- 18 483
del Tolima and private firms cludes (1), licated firms. Co-
(4), (9) and payment not available
(10))
Comgirardot Girardot Non-commercial affiliated public P.P.O. Fartial (in- 4% payroll of affi- 18,383
and private firms cludes (9)) liated firms. Co-
payment not available
Comfamiliar Bogota Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 18,205
de Aseguradores and private firms liated firms. Co-
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) ana 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 Riohacha Non-commercial Affiliated public Mixed PPO-HMO Partial (in- 4% payroll of affi- 14,386

de la Guajira

and private firms
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NAME

ADDRESS

LEGAL STATUS

SPONSORSHIP

TYPE OF

TYPE OF (see note

ORGANIZATION COVERAGE below)

RATES CHARGED

BENEFICIARIES

Cajamag

Comfamiliar

Comfamiliar

Cajacosta

Cafastia

Confenalco

Comfenalco

Comfaca

Comfamiliar
Quindio

Santa Marta

Cartagena

Buga

Barranquilia

Ibague

Buga

Palmira

Florencia

Armenia

Non-commercial

Non-commercial

Non-commercial

Mon-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Affiliated public
and private fivms

Affiliated public
and private firms

Affiliated public
and private firms

Affiliated public
and private firms

Affiljiated public
and private firms

Affiliated public
and private firms

Affiliated public
and private firms

Affiliated public
and private firms

Affiliated public
and private firms

P.P.O.

Mixed HMO-PPO

Mixed HMO-PPO

N.A.

Mixed HMO~PPO
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Partial (ex-
cludes (2), (2),
and (7)))

Partial (in-
cludes (1), (9)
and (10))

Partial (ex-
cludes (3),
(7) and (8))

N.A.

Partial (ex-
cludes (2), (3),
(7) and (8))

N.A.

Partial (ex-
cludes (2),(3),
(6), (7) and
(8))

4% payroll or affi-
liated firms. Co-
payment not available

4% payroll of affi-
liated £irms. 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

14 378

13,078

13,058

12,103

10, 315

9, 800

9, 545

8, 963

8,823
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NAME ADDRESS LECAL STATUS SPONSORSHIP TYPE OF TYPZ (see note RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE (below)
Comfacartago Cartago Nop commercial Affiliated public Mixed HMO-PPO Partial (ex- 4% payroll of affi- 8, 483
and private firms cludes (2), (3) liated firms. Co-
(6), (7) and payment not available
(8))
Cajacopi Medellin Non-commercial Affiliated public N.A. N.A. 4% payroll of affi-~ 7,620
and private firms liated firms. Co-
payment not available
Infava Cali Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 7,358
and private firms cludes (1), liated firms. Co-
(4), (9) and 10)) payment not available
Caja abierta  Medellin Non-commercial Affiliated public N.A. N.A. 4% payroll of affi- 6, 955
de Compensa and private firms liated firms. Co-
cion de Mede- payment not available
11lin
Cajacopi Cali Non-commercial Affiliated public N.A. Partial (in- 4% payroll of affi- 6, 385
and private firms cludes (1), (4) liated firms. Co-
(9) and (10)) payment not available
Comfamiliar Buenaventura Non-commercial Affiliated public Mixed EMO-PPO Partizl (in- 4% payroll of affi- 6, 300
and private firms cludes (1), (9) liated firms. Co-
and (10)) payment not available
Comfaro Armero Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 6, 030
and private firms cludes (1), {9) liated firms. Co-
and (10) payment not available
Comfamiliar Puerto Asis Non-coimmercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- S, 400

de Putumayo

and private firms

- 87 -
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and (10))

liated firms. Co-
payment not available
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF (see note RATES CHARGED BENEFICIARIES
B ORGANIZATION COVERAGE
Comfasur Espinal Non-commercial Affiliated public Mixed HMO-PPO Partiai (in- 4% payroll of affi- 4,885
and private firms cludes (1) and liated firms. Co-
(9)) pay—ent not available
Comfachcco Quibdo Mon-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 H.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 availalle
Comfamiliar Honja Non-commercial Affiliated public Mixed HMO-PPO Partial {in- 4% payrotl of affi- 4,160
and private firms cludes (1}, (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 Cali Non-commercial Affiliated public Mixed HMO-PPO Partial (in- 4% payroll of affi- 2, 405
de Camacol and private firms cludes (1), (4), liated firms. Co-
(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
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NAME

ADDRESS

LEGAL STATUS

SPONSORSHIP

TYPE OF
ORGANIZATION

TYPE OF (see note
COVERAGE below)

RATES CHARGED

BENEFICIARIES

Asfamilias

Comfamiliar

de Andercop

Comfandercop

Comfepicol

Cowmfamiliar

Comfamiliar

de los Andes

NOTE:

Bogota

Cali

Cucuta

Cali

Roldanillo

Bogota

Bogota

TYPE OF COVERAGE:

(13
(2)
(3)
(4)
(5)

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Ambulatory care
Emergency care

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

Hospitalization and surgery

Laboratory
X Ray

- 89 -

Mixed HMO-PPO

Mixed HMO-PPO

Mixed HMO-PPO

N.A.

Partial (in-
cludes (1),
(4), (9) and
(10))

Partial (in-
cludes (1) and
(8))

Partial (in-
cludes (1), (4)
(5) and (9))

(6) Other diagnostic techniques

(7) Drugs

(8) Rehabilitation
(9) Preventive care

(10) Dental care

4% payroll of affi-
liated firms. Co-
pavment not available

4% payroll of affi-
licted firms. Co-
payinent not available

4% payroll of affi-
liated firms. Co-
payment not available

4% payroll cf 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

2,886

2,700

2,693

2,665

2,248

1,270

1,253



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%Z covered by Ministry of Health services are poorly
served: 1inefficlency, 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: 257
of income for the lowest income group and 8Z for the highest.

In sum, the lack of real access for an important segment of the
population, the apparent failure (inefficlency, 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 HMOs.

One important indicator of prepald services' prospects is the
dynamism of Colsanitas and Colsisa in the recent perlod. Also, the
high level of return on commercial prepald health services points to an
important future for institutions that are more cost conscious and

efficiency oriented.
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CHAPTERVII

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 uniil the beginning of this century when
the construction and operation of the Panama Canal enabled it to
develop 1ts ezport market.

Between 1930 and 1950 the Depresslion 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
soclal 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 reglons of which one, the
Eastern Amazon Basin reglon, is almost completely undeveloped and
underpopulated, with 3% of the population living there.

The other two reglons are:

- The Coast: Situated between the Pacific Ocean and the Andes, the
coastal reglon 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 1s mestizo. The regilon 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 1s a country with a very large proportion of Indians and
mestizos (50% and 37% respectively), the white population is only 8Z.
Therefore, although the official language is Spanish, Quechua and
Araucano are largely used by the indigenous populacion. The official

estimate of the literacy rate 1s 79%.

7.1.3 Economic Development

Ecuador's economy exhibits the characterisitics of
underdevelopment: a high proportion of the population in primary
activities (agriculture, mining, etc.), use of primitive technologles

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 growth during the 60's (4%), Ecuador went to quite a high rate
in the 70's (9.22). Worldwide recession and a decrease in oil prices
in 1981-1982 reversed that situation and the country 1s 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 thelr real impetus during the 60's with vhe promotion and support
cf 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 (MOH) provides coverage to
857% of the nation's population. 1In reality, it covers somewhere
between 30Z ard 60Z 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 heelth care. The MOH operates 1ts own
network of ambulatory and hospital facilities at the national level,
covering the entire spectrum from rural health posts to tertiary care
hespitals. 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 persounnel 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. Soclal Security

The Ecuadorlan social security system is formed by a single
institution: the Instituto Ecuatoriano de Seguro Social (IESS). It is
a public corporation with ..ts authorities drawn from among employers,
employees and representatives of the governneni. It operates its own
network of facilities and is financed by social seccurity
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 owa facilities, it
purchases services from the MOH. 1Its services are perceived by the

bencficlaries as being low in quality and inefficient.
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7.2.3. Private Sector

The private sector has several components:

a) There is a strong private practice, either by physicians working
in solo or associated practices, or organized and operating
private diagnostic and therapeutirs health centers.

b) Ju ta de Beneficencia: a private, not for profit legal entity
that operates 1ts own hospitals and clinies in the urban
centers. It provides services to about 5% to 10Z 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 asmbulatory, 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 1ts own hospital. Usually the use of the service does
not entail any payment.

d) Cooperatives with health services: Credlt 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 theilr 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.

Commercial Indemnity Health Insurance: there are six insurance
companies offering health insurance policles. This is a
development of the last ten years. The number of insured people
is small and limited to high income groups. Reimbursement is
simited and there is freedom of selection among private
providers.

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 1s Colsanitas
in Colombia. It does not operate its own facilities. It has
entered into contractual arrangements with a 1ist 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 menbers. Although enrollment is
open, it is aimed at middle and upper-middle income groups that

cannot be enrolled by the IESS 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 prepald health care organizations, as 1n 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 care services to the Ecuadorian indigent has
not been appropriately resolved:

1. Between 23 and 35%, at least, do not have real access to care.

11, Th: services provided by the MOH and the Junta de Beneficencia

are insufficiently funded and perceived as ineffective and
inefficient.

b) The dependents of social security beneficlaries do ro: 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 secvices, is becoming
less and less affordable for this group.

c) There is a consensus that the country has produced more physicilans
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 systens of the HMO type. Furthermore, we have reviewed the work
of health economist Mr. Antoine Habis (Private Sector Health Assessment
- January 1984) commlssioned by the local AID Health Officer snd we
agree that there are three possibilities for increasing private sector
health care delivery services.

1) To improve the health care available to the urban middle and low
income people by means of the establishment of HMO's. This
recommendation 1s based on the findings:

a. That the urban lower and middle income population 1is faced

with the alternatives of high cost private health care, high
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cost prepald 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:

3)

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,
To provide effective health care to the rural population by
mezns of community owned and operated health delivery systems.
These shouid 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' aldes, and a large number of
health promoters. This recommendation is based on the

following:
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a.

Ce

d.

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.

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 soclo-~cultural resistance of
the rural population to government provided health care.

That the hierarchical and pyramidal organization of the
public sector health care delivery system tends to lose 1its
efficlency at the bottom. This loss occurs precisely at the
delivery level in the rural areas where efficiency 1s most
needed,

There is ample evidence that a decentralized, community owmed
and operated, health care delivery system oriented towards
preventive care should be able to correct the aforementioned
problems. It could be self-sufficlent and economically
viable, particularly if low cost direct imports of medicatlon

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 64X of the total, 1s 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 Stroessnmer 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 reglon or Chaco: Occuples 61% of the land, and is

sparsely populated by nomadic Indians.

- Eastern region: Occuples 392 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 Ecouczic Development

A high proportion of Paraguay's population is either completely
marginated from the economy or devoted tr primary activities, mainly
subsistence agriculture. The country had experienced low economic
productivity and a high rate of populatioxn 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 filelds.
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8.2 Health Care Delivery Svystem

The Paraguayan health care system 1s 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, bhut
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 1s financed
from general revenue, and its budget 1is about 23,.5Z 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 1n remote or isolated areas, such as the Chaco. All
in all, it covers around 52 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%Z of

all public expenditures in health. 3
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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 2% of the population. It

1s 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 1its

budget comes for general revenue, most of it 1s 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 partialdy 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. Beneficlaries include workers, apprentices, teachers, some
civil servants, housekecpers, veterans of the Chaco war and some
dependents. It covers comprehensive health care services of varying

complexity.

8.2.3 Private Sector

It 1s 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 1s the most common way in which the effluent sectors of soclety
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 'n general terms are
private, for profit entities offering partial health care coveraze.,

A list of 25 prepaid health care plans was obtained, of which 11
were studied. All of them are HMOs. Of these, two offer comprehensive
coverage and nine partial coverage. There ure difterent varieties of
partial coverage, for instance, two of them provide 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

plaus.
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8.3.1 Listing of Prepaid Health

Care Organizations

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED* BENEFICIARIES
ORGANIZATION COVERAGE Us$/month
Ceatro Medico <Coronel Bogado Commercial Medical Group H.M.O. Partial (ex- 4.75 per person 2,523
Santa Clara 868 - Asuncion cluding pre~ 11.75 per family
ventive care
and d:ugs)
Corporacion Peru 225 Commercial Medical Group H.M.O. Partial (covers from 7 to 20 per 800
Medica Asuncion ’ ambulatory care person
International completely, the
rest has a 50%
copayment )
Cruz Blanca _ Oleary 115 Comme ~cial Medical Group H.M.O. Partiai (ex- N.A. 2,160
Asuncion cluding drugs
and rehabili-~
tation)
BEdificio Estados Commercial Medical Group H.K.0 Partial (ex- from 6 to 10 per N.A.
Medico Carlos 181 - Asuncion cluding emer- person
Gatti gency and in-
patient care)
Golden Cross Victor Haedo Commercial Financial H.M.O. Comprehensive 20 per family 9, 436
esg. D. Bosco
Asuncicn
Hospital Pri- Eusebic Ayala Commercial Medical Group H.M.O. Partial (ex- 10 per person R.A.
vado San Lucas c/Inocencio Lez- cluding drugs) Different plans
cano - Asuncion according to pay-
ing capacity
Sanatorio Pettirossi 280 Commercial Religious Group H.H4.0. Partial (ex- % 6 per pecson 1,800
Advent.sta de Asuncion cluding drugs)
Asuncion
Sanatorio Coronel Bogado Commercial Medical Group H.M.O. Partial (ex- from 5.5 to 10 3,000
Mayo 933 - Asuncion ciuding drugs depending on age
highly specizl-
ized surgery and
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Paragquay

NAME

ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED* BENEFICIARIES
ORGANIZATION COVERAGE USS/month
Servicio Medico Colon B52 Commercial Fipancial H.M.0. Partial (ex- approximately 1,800
Familiar Asuncion Institution cluding drugs) 6 per person
Sanatorio Migone Eligio Ayala Commercial Medical Group H.M.O. Partial (ex- 22 per family 2,000
Battilana 1293 cluding drugs,
Asuncicn hospital care
after 20 days
and highly
spacialized
surgery)
Sanatorio !Moderno Brasil 1318 Commercial Individual H.M.O. Comprehensive 7 per person 600
Asuncion Physician

*240 guaranies per US dollar - Cctober 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 multipls 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
vwhich caninot 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.

ince 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
1s the existence of a strong network of cooperatives, both urban and
rural, vhich presently de 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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CHAPTERIX

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 tue various stages of development reached by its three
reglons and the ethnic and social groups within each region have Lad an

important impact on the health care delivery system.

9.1.] Political Develcpment

Peru obtained its indepencence in 1821. Mining and the export of
precious metals and salt was dominated by the Spanish conquerors'
colonial descendents and created a very small and privileged ruling
soclal class. The class differences led to a social uprising between
1910 and 1935 and the emergence of a populist political force' (APRA).
Towards the mlddle 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. Soclal disparities and economic stagnation lead to military
intervention from 1968 to 1979, Recent developments have permitted the

return of democratic rule to the country.

- 108 -



9.1.2 Geography and Population

Peru 1s divided into three regions:

= Coastal Region: Althouzh it occupies only 7% of the land it
holds the majority of its peorle. 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 (textlles, food,
oil, steel and petrochemicals). Lima is the most important city
of the region.

- Andean Reglon: In the center of the country, it occupies 33% of
the land, and 1s densely populated (15 inhabitants per square
kilcmeter) almost exclusively by Amerindians.

- Plains Reglon: Sparsely populated by Indians practicing
subsistence agriculture. This reglon also has the important oil
and gas reserves.,

The population of almost 18 million is concentrated in the reglons
of the Coast and the Andes. There 1s a large predominance of Indians
and mestizos constituting 49% and 37% of the population respectively.

A large proportion of the populatlon is rural (35% by official
estimates). The offlcial languages are Quechua and Spanish, and a

literacy rate of 89Z (in either of the two official languages) exists.
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9.1.3 Economic Development

Peru 1s a country with a relatively low (for South American
standards) per capita income (US$ 1,174 in 1982) with moderate to low,
although steady, eccnomic growth based on the diversity of economic
activities. An important feature of the economy is the technological
and productivity differences existing between the coastal and the
Andeaun regions in both agriculture and industcy. 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 1is
estimated between 10-17 Z of the population. Collective bargzaining and
labor pressure through strikes and other measures have increésed in the
past five years with the return t. 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 Heelth Council. It brings together
the heads of the governmental and private agencies involved in the
delivery of health care and the representatives of professional
assoclations and teaching institutions.

9.2.1.1 Ministry of Health

Theoretically, the Ministry of Health provides coverage to about
65%2 of the population. In practice, only about 40% have real access to
services. Therefore, 25Z 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
supplemenced by the appearance of private hospitals and diagnostic and
therapeutic centers. It still operates the largest, most complex and
extended national rztwork of health care facilities. The MOH services
are reglonalized (in 16 regions), and each one 1s 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 Peruvlian Social Security in those areas where it does
not operate 1ts own facilities. It alsc sells services to private
patlents 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 facilitiles.
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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 zuthority 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 67 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 14Z of the national
population, mainly through the Instituto Peruano del Seguro Social
(I1PSS) / 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 werkers, 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,

- 112 -



mainly in the urban centers. In areas where it lacks its own
facilities, the IPSS purchases services from the MOH. 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 & 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 contri:ute to IPSS, because of economic constraints.,

o Efficiency is low due to poor management and bureaucretic

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 develep 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 15Z 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:

0 Selling their services on a fee for service basis.,

o Entering into contractual arrangements with firms (for their
employees) or with groups (unions, associations, etec.) or with
insurance companies. This is generally done on a fec for
service basis with ncgotiated preferential rates. Sometimes
prepayment is used as a base in a PPO-type arrangement.

o Entering into contractual arrangements with individuals,
families or greoups of people for comprehensive coverage
(providing ambulatory care, hespitalization 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 frequenfly,
through an insurance company which, in turn, arranges with one
or several hosyitals 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 92 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 Orpanizations (PVOs)

Approximately 25Z of existing PV0s (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 1ts own resources. PVOs provide some limited coverage to
about 13Z of the national population. Their health services are

financed mainly through donations and community financing.

9.3 Prepald Health Care Organizations

About 67 of the population has some sort of prepaid coverage for
health care services. Prepayment is offered by two principal kinds of

organizations:



9.3.1 Insurance Companies

They offer two types of pre-pald 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

ii1. Private firms

111, 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

TYPE OF

|

SPONSORSHIP TYPE OF RATES CHARGED* BENEFICIARIES
ORGANIZATION COVERAGE US$/month
Clinica M. Aljovin 208 Non-commercial Mutual Bene- H.M.O. Comprehensive 10.- for a family 15, 000
Maison Sante Lima fit Group except 9-10 of 4 members
Clinica Non-commercial Religious Group PPO-HMO Comprehensive Not available but Not available
Adventista except 7-9- the range in simi-
10 lar to Maison Sante
Clinica Avda. Guardia Commercial Medical Group PEO-HMO Comprehensive 13.50 with max US$ 570 12,000 (HMO)
San Borja Civil 333 - except 7-9- yearly coverage
San Borja - Lima 10 with yearly
amount limited
Clinica R Alf. Alfredo Commercial Medical Group PPO-HMO Comprehensive The range is simi- 7,000 (HMO)
Anglo-Ame- Zalazar (3a. except 7-9-10 lar to Clinica San
ricana cuadra) - Lima with yearly Borja
amount limited
Clinica Avcéa. Javier Commercial Medical Group PPO-HMO Comprehensive The range is simi- 3,000 (4MO)
Ricardo Palma Prado - Este- except 7-9- lar to Clinica San
Ne. 1066 - Lima 10 with yearly Borja
amount limited
Clinica Avda. Javier Commercial Medical Group PPO Comprehensive Not Applicable Mot Applicable
Javier Prado Prado - Este except 7-9-
No. 499 - Lima 10
Clinica G. Escobedo Commercial Medical Group PPO Comprehensive Not Applicable Rot 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 crganizations,

benefits provide2 and 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) Ambulatory care (4) Laboratory (7) Drugs
(2) Emergency care (S5} X-Ray (8) Rehabilitation
(3) Hospitalizations and (6) Other diagnostic techniques (9) Preventive care
surgery (10} Dental Care
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9.4 Summary and HMO Prospects

a)

b)

c)

d)

257 of the population has no real access to MOH services. This

1s compensated for (in part) by the PVOs, the Armed Forces and

the cooperatives.

the IPSS suffers from low effectiveness and efficiency., It is

percelved 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

Prepayment involves only 6% of the population. In comparison,

the private, fee for service :octor serves about 10Z 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.

The best chances for HMO development may come from a profound

reorganization of IPSS using the cooperatives and firms with

thelr own services as the basis for expansion.
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CHAPTER X

URUGUAY

10.1 Soclo-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 30O years explains this apparent
contradiction.

Uruguay's health care system, and the absence of a coordinated
system, 1s characterized by the decline of a formerly "universal"
access to health services. The social and ecconomic 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 heal*h 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 1t 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 encured politicel
stability,

As a reaction ro the Depression of 1930 an lmport substitution
strategy was initlated, 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 “o
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 geography 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
94,12). 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 policles. As stated previously, this
model had exhausted its growth capabilities in the mid 50's.

Several attempts to "open up" the economy have 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 & 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 rapld recovery are dim due to the

soclal costs attached to the needed transformation of the economy.

10.1.4 Labor and Cooperative Grganizations

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 (ollective bargaining. Unlon 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 1s in the erea of health care, witlh

cooperatives organized both by consumers (Mutual Aid Societies) and by

physiclans.
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10.2 Health Care Delivery System

Uruguay has a mixed health care delivery system, with public end
private services having equal importance in terms of number of people
covered, but with important dlfferences where quality of care and
confort are concerned.

The characteristic feature of the Uruguayan systex 1s 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 hospltals. 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 from 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. Thelr secondazy and tertiary care
facilitlies 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 reveuue and the soclal security contributions of
the active personnel.

Expenditures in this sector are 7.4% of all health expenditures.
They offer services to active and retired personnezl and their
dependents, who comprise 10.5Z 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 thelir
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 1Z of the total population. It
1s 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.

- 123 - 1,



10.2,1.4 University

The School of Medicine provides health care to the population in
its training hospital, the only tertlary care public hospital, where
cases are referred from the entire country. Gervices ere 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 soclal 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 cliaics, but

contracts out for hospital services with lIMOs or private hospitals.

10.2.2.2 Sickness Insurance Fund

The Sickness Insuraence Fund of the Social Security provides
subsidles and health care financing to active workers. It does not run
its own services, but contracts on a capltation basis with the HMO that
the workers choose.

The main problem with this system 1s that 1t 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) Traditional private practice includes the services offered by
hospitals, physicians and dentists.
b) HMOs (Instituciones de Asistencia Medica Colectiva), are of two
types:
0 Mutual aid societles, organized and directed by their
members.
o Physiclan cooperatives, which appeared as a reaction from
physicians to the Mutual Ald Societies, and their fear of the

loss of 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 38Z of all resources dedicated to health care.
They may be divided into two types:

10.3.1 Limited Benefit Packape

10.3.1.] 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 1s often double coverage of
emergercy care, by HMOs and by emergency insurance.

Emergency services are usually organized by groups of physicians
and they are growlng 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, generully groups of
physiclans. These organizations have appeared very recently and their
memberskip 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.

Thelr financing mechanism is through a monthly premium of about

Us$8 (which may be paid directly by the individual or by a union or a
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Sickness Fund) and by copayments for the use of some ambulatory
services: 1.e.! US$ 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
then 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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rativo

Mcntevideo
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10.3.3 Listing of Prepaid Health Cave Organizations (HMOs only)
(INDIVIDUAL RATES)
NAME ALDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF 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 Ethniz Group H.M.O. Comprehensive 7.7 126, 000
la. de Socorros Mutuos Montevideo Society
Asociacion Fraternidad San Jose 1226 Mutual Benefit Non-Medical Union H.M.O. Comprehensive 8.2 22, 200
de Asistencia y Pre- Montevideo Society
vision
Asociacion Mutualista Avda. 8 de octubre Mutual Benefit Non-#edical Union H.M.O. Comprehensive 7.9 11, 200
del Partido Nacional 2870 - Montevideo Society
Asociacion Mutualista Br. Jose Batlle vy 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.0. Comprehensive 7.7 16, 700
Montevideo
Centro Asistencial Avda. 8 de octubre Mon-commercial Medical Group H.M.O. Conprehensive 5.7 7, 900
Montevideo
Centro de Asistencia Arenal Grande Non-commercial Medical Association H.M.0. Ccmprehensive 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- Cerman Barbato 1466 Non-commercial Medical Group H.M.O. Comprehensive 7.2 20, 300



W

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 46,600
Obreros de Montevideo Montevideo Society
Centro Uruguayo de Dante 2319 Non-commercial Medical Group H.M.O. Comprehensive 7.7 29,800
Asistencia Medica Mcntevideo
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 Luis A. de Herre- Non-commercial Medical Group H.M.O. Comprehensive 9.2 31,100
Prevision, Asistencia ra 2278
y Scrvicios Afines Montevideo
Medica Uruguaya Corpo- Rio Branco 1268 Non-commercial Madical Group H.M.0. Comprehensive 7.9 33,800
racion de Asistencia Montevideo
Medica
Mutualista Israelita Garibaldi 2594 Mutual Benefit Ethnic Group H.M.O. Comprehensive 7.6 13,700
del Uruguay Montevideo Society
Organizacion Coocpera- Hocquart 2274 Non-commercial Medical Group H.M.C. Comprehensive 6.7 12,200
tiva Asistencial Montevideo
Organizacion Medica Millan 2679 Non-commercial Medical Group H.M.O. Comprehensive 6.4 25, 600
Asistencial Montevideo
Servicio Kedico In- Mercedes 1286/90 Non-commelcial Medical Grcup 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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RAME

ADDRESS

LEGAL STATUS

SPONSORSHIP

TYPE OF
ORGANIZATION

TYPE OF
COVERAGE

RATES CHARGED*
USS/month

BENEPICIARIES

Universal Sociedad de
Produccion Sanitaria

Uruguay-Espa-a
Gremial Medica de
Artigas

Centro Asistencial de
la Asociacion Medica

de Pando

A.M.C.C.C,

Cooperztive Regional
de Asistencia Medica
Integral

Cooperative Medica
de Canalones

Asociacion Medica
de Cerro Largo
Organizacion Asisten-

cial #edica de Colonia

Asociacion Medica
del Este de Colonia

Millan 3588
Mo.itevideo

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
Caneclones

Luis. A. de Herre-
ra 536 - Canelones

Jose Pedro Varela
623 - Melo
Cerro Largo

Gral. Flores 303
Colonia

Ituzaingo y Boli-
via - Rosario
Colonia

Non-~commercial
Mutual Benefit
Society

Non-commercial

KHon-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Non-commercial

Medical Group

Ethnic Group

Hedical Association

Medical Group

Medical Group

Medical Group

Medical Group

Medical Association

Medical Group

Medical Group
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H.M.O.

H.M.O.

H.M.O.

H.r.O.

H.M.0.

H.M.O.

H.M.0.

H.M.D.

H.M.0.

Comprehensive

Ccmprehensive

Comprehensive

Comprehensive

Comprehensgive

Comprehensive

Comprehengive

Conprehensive

Comprehensive

Cemprehensive

6.7

24,100

26,300

9,600

14, 200

5,000

20, 800

15, 700

5, 500

4,600

17,300



NAME

ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED®* BENEFICIARIES
ORGANIZATION COVERAGE US$/month

Centro de Asistencia Calerias Indepen- Non-commercial Medical Group H.M.O. Comprehensive 5.4 8,300
de la Asociacion Medi- dencia
ca del Oeste de Colo- Uruquay 409
nia Carmelo - Colonia
Centro de Asistencia Manuel Oribe 609 Non-commercial Medical Association H.M.O. Comprehensive 6.6 8,100
del Sindicato Medico Durazno
de Durazno
Asociacion Medica Jose Batlle y Or- Non-commercial Medical Association H.M.0. Comprehensive 5.9 4,400
Departmental de donez 619
Flores Trinidad - Flores
Asociacion Medica A.M. Fernandez 492 Non-commercial Medical Group plus H.M.O. Comprehensive 6.0 15,800
Departamental de Florida Ethnic Group
Florida
Union Medica de La- Lavalleja esquina Non-commercial Medical Association H.M.O. Comprehensive 5.8 15,000
valleja Juan Farina - Minas

Lavalleja ,
Asistencial Medica Sarandi esg. Mon- Non-commercial Medical Association H.M.0. Comprehensive 6.5 26,600
Departamental de tevideo -
Maldonado Maldonado
Cooperativa Medica Colon 1277 Non-commercial Medical Association H.M.0. Comprehensive 6.7 24,500
de Paysandu Paysandu
Asociacion Medica Rivera y 25 de Non-commercial Medical Association H.M.O. Comprehensive 6.6 7,500
Deparctamental de mayo
Rio llegro Fray Bentos

Rio Negrc
Asistencial Medica Yaustino Carambu- Non-commercial Medical Association H.M.O0. Comprehensive 6.1 10,200

Departamental de
Rivera

la 1181
Rivera
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AN

NAME

ADDRESS

LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED* BENEFICIARIES
ORGANIZ2ATION COVERAGE US$/month
Asociacion Medica Treinta y Tres 45 Non-commercial Medical Association H.M.O. Comprehensive 6-6 11,500
de Rocha Rocha
Sociedad Medico Artigas 917 Non-commercial Medical Association H.M.O0. Comprehensive 5.9 29,900
Quirurgica de Salto Salto
Fsociacion Medica Sarandi 440 Non-commercial Medical Association Hg.M.0. Comprehensive 6.1 8,300
de San Jose San Jose
Asociacion Medica Colon 352 Non-commercial Medical Association H.M.O. Comprehensive 6.9 17,000
de Soriano Mercedes - Soriano
Cooperativa Medica Ituzaingo 314 Non-commercial Medical Association H.M.O. Comprehensive 7.2 10,100
de Tacuarembo Tacuarembo
Instituto Asistencial Santiago Gadea 246 Non-commercial Medical Association H.M.O0. Comprehensive 6.6 13,100
Colectivo de Treinta Treinta y Tres
Y tres
* 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 Sccial Security.

If this were to occur through a form of national health insurance,
HMOs might easily hecome the most efficient health care delivery
organizations in the country.

There 1s 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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CHAPTERXI

VENEZUELA

11.1 Socio-Economic Characteristics

Venezuela's health care delivery system has developed in two
stages. Until the oll 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 sectnr to
attend the increasing demands for technological development and comfort

made by the emerging urban middle class.

11.1.1 Political Devalopment

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 transformation 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 oll companies set the stage for
the participatinn of the country in the OPEC oil cartel and the
dramatic increases in prices in 1973 and 1979. O0il revenues ensured
economic expansion until recently, and a period of relative political

stabllity has existed without interruption since 1958.

11.1.2 Geography and Populstion

Located in the northern part of South America, Venezuela's
territory 1s divided intc 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 resion: It is a large portion of land covered by savana,
sparsely populated and dedicated to extensive cattle raising.

= Guayana reglon: 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 duriug the past 20 years in the urban ar=as, the
country has had an overall growth rate of 2.7% per year during the
perliod 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 among the countries with low primary
school enrollment. 1In 1970 almost 35Z of the population of 15 years of

age and over had insufficient education and 237 were illiterate.
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l1i.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
6.1Z 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
0.67 respectively for both years.

Rich 1n natural resources and working capital, the Venezuelan
economy 1s, however, limited by some negative factors. They are:
insufficient qualified manpower, inefficient management, inappropriate
maintenance, lack of adaptation of technology to local conditions and
manpovwer.

In the soclal 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 1s the South American country where collective bargaining
has evolved the most on an industry level. Further progress 1s 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

rapld appearance of different health insurance plans.

11.2.1 Government Services

11.2.1.1 Ministry of Health

The Ministry operates & 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 count.y, 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 ineificiency 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 Soclal 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
1s 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
chroughout 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 Emplovees (IPAS-ME)

It provides maternity services, surgery and dental care to Ministry
of Education employees and their dependents. Drugs are also sold to
beneficlaries 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 frca employees and from

general revenue on behalf of the Ministry of Education (the employer).

11.2.3 Private Sector

Within the f{ramework of traditional practice of medicine, private
hospltals and diagnostic and therapeutic centers have expanded
enormously in the past |5 years, changing the palance between

government, social security and private facilities. As an example,
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the number of private hospitals increased by 80Z in the period from
1973 to 1980: from 164 to 266 hospitals.

There has 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
perlod 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 1is 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 1s 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 zreat increase 1u 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 1nsurance.

