1IEALTH CARE R

Final R

May 1996

[T1







HEALTH CARE REVIEW

SECTION 1 - EXECUTIVE SUMMARY
BERMUDA

13th MAY, 1996

EXECUTIVE SUMMARY

HEALTH CARE REVIEW



HBEALTH CARE REVIEW SECTION 1 - EXECUTIVE SUMMARY

BERMUDA 13th MAY, 1996
1.
TABLE OF CONTENTS

1. INTRODUCTION - 4
1.1 BACKGROTUND 4
1.2 REVIEW RATIONALE ‘ 4
1.3 TERMS OF REFERENCE 5
1.4 OVERVIEW 6
1.4.1 Historical Perspective 6
1.4.2 Need to control health care cosis and factors increasing costs 6
1.5 BERMUDA HEALTH COUNCIL 7
1.6 HEALTH CARE PHILOSOPHY 8
1.6.1 Introduction to Philosophy 8
1.6.2 Promotion of Good Health 8
1.6.3 Personal Responsibility 8
1.6.4 Good, affordable basic health care 9
1.6.5 Health Services and market forces 9
1.6.6 Medical Insurance 10
1.6.7 Timely Intervention 10
1.7 BASIC MEDICAL CARE PACKAGE 10
1.8 COMMON PERCEPTIONS 11
1.8.1 Health insurers are accused of “ripping off” the community, 11
1.8.2 Physicians’ fees 11
1.8.3 Increasing use of private laboratory and diagnostic facilities 12
1.8.4 Concern over high cost of prescription drugs . 12
1.8.5 Lack of Confidence in Local Health Care System 12
1.9 SENIOR CITIZENS 12
L10 MENTAL BEALTH 13
1.11 LEGISLATION 13
1.12 PREVENTATIVE HEALTH CARE AND THE CONSUMER’S ROLE 13
1.13 HOME CARE | 14
1.14 GENERAL CONCLUSIONS 15
1.14.1 General : 15
1.14.2 Keeping people healthy and closer to home 15
1.14.3 Choices for consumers, providers and Governtent 15




HEALTH CARE REVIEW SECTION 1 - EXECUTIVE SUMMARY

BERMUDA ' 13th MAY, 1996
i

1.15 KEY RECOMMENDATIONS 16
1.15.1 Quality of Care Task Group . - 16
1.15.2 Care Costs Task Group 16
1.15.3 Needs Assessment Task Group 18
1.15.4 Finance Task Group _ _ 18
1.16 Acknowledgments ‘ 20

Bibliography of Source Documents for:He.fﬂth Care Review

General Acknowledgements

APPENDICES

Appendix I Health Care Costs as percentage family income - chart

Appendix IT Comparison of advantages/disadvantages of alternatives broposed to the Bermuda
Health Council



HEALTH CARE REVIEW SECTION 1 - EXECUTIVE SUMMARY

BERMUDA ’ 13th MAY, 19%
i
SECTION 1
EXECUTIVE SUMMARY - ' .

1. INTRODUCTION

L1 BACKGROUND

Bermuda does not have a nationalised health system. The system presently in place is made up of both
public and private sectors. It should also be noted that although Bermuda’s present health-care sysiem is a
- “marriage” between the private sector and Government-funded clinics and subsidies, there are additional
‘organizations at work in the community, which bear a heavy burden of care for the sick, house-bound,
mentally and physically challenged or suffering from alcohol or drug abuse. There are numerous charities
which are finded almost entirely by public donations from flag days and other fund-raisers. Examples of
Jjust some of these are: The Women's Hospital Auxiliary, Lady Cubitt Compassionate Association
(L.C.C.A)), Meals on Wheels, P.ALS., Allan Vincent Smith Foundation, Friends of the Hospice,
Salvation Army, Coalition for the Protection of Children, S T.AR. and the Committee of 25 for
Handicapped Children. '

Responsibility for health falls under the jurisdiction of the Ministry of Health and Social Services. The
Ministry is mandated to promote and protect the health and well-being of the island’s residents and is
charged with assuring the provision of health care services, setting standards and providing co-ordination
of the system. The Ministry has responsibility for health planning and evaluation but there is no central
health planning co-ordination agency. The Ministry also has responsibility for the island's hospitals,
These are administered by the Bermuda Hospitals Board, a statutory body appointed by the Minister.’
Public health services on the island are provided by the Ministry, through the Department of Health.