A list of prepald 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 ceses, 1s 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 1s the Hospltal Coromoto,
1n Maracaibo, which provides services to the Lagoven 011 Company, one
of the pn:ionalized oill 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 avold
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 ihe 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 1s 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 facilitlies 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 physiclans 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

raplidly.
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ANNEX 1

: ARGENTINA's SOCIAL INSURANCE FUNDS / OBRAS SOCIALES



A)"Union Sponsored" Social Insurance Funds / Obras Sociales

NAME

ADPRZSS

AluEX 1 3 AHGENTINA's SOCIAL 1HSURANCE #UNDS / OBRAS SOCIALES

LEGAL STALUS

SPOlouitoHL 2

TYFE OF [YPE OF
ORGANIZATION COVERAGE

RAFES CHARGED

3ENEFICIARIES

Obra sacial del per-
sonal de la Industria
aceltera y aflines

Ubra social de Actores

Ubra sociael de Técni-
cos de vuelo de Li-
neas Aéreas

Obra Social del perso-

Lavalle 1759
Pisos 2, 3, 5
(1043) Capital
Feceral

Alsina 1762 (1088)
Capital Feceral
Victor Hugo 369

(1ko07) Capital
Federal

Bogota 3773 (14o7)

nel superisr y Profesio~Capital Federal

nal de Emprasas Aero-
comerciales

Obra Social del Ferso-
nal de Aeranavegacisn
de Entes Privadss

Obra Social del Perso-
nal Aeronaitico

Obra Social del Perso-
nal) Técnico Aeronattien

José Bonifacis 1991
{1406} Capital Fe-
deral

Anchorena 1266 (1k25)
Capital Federal

D*Onofris 158 (1702)
Ciudadela

Obra Social de Aeronave- Sarmiento 1967, pisa

gantes

Obra Social de Emplea-
dos de Agencias de In-
formes

lo. {1044) Capital Pe-
deral

Lavalle 1537 - Planta
bajs, Of, “L" (1048)
Capital Federal

Private non-profit Norc-medical
under government
supervisian

union

P.P.O. Comprehensive

Employer:4.5% of

(drugs partial payrall

ly included)

Eaployee: 39 of
salary {(includes
family group)

39.2C0

23.085

352

3.691

2.088



Argentina - Pege 2

MAME ADDRESS LEGAL STATUS SPCNSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE

Jbra Social del perso- Pasaje Gabriel Private non-profit HNoa-medical v.7.0. Comprehensive  Fmployer: 4.5¢ of 85.698
nal de Aguas Gaseosas Lafond 4182 (1419) uader government union (drugs partial- payroll
y Afines Capital Federal supervision 1y included) Employee: 3% of

salary (includes

family group)
Jbra Social de Alfa- 25 de mays 1632 " " " " " 5,000
jorerss, Repasterss, (7600) Mar del
Fizzeros y Heladeros Plata
Obra Social del perso- Solis 1225 (313h) " " " " " 256,322
nal de ls Industria de <Capital Federal
la Alimentecisdn
Qbra Social del Ferso- Junin 2646 (3000) " u " " " 1.206
nal de Artes Graficas Santa Fé
de Santa Fe
Obra Social de Artis-
tas de Variedades Pert 1102 (1058) " " " " " 6.523
Obra Social d=1 Per- Boulsgne sur mer v " " T " 12,160
sonal del Au .mévil 954 (1213) Capital
Club Argentino Federal
Obra Social del Perso- Sarmients s/n (4514) n " " " " 2.161
nal del Aztcar de Ca- Calilegua - Provin-
lilegua cia de Jujuy
Obre Social del Perso- Calle 13 No. 143 las " " " " " Loo
nel del Azdccr del In- Toscas - Pcia, de
genio Les Toscas Sants Fe
Obra Social del Perso- Reconquista s/n (4522) * " " " " 3.888

nal del Azdcar del Inge-Ia Mendieta - Pcia. de

nio Rio Grands

K\,\

Jujuy
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Argentina - Page 3

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYFE OF TYPE CF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE

ubra Social del Perso- Salta 150 (4b432) Private non-pro’it Non-medical P,P.0, Comprehensive Employer: 4.5% of 21.658

nal del Asucar del In- Campo Santo - under government unisn (drugs partial- payrall

genio Sen Isidra Pcia, de Sealta supervision ly included) Employee: 39 of

salary (includes
family group)

Ubra Social del Perso- Prolongacisn M- " " * v " 10.472
nel del Azicar de Villa tre s/mn (3580) Villa
Ucanpo Ocampo - rela, de

Santa Fe
Ubra Social del Perso- Azcuénaga 337 (4132) " " " " " N.A.
nel del Azicar del In- Fameille - Pcia, de
genio Las Banderitas Tucumin
Obra Social del Perss- Congreso y General " " " " " 193.309
nal de la Actividad Paz (4.000) TucumAn
Azucarera Tucumans
Obra Social del Perso- Congreso 342/48 " " " " " 30.861
nal de la Industria (4000) Tucuman T :
Azucarera
Obra Sscial del Personal Florentinn Ameghing " B " " 4.815

de Barracas de Lenas, 1060 (1870) Avellsneda
Cuaros y Anexos

Obra Social del Perso- San Martin 10% (1650) " ’ " " " " S51
nal de la Industria Bo~ San Martin

tonera

Obra Social del [erso- Yatay 129 {1184) " " " " " 95.000
nal de la Industria Capital Federal

del Calzado

Obra Social del Perao- San Martin 459 (1004) ™ " " " " 2.291

pal de la Junta Nacios- Capital Federal
pal de Carnes



Argentina - Page &

N
<.

NAME ADDRESS LEGAL STATUS SPONSOARSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Cbra Social del Perso- Cochabamba 1635 Private nonprafit iion-medical P.P.0,. Comprehensive Employer: 4.5% of 10.272
nal de Carga y Descarga (1148) Capital under government  uniop (drugs partiel- payrold
Federal supervisgion 1y included)} Empioyee: 3% of
salary (irccludes
family group)
Obra Social del Perso- Charcas 2745 " " " “ " 10.770
nal Auxiliar de Casas (1425) Capital
Farticulares Federad
obra Social del Persa- Valle 1281 (1k0&) " " " " " 5.677
nal del Caucho Capital Federal
Obra Sacial del Perss- Iturraspe 2458 " " " " " TO%
nal de le Industria (300C) Santa Fe
del Caucho de Sants Fe
Obra Social del Perso- Federico lacroze " " N " ! 2.717
nal de Cementerios 3908 (1427} Capital
Federal
Obra Social de Cera- Doblas 629 (1k24) " " " " " 43,000
mistas Capital Federal
Cbra Social del Ferso- Pavan 1255 (1870) " @ " " " 6.307
nal de la Cerdmica, Sa- Avellaneda
nitarios, Porcelana de
iwesa y Afines
Obra Social del Perso- Humehuaca 4072 (1192) " " " " " 5.876
nal de la Actividad Capital Federal
Cervecera y Afines
Obra Social del Perso- Neuquén 2655 (7600) " " " " " 362
nal Cinematografico de Mar del Plata
Mar del Plata
Obra Social del Persa- Juncal 2029 (1116) " " " " " 2.486

nal de la Industria
Cinematografica

Capital Federal



Argentina - Page 5

NAME ADDRESS LEGAL STATUS SFONSORSHIP TYPE QF TYPE O& RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Obra Social de Jpera- Viamonte 2045 Private non-profit Non-medical P.P,0. Comprehensive Employer: 4,34 aof 1.750
dores Cinmatograficos  (1056) Capital under government union {drugs partial- payroll
Federal supervision ly included) Employee: 3¢ of
salary (includes
femlly group)
Obra Social de Calo- Colombres 1419 (1238) “ " u " " L.,083
cadores de azulejos, Capital Federal
mosaicos, greniteros,
lustradores y porce-
laneras
Obra Social de Con~ Finzsn 281 (1161) " " " " " 7.745
ductores Havales Capital Federal
dbra Social del Perso- Guemes 743 (1870) " " " " " bl
aal de Comsignatarias Avellaneda
iel Mercads General de
Jaciende de Avellanede
[nstituto de Serviciss Humherto lo. 101 " " " " " 852.182
Sociales pars el persa- {1103) Capital
1al de la Industria de ' Federml °
la Construccisn
’bra Social del Ferso- Pte, Luis Saenz Pena " " " " " j1.013
1al Administrativa y 1ak2/4l (1110) ca-
‘écnico de la Construc- pital Federal
:13p y Afines
ibra Social del Persc- Azopardo 954 (1107) " " " " " 852.182
12l de le Construccién Capital Federal
bra Sbciaildél Perso~ Cangalls 3866 (1198) " " " " " T7.472
el de la Industria Capitel Federal
el Cuero y Afines
bra Sociel del Ferso- San Juan 4229 (1233) " " n " " 18.126

nal de 1la Industria del
Chacinads y Afipes

Capital Federal
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MAXE ADDRESS LEGAL STATUS SPONSORSHIP TYPFE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Obra Social de Chs- ransilla LOL1 Private non-profit [on-medical e, 0. Comprehensive Employer: 4,5% of 27
feres Particulires (1425) Capitael under government union (drugs partiel- psyrsll
Federal supervision ly included) Emplayee: 3% of

Obra Social del Perso-
nal de Entidades De-
portistas y Civiles

Cbra Social del Perso-
nal de Despachantes de
Aduaaa

Ubra Sucial de Docep~
tes PFarticulares

JObra Soclal del Ferso-
nal de £dificios de
Renta y Hsrizontel de
la .4,

Ubra Social del Perso-
nael de Edificiss de
Renta y Horizontel de
Capital Federal y Gran
Buenos Aires

Obra Sociel Electricis-
tas Haveales

Obra Social de Empeca-
dores de Fruta de Rio
NHegro y Neuquén

Obra Social del Perso-
nal de la Ensenanza
Privada

=,
<

salary (includes
family group)

General Urquiza " " . " " " 203.015
17/21 (1215) Ca-
pital Federal

Callao 220- 6o, piso " " " " " 3.864
(1022) Capital Federzl
Carlos Calvo 836 (1102) * " " " " 27.5%

Cepital Federal

Bartolomé Mitre 2025 " " "~ " " 82.087
{1039) Capital Federal

Sarmiento 2026 (1044) n " " o . 27.0%
Capital Federal -

Chacabuco 1553 (1140) " _ " n " " 653
Capital Federal .

Menguelle 130 (8324) " n " n " 7.868
Cipolletti - Rioj ' i

Negro

Misiones 252 (1083) " " n n n 3.2Lk4

Capital Federal
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYFE OF RATES CHARGED BENEFICIARIES

ORGANIZATION COVERAGE
obra Soclal del Perso- Calle 45 lo. 509 Private non-profit Hon-medical Comprehensive Exployer: 4.5% ot 2.139
nal de Escribanias de (1900) La Plata under government union (druge partiei- payroll
le Provincie de Buenos supervision ly includzd) Emplsyee: 3% of
Aires salary {includes

family group}

Cbra Social del Perso- Rodriguez Pena 536/38 " " o " " 1.604
nal de Escribansas (102C)Capital Federal
Obra Social del Perso- Pasco 148/54 (1081) " " " " " 47.873
nal del Espectéculs Capital Federal
Pablico
Obra Social del Perso- Constitucidn 2066 " " " " " 20.427
val de Farmacia (1245)Capital Federal
Obra 5ocial del Fersa- Suipacha 472 - 9o.piso " " " " 451
nai de la Feria Infen- Cf. 902 (1008) Capital
til Fedgral i
Obra Social del Perso- Av. Vergara 3131 (1686) " " " " " 386
nal Fermslac . Herlinghsn
Jora Social del Perso- Cayo Elises Corla 2745 " " " " " 5.005
nal de la Industria del (1706) Haeda
Fibrocemento
Obra Social del Perso- Sarmientos 172 (4200) " " " " " 15.362
nal de la Industria Fo- Santiags del Esters
restal de Santiago del
Esters
Obra Soclal del Perso- Merconi 652 (1870) " " b - " 1.079
nal de la Industria del Avellaneda
F4sforo
Obre Social de Foto- Rodriguez PEna 468 " " " " " 927

grafos

(1020) Capital Federal



Argentina - Page 8

HAME ADDRESS LEGAL STATUS SPONSHORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
vbra Sozial del Ferso- Timotes Gordillo  Private non~profit Noa-medical £, P.0. Comprehensive  Employer: 4,5% of NJA
nal del Frigorifico 2140 (1408) Capi~ under government union {drugs partial- payroll
Marcados ilacional de tal Federal supervisinn ly iacluded) Employee: 3% of
iilacienda de Buenos Ai- salary (includes
res family group)
Ubra Social del Perso- Saavedra 121 " " " " " 9.319
nal de la Actividad {3200) Concordia
rraticoala Entre Riss
Cbra Social del Perso- Montecaseras 1147 ' " " " " L.9g2
nal de ¥aomipules, Em- (5500} Mendoza
raque, y txpedicisdn de . i
fructa seca y hortalizas
de Cuyo
”
Sbra Socisl de Futbslis- Salta 11k% (107%) " " " " 1.826
tas Capitel Federal
{bra Social del Perso- Hip5lits Irigoyen " " " " " 138.820
pal de la Actividad 14319, Pisos 2, 3 y
Gastrondmica 5 (1089) capital Fe-
deral
Cbra Social del Personal M. Ocempo esquina n " " " " 1.926
superior de Gaod-Year Geboto (1686) Hur-
Argentina limgham
Cbra Social del Perso- Pases Coldm 731 {(1063) " " " " Th.742
nal Grafico Capital Federal
Cbra Social del Ferso- HipSlito Irigoyen 1146 " " " " " 360
gal 3r&fico de Corrien- (340G) Corrieates
tes
Obra Social de Guinche- Alvar Nunez 226 (1163) * » " " " 2.085

ros Capital Federal
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES

ORGANIZATION COVERAGE
Obra Sociel del Ferso- Av. lellier 2337/39 Private non-profit Non-medical P. RO. Comprehieasive  Employer: 4.5% of 768
aal de Consignatarios  {1L4O) Cspital under government union (drugs partial- payrsll
del Mercado Nacional de Federal supervision ly included) Employee: 3% of
Haciernda de Liniers salery (includes

family group)

Obra Sociel del Perso- Colombres 1573 " " " " " 17.126
nal de laz Industria (1238} Capital
del Hielo y Mercados Federsl
Particulares
Obra Social del Perso- Soler 6063 (1425) " " " " " 4.739
nal Mensualizado del Cspitel Feceral
Jockey Clrb de Buenos
Alras y los Hipsdro-
mos de Pelerm y San
Isidro -
Obra Social del Perso- Sam Jo§é 715 " " - " " " 16.661
nal de Imprenta (1076 )Capital Federal
Cbra Social del Perso~ 4%, Sap Martin y Ca- n " " " " L22
nel del Ingenis Sam ~°  Yie'y (4129) San ¥a- ’
Pablo bla - Tucumén
Cbra Social del Perso- Cobs 877 (1424) n " " " " 13.129
nal de Jabonerss Capital Federal
Obra Sscial de Jardine- nivadavie Wik (1642) " " " " " 2.836
ros8, Parguistas, Vive- San lsidro — .
ristas y floricultores .
Obra $ocial del Ferso- Ovidio Lagos 1587 o ) " " v " 1.113
nal del Jogkey Club de {2000) Rosaris -
Rosario Ssnta Fe
Obra Social del Perso- Mudoz 3611 (1702) " . " . " 2.178
nal Ladrillers Ciudadela
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NAME ADDRESS LEGAL STATUS SFONSORSHIE TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Obra Social de Ca- Bolfvar 382 - Private pon-prafit Non-medicel F.P.0, Comprehensive Employer: 4.5% of 2.171
pitanes de Ultramar y 1lo. piss(1066) under governmeut union (drugs partial- payrall
2ficiales de la Mari- Capital Federal supervision 1y included) Employee: 3¢ of
na Mercante salary (includes
family group)
Cbra Social de Capi- Aritsbulo del Valle " " " " * 1.482
tanes baqueanos flu- 319 (1161) Capital
viales de la Marina Federal
rlercante
Obra Social de Encar- Venezela 1623 " " " " " 4,430
gados Apuntadores Ma-  (1096) Capital
ritimos Federal
Ubra Social del Perso- Belgreno 1667/69 " " v " " 28.442
nal raritim (1093) Capital
Cbra Social de Emplea- San José 83 - 6o, pi~- " il " " " 11,399
dos de la Marina Mer- so (1076) Capital
cante Federal
- 52 §:
Ubra Social de MecAni-~ Belgrano 665 (1092) " ™ " " " 279.061
co5 dal Tramsporte Au- Capital Federal
tomotor
Obra Social del Perso- Pasaje Leopoldo Atenzo " ® " " " 2.243
nal Superior de Merce- 637 (1408) Capital
des Benz Argentina Federal
Obra Social del Perss- Cangallo 1435 (1037) " " " " " 1,140,390
nal de la Industria Me- Capital Federrl
talirgica ;
Obra Social de Supervi- Azcufmaga 1234 (1115) " " " " " 74403

sores de la Industria
Metaldrgica

Capital Federal
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LNAME ADDRESS LEGAL STATUS SRONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION CLVERAGE
<bra Social del Pers2- San Lorenzs 250 Private non-profit Non-medical P.P.0. Comprehensive  Employer: 4.5% of 5.492
nal de Micros y omnious {5500) Mendsza under government uniosn {(drugs partial- payrsll
de Mendoza supervision ly included) Employee: 3% of
salary (includes
family group)

Jbra Socisl de la Ae~  Rasario 434/35 " " " " " 67.398
tividad :inera {142k )Capital Federal
.bra Sacial Modelos Libertad 12 - 25, pi- " " » " " 2.200
Argentinos so {(1012) Capital

Federal
Cbra Sociel del Perso- México 2070 [1222) " " " " " 36.520
nal de la Industria Cepital Federal
“olinera
Ubra Social del Ferso- Quirno 89 (1405) " " " " » 14.893
nal Mosaista Capital Federal
vbra Social de Msicus  Paraguay 1162 (1057) " " v " " 1.612

Capital Federal
tbra Social de Musicos Rioja 1439 (5500) " " " " " N.A.
de T~rvn Mendoza
Obra Social de Misicos Espana 1486 (7600) " n " " " 45
de ar del Plata Mar del Plata
Obre Social de Jefes 24 de noviembre 643 " " " " * 232
y Oficlales Havales de (1224) Capital Fe-
Rediocomnicaciones deral
Cbra Soclel de Jefes Liberted 1668 (1016) " " n " " 2.097

y uficiales Maquinis-
tas llavales

<§;?.
~

Capital Federal
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HAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
ubra Social del Ferso- lioussey 91h Private non-profit Non-medical v, 2.0. Comprehensive Employer: 4.5% of 9.280
nal Naval (1162) capital under government unisn (drugs partial- payroll
Federal supervision 1y included) Employee: 2% of
salary (includes
family group)
Ubra Social del Perso- Jujuy 995 (1229) " " v " " 14,879
nal de la Industria del Capital Federal
Neumstico
Obra Social del Perso- Av, Cazsn 136 {1648) " " " " " 7.358
nal de la Industria Tigre
Naval
Obra Social de Comi~  Estados Unidos 867 " " " " " 35
sarioss Navales (1101)Capital Federal
Cbra Social del Perss- Av. Belgrana 3636 n " " " " 74.000
n2l de Panaderias (1210)Capital Federal
vora Social de Panade- Velez Sarsfield 447/49 * " " " " .31
ros , Pasteleros y Fac- (3200) Concordia
tureros de Entre Rios Entre Rios
Obra Social del Perso- [ima 921 (1073) w - v " " 85.550
nal del Papel, Cart4n Capital Federal
y Quimicos
Obra Social de la In~- Belgrano 4280 (1210) " " n " " 5.435
dustrie de Pastas Ali- Capital Federel
menticias
Jbra Social de Paste- Bogads 4551 (1183) n " " " " 68,942
leros, Confiterss, Pi~ Capital Federal
zzeras y Alfajoreros
ie la Rept@blics Argentina
Jora Social de Patrones Av. Peseo Colsn 1145 ™ " " " " 4.859

ie Cabotaje de Rios y
Puertss

N\
Ly
=2

(1063) Capital Fede~-
ral
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nal de la Industria
Petroquimica

San Iorenzo - Santa
Fe

LAME ADBRESS LEGAL STATUS SFONSORSHIP TYFE OF TYPE OF RACES CHARGED BENZFICIARIES
ORGANIZATION COVERACE
Ubra Social de Fele- Suipacha 831 Private non-profit ijon-medical 2. PO, Comprehensive Employer: 4.5 ¢ of 843
teras Lo piso Dtos."B" under government unisn (drugs partial- payroll
(1008) Capital supervision ly included) Employee: 3% of
Federal salary {Includes
family group)
Obra 3Social del Perso- Ayacucha 960 " " " " " 4,220
nal de Felujueria y (1111) Capital
Feinadores Federal
Obra Social de Oficia- Ayacucho 960 " " u " " k,220
les Feluquerss y Pei-  (1111) Capital
nadores Federsal
Cbra Social de Oficia- ‘“ontevideo 1488 " w " " " 302
les Feluqueross y Feina~ (2000) Rosario
dores de ZGosario
Cbra Social del Perso- Treinta y Tres " " " " " 1h,794
nal de le Actividad Fer- Jriemtales 148
fumista- (1182)Capital rederal
cbra Social del Fersa- 12 de ochubre hhh5 " " " " " 20.808
nal de la industiria (7€00) rar del Plata
del rescado de Mar del
Plata
Cbra Social de Fetro- Juncal 1461 (1062) " o " " " N.A,
leros del Estads Capital Federal
Obra Social de Fetro- Caseras 715 (1152) " " " " " 50.900
leros Capital Federal
‘Ctra Social de Petro- Sarmiento 935 (5000) " w " " " 8.184
leros de Chrdoba Csrdoba
Obra Social del Perso- San Martin 698 (2200) " " " " 3.12k



Argentina - Page 14

HAME ADDRESS LEGAL STATUS SPOISOISHIP TYPE OF TYPE OF RATES CHARGED BENEF ICIARIES
ORGANIZATION COVERAGE
bra Social de Pilo- Lezica LO4T Private non-profit Hon-wedical P.P.0. Comprehensive Employer: 4.5% of 3.499
tos de Lineas Aéreas {1202) capital under government union (drugs partial- payrsoll
Comerciales y Regulares Federal supervision 1y included) Employee: 3% of
slary (includes
family group)
JUbra Social del Perso- liazca 845 (1406) " " " " " 11.005
nal de rabricas de Capital Federal
Finturas
<bra Social de Profe- Homorio Pueyrradsn " " " " " 578
soregs de Academias Pit- 81 ~ Planta Baja "A"
zan (1405) Capital Federal
Jbra Social del Perso- Av. Pavom 4165 (1253) ™ i " " " L8.874
nal de la Industria Capitel Federal
del Plastico
.bra Social de Capata- Carlos Calvo 736 " i " " " 1.kol
ces y Estibadores Por- (1102) Capital Federa]
tuariss
cbra Social de Portuarios Siches ko7l (8103) " " " " " 1.600
de 3ahia Blancsa Ing.White - Bahia
Blence
wbra Social Portuarios Entre Rios 1638 (2000) " " " " " 8.325
de Rosario Rosario - Santa Fe
Ubra Saocial Portuarios Cayetens Herbutti 248 ¢ " " " " 290
de Puerto San Mariin (2202) ruerto Gral,
¥y Eella Viste Sen Martin - Santa Fe
Cbra Social Portuerios Espene 58 (2900)-San " " " " " 360
uerto San Nicaolids Nicolas - Pcia, Buenss
Alres
vbra Sociel Portuariss Saavedra y Miguel Porta * " " " " 206

de San Pedro

(2930) San Fedrs - Pcia,
de Buenos Alres
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LAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF T'YPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Ubra Social Portuarioss wrquiza 1419 Private non-profit Non-Medical P. P.0, Comprehensive Saployer: 4.5% of 711
de Sante Fe (3000) Santa Fe under government union (drugs partial- vpayroll
supervision 1y includei) Employee: 3% of
salary (includes
fanily group)
Jbra Social de Portua- C3ardsha 342 (2919) " " " " " L2
riss de Villa Consti- Villa Coustitueidn
cisdo Santa ‘e
Jbre Social cel Perso- San Martin 72 (8000) " " " " " seh
nal de Preasa de Bahla Bahia Blenca
Blanca
(bra Social del Perso-~ Ubisp> Trejs 365 » " " " " 807
nal da Frensa de Csr-  (35000) .3rdoba
doba
\ r
cbra Social del Ferso- Santa Marile de Oro " " " " " 320
nal de Frensa de la 123 {3500) Resisten-
Provincia del Chaco cia - Chaco
.bra Saciel del Fersa- Salta 1457 (5500) " " " " " 969
nal de *renss de len- “endoza
doza
-bra Jocial de -mplea- Ubispo Irejo 19 - Lo, pi- " " " " " 876
dos ae prensa de Cardo- so- uf. "B"- {50C0)
ba CArdoba
Obra Social de FProfe-~ Vera 1587 (14lh) i " " " " Lo8
sionales de la ubra Cepital Federcl
Sacial del Personal
del Papel, Caridn y
ulmicos
vbra Social de Agentes Hipslito Irigoyen 1419 " " " " " 30.700

de Propaganda i‘édica de
la 2ep, Argentina

ko, piss (1039)

Capital rederal



Argentina - Page 16

NAME ADDRESS LEGAL STATUS STONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
QRGANIZATION COVERAGE

Qvra Social de Agentes Ayacucho 27 Private non-profit Non-medical PoP.Q. Comprehensive Employer: 4.5% of 2.382
de Propegenda Médica (5000} Caraoba under governmcnt union (drugs partial- payrsll
de Cardoba supervision ly iacluded) Zmployee: 3% of

salary {includes

family group)
Cbra Social de Agentes Laprida 1053 " " " " " 1,919
de Propagenda Midica {2000) Rosario
de Rosario Santa Fe
Jbra Sociel del Perso- Cangallo 2385 (1040) " " " " " 6.172
nal de la Publicidad Capital Federal
vbre Social del Perso- GBrandsen 1486/9% " " " " " 4L.851
nal de Industries Qui- (1287) Capital
micas y Petroquimicas Federal
Obra Social de Recibi- Av. Juen de Garay " u " " " L.4s59
dores de Granos y Ane- 460 (1153) Capital
AJS Federal
Sbra Social del ¥erso- Buenss Aires 1635 " " e " " 5.130
nal de Recoleccisn y . (2000) Rosario -
Barrido de Rosario Santa Fe
dbra Socizl del Ferso~ René Simdn 910 (2942) n u " " 2.483
nal de Refinerias de Baraderos ~ Pcie. de
vMaiz Buenos Ailres
dbra Social de la I~ Ntra. Sra. del Buen " " " " " 2.737
iustria de Materiales Viaje S48 {1708) Morsn
iefractarios y Afines
dora Sociel de Reloje- Valentin Gémez 3828 " " " " " 1.412
ro8 y Joyeros {1191) Capital Federal
Jora Social del Perso- Independencia 3058/70 " " " " N.A.

12l Rural y Estibedores (1226) Capital Federal
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nal de supervisisn de
la Empresa Subterraneos
de Buenos Aires

{142h4) Capital Federsl

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF ‘LYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Obra Sociel del Perso- Sam Martin 72 - Private non-profit Non-medical #.P.C, Comprenensive Employer: b.5% of 2.250
nal de la Industria lo.piso~- Of, 1 under government uniosn {drugs partiel- payroll )
Salinera and 2 (8000) Ca- supervision ly inciuded) Employee: 3% of
pital Federal salary (includes
family group)
Obra Social del Perso- Dean Funes 1241 " " " a 267.80%
nel de la Sanidad (12l44) capitel Federal
Cbra Social del Perso- Rimesn 1122 (1227) " n " " " 6.428
nal de Instalaciones Capital Federal
Sanitarias
Obra Social del Perso- Av, Belgrano 1280 " n n . " 4o.913
nal de Seguridad comar- lo and 2o, piss (1093)
cial, industrial e in- Capital Federal
vestigaciones privadas
Obra Social del Perso- Suipacks 137 (1008) n n " n " N.A,
nal del Seguro Capital Federal
Cbre Social de Seremos Czouaxd 1123 (1071) n " " " e 1.168
de Buques Capital Federal
Jbra Social de Técnicos,Lapride 169 (1642) " v " " " 3.985
prufecsionsles, emplee-~ San Isidro
dos y supervisores de
Gtandard Electric Argentina
Obra Social dei Perso- Don Boseo 411 " " n n " 1.667
nal de Stendard Elec~ (1642} Sap Isidra
tric.
iobra Socisl del Ferso- Emilio Mitre 554 n " w " " 901
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NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
QORGANIZATION COVERAGE
Obra Social del Perso- BartolomA Mitre Private non-prafit lon-medical P.P.0. Comprehensive Empioyer: 4.5% of 834
nal de Direccisn de la 3342 (1201) ca- under government union (drugs partial- payrsll
Empresa Subterranecs pital Federal supervision 1y in~luded) Employee: 3% of
de Buenoss Aires gselary (includes
family group)
ubra Social del Persa- Zstebar Bonorino " " " " " 12.2%
nal de 1a Ipdustria 281 (1406) Capital
del abaco Federal
Obra Social del Perso- J.B. Ambrosetti 134 " " " " " 9.715
nal lelefénico de la {1405) Capital Fe-
Republice Argentina deral
Obre Social del Ferso- Quintino Bocayuva " " " " " 7.858
nal de (elevisisn 38/50 {1181)
Capital Federal
Obra Social de Emplee- lMontes de Oca 1435/37 " " " " » 65.583
dos Textiles y Afines  (1271)Capital Federal
Obra Social de Tints- Chile 1571 (1100) " n " " " 5.287
raros, Sombrereros y ILa- Capital Federal
vaderoas
Cbra Social del Perso- Juan Orsetti 481 " " " " " 220
nal de ls Industris (2152) Granadero
del rractor Baigorria - Santa Fe
Obra Social de la In-  Parans 327 {5000) " " " " " 7.531
dustria del Transporte Cdérdoba
Automotor de Cordoba
Obra Social de Conduc- Morero 2969 (120%) n " " " " 267 .475
tores de Transporte Capital Federal
Colectivo de Pasajeras
Obra Social del Perso- Av. Belgrano 3716 " " " " " 3.913

nal de la Actividad
éel Turf

Capital Federal
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HAME ADDRESS LEGAL STATUS SFONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
ubra Sacial Csnduc- San I2is 373 Private non-profit Non-medical P.P.0. Comprehensive Zmployer: 4.5% of 2.650
tores de Taxis de C3r- (5000) CArdobe under government union (drugs partierl- payrsll
doba supervision ly included} Employee: 3% of
sslary (includes
family group)
Jbra Social de Yarea-  Av. Centeparis 539 » " " " " 4,069
dores (16k2) San Isidro
Sbra Sacial de Viajan~ Combate de los Pozos " u w " " .A,
tes 134 (1079) Capital
Federal
Obre Social del Perso- Saa Jerdaimo 1641 " " " " " 13.818
nal de la Actividad (3060) Santa Fe
Vial
Jbra Social de Empleados Carabobo Sk (1405) " " " " " 9.833
de la Industria del Vi- Capitsl Faderal ’
drin
Ubra Social del Perso- Balbastro 453 (1k424) " » " i u " 45,364
nal de la Industria Capital Federal
del Vidrio =
Obra Social del Perso- Av. Warnes 1892/9%(1416)" " " " " o4 .884
nal de la Actividsd Capital Federal
Vitivinicola
Cbra Social del Perso~- Pringles 21- Barria 4 " " " " 1.328
oal de Vigilsncia y Grzl. Paz (5000)
Seguridad comercial, CS5rdoba
industrisl e investigacio=-
nes vrivade de Cirdsba
Obrs Social del Perso- Riosbamba 1075 (2000) n v " " " 13.980

nal de astaciones de
servicio, garages, pla-
yas y lavaderos automa-
ticos de la Pecia. de
Santa re

Rosario - Santa Fe
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HNAME ADDRESS LEGAL STATUS SPONSQORSHIP TYES OF TYPE OF RATES CHARGED BENEFICIARIES
ORGA/NIZATION COVERAGE
Obra Social para el Luis S. Pene Private non-profit Non-medical Pe PO, Comprehensive  Employar: 4.5% of 20.4%3

persanal

de estaciones de ser-
vicio, garages, playas
de estacionamiento, la-
vadeross autondticos y
gomerias de la Repabli-
ca Argentina

356 - Fiso 1o,
(1110) capital

under government
supervision

union

(drugs partiel-
1y ipcluded}

rayroll
ployee: 3% of
salary (includes
family group)



B) "ctate Sponsored" Social Insurancze Funds / vbras Sociales

UAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
vbra Social de 1la Av. Paseo Colsn Public State P.P.O. Comprehenaive  Ewmployer:4.5% of 35.989
Secretarla de Agricul- 922 (1305) Capi- {drugs partial- payroll
tura y Ganaderis tal Federal 1y excluded Employee: 3% of
salary (includes
family group)

vore 3ociel Centro Av, J53é Ignacis " " " " " N.A.
Regional de Agua de la Raza 125 (E)
Subterranea (5400} San Juan
D.1.G.J.S, Obra So- AV, Julis A, Roca " " " " " 11.853
cial de 1os Ministe- 551- ler. subsuels
riss de Comercin e (1067) Capital Fe-
Intereses Maritimos deral
y d2 Ipdustris y Mipe-
ria
Jbra Sscial de la Em- Maip@ 39 (1084) Ca- " " " " " 145.849
presa liacisnal de Co-  pital Federal
rreds y Telégrafos
(E:(.CO.TEL.)
“bra Social del Minis-3 Av. Paseo Coldn " " " " " 2.5Th
teris de Defensa 255~ 2. piso (1063)

Capital Federadt
Obre 3ociel Flota Flu- Av. Pases Coldn " " " " " 1.207
viai del Zstads Argen- 707 (1063) Capi-
tins tal Federal
Obra Socizl Gas deld Boeds 50 {1206) " " v v " 57.523
Estado Cepital Federal
Direcci’sn Gamersl da Av. du Mayo 760 " " " " " 17.522
Cbra Soeial del Minia- k4o, pisa {(1084)
terlo del Interior Ccpital Federal
Servicis da Zenmaficine  Uruguay 643- 3. " " " " " 3.563
Scciales del Ministe- piso (1015) Capi-

ris de Justicia

tal Tederal
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LAME ADDRESS LEGAL STATUS SPONSORSHIP TYFE OF LYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Ubra Scscial Exmpresa Av, Corrientes 389 Publie State P.RO. Comprehensive Employer:4.5% of 17.297
Ifneas Maritimas {1378) capital {drugs partiel- payrsll
Argentims Federal ly excluded) Employee: 3¢ of
salary (farily
group inzluded)

Direccisn General de Arenales 884 » " " " " 5.347
Obra Social del Miris- (1061) Capital
terio de Relaciznes Ex~ [ederal
teriores y Cults
Cbra Social del Minis- EAvelie 1790 " " " " " 25.616
terios de Cbres y Ser-  {1048) Capitel
vicizs PRiblicos rede,al
Direcci4n de Obra So- Cangallo 2740 " " " " " 1k2.140
cial de la Eopresa 2740 {1040) Ca-
Nacicnel de Telecomu- pital Federal
nicacisnes
Cbra Soeial de la Uni- José E, Uriburu 860 " " " " " N.A,
versidad de Buenos (111%) Capital Fe~
Alres deral °
Jora Sscial Direceisn  Av. Comodors Py 2002 " " " " " 39.420
dacionel de Viszlidag Czpital Federal
obra Sscial Yacimientos Av. Tte. Rsque S_Peps M " " " " N.A,
Carbociferos Fiscales 1160 {1035) Czpital

Federal
Obra Zociel Yacimientss Sarmiento 778- 8o, piso © " " " " 164,201

Petroliferos Fiscales

(10h1) Capital Federal



C) " Contractual" Sscial Insurance Funds

/ Obras Sociales

HAME ADDRESS ILEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGEZD BENEFICIARIES
ORGANIZATIGN COVERAGE

Jbra Social Apilsud Corrientes 222 Private non profit Other (agreement P.P.O. Comprehensive  Zaployer: 4.5% of 75

(1356) Capital vnder government enterprises) (drugs partial- payrsll

Federal supervision ly exduded) Employee: 3% of

salary (family
group included)

Jbra Social de Empre~ Av. Fmses Colsn " " " " " 3.44G
sa Frivada Celulossa €35 (1063) Capi-
Argentine S,A, tal Federal
Obra Sacial Corpora- Bv. Chacabucz 147 " " " " " 14,156
cidn Cementera Argem- 147 - 1o. piso
tinsa (5000) Cordoba
Cora Soci del Fer-
sonal de Cerdmica Av. San Martin s/n " " " " " 5.019
San loremzo {2200) San lorenzo

Santa Fe
Cbra Spcial Cerss San Marzin 1068 " . b " " 1.217
Johnson (10ck) Capitel Federal
Zbra Sccial Volkswe- Florencia Verela 1903 " " " " " 4,016
g2n Argentina S.A. {1754 ) San Justo-

Pcia, de 3Buenos Aires
ubra Social Dunlop Av, Ing. Huergo 1433 " " " " " 126
Argentine Limitade (1107) Capital Federal
Obre Social Duperial Av. Paseo Colsm 285 " " " " " 5.648
Orbea 1o. piss (1330) Capi-

tal Fedaral
obra Social Compania Baigorria 5592 (1k08) " " " " " 1.162

Eptotelladors Argen-
tina SAIC

Capital Federal



g
g
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HAME ADDRESS L=GAL STALUS SPONSORSHIP TYFE OF TYPE OF RATES CHARGED BXUEFICIARIES
ORGANIZATION COVERAGE

obra Social Slectro- Cepit4dn Bermdez Private non-profit Other (agreement epo. Comprehensive  Employer: 4.5% of 624
clar SCA Zona Rural (215%) under government enterprises) (drugs periial- payroll

Santa Fe supervision 1y excluded) Employee: 3% of

salary (family
group included)

Jbra Social imtua- Av. AntArtida " " " " " 1.673
lidad Empleados Fi- Argentina 2684
restone {1836) Llavaliosl
Jbra Sacial Ford io- ivadavia 611 - " " " " " 9.024
tar Argentima S,.A. Lo, piso (1002)

Capital Federal
Obre Social Hiram Walker Rivadavia 620 " " " " " 326
S.A, {10(2) Capital Federal
Obra Sociel Sociedad locales 2/9 Villa " " " " " 4.338
iinera Hierros Pabagdni- Hipesem (8532) Sierra
co de Sierra Grands Grande-zis Negro
Ubra Social Ingenis Le dHendieta {4522) " " " " " N.A,
Ris Grande S.4, Jujuy
Cbra Social para Direc- Juam Orsetti 481 (2152) * " " " " 366
tivos, Técnicos y Em-  Gravaders Baigorria-
leados de Jonn Deere Santa Fe
Argentina
Jbra Sacial Cospaniz Cerlos Peliegrini 1069 " " " " " 7.7056
Minera Aguilar S,A. i2o. piso {1009) Capi-

tzl Federal
Cbra Social Molinas Faso Coldn Th6 (1323) " . " " " " 2,25
Ris de 1la Flata Capital Federal.
Obra Social Fase Petro- Suipacha 1111 - il " " " " " 3.495

quimica Argentina S.A, pisos (1363) Capital
Federel
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HIARE ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICTARIES
ORGANIZATTON COVERAGE

~Era Sacial Coopera- José& 3onifacis Private moc-profit Other (egreement e Fro. Coniprehensive Empiosyer: 4.5% of 3.061
tiva d2 Asistencia 368¢ (1ko7) under government enterprises) {drugs partial- payrall
ratua y furismo del Capital Federal supervision ly excluded} Employee: 3% of
Personel de las So- salary (farily
ciedad Firelli Limitada group included)
Jbra Social Compania Sarmients 329 Private noa-profit " " " " 1.672
Quizica S.A. 1347) capitel under government

Tederal supervision
Ubra Social Refine- fucumén 117 (1341) " " " " " 2.800
rias de :aiz S&ICF Capital Federal
Cbra Social Sulfacid  Viamonte 1133 (1053) . n n n " 70k
SAIFRC Capital Federal
bre Szcial Supercs Cerrito 1070- Sopiso o " " " * 3.377

(1010)Capital Federal
Ubrza Social Empresa Chorrcarin 751 (1k27) " " " " " 861
Privada Witcel S.A,

" L .n " )49]_

cbra Social Cabot
Argentina

San xartin 239 (2804) "
Campana



D) "Management Perssnnel” Social Insurence Funds / CObras Sociales

HAKE ADDRESS LEGAL STATUS SPONSQRSHIP TYFE OF FYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE

vbra Social Asacia- Bernards de Iri- Privete non-prafit Other RPO. Comprehensive  Employer: 4.5% of 30.760

cisn del Personal de goyen 546- 25, piso under government prises direction (drugs partial- payroll

Direcci4n de lasEm- (1072) Capital supervision personnel) ly excluded) Employee: 3% of

presas de la ilimen- Federal salary (family

tacisn group included)

vora Social del Ferso- Fiedras 1636/40 " " " " " L. 270

nal de Direccidn de la (11L0) Capital

Industria Automotriz rederal

Argentina

obra Social Cooperati- Dr, Emilis Ravignani " " " " " 8.5

va Limitada de Asisten- 2540 (1425) Capital

cia Médice, Farmsceuti- Federal

ca, Credits y Consumo

del Fersonal Superisr de

la Iandustria del Caucho

Cbra Social del Ferso- Tucumén 650- 3o. pisa " " " " " 3.213

nal de Direccisn de la (1049) Capital Federal

industria Cervecera y

Maltera

uhra Social. Asociascisdn Piedras 1027 (1070) " " " " " 3.213

del Fersonzl de Direc- Capital Federal

cisn y Jerdrquics de 1a

Industria del Cigarrills

vbra Social del Perso- Av. R, S. Pena 637 " " " " " 25.518

oal Directivo de la In- 8o. piso (1035) cCa-

dustria de la Construc- pital Federal

cidn

Cbra Social Cémara de Belgramo 3978 (1210) " " " " " 1.511

la Ipdustria Curtidora Capital Federal .

Argentina

Obra Social Accisn So- Lima 87 - 8o. piso n " " " " 37.029

cial de Empresarios

(1073) Capital Federasl
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“AME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPS OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
cbra Social de Ejecu-  Leandro Alem Private non-prsfit Other (enter- P P.O. Comprehensive  Employer: 4.5% of 308.636
tivos y del Fersonal 1067 (1001) under government prises directiose {érugs partial- payroll
de Direccisn de Empre- Capital Federal supervision personnel) ly excluded) Employee: 3% of
sas salary (family
group included}
Obra Social del Perss- Av. Pasen ColAn " " " " " 2.309
nal de Direccisdn de 823 -~ 5. piss
Empresas que actfan {1063) Capital
en Fruios del Fals rfederal
Ubra Social del Perso- Av. Pte. R.S, " * " " " 3.121
nal de Direccidn Alfre- Pena 636 (1035)
do Fortabat Capital Federal
Jsbra Sacial del Perss- Montevides 373- lo, " " * " " 32.773
nal de Direccisn de piso (1019) Capi-
la Industria Vetalur=- tal Federal
gica
Ubra Social parz el Maza S578- 20 piso " " " " " 1.161
personal de Direccisn  (1220) Capital Fe-
de la Industria pMade- deral
rera
Jbra Social para el Av. Pueyrredsn 133 n " " " " 1.335
personal de Direccisn  (5000) CArdoba
de la Actividad ldpera
Asociacisn de FPrestacio- Av, Santa Fe 3567 " " " » " 180.359
nes Soclales para Empre- (1425) Capital Fe-
sarioss y Personal de Di- deral
reccidn de Empresas de
la Produccidn, Industria,
Comercio y Servicios
Obra Social del Perso- Iavalle 557- So. ¥y " " " " w 1%.308

nal de Direccisn de la 60. pisos (1047)

Industria Privada del
Fetrasleo

Capital Federal
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HAME ADDRESS LEGAL STATUS SPONSORSHIP TYFE OF TYPE OF RATES CHARGED BEHEFICIARILES
ORGANIZATION COVERAGE
Sbra 3czeoial Directi- seipt 521 Private non-profit Other (enter- peo. Comprehensive  Ezployer: 4,39 of 317
vos de Erpresas Por- 2o0. piso (1008) under govermsent prises di.ection (drugs partisl- payroall
tuarios y a-itimos Capital Federal supervision personnel 1y excluded) Employees 3% of
salary (family
group included)
obra Social Asociacion Vedia 3892 (1430) " " " " " 2.51%
-utual del Fersonal de Capltal Federal
Fhillips Argentina
Ubra Social del Ferso- FParagusy 1859 (1121) " " " " " 6.699
nal de Direccion de Capital rederal
Gerfurerla E,W, Hope
Jbra Social del Fersa- Av, Callao 76L/66 " " " " " 29.971
nzl de Direccisn de (1023) Capital Fe-
lz Sanidad Luis Pasteurs deral
Sbra Sscial Asacia- Av. Belgrano 367 " " " " " 7.164
cisn del Fersonel da Lo ¥y 50 pisos (1092)
Direccisn de la Indus- Capital Federsl
tria Siderurgica
~brz Sscial utuazlided Av. Leandro Alem " * " " " 11.515
Industrial Textil Ar- 1067 (1001) Capi-
centina tal Federal
- cial Aszcia- Av. Leandro Alenm " " v " " 7.550
2 1 Ferssnal Su- 10602 - Uo, piso
rerior de l2 Srgani- {1001) Capital
2z¢isdn Techint Federal
Cbre Social del Ferso- (Cachimayos 301 (1424) " " " v " 6.185
nal de Dirgccisn de Capital Federal
1z Incustria Vitivini-
cola y afines



E) "Mixed Administratisn" Social Insurance Funds / Obras Sociales

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYFE OF TYFE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Instituta de Ser- Libertad 731 Other (union- P.P.O. Comprehensive  Employer: 4.5% of 492.573
vicias Sociales {1012) capital enterprise- (drugs partial- payroll
Dancarios Federal goverament 1y excluded) Emplayee: 3¢ of
sglary (famiiy
group included)
Instituto de Obra Viamonte 869 (1053) " " " * 181.202
Social vara el Per- Capital Federal
sonsl de los Ministerias
de Accisn Sociel, Sa-
lud Pablica y Medis Am-
bieate y de Travajo
Instituts de Servicios Callao 1445 (1024) v " " " 202.430
Sociales para ¢l Per- Capital Federal
sonal de ia Indus-~
tria de le Carnpe y
A\fines
Obra Social para Em- Morers 648/50 (1091) " " o " 2.135.017
pleadss de Comercis Capital Federal
Y Actividades Civiles
obra Social para 1a Tacuari 335/45 (1071) " " " " 599.042
Actividad Docente Capitel Federal
Instituto de Serviciss Junia 22k (1026) " " " " 583.258
Sociales para el Per- Cupital Federal
sonal Ferraviaria
Instituto de Obra So-  Hipslito Irigoyen 250 " " " » T1.236
clal de la Secretarfa 3o. piss {1310) Ca-
de Estedo de Hacienda~ pital Federal
Ministerio de Economia
Instituto Nacionel de Chacabuco 271- lo.pi- " " " " 2.857.467

Servicios Soclales pa-
ra Jubilados y Pensig-
nados

82 (1059) capitel
Federal



Argentiaa - Page 30

HAME ADDRESS LEGAL STATUS SPONSORSHIP TYFE OF [YPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Ubra Social para el Arcas 1278 (1u26) Other (union- P.p.0. Comprehensive  Zmployer: 4.5% of 39.654
Personal de Obras Capital Federal enterprise-~ (drugs partial- payrsll
Sanitarias de la Jla- government) 1y excluded) Emplsoyee: 3%, of
salary (family
group included)
Instituts> de Servi- Reconquista 630 " " " " 1.234,763
cios Sociales para (1003) Capital Fe-
las Actividades Ru- deral
rales y afines
Instituto de Servi= Carlos Pellegrini " " " " 91.488
ciss Ssciales para el 575 (1009) capitel
Fersonal de Seguros, Federal
Capitalizacidn y Aho-
rra y PFrés.amo para
la vivienda
Institutos de Servi- " " " " Lk.056

ciss Sociales para
el Personal de la In-
dustria del Vidris y
Afines

Independenciz 1355
(110C) Capital Fede-
ral



F) "Law 21.476" Sscial Insurance Funds / Obras Sociales

NAME ADDRESS LEGAL STATUS SPONSORSHIP LYFE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATT N COVERAGE
obra 3ocial Atanor Lavalle 348 Private non-prafit Cthers P.P.O. Comprehensive  Ewployer: 4.59 <f 1.977
SA Mixia 3er.pis3(1306) under governmant (drugs partial- of payroll
Capital Fedcral supervision ly excluded) Employvee: 3% of
salary (family
group included)
Jbra Social Forja Reconguista 661 " n " " " 1.688
Argentina SAIC 6o.piss (1003)
Capital Federal
obra Sociel Fapel Santa Fe 220 (320@¢) " " " n " 2.080
Misionero SAIFC Posadas - Mislones
Obra Social Petro- Av. Gobernador Verga- " " i " " 2.uh7
quimica Genersl Mos- ra - Km.2,7 {1925 )
coni Ensenada - Pcia, de
Buen= Aires
Obra Social Scciedad Av, Belgrano 737 w " " " n 41.019

Mixta Siderurgica Ar-
gentina

(1092) Capital Federal



G) "Private Firms" Social lnsurance Funds / Obras Sociales

HAME ADDRESS LEGAL STATUS SFONSORSHIP IYPE OF LYPE OF RATES CHARGED BENEFICIARIES
ot ORGANIZATION COVERAGE

JSbrz Sacial Fiab Av. Santa Fe 17€0 Private non-profit Other (enterprise) P.P.O. Comprehensive  Employer: L.5% of 21.kg5
Concord SAIC 1lo. piso 0f.1102 under government {drugs partial- payrsll

(1060) Capitsl supervision 1y excluded} Employee: 3% of

Federal selery (feomily

group includeq)

Ubra Social Cliverti Suipacha 1118 " " " " " N.A.
SCA (1008) capitel

Federal



H) "Provincial and unicipal” Social Insurance / Cbras Sociales

SAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF LYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Instituts de Obra Calle L6 No. 886  public Other {provin- P.P.0, Comprehensive Employer: 4.5% of

Médics Asistencial La Plata (drugs partial- payroil
1y excluded) Employee: 3% of
szlary (family

group included)

cial government)

" ” u

Esquid 215 - 2o.piss> " "
{470G) Catamarca

Ubra Social de Em-
pleadss Puiblicos
(5.3.E.F.)
Instituts Provincial M.T. de Alvear 758 " * " " ”
de Atencisn Médica {5000) C4rdoba

(I.P.AM,)

Instituls de Previsism Sclita 737- 23, piso
Social (servicis Obra  (3400) Corrientes
Sociel de la Provinecie!

Instituto de Previsisn 9 de julis 347 (3500) " " " " "
Sacial (I.P.S.) Resistencia - Chaco

Ipstituto de Seguridad Rivadavia 430 (9103) * " " " "
Social y Seguros Rawson - Chubut

(s.E.®.0.5.)

instituts Obra Social  Ancrés Pazos 243
Provinecia de Entre (31C0) FuranA - Entre

Rios (I.0.S.P.Z.R.) Rics
Instituts Asistencila Morens 1170 (3600) " " " " "
Social Empleados Pa- Formosa - Chaco

blicos (I.A.S.E,.P.)

\;f\»‘J

Instituto de Seguras
de Jujuy (I.5.J.)

Instituto Provincial
de Obra Social
(1.P.0.S.)

Alvear ThS (L600) n " " "

Jujuy

Felagis B. Luna 345
(5300) La Risja
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NL
avid

NAME ADDRESS LEGAL STATUS SPONSORSHIP TYPE OF TYPE OF RATES CHARGED BENEFICIARIES
ORGANIZATION COVERAGE
Instituts de Seguri- Fellegrini 245 Tublic Other (provin- P.P.0. Comprehensive  Employer: L.5% of
dad Social (Servicis  (6300) Santa Ro- cial government) (drugs partial- payroll
Médico Previsional) sa - la Fampa ly excluded) Employee: 3% of
Sempre salary (family
group included)
vbra Social de Em- Eusebio Blancs 450 " " " " "
plesdas Publicos {5500) Mendsza
(uUSEFR)

Instituts de Frevisidn Juain 255 (3300)
Social de la Frovincia Posedss - Misiones
de Misiones (IPSH)

Institutc de Seguridad Buenoss Aires 353
Sscial de Neuquern (ISSN) (8300) Heuquen
{Direcclida Prestaciones
Salud y Asistencisles)

Instituts Provincial de Julis A, Roca 250
Sezuro> de Saled {85C0) Viedma - RAion

{1mR0SS) Kegro

Instituts Provincial de Belgrams y Mitre
Salte (I.P.S.) (4L00) salta
Direccisn de ObSra So-  Mitre 3U9 (E)
cial {D,y.S.) {S400Q) San Juca

Diracciszn de Obrs Sa- San Martin y Ayacu-
cinl del Esteds Provic- cho (5700) San Luis
cial (DoSzP)

Cajs de Serviciss So-  Rawson 39 (C.C.330)
ciales Provipeia de {5L0G) Ri> Gellegos
Senta Cruz {IOSS)

Instituto Autarquics Rivadavia 3452 (3000) "

de Obra Sccial (IARGS) Santa Fe
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SVE ADDRESS LEGAL STATUS SFOHSORSHIP TYPE OF 'YPE OF RATES CHARGED BENEFICIAIRES
ORGANIZATION COVERAGE

Institusy ubre So- 9 de julis 279 Cther (provin- P.P.0. Comprehensive  Employer: 4.59 of

cial del Empleads {4200} Santiags cial governzment) (drugs partial- payroll

Frovincial (IUSEP) del Esters ly excluded) Employee: 3% of
salary (family
group included)

Instituios de Servicioss Karukinka 87 » " " "

Sociales 2el ferrizo- {9410) Ushuaia

rio Laciozpal de Tierrz

del Fuezo, Antartida e

islas del Atlantico

Sur (ISS7)

instituto Previsidn y

Ias Piedras 530

Segurilad Social de Tu- (4000) Tucuman

cuman (IFSST)

(b
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ANNEX 2: ARGENTINA's HEALTH INSURAICE ELANS

ASOCIACION MEDICA EMPRESARIA S.R.L.
Santa F& 1752 -2°piso (1060) CAPITAL FEDEKAL

AMPRI S.A.
Azcuénaga 1507 (1115) CAPITAL FEDERAL

AMSA S.A.
Ayacucho 260 (1025) CAPITAL FEDERAL

ATEMA S.A. _
Cerrito 1070-6°piso (1010) CAPITAL FEDERAL

CENTRO MEDICO BUENOS AIRES S.A.
Suipacha 1085 (1008) CAPITAL FEDERAL

CENTRO MEDICO DEL PLATA S.A.
Suipacha 1087 -4°piso (1008) CAPITAL FEDERAL

CENTRO MEDICO SANTA FE
Cordoba 1856 (1120) CAPITAL FEDERAL

CEPRIMED S.A.
Laprida 2164 (1425) CAPITAL FEDERAL

CORPLAM S.A.
Viamonte 1181 (1053) CAPITAL FEDERAL


http:INSURvi.3F

CORPUS S.R.L.
Arenales 1611-2° 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

GEZNESIS S.A.
Tucumdn 1304 (2000) ROSARIO~SANTA FE

NUBIAL S.A.
Santa Fé 1752 -6°piso (1060) CAPITAL FEDERAL

OMAJA S.A.
Tucuman 950-1°piso (1049) CAPITAL FEDERAL

OPUS S.A.
Talcahuano 736 -2°piso (1391) CAPITAL FEDERAL

PREMINT S.R.L.
Callao 1319 (1023) CAPITAL FEDERAL

PROGRAMA DE SALUD S.A.
Cerrito 1320 -7°piso-Dto.A (1010} CAPITAL FEDERAL

SADAM S.C.A.
. ~
Av.Cdrdoba 679-7°piso~-0f.701/703 7{1365) CAPITAL FEDERAL

SAMT S.R.L.
Laprida 1857 (1425) CAPITAL PFEDERAL (2)



SAN JORGE O.M.
Corrientes 1894 (1045) CAPITAL FEDERAL

SKILL Medicina Laboral $.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°piso~-0f.28 (1053) CAPITAL FEDERAL

PLAN DE SALUD DEL HOSPITAL ITALIANO
Gascdn 450 (1181} CAPILAL FEDERAL

ORGANIZACION MEDICA ASISTENCIAL TOURING
Esmeralda 605-3°piso (1007) CAPITAL FEDERAL

MEDICINA ASISTENCIAL COMUNITARIA
Rivadavia 4601-1°piso (1424) CAPITAL FEDERAL

COMESA
Rivadavia 576 (5700) SAN LUIS

ASOCIACION MEDICA EMPRESARIA
Cangallo 1685-2°piso-Dto.A (1037) CAPITAL FEDERAL

C.E.M.I.C,. .
Sanchez de Bustamante 2560 (1425) CAPITAL FEDERAL (3)


http:1167-70piso-Of.28

CENTRO ARGENTINQ MEDICINA INTEGRAL
Santa Fé 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.
Maipi 1252-12°piso (1084) CAPITAL FEDERAL

MEDICUS -AGENCIA ROSARIO
Urquiza 1441 (2000) ROSARIO-SANTA FE

MINERVA ASISTENCIA MEDICA
M.T.de Alvear 2421 (1122) CAPITAL FEDERAL

0.S.E.
Callao 671-2°piso-Dto.B (1022) CAPITAL FEDERAL

LIFE PROTECCION MEDICA
Santa Fé 1821-2°piso (1123} CAPITAL FEDERAL

LIBRA
Montes de Oca 2390 (1712) CIUDADELA

CRUZ PALERMO
Cordoba 3200 (1120) CAPITAL FEDERAL

(4)
,17)y



CENTRO MEDICO GHLILEO
Piedras 83 (1070) CAPITAL FEDERAL

COPESAL
Lavalle 648 -5°piso-Dto.A (1047) CAPITAL FEDERAL

OSMEBA
Calle 54 N°920 (1900) LA PLATA

SICARVA )
Av.Corrientes 1894-1°piso (1045) CAPITAL FEDERAL

M.A.S5.S.
Cangallo 1441-2°piso (1037) CAPITAL FEDERAL

MEDICAL'S
Laprida 1365 (1425) CAPITAL FEDERAL

CRHRINT
Junin 1631-2°piso-0Of."D" (1113) CAPITAL FEDERAL

OPTAR
Viamonte 610-1°piso (1059) CAPITAL FEDERAL

ORGANIZACION MEDICA SAN JORGE
Corrientes 1894 -1°piso (1045) CAPITAL FEDERAL

PREMINT
Av.Callao 1315/19 (1023) CAPITAL FEDERAL

PROGRAMAS DE SALUD
Cerrito 1320-7°piso~Dto.A (1010} 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°piso (1061) CAPITAL FEDERAL

D.A.M.S.U. SAN JUAN
Rivadavia (E) 431 (5400) SAN JUAN

SIMSA S.A.
Arenales 2449 (i124) CAPITAL FEDERAL

CENTRO MEDICO PUEYRREDON
Pueyrreddn 1337 (1118} CAPITAL FEDERAL

MEDIN
Lavalle 1759-1°piso (1048) CAPITAL FEDERAL

SERVICIOS DE SALUD
Montevideo 1545 (1018) CAPITAL FEDERRL

UNIDAS
Combate de los Pozos 484 ((1084) CAPITAIL FEDERAL

COMMUNITAS
Av.Callao 1014-8°piso (1023) CAPITAL FEDERAL

MERLO MEDICO
Lib.Gral.San Martin 281-1°piso (1722) MERLO

KOS ASISTENCIA MEDICA
Alte.Brown 519 (1708) MORON

MEDICINA INTEGRADA
Cdérdoba 4545-2°piso (7600) MAR DEL PLATA

CAMP
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PLAN DE SALUD DEL HOSPITAL ALEMAN
Pueyrreddén 1640 (1118) CAPITAL FEDERAL

MEDICINA DEL NORTE
Cabildo 1295 (1426) CAPITAL FEDERAL

CENPEC
Gascdn 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°piso (1393) CAPITAL FEDERAL

INTERNATIONAL TRAVELLER'S INSURAN
Corrientes 19222-6°piso (1045) CAPITAL FEDERAL

MEDICAL GARD INTERNATIONAL
Florxida 1-11°piso (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 Fé& 2534-3°piso~Dta."B" =(1425) CAPITAL FEDERAL

MEDICAL TCURIST ASSISTANCE

Cérdoba 469 (1054) CAPITAL FEDERAL (7) %f\
l‘»,



SEGMEDICAL TRAVELLER
Florida 250-~3°piso (1005) CAPITAL FEDERAL

SERVIPASS
25 de mayo 749-3°piso (1002) CAPITAL FEDERAL

§.0.5. INTERNATIONAL
Bartolomé& Mitre 2025 (1039) CAPITAL FEDERAL

UNIVERSAL ASSISTANCE
Lavalle 652 -6°piso (1047) CAPITAL FEDERAL

CEPRIMI
Pringles 774 (1183) CAPITAL FEDERAL

SUMEDIC
Svipacha 207-2°piso (1008) CAPITAL FEDERAL

CENTRO MEDICO BERNAL
San Martin 572 (1876) BERNAL

A.S.S5.1I.
Cabildo 3309 (1429) CAPYITAL FEDERAL

CEMES
Indpendencia 999 (1099) CAPITAL FEDERAL

CEMECO
Fco.Acufa 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
(/)

o



MEDIVIT2
Av.Pte.Quintana 585 (1129) CAPITAL FEDERAL

OSTA
Sarmiento 756-1°piso (1382) CAPITAL FEDERAL

FREEMED
Florida 633-4°piso (1005) CAPITAL FEDERAL

PROMO
Rivadavia 6685 (1406} CAPITAL FEDERAL

OMIPE
Mercedes 214 {(1407) CAPITAL FEDERAL

CIRCULO DE SALUD
Mariano Moreno 475-3°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
San Juan 2483 (1232) CAPITAL FEDERAL

SEMESA
Ledn Gallarée 1796 (1663) SAN MIGUEL

VESALIO S.A.
Riobamba 857 (1116) CAPITAL FEDERAL

SANATORIO SAN LUIS (AMECA S.Ah.)



ITALMEDIC (HOSPITAL ITALIANO GARIBALDI)
Rodriguez Pefia 1738 (1021) CAPITAL FEDERAL

POLICLINICA PRIVADA DE MEDICINA INTEGRAL
Bartolomé& Mitre 2553 (1039) CAPITAL FEDERAL

DEMI
Cdrdoba 1868 (2000) ROSARIO-SANTA FE

CAMI
Av.Caseroz 3394 (1263) CAPITAL FEDERAL

C.I.M. (SANATORIO GUEMES)
Santa F& 3651 (1425) CAPITAL FEDERAL

ACCION MEDICA INTERNACIONAL
Santa F&é 1780-13°piso- (1060) CAPITAL FEDERAL

VIVIR
Maipd 474~4°piso-0f.B (1006) CAPITAL FEDERAL

CENTRO MEDICO SEGUROLA
Vallejos 4496 (1419) CAPITAL FEDERAL

CENTRO MEDICO LEZAMA
Av.Martin Garcia 815 (1269) CAPITAL FEDERAL

MEDICIEN
San Martin 793-5°piso (1004) CAPITAL FEDERAL

CENTRO MEDICO LIBERTADOR
Paraguay 1350 (1057) CAPITAL FEDERAL

SANAS
Estomba 239-1°piso (8000) BAHIA BLANCA

BRINDAR S.A.
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MEDICENTER
Guemes 40-7°piso-Dto.E (1704) RAMOS MEJIA

MEDINOR
Av.Santa Fe& 2332-2°piso (1123) CAPITAL FEDERAL

P.M.A.
Av.Corrientes 327-6°piso (1043) CAPITAL FEDERAL

MEDYSAN
Avellaneda y Gorena (4146) CONCEPCION-TUCUMAN

PROMOCION IMA
José& M.Moreno 40-3°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 (1426) CAPITAL FEDERAL

ESTUDIO GENESIS
Alfonsina Storni 780 (2500) CARADA DE GOMEZ~SANTA FE

DEPLRTAMENTC DE ASISTENCIA MEDICA INTEGRAL
Anchorena 1858-1°piso (1425) CAPITAL FEDERAL

PANAMERICAN ASSIS CARD ARGENTINA
Alsina 1214-1°piso (1088) CAPITAL FEDERAL

PRESERFAR S.A.
Vuelta de Obligado 1808-2°pisv (1428) CAPITAL FEDERAL

APRES
Andrea Baranda 134 (1878) QUILMES

I.M.5.I.
2ivadavia 239-1°piso (1642) SAN ISIDRO (11) .



SERVICIO MEDICO ASISTENCIAL PROMOTORAS
Av.Santa F& 951-6°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°piso (1642) SAN ISIDRO

SANTA CLARA S.A.

La Tablada 117

PREME

(5000) CORDOBA

Bolivar 55 (5000) CORDOBA

OBICE S5.A.

Av.Callao 1014~-8°piso (1023) CAPITAL FEDERAL

PLAN CIMA
NACIONES UNIDAS

CIPAC

José Marmol 65

PAMPA (HOSPITAL

109-BO.PARQUE VELEZ SARFIELD (5016) CORDOBA

(1183) CAPITAI FEDERAL

BRITANICO)

Perdriel 36 (1280) CAPITAL FEDERAL

PREMEDIN

Venezuela 1296

AMID S.A.
Maipd 62-4°piso

(1095) CAPITAL FEDERAL

(1084) CAPITAL FEDERAL

(12)



FRE “ED
Cédrdoba 1872 (1120) CAPITAL FEDERAL

CIu RS MEDICS SANTA CRUZ

San Cruz 2483 (1232) CAPITAL FEDERAL

CuAIURACIVI MEDICA DEL SUR

13 ie noviembre 1263 (1130) CAPifAL FEDERAL

D7 3ALL

Sanziago 115 (L0O00) IUCUMA.:

T Lt vempy o Ayeca
RO .'..‘:.D-VI-..-\

santa re 1303 RuSARLY



ANNEX 3 : BRAZILIAN H.M.0. STUDY

1 OCTOBER 1984

HOSPITAL CORPORATION OF AMERICA

W L+

v



H.M. 0. NEME AND CITYES SERVED rtQFSCF ! KEY MANAFERS TYPES OF FLAKS ‘Nq OF EMPLOYEES COﬂﬁ*RCIAL qECfUR'PRUJELTED 187 SE-

===3=r === =z ===s=2= zsz=== ‘QFERy - ¥ =22 sZz=zsoma= lezzzz =z zzz=zs 'COVZRED (FRGﬂ/;ﬂ)' DISTRIQU"IGH ! HMESTER t
TTI0N ! ! ! ! '0P.CONS, 7ADHISS, !
£ AS0AS
-3ARE SERV,ASSIST.NED.ENPRESARIAL S/C.LTDA. 05 BPAULD SRRAENTO SOBR./DIRE-  STANDARD 1 1000 3003  FRIHARY: N.A. 6360 126
FRACA SINIXBU,NR.S1,CENTRO -P&CEID TCR-PRESIDENTE (BIQEUIH.) SECONDARY: N.A.
TELESONS: 223-4017 BARIOSTD DE G,MACEGD /DIRE- TERTIARY: H.A.
MACEID TOR TECKMICO (WEDICD)

$IENILDO DA S.SARMENTO /DI-
TCR FIHANCEIRC (KEDICO)
$ISRAEL V.SAPNENTO /DIRETOR
ROMIKISTRRTIVD (ADM.EKFR.)
$PECRD A.DE GLIVEIRA FILHD
DIRETCR BEDICC (MEDICO)
THARCOS A.DE P.ANTRIN / 50-
CI0 QUOTISTA (NEDICD)
!l/lll/il//l/l////!////l///l//////ll///llI//////lll//////l/i///ill!l//////l/////III/IIIIIIIIIIIIII/IIIIIIIIIIIIIIIIIII/IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII

{3) OKLY QUTFATIENT CARE
CITIES SUBVEYED IN THE STATE: 01

RATES CHARGED IM THE STATE:STAMDARD-FROM:CRS$ 8000
T0:CR$ 10000

*
¥

w\,



EreSF .
'AFERA - ¢ === =zso=g=== §

S.M.0. NAME XD FITIES SEFVED

R

AMIICNAS
-MANAUS MID LTTA.MID.A IND. E COMERCIO
RUA RAJOR BRERIEL, KR,BZZ, CENTRO -MANAUS
TELEFONE: 234-5293
MANALS
-SMG SERVICO DT MERICINA DE GRUPQ LTDA,
FiA TEREZINA, NR. 254, ADRIANDFOLIS -
KaNAUS
TELEFOKE: 274-7001
MANALS
~SANEL SERV.DE ASSIST,NED.HISPITALAR LTDA.
RV.JOREUIN NAEUCQ, NR, 1755, CENTRO- MANAUS
TELEFQNE:232-8483 £ 232-325¢
MANAGS

SERV.¥ED.A IND.E COM.DO AMAIONAS LTDA
NrS CLINICAS E UREENCIAS MECITAS LTDA.
DRG ’EIYF;PA NE. 185, O.FEDRO I-MANAUS

238-1311

H.A.

N.A.

N.A.

' 1

$I5AIAS D35S S.ALE /DIR,PRE-
SIDENTE (MECICQ)

JWILSON DIS S.ALE / DIR.AD-
SINISTRATIVG (MEDICO)

§TARCISIO 2,05 CARVALHOD /
GERENTE ADM.FIN,

EANTONIO C.R.HOTR /DIRETOR
RERICC (NEDICO)

YALBERTO MIRANDA /DIR.ADH.

$HEYDER L.PINAGE /DIRETOR
(MEDICO)

STANDARD
EXECUTIVE

N.A,

N.A.

N.A.

'NR.OF EMPLOYEES

'COVERED (FRON/TO}!

HUY

N.A.

NIA.

N.f.

3000

N.A.

N.A,

H‘Al

DISTRIBYTION

PRIMARY: N.A.
SECONDARY: N.A.
TERTIARY: N.&,

FRIMARY: H.A.
SECONDARY: HM.A.
TERTIARY: N.A.

PRIMARY: N.a,
SECONDARY: H.A.
TERTIARY: N.R.

PRIMARY: N.A.
SECORDARY: M.A.
TERTIARY: N.A,

'CUHHEFCIQL SECTOP'PTHJECIEU 187 °E !

' OMESTER
I,
18344 35
A HA
NA NA,
KA MA

i/!/f///i///////////////i////////////I//I///I/////////II//////////////!///////////////////////////i//////////l////l/////l/////////l/l/l/l///ll///////////

CITIES SURVEYED IN THE STATE: 0!

RATES CHARSED IN THE STATE:STANDARD-FROM:CR$
T0:CR$

11000
16000

EXECUTIVE-FROH:CRS  H.4.
T0:CR$  K.A,

.‘?
LY

LN
LERR)



'NR OF EMPLOYEES

CGHFEPCIAL SECTUR PROJECTED 15T SE-

IITITST= S==z ==z zzszzs s=zos=c= 'UP:RA - ! z=2  zzzs=cex lz=zzs 2= coozms 'COVERED (FROM/TO)! DISTRIRUTION HESTER '
'TION ! ! ! ! 0P, CONS. /ADKISS. !
BAKTA
-CLINICA SANTA CECILIA LTDA, 04 $EVANLRO FERRAZ MELO /DIRE STANDARD 1000 3000  PRIMARY: R.&, 31800 630
AV.SETULI0 YARGAS,NR.&47, CENTRC -FEIRA DE TOR MEDICO (KEDICO) EXECUTIVE SECONDARY: N.A.
SANTANR $HERCULES CUSTODIO BRAGA / TERTIARY: N.A.
TELEFONE: 22{-5020; 221-1290 DIR. FIKANCEIRD (REDICG)
FEIRA DE SANTAMA, SALVADOR
-PREVINA CLIN.DIAG.% MED,PREVENTIVA LTDA. 08 $ECSON DA S.TELES (NEDICO) P.pP.0. 5000 10009  PRINARY: N.A. 12720 252
RUA EARAG DE LCRETO,NR.2), BRACA-SALVADOR $GERALDD DE A.SERRA {MEDI- SECOKDARY: M.A.
TELEFONE: 237-1122;245-6197;235-8243 co? TERTIARY: N.A,
SALVADOR, ALAGOINSAS, CAMACARI, CANDEIAS, CA- YROBERTO DA SILVA VIEIRA(AD
TJ, FEIRA DE SANTANA, ILMEUS, 590 SEBASTIAD HINISTRADOR}
DO PASSE, SIKGES FILKD $JOSE NEVES FILKD (MEDICO)
-PROXEDICA PROT.MERICA A4 EMPRESAS LTDA. 13 YJORGE VALENTE FILHO 7 5U -  STANDARD 25000 K.A.  PRIKARY: H.B, 349800 6930
AV.7 DE SETEMBRO,NR.1539,VITGRIA- SALVADOR FERINTENDENTE (MEDICO) EXECUTIVE SECOMPIST: N.A,
TELEFONE: 247-4611 tGUTLHERME W.S.NARTINS /DI- TERTIARY: N.&.
SALVADOR,CATU, SAD SEBASTIAD DO PASSE, SIMOES RETOR KUSFITALAR (MEDICD)
FILHG, CANDEIAS, CA®ACARI, VITORIA DA CONBUIS tERALDT D.M.COSTA /DIRETOR
TR, CRUZ CAS ALMAS MEDICT (MECICO)
-SRMES SERV.ASSIST.MED.DE SALVADOR LTDA. 17 INATERCIO F.DE 50UZA /DIRE-  STANDARD 5000 10000  PRIHARY: N.A. 45640 924
CENTRD EMPRES. IGUATEMI, II-CJ.101,PITUBA TOR EEDICO (MEDICO) EXECUTIVE SECONDARY: N.A.

SALYVADOR
TELEFONE: 284-5177
SALVADGR, CANACARI

$HIEUEL J.H.LESSA /DIRETOR
RBRINISTRATIVD (MEDICD)

$ROSZRTO DE O.HASCINENTO/DI
RETOR FINAKCEIRD (MEDICO)

TERTIARY: N.A,

/////i//l/II////////!////l///////////////////////////////////////i///////////////////////I//////////////////////////l/////I/////////l/////////I////////I/

CITIES SURVEYED IN THE STATE: 12

RATES CHARGED IN THE STATE:STANDARD-FROM:CRS 17000
TO:CRS 22000
. P.P.O. KA
< EXECUTIVE-FRON:CRS 75000
e XECU 0

T0:CRS

82000

(VIDE SAMESF -EST.PE)


http:SERV.ASSIST.MED.DE
http:LCETO,NR.21

_______ -— - - —_——— e e e e et e e r et el et e v § o A e ———

H.M.0. NAME AND CITIES SERVED IYEARPOF ! KEY RANABERS 'TYPES OF PLANS 'NR.GF EAPLOYEES 'CONMERCIAL SECTOR'PROJECTED 15T SE-!

T==233 ===z ==z ==zzsz s=os=== 'OPEFR - ! ===  ==zz=zzsz lozz=z =z z2zz== 'COVERED {FROY/TO) BISTRIRUTION ! HESTER 4
'TION ! ! ! ! 'Qp, CONS. /ADHISS, !
CEARA
-GANZC-GRUFD DE ASSIST,MED.EMPRES.DO CE.LTDA 07 SRUY LIBORIJ FEITOSA /DIRE-  STANDARD 10000 23000  PRIAARY: -.-  {8) #1103(%) 1198
AV. 13 DE HALO,NR.1Z51,FATINA -FORTALEZA TOR BERAL (KWEDICQ) EXECUTIVE SECONDARY: 53571
TELEFONE: 227-3422 $ALDERIR C.DOS SANTOS /DIRE TERTIARY: 451
FORTALEZA TOR MEDICO (MEDICG)
-SAREG-SERV, DE ASSISTENCIA MEDICA ESPECIAL 10 VILAILSON S,DE ARAUJO (TEC.  STANDARD 10000 25000  PRIMARY: K.A.
DE BRUPD LTDA. ACHMINISTRACAD} SECORGARY: H.A.
AV.SOREAND ALRUQUERGUE, MR. 894, ALDEOTA - $JOSE EDUARDD DE C,GONCAL- TERTIARY: N.A.
FORTALEZA VES {(MEDICD)
TELEFQONE: 227-9311 IREGINALDD N.HMARBUES (TEC. }
FORTALEZA DE CONTABILIDADE) !

ll/////////////////////I////////////////////////l////l///////////////////lll/lll//l/l/lll/l/lllllllll/llllllIlllll//Ill//Il/ll/l/ll///l/llllll/llllll/lll
(2) ACTUAL DATA SUBMITTED EY H.H.O.
CITIES SURVEYED IN THE STATE: ¢1

RATES CHAREED IN THE STATE-STANDARD-FROM:CR$ 17000
10:CR$ 22000

EXECUTIVE-FROM:CRS 75000
T0:CR$  B2000



H.H.D., NAME AND CITIES SERVED IYEARPQF FEY MANAGERS ‘TYPES OF FLANS 'NR.OF ENPIQYZES 'CORMMCRCIAL SECTOR'PROJECTED {ST SE-!
$33=2= =zIT === ====zz szzass {0PERA - === =zzzzzzz !===zzz =z zszzzz 'COVERED (FROM/TO)'  DISTRIRUTION ! RESTER !
'TION ! ! ! ! '0F.CONS. /ADKISS. !
DISTRITD FEDERAL
-PRO-SAUDE SERY.MED-HOSP. DE BRASILIA S/A. 02  HALBROM STECKELOZRS / SU - STAMDARD 10000 25000 PRIMARY: N.A. 40280 798
SCRS J13-BL.A-LOJAS 5 & &,PL.PILOTO- D.F, PERINTENDENTE (MEDICOD) EXECUTIVE SECONDARY: K.A.
TELEFCNE: 243-8787 INERT J.BOTTI/DIRETOR ADMI- TERTIARY: N.A,
BRASILIA, AMAPOLIS (B0) NISTRATIVO (KEDICY)
RELITON G. VAL /DIRSTOR FI-
NANCEIRD (ADYOGADO)
tHARCELD R.DE LUCENA /DIRE-
TOR DE HMARKETING (FUBLICI-
TARIO)
-CONEFA S/A. SERVICOS HEDICOS 02  IFLAVIO CAUTELLA /DIRETOR STANDARD H.A. H.A.  PRIMARY: H.A. N.A. K.A,
§.R.7.5.8. 08 MR, 50 - BLOCO "B* 102/132 - FRESIDENTE (KEDICD) EXECUTIVE SECONDARY: H.A.
PLAND PILOTO - DISTRITO FEDERAL IFRARCISCO DE P.CLEFFI /DI- TERTIARY: N.A.
TELEFONE: 223-5025 RETOR SUPERINT. (REDICD)
RRASTLIA, SOBRADINHO INELSON V. DE PRULA / DIRE-
TOR CLIMICD (wEDICO)
§ANTGNIC 3, VOLPI /DIRETER
FINANCEIRD (ECONOKISTA)
-AKH ASSISTENCIA HEDICO-HOSPITALAR LTDA. 06  VIETE DE FREITAS /DIRETOR  STANDARD 1600 3000  PRIMARY: N.A. N.A, N.A.
SEP/SUL BUADRA 7167910 -LOTE "B*- DISTRITO GERAL (KEDICO) EXECUTIVE SECCRDARY: H.A.
FEDERAL TERTIARY: K.A.
TELEFONE: 244-2546 £ 244-8B34
BRASILTA

//l//l/////////////////////////l////////////l///llll/ll////////////////////l///l///l/////////////ll////ll//l////////l/l////ll/l/l///l/lll///////////////l

CITIES SURVEYED IN THE FEDERAL DISTRICT: 02

RATES CHARGED IN THE FEDERAL DESTRICT - STANDARD : FRON - CRS 10000
10 - CR¢ 24000

EXECUTIVE: FROM - CRS fl.A.
10 - CR¢ N.A,



H.M.0. NAME AND CITIES SERVED ‘YEAR®OF YEY KANAGERS 'TYPES OF PLANS 'MR.OF ENPLOVEES 'COREERCIAL SECTOR!PROJECTED 15T SE-!

ITION v

-GRUKED - GRUPD AEDICO LTDA,
A¥. DES.SANTDS NEVES, WR 837, P.DO CANTD -
YITGRIA
TELEFONE: 227-2908; 227-2084; 227-2684
VITGRIA, COLATINA,LINHARES, CACHOEIRD DJ ITA-
PEXIRIH

-SAHES SOC.ASSIST.HED.DC ESP.SANTD
AY.LEITAQ DA SILVA, NR.181-PRAIA GO SUA
VITORIA
TELEFGHE: Z27-1659

VITORIA, COLATINA, CACHOEIRD D0 ITAPEHIRIH,

LINHARES

-SEMIC-ES SERV.MEL.A IND.E COW. DO E.S.LTDA.
R.CARLOS HOREIRA LIMA,NR 275,FERREIRR - VI-
TORIA
TELEFONE: 227-7599; 227-0202

VITORIA, CCLATINA, LINNARES, CACHOEIRD DO ITA

FERIRIY

03 PCELSD ANTONIO /SUPERINTEN-
DENTE (HEDICD)
$LUIZ £.B.4UNES /DIRETOR FI
NANCEIRO (MEDICO)
ETHAURAR H.8.ANTONIO /DIRE-
TCRA PRESIDENTE ¢MEDICA)

K., RHAYLSON L.JUNSER/DIRZTOR
FRESIDENTE (KEDICO)
$TARCISIO J.LAHUD /LIRETOR
TECKICD (NEDICO)
$CLEIDE M.RILLD /DIRETORA
ADMIN, (RDH, HOSPITALAR)

06  $5YLVIO R.DE F.COSTA /DIRE-
TOR PRESIDEHTE (KEDICO)
¥ROAUALDD GIANORDOLI /SUPER
INTERDERTE (DEWTISTA)

STANDARD

STANBARD
EXECUTIVE

STANDARD
FREE CHOICE

'COVERED (FRONM/TO)'  DISTRIBUTION RESTER !
! !0, CONS. /ADMISS, !
3000 10000 PRIHARY: N.A. R.A. B.A.
SECONDARY: N.4,
TERTIARY: N.A,
1000 3000  PRIMARY: 5.2% (814020 (1) 249
SECONDARY: 42,21
TERTIRRY: 52,6%
3000 10000  PRINARID: H.A. 45090 873

SECUXDARIO: H.A,
TERCIARID: K.A.

/f/!////////1///////////////////////////////////////////////////////////////////////////////////////l///////////l//////l//////////////l//////////////////

{x] ACTUAL DATA SUEXITTED BY H.M.OD.
CITIES SURVEYEL IN THE STATE: 04

RATES CHARGED IN THE STATE-STANDARD:FROM: CR$
T0: CR$

EXECUTIVE:FROM:CRS
T0:CR$

11000
15000

K.A.
NlAl

FPEE CHOICE:FROM: CRS H.A.
T0: CRS M.A.



H.K.0, NAHE AND CITIES SERVED fYERHﬁﬂF ! KEY MANABERS 'TYPES OF PLANS 'NR.OF ERPLOYEES 'COMMERCIAL SECTOR!'PROJECTED 157 SE-!
SZITTT II=T === o=x=== =sz==== NPERA - ! === z=zzz=zz Vzzz2o == =ssooc YCO''ERED {FROH/TO)! DISTRIRUTION ! MESTER !
‘TION ! ! ! ! '8P, CONS. /ADAISS, !
6018S
-BOIASCLINICAS EMPREEND.SOCIATS S/C.LTDA. il SELIANA S.FROTA /DIRETORIA STANDARD 3000 {0000  PRINARY: N.A. J(8eo &30
RUA 9-A, NR 80, AEROPORTO -BOIANIA FRESIDENTE (MEDICA) EXECUTIVE SECONDARY: N.A.
TELEFONE: 223-3573 tVALERIA FRATA /DIRETOAA SU TERTIARY: H.A.
GOIANIA, ANAPDLIS FERINTENDENTE (KEDICA)
~NATERNIDAZE E HOSPITAL S.JUDAS TADEU LTDA. 02 $TEREZINHA DE J.A.ABREU/DIR  STANDARD 1000 3700 PRIMARY: M.&, 16540 336
AV.HOKESTIND EUINARAES, NR. BIO -CAMPINAS PRESIDENTE (MEDICA) EXECUTIVE SECOMDARY: N.4.
GOIANIA SPAULD 5.V.M.BRITO /DIRETOR TERTIARY: K.A.
TELEFONE: 223-7875 HARXETING (HEDICG)
GOIANIA
~SANED ASSIST.MEC{CO HOSPITALAR LTDA. 1 $FILENON DE CASTRO /DIRETOR  STANGARD 5000 100G0  PRIHARY: N.A. 42800 840
RUA 23-4,NR 336, AEROPIRTO -GOIANIA FINANCEIRD (HMEDICO) SECGRDARY: N.A.
TELEFLNE: 224-0522 $LUZZ 8,90 E£.SANTO /DIRETOR TERTIARY: M.A.

BGI7'[A, ANAPOLIS,

ADNINISTRATIVO (KEDIND)
§DONINGODS B.CORDEIRG FILHD
DIRETOR TECNICO (KEDICO)
S$GETULIO0 P.DE ARALIG /DIRE-

TOR (HEDICO)

////////////////l/il/!/////////////////////////////////////////////////////////////////////////////////l//////////////li/i///////////////////////////////

CITIES SURVEYED IN THE STATE: 02

RATES CHARGED IN THE STATE-STANDARD: FROM:CR$ 12000
T0:CR$ 16000

EXECUTIVE:FRON:CRs 24000

70:CR¢ 30000



H.H.0. NRHE AND CITIES SERVED !YtARﬁﬂF
SS=T=2 TSI 2=z sss=s=z —eamsnes "OPERA - 1
‘TION
NARANHAG
-ATERDINENTO MEGICD DE EMPRESAS LTDA, 04
AV, HAGALHAES OF ALHEIDA, MR.195,CENTRO-
SAO LUTZ
TELEFONE: 222-5470, 222-4653
SAO LUIZ,

MNAGERS  ITYPES OF PLANS 'WR.OF EMPLOVEES 'COMMERCIAL SECTOR PROJECTED 15T SE-
sessssas lzzzzs ss smeses 'COVERED {(FROM/TO)!  DISTRIBUTION ' RESTER

! ! ! ! "Gr CORS, /ADRISS, !

f YEY

$ANTONIC A.CASANOVAS /DIRE-
TOR FINANCEIRD (NEDICG)

$CARLOS AMEIRELES /DIRETOR
CLINICO (HEDICD)

STANDARD 1600 3070 FRIMARY: H.A.

SECONDARY: N.A,
TERTIARY: K, A,

10600 210

/////i//////////////////////i///////////////////////////////////////////if!////////////////////////////////i//////////////////////i//////////////////////

CITIES SURVEYED IN THE STATE: 01

RATES CHARGED T THE STATE-STARDARD :FRON:CRS
T0:CRs

11000
16000



H.N.D. NAME AND CITIES SERVED ’YEARsﬂF ! YEY HAMAEERS

‘T\FES OF PLAKS 'HR OF EHFLOYEES 'COHHERCIHL QECTJR PROJECTED ST SE-'

T — 'OPERA - ! s== zzazzzz= lszzzs == ===ze=  ICOVERED (FROM/TO)'  DISTRIBUTION ° MESTER !
TN ' : ! '0P, CONS. /ADNISS. !

T0 6ROSSO .

SAMI SERV,ASSIST,MED. INTEGRADO S/T LTDA. 1/2 305 A.NUNES /DIRETOR PRE-  STANDARD 1000 5000 PRIMARY: H.A. 7910 157

AV.GETULIO VARGAS, NR, (346,CENTRO-CUIARA SIGENTE (KEDICO) EXECUTIVE

SECONBARY: M.A.
TERTIARY: N.A.

TELEFONE:322-8547

TANR M.MARTING /DIRETOR4
ITABA

ACN. FINANCEIRA (ECOHCHISTA)
¥THOGD P.DA SILVA /DIR.VICE
FRESIDENTE (MEDICO)
#10VALDO N.PEREIRA /DIRETOR
CLINICD (HEDICOD)

/I’/////////’/////////////////’////////////l//////////’////////////’/’// ////////’/////’l///I//////l///lll///l//l/ll///ll/l///l/!//f/////l///l//l////l/
TIEL SURVEYED IN THE STAYS :

TES CHARGED IN THE STATE-STANDARD :FROM:CR$ 12000
T0:CR$ 17000

EXECUTIVE:FRO#:CRS 24000
TO:CR 30000



)it

.......................................................................................

H.M.0. NAKE AND CITIES SERVED 'YEARQF ! KEY KANAGERS "TYPES OF FLANS 'NR.OF EHPLOYEES 'CORNERCIAL SECTOR'PROJECTED 1ST 5E-!

RITIII ZIT2 3= zzssssz osmmoos 0PERA - ' === =o=zo=o= Vozoes 22 zomeoo ’CU'}ERED (FRGH/’;D}‘ DISTRIBUT{UH i HESTER '
'TION ! ! ! ! ‘0P, LGNS, /RDNISS, !
BATO GROSSO DG SuL '
-CENTRO MEDICG LTDA. 06 $LUDE 5.CACAD /GIRETOR CLf- STANDRRD 1000 3000 PRINARY: N.A. 21200 420
RUA 1S DE ROVEMBRO, NR. 945 -CANPQ ERANDE NICD {MEDICD) SECONDARY: N.A.
TELEFONE: 423-7254 1OARD A.A.E SILVA /DIRETOR TERTIARY: K.A.
CANPD GRANDE ADRINISTRATIVO (MEDICO)

$FERNANDD J.FERREIRA /DIRE-
TOR FINAHCEIRD (KEDICD)

/////////////////////////////////////////////!//////////////I///////i/////////////////Il/l/////////ll//llll/l///lllIl///Ill/l/lllll/l/l/ll//l///IIll////l

CITIES SURVEYED IN THE STATE: ot

RATES CHARGED IN THE STATE-STANDARD :FROM:CRS 12000
TO:CR¢ 17000



1.

U

-CLINITE SRZ JUDAS TADEL ASSIST, EDI_A HOS-
PITRLAR S/C. LIDA,
RUR MRL. FLORIAMD, ¥, 133-a, FORID ROVD

& HOSPIT

JiTA A INDUSTRIS £ COMER

TIURINYT, NR,503, SAVASSI - SELS

) EEO
(¢ weRlIoNTE £, crur:san SANTA LUZIA, VESPA-
SIAND, ITRBIRITS, KOVA LINe

-:--'y;: 1134, PRONTQ SCCOREG
. D.FECFD I, NF £45- FAMPULHA
nE: 401-5709

-KCZPITAL BELD HORIICNTE
=¥, ~KTCNIG CARL s,
TELEFOMI: &44-1348

BELS KORIIONTE

¥R, 1£94 -BELO HORIIONTE

SAVESSI-KELD HORI-

A=l v & NEDICA INTE-
FUA DUFITIZS, NSU104L, LOUSEES - BLHORIZONTE
TELEFORE: 277-0°8

BELT FOS120WTE, [ONTAZEY

£ COMER-

o4

02

NA.

SFERNIND .04 ROCHS FiLHD
JEIR.EERENTE (MEDICO

$HNERD ), POVILERI /DIF.
TECKIET (MEDICE)

$RILTON 5471 / DIRZTOR
COAERCIAL (REDICO)

FAANINDT MUSAAX /DIRETOR
CLINICD (MELiCO!

$JOSE £.CLALMEIOA /DIRETUR
FFESIDEN E (MERILO;

SLIMIRID DE A, MEL0 /DIRETOR
CLINICC (eEDICO)

BEWALDG C.6.DA SILVA /DIR,
FONINISTRATIVD (MEDICO)

SFERDINANDD A.C.R2CHA /DIR.
FEGICO KEGIONAL (MEDICD)
SEULER C,CHAVES /DIR,ATM,RE

EICNAL {ADM.EXFRESAS)

SCELESTIND MARRA /DIRETOR
CLINICO DICD)

$TACITO B.MASRA /ADNINISTRA
DOR (EXECUTIVD)

2CA3SI0 TE W.MARRA /DIRETOR
CLIKICO (MeDICE)

N.A,

$LUCILID B.0.VIEIRA /DIRE -
TCR FRESICENTE (KEDICD)

TLEVLA M.VIEIRA /7a0MINISTRA
CCORA

1135E R, CASTILWO /DIR,TEC,
(PELICD)

SNTYDA M,C.CA3TIL4] /1R.4D
FINIETRRY, (ALK, EMFRECAS)

BI0SE A,B.CANAAN /DIR, A1~
KISTRETIVD (PEDICO)

3352 £,23350 ‘JIRETR ]
(0 erieg

STANDARD
EXECUTIVE

STANDASD

STANDARD
EXECUTIVE
P.P.0.

FREE CHOICE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
F.F.0.
FREC CHOICE

STAXDARD
EXECUTIVE

"Y==S 0 PLANS

Nﬁ JF ENPLOYEES 'EUH ERZIAL SECTUR‘FRUJEEIED 157 3¢-

'COVERED 1FROM/ YD) CISTRIBUTION

itao 3036 PRIEARY: N.A,
SECONCARY: N.&,

TESTIARY: N.A.

r.A, N.A. PRIMAMY: 1,51
SECONDARY: 41.51
TERTIARY. 45,02
25000 57000 PRIMARY: 2,71

SECONDARY: 49.81
TERTIARY; 27.51

N.A. N.

b g

. PRINARY: 2.0
SECONDARY: 42.51
TERTIARY: 55.51

5000 §0000  PRINARY: 3,01
SECGNCARY: 17.01

TERTIARY: 80,01

5000 10000 PRIMARY: 2,71
SECONDARY: 5.8

TERTIARY: 27.51

N.A. K.A.  PRIMARY: -1.81
SECONDARY: 40,51

TERTIARY: 57,42

N.A, N.A. PRIMARY: 2,71
SECONDARY: 49.81
TERTEARY: 27,57

! MESTER

'CP.CORS, /ADNISS,

11728

FAS

R.P.

SEE ANICO DATA

16950

N.A,

LR

nA,

NA,

I3

N2,

N.A,


http:tOIR.Al!.RE
http:CCrT1.Eq

R

'YEAPS i
‘CPERA - ¢

RLITAZA tTpa,

-59 CLINICAS ASST
o CENTROD -BZVERNQ

RUA TEDFIL ﬂ

PSR VALADARES

TELEFCNEI33-0427; 26-5448
BOVERNADOR varal

A & EXPRECAS (T0A,
'. *5 CENTRY - U1 BE

. 212-5118 £ 212-3521

CDCHTSL. BENFICY
.80, EERFICA -JUIZ DE

0% VBLADARES

-SAREC LTDA, SERY. DE ASSIST.MZL. & EWFRESAS
FUA CEL. [CMICIAND, R. 111 - CENTRQ
m;v:E
TELEFONE: J21-257¢

EURIAL

-CILITLINGTA URZRLANDIA LTDA.
av '”'AJ FINSEIRC, NR.76C, CEATRC -UFSRLAX-
0Ia

TELEFONE 735 -8455

uar?‘tk-'\

-PRG-SAUDE PRES!LSE
AV.JOAD FINKEIRD, K
d14
TELEFDXE: 235-4725

UBERLANDIA, UEERADA

V.NED. L3, LTIA,
R. 1008, CENTRO-UBERLAM-

07

NA,

b1

1]

09

a7

IRICARDY R.R.PERSIRA /DIPE-
TCR PEDICO (MEDICT)
$NARCID J.R.PEREIRA /DIRE-
TCR ADMINISIFATIVO (ENGE -
NHEIRO)

SALOISIO FELLET /DIRETOR
FRESIDENTE ¢picD)

BLUIT F.PEDINA /DIRETOR PRE
SITEXTE eeDICO)

SRISIRIT X £.21eENTEL /D)
TOR CLINICO 'MEDICOY
EBASTIMY AVELAR /DIRETOR
ESCUREIRD 0 DICO)

OS2 §.PEREIRA /DIRETOR
FRESIDENTE (FEBICO)

JRLIEDY A,53ACIA /SECIETA-
RIB (MEDILD

3I0SE A, GORES /TESRWEIRD
oLy

BCELSD F.FEGRCSA /0IPETR
PRESICFNTE fPEDICO!
$FALYS R.34LWAZ ! DIRETIR
FIAANCEIRD (MEDICD)

3JISE M.OC C.SAXTGS /GIRE-
0 x3ICCH

STANDAZD (61

STANDARD

EXECUTIVE

STANDARD

STANDSRD (1)

STANDARD (1)

STADARD

1000

25300

3600

1000

1090

1000

DISTRIBYTIIN

5000 PRIMARY: 10,01 (t3}
SECONDARY: 12.01
TERTIARY: 78,01

R.A, PRIMARY: 2,71
SECONDRRY: 69.81
TERTIARY: 27,51

10007 PRIMARY: X.A.
SECOMARY: M.A.
TERTIARY: M.A,

3063 PRIMARY: X,A,
SECONDARY: N, 8,
TERTIARY: X.A.

3000 PRIMARY: K.&,
SELCHDARY: M.A,
TERTIARY: X.AR.

S0 PRIBARY: H.A,
SECORDARY: .8,
TERTIARY: X.&.

KESTER
‘0P, CINS. /ADAISS,

153

372400

14880

10600

18950

18360

'TYP": 0F  PLANS 'PR OF EXFLOYEES 'CUMERCNL SEETGR'PRDJECTED 157 5"
'COVERED (FROM/T03!
' )

13

hal}

uo



H.H.0. HAME AND CITIES SERYED 'Y:AQJ ﬂF' KEY KANAEERS ‘TYP'S OF PLANS 'hR OF EMPLDVESS ‘CUHutR"IR; SEETQ?'DRD7::T*D 157 5"i
S==zz= =rzs oz ==z=zsz:z s=szzzc 'OFERA - ¢ ==z =soo=zo=o Y2=zzz ==z zzz===  ICOVERED (FROM/ 10! DISTRIRUTION ¢ KESTER '
TI0N ! ! ! ! '0P.CONS, /ADMISS, !

-SERXED SERV,KED.UBERLANDIA 5/C. LYDA. 04 10EC12 C.5ANTIS /DIRSTOR AD  STANDARD (1) 3920 16000 PRINARY: M.A, 16950 -
RY, LESERIG ALYIN, NR,Z6%, CENTRD-UBERLAN- RINISTRATIVD (MELICD) . SECONDARY: N.A.
DA $DIVANGR £.BSRZELOS /DIRE- TERTIARY: N.A.,
TELEFINE: Z13-4Cc0 TCR CLINICO (REDICO)

UBERLANDIA YIVDNE P.R.3ANTOS /DIRETORA

f//!!v///////;////////i!////////l//////////////////////////////i//////i//////////////////////////////////////////////////////////////////////////////////
(31 CNLY DUTFATIENT CARE

(48] ARCTLAL BRTA SUBRITTELD BY H.K.O.

CITIES SURVEYED IN THE STATE; {3

RATES CHARBED IN THE STATE-  STAMDARD (8) - FROM :CR$ N.A.
TC :CRs N.A.

STANDARD - FROM :CRs 7000
70 :CR$ 20000

EXECUTIVE -  FROM :IR$ 14000
TC :CR$ 45000

P.P.O. - FRON :CR$ 25000
70 :LR% 50000

FREE CHOICE - FROK :CR3  4000(
70 :CR$ 50000



Py

____________________

3 s£= m===32z22 lz==szoorozoosas ok ER:J ‘rnUﬂ’TO,' DIS?Ri?UTZGN ! MESTER !
'TION ! ! ! ! 'GP, CONS. 7ADR]SS, ¢
4R4
~CLINISE CLIN,RAT,INF ‘”TI' °~14’§H~ LTDA, 25 1ESNIST D33 5.CA3DIST /DI~ STANDARD 1200 5000 PRIMARY: N.A, 12199 242
2V.ALCINGD CATELA, AR, JURARISEL -BELEN TOR CLINICG (HEDICD) SECONGARY: N.A.
TELEFORE: 223-0004 IRA1A R,OZ 4,0472933 fDIRS TERTIARY: N.A,
BELEM TCRE BEFAL (MELICA)

§J052 V,B.P5321RA /DIRETIR
FINRRCEIRD (£DMIKISTRAUOR)

-PROTECAT £ ASSIST,MELICA A SAURE LTD4, 04 BCEDRGES [54AK /DIRETOR AGN  STANDARD 1000 5600  PRIMARY: N.A, 31800 630
Y. ECVERNADOR JOSE EALCHER, NR.1999, NALA- CCMERCIAL (MEDICO) SECNNDARY: R.A.
RE -PILEM INZMZR FRAIYA FILHD /DIRE- TERTIARY: K.A,
TELEFONS: Z78-3287; 224-1872 TCR CLINICO (MEDICO)
BELEM $ARMINDD 1.P.DIaS /DIRETOR
FINENCEIRD (REDICD)
-SAMZE-SERV.DT ASSIST.MEDICA EM BERAL i1 $LANJULPHD MATTOS /DIR.ADM.  STANDARD 1000 5000  PRINARY: N.A, 25001 495
AV.EENERALISSI®D DECDORO, NR.SII, UMARIZAL {RDR.ERFRESAS) SECONDARY: N.4.
BELEM SLEONI 7.0z KATTIS /DIR.GE- TERTIARY: H.A,
TELEFONS: 222-1148 E 222--4492 AAL {FIDIE“)
BELEM PLANDOALDD F.DS MATTOS /DIR

FINANC. lHEDLCD)
ILANDRI F. DE HATTOS /DIR.
TECNICE (MEDICOQ
ILAERCID F.DE NATTGS /DIR,
P.SGC, (MEDICO)
/!/////////////////////!///////////////////i!///////I///f///////////////!////////////l//////l//////l///////l///l//////////ll///ll////////l/////////l/ll/!

CITIES SURVEYED IN THE STATE: 6

RATES CHAREED IN THE STATE-STANDARD :FRON:CRS 13000
TO:CR& 20000



Vv

‘nrrs OF FLANS 'NR 07 EFFLOYEES 'can(.srmL SELY.CR FROSECTED ST SE-!
'sz22z =z zrzsss 'ctr/ RED (FROM/TDY'  DISTRIRUTION ¢ RESTER '
! : ‘G7 . CONS. /RDNISS, *

-HOSPITAL CLINON LTRA, (HGSF.STA.MONICA N.A. BITIDRD TRIBEATD STANDARD 0 1000 PRIMARY: 801 (6] 4830 (8} 778
RUA CSCRID RIBAS BE PAL’LP, NR. 79G,CENTRD §JRIR C.IRIBLAATO EXECUTIVE SECONDARY: 201

APLCRRANS TERTIARY: 201
TELEFONE: 22-2322

APUCARAKA

DAUYILTIACORR 42 SDR.LUDOVICO RYDYSIER /BIRE  STANDARD 0 1000 PRIMARY: H.A. 7532 151
[ RIC ERANCO, NB.AZ -14 ANDAR TOR (MEDICOY SECOKDARY: M.A.

11 -CENTRY -CURITIRA TERTIARY: N.A.

+ 274-3454

CIRITIES
—mmnmnr -s ICA CLIMIHAUER LT0A. S/C. 15 $JOSE C.MURICY /DIRETOR PRE  STANDAAD 10000 25000 PRIMARY: 30.91Z ($)75130 (2) 357
EV.EATEL, RR. 1102, BATEL -CLRITIEA SIDENTE (MEDICO EXECUTIVE SECONDARY: 29,691
TELEFONE: 22:~:ooa 204305 5,04 V, *ERCER /DIR, TERTIARY: 39,401

CURITIEA, S&0 JOSE DOS PIKHAIS CLINICO fREDICO)

IOELSON 2.SAMSONINSKI /DIR
CIRLREICO (RED;CD!
HARSEN £,0ASTS /DIR.ONON-
TCLOGIA (GEKTISTA)

-PRIANA CLINICAS LTDA. 13 WALFRIDD W.LEAL /DIRETOR  STANDARD 10000 25060 PRIMARY: N.A. NA O MA.

av,7 DE SETEMERQ,NR. 52937, ASUA VERDE SIFERINVEMCINIE (MEDICO)  EXECUTIVE SECORDARY: N.4.
[uRyTIRe SHANILTON C.LEAL JR. /DIRE- TERTIARY: M.A.
TELEFTNE: T0R FIKEKCEIRD (ADN.EMPR.)

CHRITISA, 520 JOSE BOS PINWALS 1ANTONID DA SILVA /5ERENTE

EERAL (MATZNATICO)

-UKICLINICAT A3SIST,XED, HOSPITALAR LTDA, 10 SIGNACID HIRATA /OIR.ADK.  N.A. 1000 5000 PRIMARY: K.A. KA NA.
R.IR.DPRLDS [E CARVALKD, N9.828, CENTRO FINENCELRD (RDN.ENPRESAS) SECCKCARY: K.A.

TURITIZA INELST RARCELIND /DIRETOR TEXTIARY: N.A,
TELEFONS: 224-2326 CLINICE (hEDICO

CURITIER, LONIRING, RERINSA
-CLI®3S CLINICAS S/Z.LTDA. 03 2JISE HADDAD /OIRETOR {MEDI  STAMDARD 1000 5000 PRIFARY: K., 7804 155
33 NSO ALVES PARTINS, NR. 3252, CENTRO o EXECUTIVE STCONDARY: H.A.

RIS $J0SE ROBERTO HaFT3 /DIRE TERTIARY: M.A.
TELEFONE: 74-5532 vur CLINICD (KESICO)

NARINGR, CASTAVEL, ARUCARANA

S e R R R T L T

(33aCTLAL [ATA SUEMITIED BY H.M.O.
CITIES SUSVEYED Ik THE STATE: C

FATES CHRRGED [N THE STATE-STRNDARD :FRON:CRS 15009
T0:CRs 19090

EXECUTIVECFRON:CRS 52000
T0:CR8 42090



::'ST MEL. 0O S.FRAACISCO o
. 02, CENTRY

-CLIN.MED.E CIRL3E.20 NORDESTE LTDA.- CLINR 19
AV.OLIVEIRS LIk, MR. 1029-A, B0A VISTA -RE
CIFE
TELEFONS: 272-8145; 222-4414

RECIFE, GLINDA, FAULISTA, CARO

-CLINIZA SARTA KELEMA LTPA. 19
fUA D0 PAISSANDU, KR, 104, BOA VISTA -
RECIFE
TELEFCRE: 231-2181
RECIFE, CA3Q, PALLISTA

-SEMEFE SERV.NED.DT PERNAXBUCO LTDA. 17
FLA BCKCALVES MAIA, NR. §5, BDA VISTA
RECIFE
TELEFONE: 231-6227
RECIFE, OLIXDA, CABO, PALLISTA

A5 R.233 Sa8TJ5 /DIAE-
OFFESIDENTE (MEDICODY

BALTAMIR L. T. DE MZi3 /DIRE
TCE EBICD)

BELIDPOLIS D.C.T.AEL Y /D1-
FETCRA (PEDICA)

EIARTA [.DE MAONTENESRD /
PIFETCRA (REL.PUELICAS!
BLEIZ LLX.P.PINTD /DIRETRR
XEDiCh)

SMARITRID T AL QUINTAS /D]
RETCT FINANTEIRE (MEDICO:
$THECPAZID A.DZ AIEVZD] /D%
RETCR SUFERINTENDENTE (KE-

b}
$ELIZSR M. OE LIXA /DIRETER
TECKICG oeEDTem

INNUEL S.F.VIEIR& /DIRETOR
FEESILENTE (MEDICODY
SANTONID FLVIZIA /DIR.ADM,
FIKANTEIRD (&DVORALD)
IFF‘NC!SCU £.FLVIEISA /DIRE
OR ASSISTEKTE (%£DICD)
IJOSE E.F.VISIRA /DIRETOR
ADJUNTD ¢RERICULTCR)
$39R1A D4 6. TRINDADS /DIRE-
TORR DE EYPRKSAT (COEERC.)

IMIISES E.LGPES /DIRETOR .
FRESITENTE (¥E1CD)
BAMAURY 5,SANTEAST /DIRZTOR
ROMIKISTRATIVE (REDICO
IRSIMNGT FLEURTADD /DIR,TE
SCUREIRY (MELICO)
IFERN&D0 T.COSTA /DIRETAR
E7RETARIO (MEDICO!

STANDARD (18)

STANDARD
EXECUTIVE

5TANDARD
EXECUTIVE

STAMDARD
EXECUTIVE

STANDARD

HR OF £RPLOVEES 'CGH' RCIAL SE[TUF FFOJECTED 15T SE-*
'COVERZD (FROM/TO)'  BISTRIBJTION ¢ MESTER !

5000

10900

25000

25060

! 'F.CONS, /ADNISS, ¥

PRIMARY: W.A, LR NA,
SECCNDRRY: k.4,
TEATIARY: N.A.

10000 PRIMARY: N.A. 54272 1073
SECONDARY: N.F,
TERTIARY: N.A,

23060 PRIMARY: 1781 148400 940
SECOKDARY: 43,752
TERTIARY: 54, 462

N.A. PRIMARY: 0.081 (81132293 (8} 3142
SECOXDARY: 75,51
TERTIARY: 28,51

N.A. PRIMARY: M., 179352 1553
SECOKDARY: W.A,
TERTIARY: N.A.


http:SERV.FE.DE
http:TERTIARY:54.46
http:CIR'00.03
http:D.C.T.nE

H.H.0. NAME AND CITES SERVED YEQ?‘U
STIITT === zxz zzzoss =z=zooa 'QPEFA - !
'TION !
PERNAMBUCE
-SERV.DE ASSIST.KMEDICA EMPRESARIAL L7DA, 17
EQEE
PRACA DA BANDEIRA, NR,747114, MADALENA -
REEIFE
TELEFCNE: 228-2300
RECIFE

§J35%
/DIR.
DU?I
FRD

‘Tf”FS OF PLANS

'KR.OF

ENPLOYESS 'FUFHEQCIQi SECT”R' ROJECTED 15T Sg-~!

------------- 'COVEREZ (FROM/TO}®  DRISTRIBUTION ! FESTER !
! ! ! f0P. CONS. /ADNICS,
F.0Q KASCIMENTO FILED  STANOARD 25000 H.A,  PRINARY: N.A. 101760 2016
TECKICO (MEDICD) EXECUTIVE SECONDARY: N.A.
S N.M.TAVARES /DIR.ADN TERTIARY: N.A.
FESSORAI

////!///!///////ff/////////l//!////l/////////////////////!///l////////l//////////////////////////////////////////////////l///////////////////////////l//l

{$33CNLY GQUTPATIENT CARE
{$)ACTUAL DATA SUEMITIEDR DV H.K.O.

CITIES SUSVEYED IN THE STATE: 04

RATES CHARGEL IN THE STATE-{2)STANDARD: FRON:CR$ N.A.
T0:ER$ N.A.

STANDARD :FRON:CR$ 11000
T0:CRs$ 16000
EXECUTIVE: FRON:CR® K.A.
TO:CR$ N.A.



\\J\/l’

40,0, KA TYEARS OF! KEY MA%Aa5Z33 'T{“" 7 PLANS 'NR. ERCIAL S:IT7R’°?JJ:“T=J {ST Se-¢
IITTIT IZzz =3z sooss= sozoes 'CFEFR - ¢ =3 =sszsars tzzzzr o2 =resaa Co EFE[‘ fROM "0 CISTRIpLTION ¢ FESTER 1
TIN ! ! ! '0P, CONS. 7204155, ¢
ENCIA MEGITA ENFRESARIAL LTDA, 063 FREMTON PONINTES /DIRSTAR STANDA3D 59M 10330 PRIMARY: 2,57 12720 252
+ NR. I12,CERTRO -NDVA I5LACU FOEINISTRETIVG (PEDICDY EYECUTIVE SECONDARY: 40,41
$0ALANDD 2ATTARI FILHD /91- TERTIARY: 37,01
RETOR FECICC (MELICO)
-AW‘LG A3SISTEMCIA KEDICA A INDUSTRIA E CO- 15 $STONZY GIAMARUSTIZ DIRETOR  STANDARD 25000 50900 PRIMARY: 2.1 SEE ANICO DATA
MEACID LTDa, ADX.REGIONAL (CCKTEDORI EYECUTIVE SECONDARY: 40,41
A" RID BRANCJ, KA. A5/11ANDAR ,CENTRT - RIS SHILTON 5.P05°N2ZR /DIRETOR FREZ CHOICE TERTIARY: 37.0%
LE JANEIRQ KEDICC RERICKAL (KEDICO}
TELEFONE: 257-5152
RIT BE IANZIRD, WITERDI, 540 J9a0 DO HERITI,
BUBUE DE fAries, NILEPOLIS, NOVA IGUFCU, PE-
TRITZLIS, SAf 5"1"F 2, ITAG4AL
~LEAY /4. ENFRS2A PAAS.DE ASSIST,KEDICA ('] SLUIT DA ®.PaVAN /DIR, T,  STAXDARD 25000 50000  FRIMARY: 2,41 53500 1260
3UA DONG MRSIENA, NR, 220 -RIG DE JANEIRD 1F0SA E.ALFEIRA /BER.MEDICO  EXECLTIVE SECOKTAFY: 0.4
TELEFQNE; 294-E192 tREQICA! FRES CHIIZE TERTIARY: 37.0%
Ri0 DE JANEIFD
-RIQ CLINICAS FREV,HEDICO SOCIAL 17 LANTONID T.SIXAD/PRESIDENTE  STANDARD 50000 N.A.  PRIMARY: 2.8% 127230 2320
FRACA SAENS FEM&, NR. S5, TIJUCA -R,JRNEIRG {MELICO) EYECUTIVE SECOKUARY: 60.41
TELEFONE: 208-1242 YFLAVIQ SAM JUAN/CONSELHEI-  FREE CHOICE TERTIARY: 37.0%
RIT DE JANEIRD RO (MEDICO}
EANTONIO AIEX /CONSELHEIRD
(NEDICO}
SELVIRY M.DE 5,R00US /CON-
SELKEIRD (MEDICO)
-SAMOC S/A SOC.ASSIST,D0S MZDICOS DA ORDE™ 00 14 $J0AQ PINHO FILHD /D,PSES. STANDARD 23000 50000 PRIMARY: 2.4% 63500 1240
CARMD #CANDIDO OE ©,EOTAFOSD /DI-  EXECUTIVE SECGNDARY: 60,42
RUA SILYID ROMERC, MR. 44 -RIQ DE JANEIROD RETOR TECHITO TERTIARY: 37.01
TELEFONE: Z224-2€32 $JOSE R. SCAF /DIR.FINANC.
RIO DE JANEIRQ
-SEMEG SERVICOS MEDICOS EUANABARA LTDA. e FELIX C.IAIDE /GIRETR PLA  STAYDARD 15200 20000 PRINARY: 2,83 K.4. H.A,
RUR ARAUIO0 PENA, NR.20 -TIJUCA- R.JANEIRD REJAKENTD EYECUTIVE SECONDARY: 60,41

TELEFONS: 264-6752 £ 284-0122
RI0 DS JANEIRD

$J05E CI0CCA /DIRETOR COKER
CiaL

$ELIAS COMEN /DISETOR FINAN
CEIRD

$AMADEY H.D0S S.SIM0SS/ DI-
FETOR ADMINISTRRTIVE

TERTIARY: 37.0%


http:6.POS-7.ER

6.2

H.M.0. NAHE AND CITIES SERVED "YEARS 0f! KEY MANAGSA3 'TYPES 37 PLANS  'NR.OF EMPLOYESS  'DOMAERCIAL SECTR!PRUJECTED ST SE-!
SSRSZT Z=== 2zz sss=zsz smazss 'GFERA - ! === ==zomz=:z fzr==zz =z szzzoz 'COVERED (FROM/TD)! CISTFIRUTION ¢ HESTER !
'TIDN ! ! ! !

'0P, CONS, 7ADMI35. !

-SENIZ SERVICOS NEDICDS A INDUSTRIA £ COMER- 17 1ZLAVIT H.P.FIGUEIREDG /DI-  STANDARD 23000 30000 PRIMARY: 2,87 84820 1630
Ci0 LTI, FETOR ALE.FIN, (YELICODH EYECLTIVE SECONDARY: 60,4y
RUA CONDE DE IRAJA, NR. 529, ROTAFOGD -R.J. $DITEENES C.ALVARENGA /DIRE  FREE CHOIZE TERTIARY: 37.0%
TELEFONE: 264-724% TGR FELICD {MEDICD)

RIO BE JANEIRG tJOSE VALVERDE FILKO /CHESE

KEL.AECISTENCIAL (HEDICD)

PIOCENIR LUGON /CHEFE NEDI-

CC HDSFITALAR (MELICD)

PARIA D.ONENA /CHEFE DEPTO

OPERACIONGS (TEC.ADH)

$JOSE S.V.DE MELO /CHEFE

CGNTABILIDADE (AUDITOR)
$LUIT M.MAGALHAES /CHEFE RE

CURSOS HUKANDS (ADN.!

I//I/I///////////////////////////////////////[/////////////////i/////////////////////////////////////////////////////////////////////l///////////////////

CITIES SURVEYED IN THE STATE: 09

RATES CHARGED IN THE STATE-STANDARD :FROM:CRS 10900
TO:CR$ 26000

EXECUTIVE:FROH:CRS 20000
T0:CR$ 43000

P.P.0 { RON:CR$ 25090
T0:CR$ 50000

FREE CHOICE :FRON:CR$ 35000
TD:CRS 85000



H.M.0. NAME AND CITIES SERVED 'YERRDOF ! KEY HANAGERS 'TYPES OF PLANS 'NR.OF EMPLOYEES 'COMMERCIAL SECTORPROJECTED 1ST SE-!
SIZ=== =23 ZZz sTTs=os soozss 'iPERA - ¢ ===  zZ=zzzszzz= Yazzz= == =zzz=== ICGVERED (FROM/TO)! DISTRIBUTION ! MESTER !
1

'TION ! ! ! '0F, CONS. /RDMISS. !
RIG GRANDE DO NORTE
-INTERMEDICA 5/C.LTLA. 10 ISIDNEY BURGEL/PRESIDENTE STANDARD 3000 10000 PRIMARY: ~-.- (%) 15287 (%) 435
AV.FRUDENTE DE MORAIS, NR. 1493, LAEDA SECA {MEDICO) SECONDARY: 86,01
HATAL 8JOSE DE A,ROSAS DIRETOR TERTIARY: 14,01
TELEFONE:s 223-3663 CLIKICO (MEDICQ)

NATAL
///////////!////////////////////////l/////////l///l//////////l/////////l//////////////////////////////////i///////////////////////i////////////////l////!

(3)ACTUAL DATA SUBMITTED BY H,M.0
CITIES SURVEYED IN THE STATE: QI

RATES CHARBED IN THE STATE-STANDARD :FROM:CR$ 12000
T0:CR$ 18000



\lfﬁﬁ?;

e

[,

PGt

H.M.0. NAHE AND CITIES SERVED 'YEARS OF! KEY HAMAGERS YDES Or PLAKS 'NP OF EMPLOYEES ?EUHHERCIAL SEC.OR'PROJECTED 1ST SE-*
S33===x === 223 ZsazIz ssssaz '0PERA - ! 2= =z=ssz=s !===== == ====== I[QVERED ‘FROM/TG)' QISTRIRUT DK ! MESTER !
'TION ! ! ! 'GP, CONS. /ADMISS, !
RI0 GRANUE DD SifL
-SULCLINICA L TDA. 12 #DAVID LORENZATO /DIRETOR STANDARD 5000 10000  PRIMARY: N.A. H.B. H.A,
RUA SENERAL 0SORID, NR. 4547356, CENTRO - YEDIZO {RERICO) EXECUTIVE SECONDARY: N.A,
PELDTAS RCELSOM COSTA /DIRETOR ADMI TERTIARY: K.A.
fELEFONE: 25-5655 NISTRATIVD (EMPRECARID)
TeLOTAS
-AMIC ASSISTENCIA MEDICA INTERRADA S/C.LTDA. 03  SEROS C.HAGALHAES /DIRETOR STANDARD S000 10000 PRIFARY: -.-  ($127640 (f) 43
R.VOLUNTARIOS DA PATRIA, NR. 513 - 301/40% HEDICD (MEDICHY EXECUTIVE SECCNDARY: 24.57
CENTROD - PGRTO ALEGRE $CARLOS F.QUEIROZ /DIRETOR TERTIARY: 75,51
TELEFONE: 25-4944 (KEDICG)
PORTO RLEGRE, VIAMAD, ALVORADA, GRAVATAI, CA- $RALTER H.EROOCK KETO /DI-
CHdﬁIhHR CANDAS, ESTEIO SAPUCAIA DO SUL RETOR (MEDICO)
5SRO LEOFOLDO, WOV HAMBURGD, PELOTAS, CAXIAS €JOSE C.P.DE SOUZA /DIRETOR
DO SUL, CARAZINHD, SANTA MARIA, FASSG FUNDO {MEDICD)
$CIRNE P.TISATTD /DIRETOR
ADH. (ADK. DE EHFPRESAS!
-POLICLIKA CENTRAL LTDA. 21 &NOACIR HM.IADUCHLIVER / DI-  STANDARD 25000 56000 PRIKARY: 2,71 82680 338
RUA SANTO ANTONIO, KR. 146 -CENTRO RETOR GERAL (NEDICD) EXECUTIVE SECONDARY: 69.8%
PORTO ALEGRE BJAINE TADUCHLIVER /DIRETOR  FREE CHOICE TERTIARY: 27.5%
TELEFONE: 33-3810; 25-0103; 21-7958 HEDICO (KEDICO)
PORTO ALEGRE, ALVORADA, CACHOEIRINHA, CANOAS,
ESTEIG, GRAVATAI, HOVO HAMEUREC, SAD LEOPGLDD
SAPUCAIA 20 SUL
-SERVIMED SERV.TE ASSISTENCIA WEDICA LTDA. 08 SMILTON S,ZUCKERHANN /DIRE-  STANDARD 1000 3002  PRIMARY: N.4. N.A. KA.
AV, INDEPENDENCIA, HR. 944, INDEPEMDENCIA - TOR GERAL (WEDICO) EXECUTIVE SECONDARY: N.A,
PORTG ALEGRE ATHIERRY A.S.DLIVEIRA /DIRE TERTIARY: N.4.
TELEFONE: 27-2&66; Z4-3400 TOR TECWICD (KEDICE
PORTD ALESRE, CACHCETRINHA, CANOAS, ESTEIQ, KCARLES A,T.P,DIAS /DIR.ADH
SAC LEOPOLOC, ALVORADA, SRAVATAI, VIAMAD, PE- FINANCEIRD (QUGNTOLOBO)
LOTRS, SANTA KARIA, PASSO FUKDD, %OVO HANBUR-
60, CAXIAS DO 5uL
-SEMEG HEDICINA DE GRUPD LTDA, 04  YRAYMUNDG J.D.DE C.LEITAO /  STANDARD (tf) 1060 5000 PRIMARY: 1.2%2  (8)5290 ==
RUA CEL. NIEDERAUER,NR.15£9-CENTRD DIRETOR {KEDICO} SECONDRRY: 40.57

SANTA MARIA
TCLEFONE: 728-3272
SANTA KARIA

SVALKIRIA BORGES /DIRETORA
{KEDICA?

TERTIARY: 58,31



y

H.K.0. NAME AND CITIES SERVED 'YEQES DF' KEY MANAGERS 'TYPES 0F  PLAXS 'NR OF ESPLOYEES 'CUFHERFIQ’ SECTGP‘P501£CTED 157 S:"
SIIIIT ZI=I 2oz szsmmsz osmsmss *OPERA - ¢ === === ==- t=z=zs =z zzzz== 'COVERED (FROM/TO)? DZCvR]BUTION ' MESTER !
ioN ' ! !

'0P, CONS. /ADAISS, !

-5ALUX SERVICO DE ASSISTENCIA MEDICA LTDA. 10 3GILBERTO 5.D4 SILVA/DIRE-  STANDARD 23000 N.A.  PRIWARY: .4, 103356 2043
AV.ALBERTG BINS, NR. B0Z,CEMTRO -P.ALEGRE T0R ADN.FIN. (AERINISTR.) EXECUTIVE SECONDARY: M.A,
TELEFONE: 24-3481 $MIRIAN HM.MENTZ /DIRETORA TERTIARY: N.A,
FORTD ALEERE, CAXIAS DO SUL, NGVO HAMBURGD {ADHINISTRARNRA;
SAC LECPDLDO, CANDAS, GRAVATAI, PASSO FUNDO, SNILSON ILANZIDTTI /DIRETOR
PELOTAS, SAKTA MARIA COMERCIAL (AUKINISTRAGIR)

YRUI B.DOS SANTDS /DIRETOR

TECNICO (KEDICO)

SLARRY BIACDBBS /DIRETOR

TECKICO (KEDICO)
I///////////////II////////////////////////I////////////////////////’/////l//////////////////////////////////l////////////////////://’/////’/////////////l

{X2)ONLY OUTPATIENT CARE
{#)ACTUAL DATA SUBMITTED RY H.M.O.
CITIES SURVEYED IN THE STATZ: 17

RATES CHARSED IN THE STATE-(8)STANDARD:FRGN: CRS N.A.
T0: CR$ N.A.

STANDARD :FRON:CR$ {1000
TO:CR$ 16000

EXECUTIVE:FROM:CRS 73000
T0:CR¢ 82000

FREE CHGICE:FROM:CRS 180000
T0:CR$ 190000



b

H.M.0. NAME AND CITIES SERV™D

-SOCIEDADE DE ASSISTENCIA MEDICA LTDA.
AV.PINHEIRD MACHADG, NR. 1316,CENTRO -
PORTO VELHO
TELEFONE:21-3207

" PORTD VELHO
ey,

CITIES SURVEYED IN THE STATE: 01

'YEAR5DF !

_________________________________________________________________________

KEY MANAGERS ’*\FES OF PLANS 'NR.GF EHFLOYEES ‘EDHHERCIRL qEE*UR FRGIECTED 187 °E-'

1OPERA - ! ===  ==I=sz=z 'z==== == ====== ICOVERED (FROM/TO)'  DISTRIBUTIN RESTER K

ITION ! ! ! ! “OF.CONS. /ADHISS, !

04 8ANTONID N.A,MOURA /SOCIO STANDARD 0 1000 PRIMARY: N.A, 1908 38
MAJCRITARID (MEDICD) EXECUTIVE SECONDARY: N.4.

TERTIARY: N.A,

f//////////////////////////////////////////////////////////////////////////////////////////////////I//////

RATES CHARGED IN THE STATE-STANDARD :FROM:CR¢ 12000
T0:LR$ 15000

EXECUTIVE:FRON:CRS 24000

TO:CR$ 35000



it R Sy B e e R i R LT

NAME &RD CITIES SERVED '\EkFc CF KEY PANAGERS IYFEq CF FLAMS ‘KE.OF EMPLCYEES 'COMMEFCIAL SECTGR!FROJECTER 16T GE-!
SS3IITX 2TT= oz sszosm m=oazs 0T34 - 233 =szz=z=z Y==2zz2 == ==zzz= FCOVERSD =37ty HISTRIBITIIN ¢ MESTSR !
Tion ! ! ! ‘CF.CONE, /ATRISS, !
SRNTA CATARINA
-FOLICLINICA SANTA CATARINA LTDA. N.A. SLUIZ RODBZATO MORZIRA /DI- STANDARD (1) 1009 3000  PRIMARY: N.A, N.A. X.A.
RUA SANTOS Samalva, N 1.22%, FLORIENOFRGLIS RETCR FRESIGENTE (MEDICO)

TELEFONE: 44-0094
FLORIANGPGLIS
11
{1} ONLY GUTPATIENT CARE

CITY SURVEYER IR THE STATE:01

RATES CHARBED IN THE STATE:STANDARG-FROM:CR$

T0:CR$

8000
10000

SECONDARY: N.A.
TERTIARY: H.A,

/////!///I////////!////////l//////////////////////////////////////!/////////////////////////////////////!////////////////////l///////////



\ Vv

-SAAN SESV.DT ASS.NED.DE AMERICANA 5/C.LTDA
°43 7 DE SETERBRO, WR. 751,CENTRO-AZERICANA
TELEFONE:81-0285; 41-0313

AMERTCANA

~ARANED S/4 MEDICINA IND.E COM ASSOCIADA
4%, MRUA, W2, £70, CEMTRO - ARARAGUARA
TELTFONS: 36-13%%

APARRCUARA, EATAD

-FLIKICAS BEBSDO'RD /A
PRACA VALEXCID UE BAPRDS, KR. 59, CENTRO -
SEREROURD
TELEFONE: 42-2932

BEREDCLRD

-EXED SERV.AEDICOS HOSPITALARES S/C.LTDA.
RAY.PROF. CARVALHO PINTD, NR. SI-CRESCILMA
TELEFCNE: 431-30G0
CAIZIRAS

-CANFICLIRICAS S/C.LTDA,
RUA COELMD METO, NR. 50,EUANABARA -CAMPINAS
TELEFONE: 31-2255
CARPINAS, IMDAIATUBA, VALINMOS, VINHEDG, SORO-
CABA, PAULIKIA, LIREIRA, ANERICARA, T, PI-
RACICARA, SALTD

-AECICANP S/C.LTDA.
RUA CGREEO NERI, WR. 157,EUANABARA-CARPINAS
TELEFONE: 41-5866
CANPINAS, AMERICANA, POGI-NIRIK, INGRIATUBA,
SALTO, PAULINIA,

-AETES S/A.
FLR CONS.ANTOKID PRADD, MR, S64- CENTRO
LESCALVADD
TELEFONE: B3-2342

JESCALYALD

09

03

5

06

07

EE5 COMTERCIAL SECTIR'PROJECTED 15T 35
'COVERED (FROM/TO}*  DISTRIRUTION
]

KESTER '

'DP.CONS. /ADNISS,

YARLEY GELNIRI /DiRETOR PRE
SIENTE (KEDICO)

SFLINIC ZEBEY /DIRETLR CLI-
HICO (KEDICO)

SLANCELOT £.CANARINI /DIRE-
TOR RLH.FINAXC, {ECOMOM.)

$PALLO H.STHOLTEX /DIR.ADM,
(REDICO)

SOTAVID A.PINTO /DIR.CLINI-
€0 (AS2ITO)

$ABEL A.F.TOLLER /DIRSIOR
FINARCEIRN GZDICO)
$CARLGS E.P.MIBLINO /DIRE-
TR CLINICC reDICO

IXALTER FERRRREST /DIRETOR
ACRINISTRATIVE (REQDICD)
#10SE C.B.CARVALKD /DIRETOR
CLIKICD (MERICOY

IDANILO DERRARDINELLD / SD-
CI0 PRGFRIETARIO (¥ELICO)
VIR ATIQUE /SOC10-PRO -
FRIETARID (REDITD)

LIRINEY SPIAMDORELLD /SOTIO
PROPRIETARIO (KZDICO)
SCLRRISVALDO R.FILHD /SOTI0
PROVRIETARIO (REBICO)
ISILAS R.SALLY /SOCI0 PRD -
PhIETARIQ (XEDICO)

I5ZR61D L.R.PGRCIAKD /BIRE-
TCR CLIRICE (NEDICO
RERESD B.CSIMBRA /DIRETIR
TECNICD (EDIED!

1J0SC R.K. FRAGDAS /DIR.ACH
FIRANCEIRD (ADVOSADC)
SCLAUDIONTR MTLLO /DIR.COM-
VERIDS/COSENERES (ECORDA)

SUBIRARELLE FRAGA /LIRETIR
(RECICY)

SUDKD FRASA /DIRETOR ADJUN-
TC MEDICT!

JHANDE LIPARIZD /DIRETOR WE
DICO (PECICO:

tLUIT 5.F.24 STLvA /PREST-
CENTE <KETICT)

13412 A,C3519 /OIRETOR CLI-
MICT <XEDICO:

BLUUSENZD FLEASRISLLE /IRS
TR QM. (ABVCEADE)

STAXDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
FREE CHCICE

1000

5000  PRINARY: N.A.
SECONDARY:73.0BY
TERTIARY: 76,921

1000 3000 PRIMARY: K.A
SECOWDARY: N.&
TERTIARY: H.A

1000 5000  PRIKARY: K.A
SECOMDARY: N.A
TERTIARY: N.A

S000 10000  PRIMARY: N.A,
SECOMDARY: N.A,
TERTIARY: H.A.

5000 10000 PRIMARY: 1.5%
SECTROARY: 36.21
TERTIARY: 68.31

10000 25000 PRIMARY: 2.0
SECONDARY: £8.0%
TERTIARY: 20,07

1o 5000  PRIMANY: N.A
SECCNDARY: N.A
TERTIARY: N.A

(14880 {8) 78

21561 Lry
9540 183
N.A. N.A.

(8147636 (8) 15,,

(315771h (3} 2512


http:SECODARY:73.08
http:ASS.MED.DE

TELIFONE: 10 9-7777
Guaru LHOS

IreL
. FEFRTIT XYL, KR, TO7
FORE

\E: 20945143
o5

3
>
n
[
r
T
)

UE AIEVELD, %R,
§19%

Fn
3 en

) e

-3E1SA - SERVICOS (NTEERADD
AY.ESFEFANCA, MR, B2, CEN
TELEFONE: 208-2711

SUARLLHIS, SAD ‘ﬁULD SANTQ ANCRE,
06 00 C4%P0, SAG CAETAND OO SUL, D:G:'", SUza

SCE ASSIST.EZDICA CENTRAL S/
A DR AILT PECANNA, MR, 24 -

£ FATERKIDADE FIC XIT 5/C

V.45 KISPLTALAR SIC.LTDA,

K.PAULISTA)

SERA LA,
« 11 - BUBRAFERY

C.LToa,

L704,

ET.MELICA S/C, LTDA,
K23, MR, 274- CEWTRD

E SAUDE LTIA,
- GUARULHGS

SAD PEFNAR

NQ, MIBD DAS C LIES, 5AQ JOSE £OS CAMPOS

-SAMIL 30C.LE ASSIST. MED.DE INDUSTRiA LTDA,
FUENIDA FRESICENTE WAREAS, NR.

INCUSTRIAL -INDAIATUBA
TELEFONE: 75-2E95

INDAIRTUEA, CRAPINAS, Sa&LTQ, ITY

~ITUCLINICRS TENTRD BE ERV.DIAG,CLIN.CIRURS.

Do ITU S/C.LTRA.
FU& QUINTiNS

17, SATY

1551, VILA

LTCA. (SARZL SERV.DE S,

. 303, VILA NOva -ITY
7 4E2-0071

ESCALUVA, NR. &7, CEX9R0 -[Ty
TELEFENES: 22Z-8750; 422-5760

YA,

K.A,

N.A,

07

12

02

§GI1T FANDCHIA /DIR.ADY.
WALERID LN, 5. RAETING

$EDUARDT DE 5. JUNTUEIRA /DI
RETCR FRESIDENTE (MEGICD)

2CEERSTIAD FAKSCCHIN /LIPE-
TCR PRESIIENTE
LEINL FRNGTCHIA ,DIP. AL,

SCOND! H.CAR3UT /DIR.PRSS,
SEREULID C.SFADA /DIR.CLIKD
[0 {REDEZDY

LUZIMAR §.ANCRIN /DIRETOR
CLINIZO (EDIZHH
IPALLD C.6.ANCRIM /CIFETOR
FINANC. (GONTOLOGD)
BELIC sATONIC A,JF, /DIR,
ADN. {ECOMOHISTAY

SALETANDRE FLMLLOURENCS /01
FETCR FRESICENTE (KEDICO)
SZZASTIAD 0.M.HONTANS /DI-
RETOR FINAKCEIRG (KEDICO)

$JISE N.BALLIND 7 OIRETOR
CLINITD (MECICO)

SEIUARET YURKISAXT /GIRETIR
CONSELKD (MERICD)
IVRLENTIA A, FERNANDZS /DIRE

TCR CORERCIAL (MEDILOI
$AYTINID GARCIR /DIRETIR
(CNSELRD MELITD)

SFEIRD MASTHIETTO /DIRETIR
CLINITO (™gETICO

SORLANDD ANICCHIND JR, /DI~
FETCR ALKINISTRATIVG (®FDI
w

SHELID THISRISHINI /013310
FORINICTRATIVE (MEDICO}

$EMNID CRIER[SAING /DISETER
CLINICD (REDICC:

$EUID U VIVITS /OIRETOR
CLIRICC pIEm)

${ARLOS C.N.CISTR /DIRETIR
CCFERCI2L PERICCY
IRIVETY 5,332009 /DIRETN
FIFIRISTEATIVG *ELICO:

STANDARD

STANDRED
EXECYTIVE

STANGARD
TIECUTIVE

STAMDARD
EXECUTIVE
FREE CHOICE

STANDARD
EXECUTIVE
FREE CHOICE

STANDARD {88)
EXECUTIVE (an)

STAMDARD
EXECUTIVE

STAXDARD
EXECUTIVE

L ERLOVEES ComeERCIAL
"COVERED (FREA/TDN DISIPIEY

N.&,

3000

Jogo

25060

7000

13900

N.&. PEINARY:
SECONDARY:
TERTIARY: H,

N.A,  PRINARY:

" SECONDARY:

TERTIARY:

1G090  FRIMARY:

SECONDARY:

TEETIRRY:

5000 PRI%ASY:

SECONDRFY:

TEATIARY;

I5000  FRIMARY:

SECONDARY:
TERTIARY:

1000¢  PRIKARY:
SECONDARY:
TERTIARY:

25000 PRIMACY:
SECONDAF 1:
TERTIARY:

50609 PRINARY:
SECONDARY:
TESTIARY;

1000 FRI%ARY!
SECONDARY:
TERTIARY;

N.A.

2
",

N4,

N.&,
N.A,
LAN

.71
£9.81
7.9

n

69.91
27.51

n
69.81
27.51

N.A

H.4

N.A

N.A

L)
K.4
N.A

MESTER

N.A, N.A,
N.A. N.A,
NA, N.A,
8360 127
LB N.A.
18970 340
25440 504
13780 P4
2292 L3



H.M.0. NAXE AND CTTIES :"~“E YEARS o7 ¥EY HANASERS 'mzs 0 OPLANS RLOF ENPLOVEES CONERCIAL SECTOR'PROJECTED 15T §E-¢
‘[_‘FEP,Q -t =Tz =z=cxzzsss tzzszz =z zoross 'COVER (3] (FRON/ FT e [\}EYR}EUHGN t Es,[ﬂ Ll
'Tigy ! ! ' ! '07.CONS. /ADAISS,
SAD PAGLD
-ARICT ASSISTENCIA XEDICA A INDUSTRIA € CO- 13 1PEDRD A, BUT™ARAES /212, STANDARD 5003 10006 PRIMARY: 2.71  SEE AWICO DATA
NERCID LTDA. PEDICC FESICNAL (MEDICO) EXECUTIVE SECONDARY: 49,61
AV.EDGUARD SEY, MR.80 -JACARE] tLUT2 TERELLO /DIR.ADM.RE-  F.P.G. TERTIARY:27.51
TELEFONE: S1-2t84 GIONAL (ADVOGALD)
JACaREl
~JUNDIAD CLINICAS S/C.LTDA. 15 BANTONIO M.PEREIRA /PRESI-  STANDARD 25600  K.A.  PRINARY: N.A 162069 327
RUA ERUDENTE DE MORAES, NR. 744, CENTRO - TE (REDICO) EXECUTIVE SECONGARY: M. A
JUNTIAL $3ULI0 FERREIRA /BIRETAR TERTIARY: H.4
TELEFONE: 434-04%8 ATRINISTRATIVG (MEDICO)
HINDIRL, [ARFG Li%PD PAULISTA $DUSAM R.DE CLIVEIRA /DIRE-
03 CLINICC (MEBICO
843 FOSSEN /DIRETIR COAER-
CIAL {ECOMCRISTAY
SSIST.NED.LTDA.5/C 18 MRNALDD M.DOS REIS (NEDI-  STANDARD 5000 10000 PRIMARY: N.A 3z 817
KR. 451, VIANELD- JUN- cos EXECUTIVE SECTNDARY: N.A
$LA1430 DE F, NUMES (NEDI- TERTIARY: H.A
TELEFGHE: 437-7248 o
JUNDIAL, CARMFO LINFG PAULISTA 1PAULD A.DE LLPINWEIRD (ME-
DICD)
. SRENATD DE A,FURTADD (MEDI-
o
~T0035 SGCIG3-3EENTES
-MECICAL §/4 MEDICINA & INGUSTRIA E COMERCIQ 12 QJCSE LGIZ ELUMER/DIR.PRES!  STANDARD N.A.  N.A. PRINARY: X.A WA N4,
&55071404 DENTE (MEDIZDY EXECUTIVE SECONDARY: .8
AV.3x8 CARSLING BARRDS, NR. 124 - LIMEIRA TANTGNID SIFOHI /DIR.FINAMC TERTIARY: N.B
TELEFONE: 41-0442 $ADILSIN S.CI5TA/ DIR,R.PUB
Lireoea $LUIZ RONAN /DIR.CLINICO
(REDICO)
-ASSIST.MERICO-HOSPITALAR S.LUCAS S/C LTDA. 0,7  BJAIR C.PARAIZO /SOCIO-GE-  STANDARD ¢ 1000  PRTMARY: S0.01 (8} 1&60 (1) 1S7
AUk VOL.VITORIAND ECRSES, ®R. 313,CENTRO FENTE (PEDFESSOR) EXIECUTIVE SECUNDARY: -.-
LixS IRODERTG BENSDISIO LEITE / TERCIARY: 50.01
TELEFOHE: 22-317¢ LIFETOR CLIKICO (MEDICO)
LINS
-SAMAR SERV.DE ASSIST.MED,MARILIA S/C.LTDA. 0%  3JGSE J.M.A.CA SILVA /DIRE-  STANDARD 5000 10000 PRINARY: 2,71 7420 147
AVENIDA RIO ERANCO, R SIS, CEWTRO -PARILIA 108 CLINICD (XEDICT} SECUNDARY: 9,81
TELEFONS: 33-21¢3 TIOSE H.DE NAGALHAES /3IRE- TERCIARY: 27.51
EARILIA TOR ALPIKISTRETIVO(MECICO}
$J4¢RT BOMINTIES /DIRETRR
CCMERCIAL (XEDICO)
LETVALTD T.CAMSR3D AVICE-DI
FETCR CORERCIAL (MEGICO)
-EATAQ CLINICAS 5/A. 05 1SISUT1333 ¥A33U0A /PRESI-  STANDARD 500 10000 PRINARY: N.A 31920 672
EUA BFASILIA, NR, 626, CENTRO -RATAQ TERTE rEd EXECUTIVE SECUNGARY: N.A
TELESTNE: 41-5884 =L IMEIRA-SE-REC.L/ADILSON 1SIMNSY SIRWIAT /DIRETR TERCIARY: N, 4
raTAl CLIMICE (*E0ICD

BTAVAIT INZHARA /DIRITR
RENINISTRRTIVE NELICOY


http:TERTIARY:27.5Z
http:OIR.ADI.RE

<FOLICLINICA PIRACICABA S/C. L7124
RUA 550 JGZE, MR. 407 CEWTR] - FIRACICARA
TELEFONE: 22-2501 € 22-4544

PIRACICAEA

-PCPT0 CLINICA S/a,
RUA RATHIAS [AZDESS, K2, 357,LENTRG -PORTE
FERSEIRR
TELEFOKE: B1-1387; B1-'854

PG3TQ FERCEIRA

~PCLICLINICA RIBEIRSO FRETO LTDA.
RUA MARIANA JUNGUEIRA, NR. 473, (SNTRD -RI-
BETRAQ FRETY
TELEFONE: £25-577¢

RIBEIRAD PRETA, SEATACIINWD

~SOCIEDADE SAD FRANCISTO CLINICSS
RUA SRRIZALDI, NR. IZIR, HIGIENGFGLIS -Rl-
PEIRA PRETH
TELEFONE: 635-£100; &£36-4011

RISEIRAG PRETO, SERTAOIINNG

-SANES SOC, DE ASSIST.KZD.SRLTQ S/C. LTDA.
FUA FLORIARD PEITGTD, WR. 1122/52 - SALTD
TELEFONE: 483-2374;483-2059

SALTY, ITY

02

03

SNIROLD MGAL /YITE-PRESIDEN

{
= C. DS TOLEDD /DIRETOR
ERINTENDENTE (NEDICG)

FILISTEATIVD (REDICO)
1C5¥2.0] PANSARIT /BIRZTIR
ATIURTT (NEDIFD)

C10 TIFETER (MEDICO)

FANTONID L.NDSUEIRA /50710

I 3]

SRLTREDD Mz
Ci TIFETCR (*EBICO)

JIENILIR B M.FREITAS /3001A
CIFETCFA 'EIONEDICA)

IM3SART PAS3IT /LIRETI]
RCRIRISTRATIVE (REDICO)

WREIF 1SR /DIREIGA CLINICD
(MECICD}

SFAUSTIND JA3RUCHE /DIRETOR
(XEDICE)

IRARIAND 4,02 FIREREDT /1
RETOR (MEQICO)

SRISUEL MAUAD METD /DIRETMR
{(MEDICO}

13070 F.N.PESSIA /PRESIDEN-
TE {FEBICO)

2052 ALEIASIND /DIRSTIR
CLIKICG (FERICE)

$NETID S.PRADT 2. /DIRETOR
FLRIKISTRATIVD (AEM.EHP.)

SRARCIS V.PAPA /SUPERINTEN-
CENTE mEDILT)

ILARLA F.MUSA 7A3SES. ADA.
(RCR.TE EMPFESAS)

SHARQLDD L.RIBEIR] /DIRETOR
EERAL

SUDKG FRA5Y /DIRZTIR FiNAN-
CEIRE

$MANDZ LIPARIIE /BIRETR
SLTIRANELLE FFAEA /DIRETOR

-KA0 INFOFMARAY AS RESPECTI
VRS FECFISSOES-

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STAXDARD

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE
FRES CHOICE

STANDARD

1000

1000

10099

3000

1600

10209 PRIMARY:

SECCND2RY:

TERTIARY:

5000  PRINARY:

SECONDARY:

TERTIARY:

3000  PRIMARY:

N.A, 3300
N.A,
N.A,

9.021 (8)17885

SECONDARY: 84,251

TERTIARY:

25000  PRIMARY:

SECONDARY:

TERTIHRY:

10000 PRIMARY:
SECONDARY:
TERTIARY:

5000  PRIMARY:
SECONDARY:
TERTIARY:

8,731

KA, 64800
N.A,
N.A,

18.01 20300
10.01
761

N.A. 22260
N.8.
N.A,

(st

105

33

1680

406


http:TELEF.NE

YEAss o

‘Nu OF EMPLOYEES
'COVERED (FRON/TO)

F“HFEQC'DL 3
BISTRIBGT

H.M.0. NARZ AND CITIES STRVED
zs=zzs z=zs zez sosssz ssozoe GPERS -
'TION
SAQ PALLD
-GRANDE ABC SERY.ASSIST.A SAUDE S/C LTDA. 02

R.CEL.FERNANDD PRESTES, ¥
ANDRE

TELEFONE: 429-0252
SANTD ANCRE

¥= SZ/1 AMDAR ~SEXTO

1-HOSFITAL ANA COSTA 578
“U4 PELRD AMERICO, NR. 50 -SANTOS
TELEFQNE: 32-3533
SANTCS, CUEATAD, S.VICENTE, BUARUJA, FRAIA
BRANDT

STENCIA MEDICA & INDUSTRIA E C9-

0 433!
G LTCA,

NELSEN D°AVILLA, NR.423 -5.J.CANFOS
NE:21-9923

LEF I
P JOSE D65 CAxPOS

1
H

AMI
NERD
AV L,
IE

-CLINICA SAJ JOSE S/CLLTDA.
PRATA ELTA FEFFEINA RAKAL, NR. B3-SJ CAMPOS
TELEFONE: 714509
Si6 JISE DOS TARFOS

-POLICLIN

S8 SERVICGS MED-HOSPITALARES
AV, NOVE D
5

£ JULHG, WR. &30, V.HDYANKA
ARFOS

-RMESF ASSISTENCI MEDICA DE S.FAULO LTDA.
RUA TUTQIR, KR, 207 - CAFITAL
TELEFCKE: 2853477

-AMICD ASSISTENCIA MEDICA A INDUSTRIA E COMER
CIo L7ea
RUA B7EVERT mACEOL, "S.32,
FITFL
TELEFONE: S43-4111]
SEG FAULG, SANTD ANDRE,
SRQ CACTAND DO SUL, BIAD
BUARLLHOS

VILA MARIA™R -CA-

R0 EERNPRDC §O CAMFO
YA, HaUa, 0345CC,

ea
B
It

-ASSISTERTIA MEDICA [SUATER]
AV.PFCELFRENCISCD KCRATO, NR. V¢
TELEFONE: 983-1222

9 -CRFITAL

'

13

I4

2

INARID MARTING FILHD /DIRE-
TOR (RELICO}
VJORGE SAYUM /DIRETOR

8JATKZ ROSEXBIIN /3IR.PRES]
DERTE (MEDICO)

JRLCISID FEANANDES /DIR,Sy-
FEFINTEKCENTE (XEDICO/ACH)

131193 05 R,RITD //DIRLTE
SCUREIRG (MELICO)

WALDEREY N.ROIRISUES /DIRE
RETGR CLINICG ¢KEDICO!

$PEDRD A,5UIMARAES /DIR, ME-
DICC FEEICKAL (MEDICDY

$LUIT TORELLT /DIR.ADNINIS-
TRATIVD (RDVOEADC)

SICHIRD NAKASAWA
BRPADEU HEXRIQUES NETD

SNILEOX RALIMD /DIR.PRES.
{MELICO}

$CYRO A.DE SRITTO /DIR.KMEDL
C0 (REDICO)

$J03E J.RIBE[R0 FILHD /BIR.
SUPERIMT. (RCMINISTRACORY;

-
@
BT

=
-«
P
1
<
1~
i

ERICHAFD D, WRISHT /DIR.PRZ-
SICERTE {FDR,HESP)
INA3I0 W, )L VIE
CESENV, (FE !

IRINATD ALLEWAY /DIR.EYEC,
FREA FELICA (NEGICO)
LANTTHT E1930340 JR, /DIA,
EYEC.DFEFACCES (CONTROTR)

SCLAUDID M. 39S /DIR.FINAN-
CEIRQ (ECCNEMISTA)

$EIION DE DLGIQVASNETT] /DI
FETCR CLFEFINTENEENTE
SRILTY 8,5233] “DIPITIR AD
FINIETRATIVD
3340 B.MINHDZ /DIALCLINICD
LTAFLOS MENCES /LIF. CONV.

STANDARD
EXSEUTIVE
FREE CHOICE

STANDARD
EYECUTIVE

STANDARD
EXECUTIVE
P.p.0

H.A,

STANDARD
EXECUTIVE
FREE CHOICE

STANDARD
EXECUTIVE
FREE CHOICE

STANDARD
EXECUTIVE
P.?.0.

FREE CHOICE

STANTARD
EYECUTIVE

15600 209060 PRINARY: 2.71
SECONDARY: 47,81

TERTIARY: 27,51

25000 50900  PRIMARY: W.A.
SECONDARY: N.A.

TERTIARY: W.A.

5600 10000 PRIMARY: 2.7%
SECONDARY: 49.81

TERTIARY: 27,5

N.A. N.A.  PRINARY: ¥.A,
SECORDARY: X.A.

TERTIARY: N.A,

K.A, H.A.  PRIRARY: N.A,
SECONDARY: N.A.

TERTIARY: N.A.

50000 100090  PRIMARY: 2.71
SECCNDARY: &9.81
T

TERTIARY: 27.51

200000 250009  PRIMARY: 2,71
SECONDARY: 49.81

TERTIARY: 27.51

15060 20000 FRIMARY: 2,71
SECONDARY: 69.E1

TERTIA]Y: 27,57

PG.5

'TVFES DF PLANS

‘FRJ ECTED 1ST :"'
' RESTER '
*(P.LONS. /ADKISS, !

J8180 750

N.A. N.A.

SEE AMICO DATR

K.A. N.A,

N.A 1A

180200 3370

SEE ARICO DATA

TaG40 14
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FESTER '
‘07 CONS, /ADn]S3, ¢

N, A, 123Y ANG3A0E 7 IR, PRES STANTR2D 1300 S00¢  PRINARY: N.A, 3724 115
$AEY FATRIDE IR, /TIRLCLIN SECOKLARY: N.A,
TERTIARY: H. 4,
P STAHGARD N.A, KA, FRIFARY: 1,51 H.A, N.A
EXECUTIE SECONDARY: 17,51
TERTIARY: 41,01
SUTERINTENDENTE (XEDICO
SFEUATO FLERREMSE /DIRETOR
CLINICD (nPIC
$ELIZA PLEUINR
Ra ADYIK. (4D
~CAZAERANCA 5/A. INSTITUTO DE XEGICINA E CI- 18 tHARDEL PLUE R.KETOV DIRE - STAKDARD N.A K.A. FRIMARY: N.A. N.A, K.A.
RUFGIA TCR ADNINIST. (EDIC EXECUTIVE SECONDARY: N.A.
A7, 9 OF JULKD, WR. 3288, JD.PAULISTA - YJCEE C.CARPRNZRT /LIR.FIN. TERTIARY: K.&.
CAPTIAL (S221C)
TELEFCNE: 8R1-9750 ANELSOM F. MARBSRIDD /DIRE-
TG2 TECHILD (REDICO)
IROEERTD R.MASTROTI / DIRS-
TOR CONERCIAL {MEZICD
-CERTAED ASSIST. XEDICA ODONTOLOSICA SEIUSEFPE CERIKD /DIRETOR  STAKDARD N.A, H.A. PRINARY: N.A, K.A. N.R.
RUA PEINOTO 6OMIDE, 337, B.VISTA - CARITAL SUPERINTEXDENTE (REDICD} EYECUTIVE SECONDARY: K.A.
TELEFGRE:€26-0333 ¥RUEIZI0 CERIRD / DIRETOR TERTIARY: N.A.
TECXICD (M2512a)
VERSFASE TISA /DIRETGR CO-
MERCIAL (ADVIGALDY
-CLA%E-CLINIEA BF #SSIST.AED. A INDUSTRIA E 15 ROCUELAS FADTAD /CIR. CLIMI  STAMDARD R.A. K.A. FRIFARY: M.A, N.A. MR,
CORERCIT S/C. LTDA. €0 (re21c)) EXECUTIVE SECONDARY: M.4.
FUR ECH FASTOR, N2. 1199 -IFIRANSA SVICERIC 1270 /JIR.ADMIKIS- TERTIARY: N.A.
TELEFQME: 273-5959 TRATIVY (eD[2D!
LaPiTR
-CLINIT CLIMICAS PASA A INGUSTRIA E CORERCID BEILTES Y4ROSLAVSKY /DIR, STANDARD NA, N.A, PRIAARY: H.f. KA, H.A.
s/t LI REDICT (mECICH) EXECUTIVE SECORTARY: W.A,
AU PROF.SEBASTIAD SCARES FARIA, HR. S7 - 11 ANGAR - €5UY A.3TNATE /5IR.ADMINIS-  FREF CHOICE TERTIARY: H.A.
BELA VISTA - CAPITAL TRATIVD (MEDICT)
TELEFCNZ: 2830114 NISSIN CASTIEL /DIRZTIR L3
540 PAULD FERCIAL (ADN.ERTRESAS)
-CLIKICH GSWALDD CRUZ DE S.PAULD LYiA. 74 $CELSD B.FEARTIRA /DIRETOR  STANDRRD 20600 25000 PRIMARY: 2.71 48200 970
PRACA 0,€%U7, N3, 47 -PARAISO - CAFITAL EXECLTIVO (MEDRICS) EXECUTIVE SECONDARY: 9.8

TELEFONE: 254-71¢0
54D FAGLOD, DSASCO

WPAULD E.TERAZS /DIRCTIR
EXELUTIVE (REC:CO!

EDAVIY E.UIP /BIRETOR Cil-
HICO 'PERICE)

SCLAUDETE MARTHETTI /52ZR:N-
TE REL.PUBLICAS (P.PLELIC)
SPASTRIAL BIANTH] NETY /38R,
ADMIX. (ECONCMISTAY

tJI3E P.C.53334 /43555598
JLPITITO (ALVOBARD)

B41USTY CRICTL #9550 355 -
TCS ECCNCA, 'ECONDFISTAY

TERTIARY: 27.ST



L

WV

~CLINICA SAD EENTD S/C.LTDA.

SUA LEAD XIII, NR. 148 ,J0.S.EEKTO -CAPITAL
TELEFONES 298-9433

SAD PAULO, SANTO &KORE

-COREFA S/A SERVICCS MEDICOS
RUA DR.AFCNSO BACCARI, NR,222 -
TELEFONE: 549-7111

CRPITAL

iLT ASSISTENCIA MED.E CIRURG.S/C.L7DA.
2205 UNIPOS, NR. {3&, JD.PAULISTA-

ZD -LAXTAMENTCS E FROPOCGES S
AIE.FARIA L1MA, NR, 1908 -CJS.
JARITN FAULISTA
TeLEFONE: Z12-4065
CarITaL

n)
-

-EAM EQUIRE D

£Ea NCIA XEDICA LICA,
RUA CRISTIAND V
A

3SISTE
1ANA, N8, 145, CEFQUEIRA
CE34R - CAPITAL
TELEFONE: ER)~1205
CAPITAL

-HELF ASSISTERCIA MEDICA S/A
AV, ZUSERID MATOSD, NR. 245, PINWEIRIS-CAPITAL
TELEFONZ: 833-3984
SAD FAULD, SSNTQ ANLEE, SAC 2ERNARDG DG CAm-
PO, SAD CRETANG DO SUL, DIaDtia

EFEEA -

03

22

18

SKIITT YOSHIARQ 7ADMINIS -
TRALCR (MZDICO!

BFRANS R.H.KOJAYASHI /PLANE
GERERTG (MELICO)

$SEVERING £.Q.MARDIES /MANU
TENCRD  (RELICOY

SFLAVID CAUTELLA /DIR.PRES
DERTE

$FAANCISCO GE PLCLEFFI /0]-
RETOR SUFERINTENDENTE

INELSGH V.TE PADUA /DIRETOR
FEDILC (PERICG)

$1ER4L00 RUBD /DIR.CONVENID
CANTCNICG J.A.YOLPE /DIRETOR
FINANCEIR]

LELYSID S.RGMAND /DIFETOR
CLINGZO ixEDICOY

$RIBERTO HEES DIRETAR CLI-
RICE (RECICOY

I$IL5P GONCALVES FILMD
/BERENTE ELRINISTRATIVD

SKILTON §Z CASTRO /SOCIO 6
RENTE (EXECUTIVD}

IANELTA R.0E CASTRO /SOCIA
({SECRETARIA)

2JAYXE 3.REGEN/DIR. (MEDICD)

$PALD 8,05 C.FONTES /PRESI
LINTE (REDICOY

1EJ5ART J.ANATO /DIRETOR
EYECUTIVO (KEDICD)

tEDUARDD BERGEQ /DIRETIR
EXECUTIVE (®EDICT)

HAGCUS AL A.RANTTA /GIRETOR
EXECLTIVO (REDICOH

ENARCAS A,V.L082 /GIRZTIR
EXCCUTIVEG (REDICG)

STANDARD

STANDARD
EXECUTIVE
FREE CHDICE

STANDARD
EXECUTIVE

STANDARD

STAKDARD
EXECUTIVE

STANDARD
EXECUTIVE
FREE CHOICE

NRLOFOENPLDYESS
'fUJEFEC {FRGR/T0)

CISTRIBUTION

N.&, N.A, PRIMARY: K.A,
SECCNDARY: N.A,

TERTIARY: K.8,

40000 50000 PRIMARY: 2.7
SECONWDARY: ¢9.81

TERTIARY: 27,51

5090 10000  PRINARY: 1.0
SECONDARY: 23.51

TERTIARY: 75,51

N.A. K.A, PRIXARY: ¥.4.
SECONDARY: H.A.

TERTIARY: N.A.

foco 3000 PRIMARY: 2,71
SECONTARY: 49.81

TERTIARY: 27,51

15000 20000 PRIMARY: 2,71
SECOMDARY: 69,51

TERTIARY: 27,51

Cu‘ﬂ:‘r[&L SFCT]R'“PUJ:CTED 157
MECTER
'0P.CONS. /ADNISS, !

N.A.

99550

14840

N.A.

3300

35000

N.A,

1975

pidl

N.A.

e

7o



'YFAP: UF'
'DFEFA -

-HESLTH DE 380 7ait3 A
AV.ERIS.LUTT ANTONIG,
cerivaL

TELEFONE: 282-E922

3049, JARDIM FAULISTE

-HOSPITAL RCZERND LTDA,
R.EARAT LD RIQ EPENCD, NR.5SS -CAFITAL
TELEFCNE: 287-9439

-d“:“xYﬂL N.SENHERA CO CARMC S/A.
MARTINIANG DE CARVALHO, %R. 741 -CAPITAL
TELE=CN: £7-2957
SAQ PALLC, DSASCO, GUARLLKIS

-ROSFITAL 10K4 SUL

RUA 3AL.ROFERTE ALVES DE CARVALHG FI'HO, NR.
275, SANTO 3MARC -CAFITAL

TELEFONZ: 322-4030

-HOSPITAL E MATERNIDADE V,MARIA 5/A

AV. GUILHERME COTCHIKG, NR. 940 -V.NARIA
TELEFOXE: 291-2211

CAPITAL

-HOSFiTAL N.S.DA PEXHA S/A

FUA ARNALDD VALLARDI PERTILED, NR. S0 -
CaPITAL

TELEFONE: 295-7844
SAD PALRD

SSISTENCIA REDICA L7704,

KA.

20

YYP 5 0° FLaN3

BLUET FLP352IINT /DIPETR
FELRCTES EXFRESARIALS
BLUIT SERTIINT 39, /DIRETOR
VICE-FRESIDENTE

$105E ¢ ZIRA /TIRETIR
CLINICT (XEDICD)

3CA.33 A.C.FASURDES /1DIRE
T4R TELNICD

BANGILA FRAZDSD /IR, JPERA-
CICNAL

STANDARD
EXECUTIVE
FREE CHOICE

PAULD BERACA /IS, SUPEAINT,
$FFCKST K.GA S.TEIMEIRA /D)
RETIR CLIXIZO (AEJICOY

STANJARD
EIECLA IVE

IARGELD L.MANTIXI KETO /DI-
RETOR PRESTIENTE (HEDICT)
$EXILIG S.IACOVIKI NETQ /D1
RETOR FINANCZIRD (ID2T0L.)
SXELSTN R.FRANCD /CIPETOR
AEDICT (MEPICOY

IHICOLAY PRHCIWT FILHO /D1-
FETOR ADMIRIST, (afA.)
ARUEENS N.MANCINI /DIRETOR
CORVENIGS (OPERADOR AN

STANDARD
EXEDUTIVE

LFRAACISCO A.CAVALCANT] /DI
PETOR CLINICD (MEDICD)
AWALTEUDS MARDUES /L3R, ADN.

STAXDARD
EXECUTIVE

$ALDD PERLT /DISETIR AGH]-
NISTEATIVO (MEGICO)
SLGURIVAL M.BD120 /DIR.SU-
FEFINTENCEKTE (EEDICO)

$LAERTE SZCILIN /DIRETIR
FRESICENTE (REDICD)

IRNIS 5E843% /DIREZTOR COMER
CIAL (®EDICOD)

31533 MILNER /DIRETOS SE-
CRETARIC (EDICOS

STANDARD
EXECUTIVE

SFRAYCISCO ANTONASIOQ /DIRE-
10« FRESIBENTE {MERICO)

17AULD ANTGNASID /DIRETOR
VICE-PRESICENTE (KEDICO!

§5ERALI0 CASA33ANDE /DIPE-
TOR ACRINISTRATIVO

STANDR]D

WLTF EePLOISES oo
‘COVEFEQ 1FRgn;Tg1

2500

1009

1000

[HEH F”TXUN

10000 PRINRY: 271
SECONDRRY: 0. 61
TERTIARY: 27.51

N.A.  PRINARY: H.A,
SETORDARY: N.A.
TERTIARY: K.A.

3000  PRIMARY: 2.4
SECONDARY: 43.91
TERTIRRY: SI.71

N.A.  PRIMRRY: N.A.
SECONDRRY: N.A.
TERTIARY: M.A.

N.A.  PRINERY: N.A,
SECONDARY: M. 3.
TERTIARY: K.A.

3000  PRIMARY: N.A,
SECOHDARY: N.A,
TERTIARY: H.A.

' RESTER
0P, CONS, 7ADM]

57240

LR

3250

A,

"QU‘ECIE“ 157 :‘-

KA,

105

L:N
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DISTEIRUTIC

-INTERCLINICAS - ASSISTENCICA MEGICA £ CIRIR 19
514 S/C.LTDA.
AV.FAULISTA, NR. 777, BELA VISTA -CAPITAL
TELEFONE: 268-5333

~IRTERMEDICA SAD CAMILO S/C.LTDA. 13
AV.FONPEIA, 1050, POMPEIA -CAPITAL
TELEFGNE: 263-7144

-INTER*EDICI KERICINA CIRUREIA LIDA. i
AV.ERIG.LUIZ ANTONIO, NR. 3803, JARDIM PaYy-
LISTA -CAPITAL
TELEFONE: 64-4204

-INSTITUTY PAULISTAKIA OZ MEDICINA E ODONTD- 14
L3gIA S/C. LTDA.

AV, JURUBATUSA, HR. 48!- BROOKLiN

TELEFORE: 241-7311
SAQ PAULD

-LAF4 ASSISTENCIA MERICA 5/C.LTDA.
A.BRIE. BAVIAG FEIXGTO, NR.159,LAPA -CAPITAL
TELEFONZ:240-4208 £ 260-2387

-MECA LTDA. MEDICINA E CIRURGIA ASSISTENCIAL 18
ALANEDA SANTOS, NR. 1054-JARDIM PAULISTA
TELEFCNE: 251-5099

SAD FAULD, SUARULHDS

-NEDIAL-SAUDE S/A, I
AV.AGAMT, KR, 333- NOEMA
TELEFONE: 570-853%

SA0 PRELD

o

SLUIT A.DE A.S,DIRIA /DIRE-
TOR FEESIGEKTE

SDONINIGES AL2ANI /DIRETOR
VICE-FRESIDERTE

IPALHIRD ROCHA

BIULID TIMONER

$0SYALDD 6. ANDERSON
IHELEUTH PROBST

ENILLIAT N, NRARO

SPAULD S.P.BARBANTI /DIRE-
TCR SUPERINTEMDEKTE

SRENATO CORDEIRT /DIRETOR
$PE.NIVERSINDG A.CHERUBIN

SROBERTO M.F.NIGRD
SHALTHER LANFRANCHI

$LUIL 0.FEANANDES

1JOSE P.RAY

IFRANCISCO ALR.EUMYA /BER.
RELACCES EXTERNAS

BALEXANDRE F.A.LOURENCR /DI
FETOR PRESIGENTE

$LUIT A.DE LGUREKCO /DIRE-
TCR CLINICO (NEDICO)

SRILSTN J.KICOLAY /DIRETOR
SUFERINTEKDENTE {(HEDICO)
SNASAYUKT [SHT /DIRETOR CLI

NICO (KERICO)
LED V ALBURERUE /DIRETIR
ADMINISTRATIVD (MEDICO)
$SELJD TOMA /DIRETOR DE PA-
TRINCNIO (HEDICO)

SFLAVIG J.K.PUGLI /DIR.ADA,
$ERIL SARINO /QIR.FINANC,

SELIRS J.RACY /DIREICR SO-
CI0 (XEDICOY

4JCFEE WEILER /DIRETOR SG-
C10 {REDICD)

KILSCN N.CELSO /DIRETOR SO
CI0 (HE0IED)

SFERNANDT 4.9,30544 /PRES]-
PENTE (NELICOY

ISAMIR JNALLL JGIR.4IM,FI-
ReMCEIFC -®EDIEC)

$3S3¥.3] RITHG MELLG /DIRT-
TOR CLIK{LC «¥ELIED)

1IT) 32432133 FHRTTIR
TECRICC FERICT)

.
H

STANDARD
SIECUTIVE
FREE CHOICE

STANDARD
EXECUTIVE
FREE CHOICE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

STANDARD
EXECUTIVE

168000

30000

5000

H.A,

5000

10000

50020

200000 PRIMARY:
SECONDARY:
TERTIARY:

40000  FRINARY:
SECOMDARY:
TERTIARY:

10000 PRINARY:
SECORDARY:
TERTIARY:

N.A,  PRIMARY:
SECONDARY:
TERTIARY:

16000  FRIMARY:
SECONDARY:
TERTIARY:

13000 PRIKARY:
SECONDARY:
TERTIRRY:

73602 PRIAARY:
SECONDARY:
TERTIARY:

341
.1
54.9%

.1
49.81
27.51

M
49.61
27.51

N.A.
N.A.
N.A,

wn
b%.61
27.5%

2.1
59.81
21,51

27
&9.93
7.9

PESTER
0P, CONS. 7aDM15S,

402800

49950

14850

A,

21200

25340

127200

7980

1384

N.A,

420

504

252
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sLeNzmy xvu
CePITar
TELEFONE: 7778303

.
™
0
=
¥
i)
™
[
r
o
xs

£ R3SIST.RED.CIRURE, §

RA, NF. 561 -CAFfTAL

733 £ 254-4879

RTG PNDFE, 530 EEFNARDD [C CAN-
03 SUL, MAUA, 0SASCO,

~

A 20

s,

.2-

LM T e

i
1%
m

JPLVARD RZEDS, KR,
AFTTAL
TELEFLNE: 244-5159

-POLICLINITA SANTA AMALIA S/C. LTA. 16
REEPRINIO LEXOS, HF. 325, CANEUCI -CAFITAL
TELEFONC: 275-B311

SAD FauLO

-POLILt INICR S5KTA FE LTDA. 20
AV.AJCLFG PINKTIRG, KR, 1382, SANTO AMASD

CAPITAL

TELEFONE: 247-5559, 285-2250 £ 245-3745

-PER SRUDE ECC.LTDA, ¢
AR JUATIND, ¥R, 400 -CAPITAL
TELEFCNE: 1DEN CARCIL

:{,,_‘:JS qf|
‘OFERA - 7

’N° 07 ERPLOYEES VUWH ERCIAL S‘rTDQ’P°U'EC.ED 157 ::"
‘COVERED FFONSTCH'  DISTRIPUTION MESTER '
0P CONZ, /ADNISS, ¢

VGSE JPZ3EFRINT /DIRETIR STANDARD 20060 25000 PRIWARY: 1,87 33030 1050
CLINICD rP2DILD) EYECUTIVE STLOMTARY: 37,97
ISHEESE 3D /01, ATALNIST, FREE CHIILE TERTIARY: 40,31
STSUTCRL CFUED /CIR.EYFANS
$ANTONID ELE.PALLARES /D18,
RAKUTERCAG LS CONVENICS
BIOIST ILASSARIAX/GIRETOR  STANDARD 5000 10000  PRIMMRY: 2.71 17594 350
FRESIDENTE (MEDICO) EXECUTIVE SECONDARY: 49,82
iMARID ALGRANTI /DIR.FINAN- TERTIARY: 27.52
CEIRD (FEDICG)
$ANTONID A.01AS /B1IR,CLINI-
L0 txsniies
$RELIQ ZILMAN /DIRCTOR ADN]
KISTRATIVE (ADM.EKFR.)
$ARNANDD M.CORCZIAT JR. DI STANDAAD 3000 10000  PRIMARY: 2.71 16950 %
RETOR FRESITEXTE EXECUTIVE SECONDARY: 59,81
SALETANDIT C.xI55 /DIRETOR TERTIARY: 27.51
CLINICE XEZICD!
TPALTER D.7GORISUSS /BIRE-  STANGARD 7000 16000 FRIMARY: 2.7¢ 18020 357
TCR SUFERINT, (NEDICDY EXECUTIVE SECONDARY: 49.87
$5£325714) 5.0LIVEIRA /21~ TERTIARY: 27,51
FETCR CLINITE (HEDICO)
8JISE R.B.HARTINEZ (KEDICD)
SEELKALED R, DE BARRCS INE -
DICDY
1Josz CLPUSCG iMEDICO)
$ANTCNID A.F.FAUPERID (ME -
picm
IANTONID C.VITAR] (MEDICOY
8ULIC L.CAVALCANTT /DIRE - STANDARD R.A. N.A.  PRINARY: N.A. N.A. N.A.
TOR CLINICO (NEDICDH EXECUTIVE SECONDARY: M.A.
lPPY CE A.LACERLA /DIFETOR TERTIARY: H.4.
CLINICO (REDICOY
INITQLEY P XTHN /DIR.ADA,
IFERXAADQ P.¥AT /IR, ADX,
PALIFID CCRREIA KETO JFPESI  STAMDARD 5000 7000  FRIKARY: 2.4% 12720 232
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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 fellowing systems, this one represents a
higher collection cost to the HMO as well as possible delays in
payments. 1In 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 betveen the HMOs and the beneficiar;aes. It
1s 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, in turn,
contracts with HMOs for health care services. Social Security
beneficlaries, (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 reglme 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 1s estimated that this percentage will increase with the
concomltant decrease in individual enrollment.

c) corporate enrollment: made through an agreement reached between
a company ox union and an HMO. This type of enrollment
generally covers activities excluded from the Sickness Insurance

Fund regime and serves about 10Z of the total population.

Health service coverage provided by HMOs

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, dlagnostic techniques, drugs, surgery, Xrays,

rehabllitative services and limited psychliatric treatment.

A
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The following services are excluded from the health service
coverage:

- actlions and/or procedures with an aesthetic objective whenever

the malntenance or recovery of a function is not involved.

~ orthotic and prosthetic devices.

- psychoanalysls and other psychiatric therapy techniques.

- rehabilitation techniques not providing real henefit to the

patient in chronic physical diseases or with definite sequaeclae.

- diagnostic and therapeutic techniques and procedures which are:

of high unit cost and rate application, of unproven efficlency
and on an experimental basis, or not incorporated in the common
medical practice within the country.

The members have the right to recelve 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 benel:: 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
ot the population that recelves basic health care services from
Ministry of lecalth facilities. In turn, the Catastrophic National
ilealth 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 organizatfions that may or may

not be part of the HMO.
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In summary, health benefit coverage of HMO members is quite
comprehensive, not only because of the services that the organizations
provide at thelr own cost, but also because of the highly specialized

and costly services that are provided through the Insurance Fund.

Prepayment ex¥perience in the rural areas

SAYSS (Serviclos de Asistencia y Soclales 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 1is to
provide health care services within the mentloned area. It also
undertakes social works.

Governing Bodies - It is directed by authorities working at 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 ZLocal Support Commission
with a President, Secretary, Treasurer and menmbers.,

Services provided - Twenty of the 27 clinics have permanent staff.

There are six physiclians living in the area and three physicians living

-4-



in the capital of the department who “ravel to the rural area. The
non-medical personnel are specialized in primary and emergency care,

Services provided: primary care, general medicine, pediairics,
gynecology. Twenty flve 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 notL harm the continuity
of care. In addition, radio-transmitters are being set up in order to
facilitate communication.,

On the average, therc 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
bencficlaries 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 per family., Futhermore, they recelve 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
HM0s, and more specifically Mutual Benefit Socleties, have existed in
Uruguay for over one century; therefore they are well known with
regards to thelr scope and the percentage of the population covered by
the system 1s quite large.

He 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. SUMMARY

This 3tudy was undertaken uader Cooperstive 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 servicesg 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 dslivery
in the northern region of Latin America, namely Mexico, Central
America, Panama and the Caribbean and with the health laws and
legislation which regulate thess schemes. It 8lso examines the
health delivery sysitems in several countries with the aim of
facilitating consideration of the feasibility and
transferability of generic elements of the U.S. prepeid health
systems experience or modification of that experience in search
of alternative approaches to financing and dslivering 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, formel legal

constraeints to the
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development of prepald medical care schemés in the region and
that specific enabling legislation exists only in Brazil, Chile
and Urugusay. Thils conclusiorn however, derives primarily from
review of the laws of each countiry studied and does not reflect
practice, tradlition or internel regulation of governmental
agencies, knowledge of which would require on-site observation.
Another conclusion based on information avallable in Washington,
DC and from local contacts, is that the only truly sizeable
presence of HMO or HMO-like activities in the region i{s largely
concentrated in the Southern Conse.

Other distinctions bearing on HMO development in the
southern and northern regions are differences in demographics
and per capita incoms which indirectly relate to marketing and
financing aspects ot 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, 6,418,000; 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 Guysna is less than
7,000,000 persons with Jamaica and Trinidad and Tobago
accounting for 3,658,000 of that total.

In terms of GNP per capita income per annum, Mexico is

highest with U.8. $1,800.[2] Panami, Costa Rica, Guatemalas and
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the Dominican Republic are the only other countriss with GNP per
capite income over U.8. 31,000 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, Ccste 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 evail themselves of
private caro. 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 gfocial insurance which has contributed to the
proliferation of activities among physicians and institutions in
the private lLealth sector.

Another recommendation of this study is that on-site HMO
feasibllity 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.



Mexico should also bo made the subject cf an in-depth
study. Growing numbers of employoers in Mexico are mesting
demands for private medicel care by providing Group Medical
Expense Benefit plans, contributions tc¢ which are tax
deductible.[3] This and emerging privately insured medical cars
schemes should be examined and contrasted with similar schemes
in other countries of the region.

An in-depth study of Costa Rica i8 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 haalth services to the entire popuiation.
Today, almost 80 percent of the population of Costa Rica is
medically insured, though the accomplishment has not been
without cost as the system is in & 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
affect 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 siudy 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.



In his Guide ¢o the Assessment of HMO Feasibility, Dr.

Paul Zukin raised the question ot public~private cooperation in
the region wherse & hospital based HMO might ssrve clients paid
for by the Ministry of Health or social security system. "Thils
can achieve cost savings in the public s8ector by obviating the
need to construct facilities where suitable public institutions
do not exist, and it can benefit & private hospital by assuring
& given level of occupancy. This system may be presently seen
in Panama.”[4] This wotld meem to be an option for & group of
doctors in La Ceiba, Honduras who, according to an OAS
Becretarial official, are hoping to assume direction of a
hospital formerly owned by the United Fruit Company and to
introduce some kind of HMO 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.[8] 1Incipient alternative financing schemes seem to
Blowly bs takling shape in the region.

This study 18 also intended to assist in identifying
countries in which the potentisl for developing such services
seems most feasgsible. In the Carribbsan basin region, for
example, Paname, the Dominican Remublic 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 feas:bility studies. This and the
role of the private sector in Mexlico’s hsaith care system are
discussed in greater detall later in this report.

Cne of the primary findings of this study, elthough not a
stated objective, 1s 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 & country-by-country basis. The Pan American Health
Organization utilizes the Library on a frequent basis in the
tracking of health legislation for PAHO veporvs and
conferences. In 1981, the Library of Congrvess instituied a
computer access system which was utilized In this study to
extract and review, on a selective busig, health laws and
legielation in Mexico, GQuatemala, Costa Rica and the Dominican

Republic.



II. INTRODUCTION

2.1 Overview of Health Delivery and Social Insurance

Systems in Mexico, Central America, Panams and the

Dominican Republic

This overview covers the eight Spanish-speaking countries
in the northern region of Latin Americe minus Cuba. DBelize,
although geographically located in Central America, is for
purposes of this report considered part of the English-gpeaking
Caeridbbean. In all but one of these countries, Nicaragua, whers
the Sandinistas have unified health delivery services in a
8ingle system under the Ministry of Heslth, social insurance is
an established vehiocle for financing and providing heelth carse.
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. 1In the lower income countries the Ministries of
Heelth are the primary providers of health ssrvices.

In Mexico several government agencisg with seperate
social ingurance 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 Desfense and the Navy plus government
enterprises such as the Mexican Naetionel Rallways, Mexican
Petroleum and the Federael District Department. These provide
approximately 75 percent of medical services in Mexico.[B] Most

services under social insurancs are conducted in government



owned facilities although services can be contracted out fo
private hoalth providers. In 1874 the Geocvernment of Mexico
inftroduced & new National Health Plan. The plan proroses to
extend coverage wiith emphasis on the rural population, to
provide natlonel coordination of medlical care services end to
establish a national hospltal system. Mexico has pursued an
ambitious program for serving the indigent population through an
integrated development program called COPLAMAR which reaches
about 10,000,000 or 1/3 of the rural population.[7]

Costs Rics 18 unique in the region as iits medical carc
delivery services have been intergrated in & single system under
social security. It is alsc unique in that the Social Insurancs
Ingtitute provides coverage to nearly 90 percent of the
population, the most extensive in the region. The Institute, in
addition to running its own hospitals, 1s also responsible for
menagement 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, Panams has also boen integrating medical
care services albait with less success. The process began in
1972 whenr the Government adopted a proposal to harmonize the
Ministry of Health and Social Insurance Fund (CSS8) programs in
an effort to decentralizs and expand services. While half the
population of the country today is 8till under the Ministry of
Health end the other heslf under C8S, thers is no doubt that
intasgration hes enabled C98 to extend the scope of social
insureance to & greater percentage of paople while utilizing
Ministry of Hewlth facilitiss,.

The lowsr income countries in the region, QGuatemala,
Honduras, El Salvador and the Dominican Republic have single
social insurance funds but relatively low percsntages of their
population are provided medical care services by the Funds. The
bulk of medical care is provided by the Ministries cf Health
which have almost exclusive responsiblility for primary hsalth
care in urban as well as rural areas. These countries have much
in common not only iIn terms of their relative stages of under-
development and staggering economic problems, but also in rngard
to their health systems which are hamstrung by lack of
coordination, rising costs, wasteful duplication and all the
other {l1ls which translate into low qu~nlity health care for a
majority of their people. The margin for private sector
participation in upgrading heglth care is generally smaller in
these countries, bui thore 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.



In each ot these countries, to varying degrees, private
medical services are provided on an ability to pay or direct
paymont basisg and in most of the countries in combination with
gsocieal or privaete insurance. There are also provisions in some
to treat Indigents in private facilities when public facilities
are non-exiatient or inaccessible. Increasingly, people with the
ability to pay, including working class people, are opting for
private medical care. For most it is8 a matter of sacrificing
for higher quality care. For some it 18 a matter of class
attltude which attaches & 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 32.8 and Mexico 30.1. 1In Costa Hica 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 HRepublic 23.3, Honduras
R2.8 and Mexico 14.1, beds in private facilities in the region

are less than 10 percent of the total.[9]
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2.2 Overview of Health Delivery and S8oclal Insurance

Systems in the English-Speaking Caribbean

As mentioned previously, the total populatiorn 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-1like
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.8. $4,000) has
potential for the development of alternative prspaid health care
schemes.{10] Jemaica is already experimenting with slternative
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 principeal medical care facilities in most countries of the
region are owned by the governments and the fees a:e usually
reasonanle and sometimes free or scaled to income.[11] Public
hospitals ars generally overcrowded and people with the means
utilize private hospital facilitiss. Often even primary health
care servicoes are based on the ability to pay rather than need.
Only Antigua and Bermuda provide medical cere 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
pPrograms measures whereby insured persons and their employers
will contribute s 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

separete and frequently uncoordinated competing network of

medical care installations is not an appropriate solution in the

Caribbean.
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2.3 Regional Perspoctive of Health Laws and lLegislation

Extensive research at the Hispanic and Eagtern Caribbean
Law Division at the Library of Congress, thes National Library of
Medicire and the Libraries of PAHO, OAS and the Department of
State, and detailed examination of the filss of the
International Policy Staff ofi{ice of the Social Security
Administration as well as materials supplised dDy the General
Counsel of PAHO have revealed that there is no singularly
comprehsnaive collection or body of health laws znd 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 is8 undoubtedly due in part
to hightened interest in most countries of the Hemisphere in the
development of alternative health care approaches as & means of
making current systems more efficient and extending primary
health care to thelr expanding populations. However, desplte
the determination of PAHO Secretariat officials to move ahead in
this erea, it is not likely that signlificant 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 mneed for pooled information, but this is only a
beginning and there are budget constraints affecting the

process. The Internationa: Digest of Health Legislation, a

quarterly published by the World Illealth Organization which

vsually contains some references to specific aspects of health
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legislation in one or two Latin American countries, 1s available
in the PAHO library, but is of very limited value for the
purpose of gaining an overall legislative prospective in the
region. WHO conferenoce proosedings and other WHO publications
are avaeilable in the PAHO and the Department of Btate libaries
but these do not contribute significantly to a more
comprehensive understanding of the lsgislation.

In general, the objective of legiaslative research in this
study was to determine the existence of sither enabling or
restrictive health laws and legislation which would affect the
development of prepaid HMO or HMO~like schemes and group and
corporate practices of medicine. It was also to examine the
extent of laws pertaining to edvertising, the legal processes
for licensing and the roles of doctors and other medical
prcfessionals 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 HMO feagibility 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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Besic 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, 18 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 phermaceuticals, and medical equipment, but do not
specifically refer to advertising by hospitals and mediceal
facilities.

The labor laws of most countries are primarily concerned
with setting the requirements for work permits for
non-nationals. In some countries, there is8 & ceiling or set
percentage of non-nationals (10 percent in Mexico) who can be
employed in an enterprise, whether foreign or domestic. Some
specilfy professional or industrial sectora in which the numbers
of non-nationals are regulated.[13] Information regarding this
aspact of labor law is available at the U.S. Department of Labor
Library.

Private medical insurence is relatively new in many
countries and, in the case of Mexico, is evolving rapidly. Laws
and regulations governing medical insurance schemes were not
avallable at the Library of Congress, but private ssctor

information services deal with tl.e subject.[14] Employers in
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Mexico are increasingly providing private medical insurance for
salaried employees. The Intarnational Benefits Information
3ervice advises clients "”... most multinationals have
implemented hospital and medical coverage for selaried
employees. There are two types of coverage: one with a limit on
the amount paid for room and board, surgicel fees, ambulance,
and nursing care; the other, is EO percent more expensive but
hes no limits. Most plans have coinsurance varying from 10
percent to 28 percent with & deductible of 1 percent to 3
percent of the sum insured. Usually both epply 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 sconomic recovery and refer to the economic recession
in the past tense, the economies of most countries of Latin
America and the Caribbean are stili suffering the continued
effects of the recession end are heleaguered 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 hsealth care delivery systems. Some
experts assert that the recession and continuing economic crisis
have actually generuted 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, & matter of high priority.

In regard to health care, Msxico 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, 10884 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 because of malnutrition and 20 million suffer
from serious lack of nourishment.[18]

Costa Rica, the oldest standing democracy in Latin
America, brings health care to a larger percentage of the
population than any other country. Nevertheleas, its single
system integrated approach is experiencing serious difficulty
due to rapidly escalating costs of the system and genseral
deterioration of the sconomy. For the first tlme in nearly 10
years the "model democracy” is also experiencing serious
political instubility due to both internal and external factors.

The region as & whole is experiencing serious economic
problems and, except for more politically stable Mexico and
Panama, most countries of the region are suffering politically
a8 & consequence of detsriorating 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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generaelly. It has also con®ributsd to disturbingly heavy
emigration and immigretion &s well &8 economic and social
displacemsnt.

It 18 against this background that governments of the
region struggle to provide more and improved health care to
thelr peoples. In that struggle the search for iannovative
alternative health cars 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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IIX. ORGANIZATION OF HEALTH SERVICES - MEXICO

3.1 Health Delivery and Social Insurance System

According to 1984 Mexican Government stetistiocs, its
social security institutions pr~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 agricul tural
workers and their dependents are imcluded in this number.

The Mexican 8ocial Security Institute (IMSS) ts the
largest of the government social security programs. Others are
listed in 2.1 above. An additional B 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
mcst of her sister republics in extending health care to the
indigent population.

Medical care in Mexico is largely "direct”, but with the
intensificaticn of efforts to extend medical care to the sntire
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 salariod employees for private
medical care by providing Group Medical Insurance Benefit plans

for these omployees. This is highly recommended &8s & useful
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method for attrecting and retaining desirable employses.[16] As
en incentive, tax deductions are grented. There is a growing
trend in the dlrection of private care utilization in Mexico
despite the comprehensive and generally satisfactory care under
social insurance.

3.2 New National Healith Plan

In Auguet of 1984 the President of Mexico announced a
National Healih 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 growtb rates; and to
extend and improre 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, regionslizing the medical assistance services
and creating & national system through coordination of efforts
with the support of regional and local commissions.

Establishing a national hospsital system and providing primary
medical care to the rural population are speclific targets within
the first three years.[17] The plan’s population control thrust
aims at getting 7.6 million women to use modoern 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 Conditinns

Relating to HMO Prospscts

Ever since 1928 when the Mexican Revolution became
solidified under the asingle party rule of the PRI (Party of the
Ingstitutional Revolution), the country has been hlesssed with
political stability. Many observers of the Mexicaen scene
through the years have predicted the ungluing of the Party and
the country as & whole due to economic crisis, verious student
uprisings or feared rebellions in the "campo” by an impetient
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 arfecting a rapldly 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 tc produce jobs and to deal with both emigration and
immlgration problems, there are also intenss 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 debt are 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 Prevaill on

unions and employers to maintain agreements on wages and prices
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until austerity measures take cffect. Immigration from Mexico
to the U.8. 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
gervices. Developing innovative approaches and greatecr
utilization of the private sector seems to be an integral part
of the plenning procsess.

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 ot
information in the field of health care, particularly regarding
experiences in prepaid approaches. There would also be value in
having the ability to contrest health care developments in
Mexico with lesser developed countries in the region. For thess
reasons it 18 recommended that an in-depth study of the Mexican
health delivury system in the context of alternative systems

development be undertaken.
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IV. ORGANIZATION OF HEALTH SERVICES -~ CENTRAL AMERICA

4.1 Guatsmala Health Delivery System

Health Laws cnd Legislation. Prospects for HMO

Development.

Unlike Mexico and many countries of South Americs,
Guatemala mainteins rigid separation of the medical delivery
networks of the Minieiry of Public Health and Social Assistance
(MSP) and the Guatemala Institute of Social Insurance (IGSS).
There is no co-utilization of fecilitlies or trensfer of social
insurance funds to support MSP &8s an intergrated system. The
IGSS sxpends a8 much e&s MSP each year buit only 14.85 percent of
the population is covered by social insurance.[19] The MSP
therefore i8s responsible for attending the rest of the country
with roughly the same amount of money.

In reality, the number of people actually covered by
soclal 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 IGS8S8S 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 sociel insurance.[R0] »ven in the capital city
reglion, entitlesments under IGES are limited. They include
maternity care for the wives of insured workers and medical care
for children ouly up to two years of age. In terms of general
medical care, therefore, & very small percentage of the
populaiion and also of the labor force is covered by social

insurance.



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 28 percent of Guatemalans
reside.{R21] The MSP maintains a network of health centers and
health posts throughout the country. Dr. Milton Roemer’'s draft

paper Health Service Coordination in Guetemala (USAID/Guatemala,

June, 1978) listed a total of 87 health centers and 376 health
posts with the former generally staffed by one of two doctors
pPlus suxiliary 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 meintain with doctors
pald 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, & large part of the population is either poorly served or
not served at all by the system. There are voluntary non-profit
agencles at work in the health field in Guatemala, most of them
church related, which are engaged in running sma'l clinics
primarily in rural villages. There is also a private medical
sector which 18 small and largely concentrated in the capital

city ares 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, therse
were about 38 privatsly owned hospitals with 1200 beds, but
those figures have undoubtedly increassd since 1873 although not
all changes which have occurred would alter statistics very
significantly. TFor example, Dr. Roemer reported an ir  ant
mortality rate of 81 per thousand as compared with 79 per 1000
in 1985. Dvr. 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 HMO or
HMO-11ke health delivery schemes, they are not promising in
Guatemala although there is at ieast one organization now in
operation which could conceivably serve as a model. Thisg 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,

memburs of Medica Guatemalteca covered by social insurance will

be reimbursed for peart of the costs of private care. In its8
brochure, which appeals to employers as well a8 individuals,

Medica Guatemalteca offers iis 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 ir the
General Annex of this report.) According to the AID Health
Officer in Guatemala, there may be plans for creating & similar
plan at one of the bstter hospitels 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 eitiher are inadequate
or nonexistent. This will open up the possibility for more
innovative delivery approaches. This plus the fact that the
Guatemela social insurance system already provides for
reimbursement to insured persons for private care would seem to
warrant a rore in-depth study of HMO-like development
feasibility in Guatemnla.

The determination to proceed with a feasibility study
should be considered within the context of current social and
sconomlic conditions, the political climate, and demographic
projection. Guatemala, with 7,500,000 people has a population
growth rate of 3.1 percsnt. More than 50 percent of the labor
force of @ 1/2 million is in agriculture with a small Percentage
of that paying into social insurance or recelving medical care
under social insurance. The bulk of medical care provided is
financed from general revenue.[22]

The private sector deminates the Guatemalan economy and
s backed by government policies promoting trade and
investment. Since 1879 the economy has suffered from recession,

low work prices for agricultural exports, and the effects of
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balance of payment difficulties emong Guatemala’s neighbors,
which has reduced their capacity to buy CGuatemalan products.
Deteriorating economic conditions :ve exacerbated by the
political strife which is8 afflicting the region. Guatemala
suffers from the additional burden of guerrilla insurgency which
has severely restrainsd tourism and privaete inveatment.

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 Guatemales 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 Il 8alvador. Heelth Delivery and 8ocial Insurance

System
Health Laws and Legislation. Prospects for HMO

Development.

El Salvador is no exception among sister Contral American
republics seeking to extend heelth care to the entire
population. A national hoalth plan aimed at bringing health
gervices 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 68peclally
tre two traditional providers, the Ministry of Health (MOH) and
the Salvadoran Social Insurance Institute (7SSS). 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 othe=
countries is largely lost, both in terms'of bringing in any
substantisl additional revenue from social insurance as well as
in the area of opening up social insurance facilities to public
and primary hesalth care. The ISSS has only 11 percent of the
nation’s total hospital beds in 18 hospitals.[23]

The private health care sector which provides services
primarily to persons with the ability to pay, owns 2B 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 SBalvador efforts to overhaul the system
are complicated by both the snormity of the task and an acute
shortage of required financial resources. Laws introducsd in
recent years extending social insurancs coverage to the public
sector and attempting to &djust and update the rsgulation of
health care generally have not produced profound changaes in the
system.

The inabi'ity of the Government of El Salvador (GOES) to
move ahead on the hesalth 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.8., 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 capitel flight, reduced public and private
investment, declining trade and diminished production and
exporta. 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 & 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 ghould not preclude, as mentioned

in the summary oi this 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 Legislsation. Prospects for HMO

Development.

In the region only Haiti and Boliv!: are considered
poorer countries than Honduras. With a population of about 4
million &nd a labor force of 1 million the per capita Income in
1982 was $890 per year. The infant mortality rate is 117 of
1000 and 1life expectancy is B3 years.[26] The economiac
sltuation i8 simi)ar to that of neighboring states. Primarily
an agricultural cow .ry, Honduras depends heavily on the
production of bar.anas, coffee, timber, beef and sugar for export
trade. Light manufacturing in agriculture is also important.
The same economic woes besetting other couatries of Central
America have also had an adverse effect on economic growth in
Honduras, i1.e. capital flight, falling commodity prices and
rising petroleum prices. Little improvement is expacted In the
near future. Real growth of the Gross Domeastic Product was
negative for the second year in a row in 1984 and with a
population growth rate of 3.8 percent this translates into a
8lgnificant decline in the standard of living.[R7]

The health care system of Honduras has been amply

described in Primary Health Care in Honduras, a study prepared

for AID by James Austin of the Harvard School of Busainess, and
by Antonio Ugalde, of the University of Texas at Austin, in The

Intedration of Health Care Programs into a National Health

System 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 Hondures
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 care to the rural
areas of the countiry. 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, Tegucigalpa and San Pedro Sula.
IH88 services are strictly for urban populations and reach only
300,000 of the ropalation. The IHSS has strongly resisted
efforts to create a national health system as have pPhysicians.
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 authnrities in their efforts to develop a
more comprehensive and cost offoctive system which would
facilitate the expansion of primary health care to the rural
population. USAID is also considering the feasibility of the
participation of the private health cere sector in this
process. The private sector owns 25 of the nation’s 44
hospitals which sorve only 9 percont of the population, mostly
higher income peaople. The participation of the private sector
in altornative medical care schemes may well depond on practice

ard custom rather than law or regulation. Here agaln the
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transferability of the U.8 experience with HMO's in any direct
sense does not ssem foasible, but conceptually there is a margin
of applicability of at 1lsast some aspects of that experiencs,
especially regarding U.S. private sector approaches to
orgenization, management and administration. Any prepayment
approach would be conditioned by the extremely small base of
ingured 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

Caroe System.

On March 1, 1982, the Sandinista Government promulgeted
Decree Law No.974 which esteblished 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
Minisiry of Health (MOH). Prior to this date the medical carse
system of Nicaragus was already unique in that there was
leglslation that mendated consolidation of medical services for
both insured and non-insured persons. Despite this 1955 law,
however, INSS continued to operate independently from the INAPS
(Ths Public Assistance Institute) with the scope of INSS
coverage extremoly limi{ted. Under the Sandinista system,
workers and employers continue to pay social insurance, part of
which is transterred 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 Instituto of Social Security and Social
Welfare (INSSBI). Unlike the case of Cuba, Nicaraguan employers
and employees affiliated to INSSBI contribute through payroll
texes toward financing the hoalth care of the nation as a whols.

There are conflicting claims as to the degree of success
or failure of the Sandinsta Government’'s effcrts 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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equiteble 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
unrseesonable to expect, thsrefore, that progress in stemping-out
illiteracy and in bringing heaith to all the people should have
been made since 1878. According to Beryl Frank the INSS
protected 20 percent of the labor force by the ond of 1981.

With the unification of all medicel services this coverage
percentage has undoubtsdly increased.[28] The Governmeni of
Nicaragua (GON) claims that under Somoze infant mortality was
the highest in Central America, 121 of 100 live births, which
dropped to 89 of 1000 in 1883. 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 oi all health complaints wore
due to malar.a, but that after anti-malaria medication was
administerod to 785 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 & 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 lesas. 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 80 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 tlow out of the
country. Prospscts for makingd further improvements in the
health care delivery systom under these conditions or even

sustaining gains alrecdy made are not promising.
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4.5 Costs Rica. Health Care System. Social Security

as & 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
successgfully merged public sector health services with those of
social security. The integratiion process began in 1973 with Law
No. 5349 which directed the Ministry of Health and all other
agencles with health delivery functions to transfer their health
facilities and services to the Costa Rice Social Inszurance Fund
(CCSS). However, once the integration process was initlated, it
was found that CCSS did not have the necessary infrastructure
nor the means to dsal effectively on a national basisg 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 integreted system the CCSS has full
respongibility 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 18 employed by CCSS and almost all hospital beds fall
under its jurisdiction.([31]

The MOH retained basic responsibility for primary healthr
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
America.[32] It hes the second lowest infant mortality rate
(37.6/1000) and longest life expectancy (mem 67.5, women 71.9).
Having & homogeneous population base (98 percent white) has also
been a favorable factor In the advanced development of Coste
Rica. All thces elements have contributed to the development of
the most advanced integrated health care system in the region.
The fact that Costa Rica has consistently committed & larger
share of its national budget to health care delivery also
contributed to the evolution of a system that rsaches 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 m& ¢
progress in efforts to deal with the economic crisis through
austerity measures aimed at stabilization of the economy, public
sector expenditures have been slashed.[33)] The health sector,
like all others relying on public funding, has experienced
considerable budgetary constraint. While the economic outlook
for Costa Rica 18 more promising than in neighboring states,
much will depend on the Government’'s ability to attract
investment, increase trade and to continue to hold public

sxpenditures in check.
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V. ORGANIZATION OF HEALTH SERVICES - PANAMA

6.1 Status of Integrated Health Services

Panama 18 one of three countries in the northern tier of
Latin America providing a high percentage of medical care
services under social insurence (53.8 pevcent). The others are
Costa Rica (approximately 90 percent) and Mexico (B5.4
percent).[34] This largely results from constitutional
provisions in 1972 mandating integration of medical carse
services provided by all public agencies including tho Social
Insurance Fund (C39). The principal effoct of Integration was
to hermonize functions of the Ministry of Health and the CSS and
to unify thoir administrative and financial operations with an
aim to bringing health care to everyonse.

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 capitnl district. Nevertheleas, the
C8S has been able to incroase medical services significently
using hospitals end health centers of the Miniatry of Health.
The state of health of the overall population has lmproved
measurably. In eifect, the CSS hae been able to retain and
enhance its operational capacity while at the same time
supporting the health budget of tho state through employer and
employee contributions.[35] While not enjoying the same degree
of success as the Integration process in Costa Rica, health
experts gonerally agree that Panama 18 well on its way tc

achieving the "health for all” objective.
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Notes from the Department of Commerce Foreign Economic

Trendg ¢f Auguat, 1984, add to confirmation that the Government
of Penama 18 moving ahead in the health fisld. Trends reports
that the C38 is constructing a 20 million dollar 100 bed
hospital in the densely populated suburban city of San Miguelito
end thet emergency and outpatient facilities are being
constructed at Ssnto Tomes Hospital in Panama City. Trends also
reports that Panamanian demand for U.8. health eguipment and

products continues to be strong.

B.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 108 of tho National constitution
which designated the beneficiaries of social insurance benefits
and health care protection provided to the labor force. Act No.
18 of March, 1975, eventually expanded coverags 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.”

fhe United Nations Economic and Social council report of
March 5, 1981, 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.)
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B.3 Politicel Environment and Market Place Conditions

Relating to Health Care. HMO Prospects.

Panama has made relatively more progress in recovering
trom the recession than most other countries in the regiou but
is 8till confronted with problems of high unemployment (14
percent includes visible underemployment), declines of canal
transits due to the diversion of crude o0il through thse new
pipeline and gensrally 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, thers ware
improvements in thse balance of payments, lacreased produsction in
agriculture and the external debt growth rate d‘oped.[38]

Income from the pipelins and ths canal &are among factors putting
Panama in & relatively more favorable economic conditlion than
the countries of Central Americas.

Panema also enjoys & greater degres of political
stability than her neighbors to the ncrth although economic and
soclal conditions ocutside the capital district g€ensrally
contrast sharply with those of Panama City where 1/3 of the
population resides. Unemployment in Colon, for example, exceeds
20 percent. While not atfected by guerrille warfare afflicting
other nations of Central America, there i8 communist agitation
among unions in the agricultural sector. In addition to h;ving
the second lowest population growth rate 1n the region (2.4
percent), Panema has & growing middle class which is rapidly
turning to the private health care sector. There have been

developments in the private sactor including the aforementioned
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Hospital Corporation of America which would indicate that some
development of HMO-like schemes in Panams is under
congsideration. This point has bean reinforced by Dr. Paul Zukin

in GQuide to the Assessment of HMO Feasibility. 1In discussing

opportunities for public-privats cooperation, he stated there
may he oppoartunities for a hospital-based HMO to serve clients
paid for by & minority of health or social security systems.
"This can achlieve 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 aegsuring a given level of occupancy. This system presently

may be seen in Panama.”
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VI. ORGANIZATION OF HEALTH S8ERVICES - THE DOMINICAN REPUBLIC

8.1 Dominican Health Care 8yatem.

In the Dominicen 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 Insgtitute IDSS attend'ng insured
workers and tho Ministry of Public Health responsible for the
rest of the population. In the Dominlican Republic only 4
percent of the population 18 covered by sosial insurance (the
Govarnment of the Dominican Republic claima 15 percent).[37]
Statistics pertaining to the sxtent 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 & dependent child’s lifs.

The private health sector in the Dominican Republic owns
more than 50 percent of the national hospitals. An archalc
provision of the basic social security law which romoves workers
from IDSS roles and eligibility for medical tenefits when their
salaries exceed 303 pesos per month (U.8. 884). 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 firms in the Dominican Republic
provide health Insuranco for their employees. The health plan
and schedule of paymenta of one of the insurance companies
contracted for this purpose (Compania Seguros Dominicanos De

Salud 7. por A.) is quite comprohensive.

6.2 Health Legislation.

The above cited revision excluding higher paid workers
was extended by Law No.908 of August 8, 1979 described in an
ID3S communique. Among provisions of law cited in the
communique 18 onas 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

Ingurance Development Plan 1974-78 details the use of private

medical facllltles and services by insured persons and provides
& general description of the system. A 1983 perapective 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-1like

Organizations.

The Dominican Republic {8 experiencing extremely
difficult financial conditions marked by continued low
international prices for its commodity exports, high import
demand, severe liquidity problems and slow sconomic growth.
This in a country with a per capita income of 81,26y, and 30
percent of its labor force unemployed and with undersemployment
nearly as high.[38] About 40 psrcent of the lebor force 18 in
agricalture.

Social insurance legiglation tends to favor the
development of privaie soctor health care, but this covers only
a small portion of the population. There may be prospects for
development of publicly finunced HMO-like schemes, but these
would likely be vory limited. Given the generally poorly
organized and financed condition of the health care delivery
system In the Dominican Republic, perhaps the most mnaningful
contribution U.8. private care sector includiag HMO’s could make
would beo to provide technical assistance in the basic
organizaetion, administration and financing areas which might

provide much needed contral focus.
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7.1 Appendix

The primary sources of information contained in this
report are: Hispanic and Bastern Caribbean Law Division of the
Library of Congress Law Library; Pan American Health
Organization; Library of the International Pollicy Staff of the
Social Security Administration; Nationael Library of Medicine,
NIH; U.S. Department of Stats Library; Washington, DC Office of
the International Labor Organlzation; Sscretariat 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 Assoclates 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 end Outlook, Catherine Cleland’s Possibilities

for HMO-Type Organizations in less Developed Countries, Beryl

Frank’'s Social Security in the Caribbean and Latin America, and

Dr. Milton Roemer's Health Service Coordination in Guatemala.

Potential sourcsea of health care informetion outside the
U.8. noted during the course of researching this study are:

Intigtituto del Seguro Social and Interamerican Studies Center

in Mexico City; ILO's International Social Security Association

in Geneva; Biblioteca Regional de Medicina in Sao Paulo;
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Fundacion Para el Avance de las Ciencias Biomedicas in Bogota;

and Centro Nacional de Informacion y Documentacion en Salud, in

Mexico City. 8ome measurs of the utility of these sources 1is
provided by the Instituto del BS8eguro 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 reporis 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.8. Department of State is8 & valuable
regsource in the compilation of legislature profileas. The Library
maintains complete and generally up—-to-date collections of
official daily bulletins or gazeties of every country in the

region. The Diario Oficiales cr Gacetes record all newly

promulgated laws as well as revisions to exisiing laws. These
dally Jjournals are filed in bound volumes except for those of
recent vintage (1983-84) which are either stacked in unbound form
or have beon committed to microfilm.

At the present tlme the Library maintaius fiies 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.8.130; Costa Rica, M.S. 32; Dominican Republic M.S.
133; Quatemala M.S.107 and Nicaragra M.8. 136. Uruguay is the
only country in the region for which the Library doss not have an

up to date collection of the Diario Oficiales.
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LEGAL AND REGULATORY
CONSIDERATIONS FOR
dMO DEVELOPMENT

BY
ERLING HANSEN, ESQ.
GROUP HEALTH A8SOCIATION
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 18 necessary to be aware of and become famlliar with
relevant laws, regulations, decrees and other government
proclamations. In addition, the rules and practices of
quasi-governmental organizations, such ag mediceal gsocieties,
must be considered. These laws and rules establish the legal
climate for HMO formation and must be assessed to develop an
organizational structure that will comply with &li legeal
requirements &and pe.mit the echievement of marieting
objectives. Such an assessment must take rplace non site in
conjunction with determining the feasibility of a paruvicular
project or proposal.

In the United States it has been the policy of the federsal
government aund many states to encourage HMO development. This
has resulted in and from the enactmeni of & federal HMO law and
state HMO laws. Theso laws govern the gstablisghment,
organization &nd operation of HMOs. Few countries apsert from

the United States have HMO-specific onabling laws.



This latter observation is true of the Latin American region
where there does not appear to be enabling legislation for
HMOeg. This is not a surprise. In the United States the term
HMO achieved recognition in federal law only in 1972, although
HMO prototypes had besn in existence since 1929. In 1972 only
three states had enabling legislation which specifically
authorized HMOs and five more states permitited formation of
HMO~1ike orgenizetions. All othor states had laws which to a
lesgor or greater degres would vestrict the oporation of HMOs.
By 1985 the situetion had changed gquite dramatically. WNow 41
out of 50 stetes have enacted IHMO snabling legislation.

It ig also relevant to this repsri to note briefly the
recognition of HMOas in federal legislation. Thoste health cere
organizations were first recognized in 1959 with the ensctment
0f the Federal Enployees Health Benefits Act. This Act author-
ized the feders! government to contract with "comprehensive
medical plans” of two types: individual practice prepayment
plans and group practice prepayment plans. These wsare the
goencric names in 1959 for wnat we now know as HMOs. When the
FEHB Program began in 1960 thereo were 10 ccmprehensive plans
involved; in 1985 the number had grown to 191.

HMO8 werse rocognized azain in 1965 when the Congress amended
the Soclal Security Act to create the Medicare program for older

Americans. The Medicare Act authorized payments to HMOs by



referring to "an organization which provides medical and other
health services (or arranges for their availability) on a pre-
payment basls,..” HMOs could provide physliclan services only to
Medicare benericiaries until 1972. In that year the Medlcare
Aot was amended to include "health maintenance ourganization” as
a dafined Medicare provider form with authority to provide both
physician and hospital servicoes. Curiously, HMOg have not par-
ticlipated extensively in the Medicere program bocause of an
inadequate paymont formuls. This formule waes substantially
amended in 1982 to further encourage HMO varticipation in this
program.

In the interim between 1972 and 1982, the Congress onacted
the federal HMO Act which provided grants and lcans for HMO
development. This caused the number of HMO lilko organizations
in the United States to grow from approximately 30 in 1972 to
nearly 300 by 198R2. The enactment cf gtate HMO laws, deoscribed
above, was & concomitant developmont. In 1888 the nunbar of
HMOe in the United Staton oxceeds 350.

There i8 & rough parallolism beiwoon these developments in
the United States and what i1s rlready happening and can be
expectod to happon 1n the Laiin Americae and the Caribbsan. The
summaries of hoalth care activity in solocted countrios show
most Latin countries trying to deliver health care through a
central government financing mechanism and, less often, through

government ownod and oporated clinice and hospitals. In many



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
bueginess with the government. Where employers and employees are
required to participate in a national social insurance pProgram
it may be critical for an HMO-1like 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, officlal definition of "health maintenance
organization.” The definition varies according to which piece
of pertinent legislation or regulation 18 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 HMO under a particular statutory framework, 1t i1s first
important to understand the purpose of the statutory context in
which the term "health maintenance organization” 18 ueed. 1In
this regard, two major purposes of HMO legislation can be
summarized as follows:

To license and/or certify HMOs. Relevant statutes are

concorned with the overall organization of the HMO entity

and authorize the establishment of the HMO as well as its
continuod regulation.

To authorize government agencies to purchase prepaid health
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services. Relevant statutes are designed to authorize a
governmental agsency to expend funds to obtain prepaid health
services for certain designated populations.

With redard to the first cetegory, the primary example is
state licensure laws governing the establishment and generation
of HMOs. These requirements may include & minimum benefits
package under the definition of basic health services and very
specific provisions on HMO organization and operations, covering
governing board, fiscel and managerial requirements. As we
noted earlier there do not appear to be laws c¢f 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 eztablighed for
HMOs under a separate HMO enabling law. Any assessment of the
potential HMO marketplace must consider not only private
employer groups, but also the number of potential enrollees who
are covered by social insurance, social welfare or special
government worker benefits progreams. The significance ci
obtaining approval to secure contracts with government
purchasers is8 quite evident in Latin America, where significant
amounts of health care are provided through government sponsored

and funded programs.
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Lews governing the licensure of HiMOs generally have four
major purposes:
To ensure that the HMO has adequate working capital
To establish resorves 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 HMO licensure can
generally be accomplished by assignment to one of two
categories.
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
materiels, and financiel viability with ittention also
given to the acceptability of facilities, medical
recordkeeping procedures, and peer review and quality
essurance mechanisms.
o Medical 8ervice and Hospital Service Corporation Laws.
These statues may be used to establish HMOs whers

specific HMO enabling legislation is lacking.



Generally, the existence ot specific HMO enabling
legiolation 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
HMO enabling statutes often establish requirements for financial
reserves, marketing activities, relationships between the HMO
end physicians, and relatiounships 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 az a reserve. In view of the general naturo of many
specific HMO enabling law requirements, an analysis of the
agsociated rules and regulations promulgated by an agency,
coupled with discussions with regulators, must also be
considered in any assesament of the legal climate.

It may be feasible, in those countrlies that lack specific
HMO enabling legislation, to utilize medical and hospital
service corporation laws (or their equivalent) for establlishing

an HMO, particularly when there is administrative precedent to



do so. The service corporation laws also vary and statutory
requirements governing reserves and board composition must be
anelyzed closely. Although service corporation laws are
directed &t corporaticns 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 valune of specific HMO enabling
legislation 18 that it often limits the genseral applicability of
the insurance laws to HMO operations, many of which can be
extremely burdensome. Thus, when other legal means are
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 aan insurance company. In such cases,
1t may be necessary to seek a letter from the regulatory body
atfirming that no action will bs 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 rsviewed in assessing the

overall legal climate for the HMO. These areas include the

following:
o Advertising Limitetions
o Corporate Practice of Medical Restrictions



o] Restrictions on the Use of Allied Health Professionals

Advertising

Traditionally, the advertisement of medical services or
prices has been 3eversly restrinted by statutes governing the
licsnsure and conduct of physicians by rules established by
medical practice boards, and by codes of ethics adopted by
medical soclieties. These statutes generally prohibit
"unprcfessional conduct”, leaving it to the medical practice
board to define the criverias for such conduct. Of primary
concern to participatisg HMO physicians is whether advertising
HMO gervices and feesa and soliciting enrollment by the HMO could
expose the participating physicians to sanctions under oxisting
professional conduct restrictions. Determination of the
limitations on HMO advertising will essist the HMO in developing
its marketing stratedy as well &as insulating contracting
physicians from charges of unprofessional conduct.

Corporate Practice of Medicine

In the past, the common law prohibition against the
corporate practice of medicine, as well as modical practice
acts, restricted the employment of physiclans by noaphysician-
controlled corporetions. The key to understanding this
prohibition lles in the employment relationship between a

physician and a nonphysician-controllod corporation. The



purpose of this rule is to avoid the corporation’s interference
with the physician-patient relationship and to assure that the
Physiclen’s primary duty is to the patient and not the corporats
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
physiciana, as i8 the case with staff model HMOs. HMO enabling
statutes can resolve the i1ssue by apecifically 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
nther legal mechanism is to be used and a physician employment
relationship is8 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
professionale are utilized, it is important to identify the
statutory and regulatory requirements governing these health
professionals. For example, laws regulating physician
asgistants will often define the medical services that a
Physician’s assistant can psrform as well as the necessary
degree of physiclan supervision. Identification of these legal
requirements will aid the HMO in developing appropriate staffing
patterns while assuring that health sorvices will be available
and accessible to HMO members.

There may be othasr statutes, as well as judicial or
edministrative determinations, which will affect the HMOs that
are outside the general categories described above. For
example, a law may requlre the HMO to maintain a certain amount
of liability insurance for personal injury lawsuits. Another
example 18 the area of subrogation which may or may not be
permitted. Subrogation permits the HMO to procesd against third
parties on behalf of an HMO 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 perticipate 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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HMO’s development. These include but are not limited to:
subsoriber contracts; liability stemming from the professional
negligence of the HMO Physiciane; financial deficits generated
from unanticirated utillzation, costs, or insufficient
enrollment; and potential anti-trust concerns relating to HMO
operations. A brief description of these areas 13 set forth
below, followed by the types of available protections that the
HMO may wish to securs prior to becoming operational.

One of the most important legal documents for the HMO is the
subscriber contract, that 18, the c¢ontract between ths HMO and a
contracted employer group. Since this document hes the widest
exposure of any HMO legal contract and potentially carries with
it the most liability, careful drafting of this document is
essential. The subscriber contract should cover &t 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 o clear
description of services tsc be provided as well as the procedures
through which such services will be gocured.

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 legel contract and Potentially carries with
it thes most liability, careful drafting of this document is

essential. The subscriber contract should cover at a minimum
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such are&as as prospective enrolloe eligibility, effeative dates
of cuverage, cauzes for termination, and coordlination of
benefits provisions. Kowever, of critiocal importance is a clear
dezscription of soervices to be provided as well s tha procedures
through which such services will be secured.

Another arsa of concevn for HMOs is legal action brought by
subgcribers for breach ot the FMO-subscriber contractual
relationship. Often this issue arises when the HMO dsnies
coverage for a benefit to which members believs they are
entitled. Thie problam usually occurs when members seek health
services cutside the HMO health care system. Under these
circumstences, the HMO may deny coverage if the situstion was
not a true emergency and the member could have obtained the
services within the HMO system. Unless the subscriber contracts
(and supporting enrollment literaturs) ars clear on how
enrollees ugse the asystem, particularly in emergencies, thse HMO
may find itself unable to limit nbusses of certain services, such
a8 unauthorized visita to & hospital’s emergency room. 1t is
important to note thet ambiguous or vague terms or conditions in
the gubscriber contract are gensraily construed against the
drafter 2f the document (the HMO) rather than the consumer of
the services. Most HMO laws require HMOs to make full and fair

disclosure of benefits, exclusions, and limitations.
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In this regard, not only should the subscriber agreemont be
clear end legally surficient, 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 insiructed cn the Legsal problems connected with
"overselling” the HMO program.

Clogely related to the i1ssuve of the HMO’s financiel
viebllity is the ability of the HMO to maximize third party
reimbursement. The opportunity for third party reimbursement
generully arises when a member to whom the HMO has provided
services is covered under another insurance program for the same
risk cr under governmental programs There are two mechanisms
which FMOs utilize to maximize third party reimbursement:
subrogation and coordination of benefits, beth of which should
appear in the gubscriber contract.

A gudbrogation cloause moat often appears in insurance
contractes or policles. Tho purposo of the clause is to permit
the Insurer to recover any moniss raceived by an insured party
from cther sources for which the original insurer has been
liuble under the terms of the insured’s policy. With rogard to
the delivery of health care services provided or arranged by an
HMO, & subrogation clause appearing in a subscriber contract
should glve the HMO the right to recover its costs for the
medical services rendered to the member. Subrogation should

take care of instences in which the member has received
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reimbursement under a noanhealth Insurance policy issued in his
or her name or as a result of a settlement or verdict obtained
by the insured that includes damages, & part of which are
allocable to medical expenses. This working definition is to be
distinguished from & coordination of benefits (COB) provision
setting out rules, in accordance with legal requirements, of
apportionment for medical expenses when more than one group
health insurence or HMO program is8 involved.

The ability of the HMO to engage in subrogation will, to a
great extent, be detsrmined by the rslevant insurancs lews.
Finally, the overall effuvctiveness 7f the subrogation program
will derend 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 servicea whon a person is
covered under more than one group health insurance policy or HMO
membership agreement. Today, double coverage is a growing
phenomonon, since both hugbands and wives are often engaged in
active employment, with health coverage being offered by toth of
their employers.

In developing the subscriber/employer contract, it is
necessary to establish in that contract the procedura for
coordination of benefits. Moreover, coordination of benefits
can be & 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 signlficant area for an HMO and, to a great extent,
the providers contraocting with the HMO is the concern over the
HMO’s financiel stability. Financial instabllity 1n HMOs mav be
due to & varisty of factors, such as adverse selaction,
excossive utilization, pcor menagsment, and inzdequate
marketing. Nevertheless, agenocies that regulate HMOs will be
concserned with whether the HMO hag adsquate working caplitai to
meet the HMU 8 obligations ag they become due, and sufficlent
reserves or other provisions to pay cleims in the event of HMO
insolvency. Therefore, in developing an HMO it is necessary to
have an appropriate financial plan thet provides for adequate
capitalization and reinsurance for certain costs that may be
beyond the HMD's financial capability.

Finally, some insurance companies who write reinsurance for
HMOs also offer insolvency insurance coverage. QGenerally, such
coverage will pay for health services rendered to the members in
the event of HMO insolvency for the period for which premiums
have beon paid. However, of particular concern is how the
policy defines "insolvency” and whether the insurance coverage
15 avalilable a4t sach time that the HMO can no longer pay its
billg.

The primeary emphasis of this section has been to examine
those legal issues associated wit!~ the establishment and
operation of a prepald health plan. Providers must understand
the terms of the risk payment mechanlsms utilizad by EMOs as
well]l 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 18 clear that the establishment and operation of an HMO
require considerable planning to assure that the objectives of
the HMO are achieved. 1In this regard, it is critical that the
legel climate regarding the development of the HMO be assgessed
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 & 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 sppear 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. 1In 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 8ignificant Laws That
Pertain to Prepaid Health Care

(Provided by the Hospital Corporation of America)



MTPS ("Ministerio do Trabalho e da Previdencia Social” -
Ministry of Labor and Social Security) Ordinance of April 10,

1969.

L.egal Grounds:

Articles 140 and 133 - General Regulations on Social Security -
approved by Decree 80801, of March 14, 1967,

Article 31 of Regulations on Occupational Accident Insurance -
approved by Decree No. 81784, of November 28, 1967.

Defines scope of INAMPS/Company Agrement:

Processing end payment of bensficiaries;

Performance o. medical expert examination for the granting of
paid sick leave;

Providing out-patient medical care, as well as supplementary
or diagnostlic 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 sat forth in art. 29 of the
Regulations approved by Decres No. 61478/67.

Exclusion:

- Retirement and pension-plan bensficiaries;

~ Professional rehabilitation;

- Patients after 180 days (consecutive or not) of

to continue treatment at an out-patient clinic or ward.

INAMPS participation per employes - 5% of minimum wages;

Sets forth other more sepcific provisions

hospitalization per year, who are unable to return to work or

System for avoiding duplication of care (simultaneously by

the HMO and the INAMPS);

Termination of agreement if veriiied that there have been
dismissals intended for cutting down the company’s
medical/hospital care costs;



Provides for the INP3’ checking on such agreements entered
into by the Company and on its own resources& oxr on the
resources of those responsible for providing the services;

Other exclusive aspests for Companies undor
medical/hospital care agreements.



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 SBecurity 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 ares;

~ 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
hosplitals;

- Agreemants 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)
b)

c)

d)

e)

Annotation of working papers (”Carteira de Trabalho”);
Enrollment of dependents;

Objective indication of the services available to
beneficiaries;

Supply of explanatory pamphlets concerning
beneficiaries’ rights and procedures to follow;

Receiving of complaints and suggestions on official
forms.

S
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Ordinence 78, of QOctober 10, 1874 - MPAS ("Ministerio de
Frevidencia o Assistencis Social” - Minisiry of Welfare and
Social Security)

Provides for the accreditation of institutions rendering medical
care sgervices.

Legal Grounds -- Duties as set forth in the PPA {”Plano de
Pronte Acao” - Prompt Action Plan).

Scope of Accreditetion - Institutions:

vI -

Health Insurance (art. 129 of Decres-Law 73, of November
21, 1966);

Own Prepayment Systems (art 135 of Decree-law 735/66);

Ruling on Cooperatives (Law. No B764, of Decembsr 16,
1971):

Any authorized institution under the provisions of Law
No. B768, of December 20, 1971, regulated by Decree No,
70951, of August 9, 1972 - articles B7/61;

Guarentes arising from arfiliation to or essociation
with any care institution regularly incorporated and
having its own personality, equity and structure for
such purpose;

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 met by the Institutions in order to obtain a
Certificate of Accreditation:

Legal proot of operation permit, issues by tho proper
Government Agency;

Act approving the plan or program to be developed, as the
case may be;



- Care plan and technical notes;

- Descriptive memorandum, curriculum or medical staff and
organization of technical services;

- Covered risks funding plen;
- Intendsd participation in social security;

- Indication of beneficiaries covered and manner of opting for
the proposed planc;

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 befors the INPS;
- Indicetion of the regions and and areas where the domiciles
for care of beneficiaries and the domiciles for inaurance of

the insured in activity are located.

= "Curriculum” of the professionals responsible for the
technical coordination of services;

- Designation of the professionals who will represent the

ingtitution 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 certalin events;

- Social Security participation in funding the insgured 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”).



MPAB 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 Security)/Company agreement, those most
noteworthy for this report being:

I - Scope:

1. Perfiormance of medicael expert investigation and
gsuvplementary examinations for evaluating working
capacity;

Q. Providing complete medical care;

3. Providing overall medical care in cases of
occupational acclidents (art. 2 of Decree No.
61784/67) ;

I1 - Execution:
1. In the faciclities of the companies providing

medical/hospital care;

Q. In the facilities of contracted third parties
(those duly ac:redited only) ~ MPAS Ordinance No.
78, of QOctober 10, 1974.

IT1 - Beneficlaries:

1. The insured;

2. The insured and his/her dependsents.
Iv - Official Funding:

Payment of & per-capita amount (insured/month); other
less significant modes, e.g., financing and/or
assignment of equipment, facilities and personnel.

-



Verification/Control:

1.

Adegnacy cf demand to resources for providing such
ceres and to time achedules;

Individualized treatment of the beneficiary;

S8anitary conditions and upkeep of facilities used;

Permanent checking on the technical standards of
the care services and on the rules laid down by the

socieal security authorities;

4.1 -
4.2 -

4.3

professional qualification;
participation in meetings and seminers;

promoting courses for qualified personnel
vraining;

supply of informative material.



EAM ("Secretario de Assistencia” - 8ecretary of Medical Care nf
the National Institute of Bocial 8ecurity - INPS) Service
Guideline No. 390.87, of February 18, 1978.

Regulates the execution of medical/hospital care agreoments with
compenies for providing Medical Cars.

Responsibilities/Scops

Providing medical care comprised by oclinical, surgical and
dental services, at ocut-patient clinics and/or hogpitals.

= areas more lacking in such services — doctors and hospitals
providing at least general-practice, psaiatric, surgical and
obstetric care.

- medicel 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
beneficliary, whether on the job or on paid sick leave.

- the beneficliary’s care domicile.

Funding

- Employee’s reimbursement against presentation of proper
invoices and payment forms.

- Partisal sharing in the reimbursemeat for an event which 18 ~-
due to its finanial amount -- characterized as excessively
high, provided that:

it i8 Included among the services normally provided by the
area’s INP3 facilities;

it is8 a valid therapoutical conduct.

Settlemsnt of Differences

On Process On Publicaticn
On Scops On Terministion of Agreement
On Signature On Control and Verification (see

item V of Comments on Ordinance
79/74/1INPS)

On (undetermined) Emergency



Jeneral Provisions

- Excluded the INP3’ obligation of providing medical care to
beneficiaries. Any given care gervices may be charged to s
medical/hosplital cere company.

- An agreoment sntered into with a company 18 not extendable to
another, even if both of them belong %o the same group.

- An ldenticel prinociple applies to a company established in
different locations (including within the same State).



INPS Resolution No. ©00.11, of April 4, 1978.
8AM Bervice Guideline No. 398.02, of April 29, 1978.

Speci:ilc rules for the acoreditation of medical institutions as
regards medical/hospital care agreements.

Aveilability of own resourcee (out-patient and/or hospital
facilities) for immediate and adequate care of boneficiaries
under the system.

Other less significant provisions of an administrative nature.

Definition of (Medical/Hospital Care) Agreement

A covenant executed bYetween the Insititute (INPS) and a Medical
Group, Institution cr Company, either dirsctly or through a
contractor affiliated to the Institue, whereunder the liability
for providing medicsl snd hospital care to & definod group of
beneficiarties is transferred to said group, institution or
company, without & direct or subsequent intermediation of the
Institute in the referral of beneficiaries and rondering of
service.

10
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Chile
Summary of S8ignificant Laws that Pertain to ISAPREs
(Instituciones de Selud Previsional)

.-

Y



Ministerio de Salud Publica - Ministry of Public Health DFI 2%
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 Hesalth Fund.

—~ Separation of the ISAPRES and the Hsalth Service. ISAPRES
mu1st apply for regis.ration 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 peyment 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. Fmployers must make the appropriate deduction
from workers’ salaries for the ISAPRE pasyments,

-~ 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
enrolles. 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 use its
services.

11



— 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

¢) benkruptcy

d) noncompliance with obligations of services

e) legal or regulatory violations

f) violations of obligations as stated in this law

- Upon cancellation of the registration the ISAPRE’s guarantee
will be used by the Fund to liguidate debts outstanding. The
ISAPRE will be liable for any remaining balance due. If the
liquidation results in & 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.

12



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 authorizationa to be used by the Health Service
and ISAPRES.

- Detalils the procedures for processing and payment procedures
for compensatory medical leave.

- Indicates sanctions for violations of medicel leave
privileges.

Exclusions:

Work accidents and illnesses of workers affiliated with the
Employers Mutual Associations.

13



Uruduay
Summary of Significant Laws Pertaining to IAMCs
(Instituciones de Asistencia Medicsa Colectiva)



Ministerio de Salud Publica (MSP) - Ministry of Public Health
Law No. 9.202 of January 12, 1934

Pubiic 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 Heelth which is to monitor and curb the
violations committed by physiciens and other health workers.

Ministry of Public Health, Ministry of Finance and Ministry of
Education and Culture.
Decree No. R71/981 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 cthat 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 basics.

- Three categories of IAMCs are established: a) Assistance
Assoclations b) Professional Cooperatives c¢) Assistance
Jervices created and financed by private companies or of
"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 technicel and
fiscal matters are under the purview of the MSP.

14



- Grants the IAMCs a tax frese 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 IAMC or be used
as a lucrative means of obtaining new enrollees.

Decree No. 86/983 March 22, 1983
Orginance 8/983

Establishes guvidelines 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 number of enrolleess,
number of physicians and other infrastructure requirements.

- Determines procedures for non-compliance.

Decree No. 88/983 March 22, 1983
Ovdinance 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, 1982
Ordinance No. 14/983

Regulates matters dealing with the coordination of Special
Care Services of the IAMCS.
15
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Decree No. 92/983 March 22, 1983
Ordinance No. 13/683

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 scheduls of fixed prices for services rendered
by the IAMCS.

Ordinance No. 22/983 May 2, 1983

Authorizes TAMCS to offer private inpatient care to its
members under certain conditions, and to charge for such
gservices.

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
Excludss coverage of prosthetic and orthotic devices provided
by TAMCS.

Ordinance No. 20/983 May 6, 1983
Establisheus Ministry of Public Health control of IAMC
assemblies.

Decres No. 161/983 May 24, 1983
Ordinance No. R3/983 modifying article 8b of Decres 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,

16



Ordinance No. R26/983 June 6, 1983
Obligations of IAMCS8 in urgent and emergency care situations.

Ordinance No. 37/983 June 6, 1983
Determines the criteria for maintenance and operatlon of
facilities and the procedures for billing of services.

Ordinance No. 25/983 June 6, 1983
Responslibilities of IAMCS in providing prenatal care.

Ordinance No. 30/983 June 8, 1983
Standerds for planning and controls for patients receiving
pacemakers.

Ordinance No. R24/983 Jdune 10, 1983

Regulates the procedures for absorption and mergers between
IAMCS. Health Department Creditors are to supservise the
ligquidation of ITAMCS.

Decree No. 24/983 June 10, 1983
Ordinarce Wo. 32/983

Retes charged by the Ministry of Public Health for services
rendered.

Decreo 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

fets up a workplan for consideration of preventive and
rehabilitative health services that should be provided by IAMCS
to its members.

Ordinance No. 33/983 July 6, 1983
Designating the Directors of Auditing Departments to supervise
liquidation of IAMCS.

Decree No. R87/983 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 Dspartments
of the country in order to guarantee IAMC enrollseses access to
ambulatory care.

17
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Ordinence 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, 1883
Sets standard for a system to ralse premiums.

Decree No. 439/883 November 23, 1983

Substitutes article 4 of Decree No. 90/983. Refers to
solicitations for incorporation.

18


http:Di.Na.Co