The health care system is financed by a variety of mechanisms:

i) privaie insurers; '
ii) Government; and
iii) directly by the consumer,

Legislation introduced in the 1970's required that all employers provide minimum benefits (the standard
hospital benefit) to all employees. The employer was given the right to recover 50% of the cost of this
health coverage to the employee. In actual fact, most employers have instituted insured health
programmes with coverage far in excess of that required by law and in most cases, employecs enjoy major
medical coverage and in some cases, dental insurance. Bermuda's present system can be considered first
clags when compared with other jurisdictions and one might ask why is it being reviewed.

1.2 REVIEW RATIONALE

The need for a review was in response to community concerns regarding the escalation of health care costs
and the negative perception of the quality of health care afforded to residents,

In September, 1993 a Cabinet committtee consisting of the Minister of Health and Social Services and the
Minister of Finance appointed a steering or sub-committee, chaired by Senator Oughton, to review the
current health care system in Bermuda.
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From this Sub-Committee four Task Groups were established as follows:

(1) Health Care Needs Assessment Task Group - Responsibie for assessing the adequacy of health statug
and health resource utilization data in Bermuda and developing a set of health status indicators for the

community;

(ii) Quality of Care Task Group - Responsible for identifying a process for assessing the accessibility,
availability, efficiency, delivery and affordability of community based and institutional health services;

(ii1) Finaneing of Health Care Task Group - Responsible for developing recommendations that will result
in the current or a modified health care financing system meeting health care costs, whilst ensuring that
quality is maintained and the needs of the community are met at an affordable cost;and -

(iv) Health Care Costs Task Group - Responsible for reviewing the cost of health care services in
Bermuda, presently and historically, and develop recommendations aimed at controlling the rate of cost

increases. '

1.3 _TERMS OF REFERENCE

The purpase of the Health Care Review, appreciating the physical and economic resources of the island, is
to determine whether the system:

o

i) satisfies the health care needs of the population;
i) is cost _eﬂ‘e_cti:ve;
iii) is efﬁc_ient; ahd;
iv) provides an appropriate minimum level of care that is accessible 1o
and affordable by all residents, with due regard to age, income and

health status,

and to make recommendations where necessary, especially where recommendations might optimise the
delivery of health care services, The intent was, where feasible to implement recommendations

as the Review progressed, rather than wait for publication of the final Report. As examples, among the
recommendations already implemented since the inception of the Review are: o

a) improved services for abused spouses at the Emergency Room, K.EM.H.;

b) Imanagernent restructuring at St Brendan_’s Hospital resulling in a number
of improvements including more frequent patient clinical reviews, a community mental heaith

programme efc.; and

c) the implementation of a Pilot ngrammé for Home Care for the elderly by the Bermuda
Hospitals Board, . L :
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1.4 OVERVIE

1.4.1 Historical Perspective

Health expenditure in Bermuda accounted for 8% of the Gross Domestic Product (GDP) in 1993, In
1996 the figure is nearly 9%. (For comparisons with other countries’ expenditure on health-care,
expressed as a percentage of their GD.P. please see the Finance Task Group report). Government
subsidizes health care. During the period 1993-94 the costs of running the Health Department including
grants to the two hospitals in the form of subsidies for getiatric care, indigent, youth, aged, prescription
drugs and out-patient categories accounted for $52.7 million, An analysis of health insurance premiums,

now and in the future, as part of the family budget, are contained in Appendix I.

Over the past decade the cost of health care has increased more than 100%. During the same period, the
cost of living index rose by 65%. In 1993 the average household spent approximately $2,700 per annum
on health care - more than double the figure in 1982. Health insurance premiums accounted for 63% of
this figure. It is anticipated that health care costs and the demand for health services will continue to rige
at a higher rate than the economy which is predicted to mature and grow more steadily.

Medical expenses will continue to absorb an increasing share of household expendituré.'.However, there is
2 limit to the financial burden that families and governments can bear. It is essential, therefore, that
puiding principles and policies be established to manage the health care system and control health care

Costs,

1.4.2 Need to control health care costs and factors increasing costs

As outlined above, the cost of health care in Bermuda has increased much faster than the economy.
Bermuda is not alone, as most developed countries in the world have had a similar experience.

There is no doubt that Bermuda’s health care system is of a high standard. The island’s population of
60,000 is similar in size to that of a small town in the U.S.A. However, local facilities and health care
would, in many instances, be superior to that found in a similar small town, »

The high standard of living that Bermudians have come to expect naturally includes tﬁeir health care and
more emphasis today is placed on the quality and value of life and the demand for better medical services,
However, like everything else there is an ever increasing price to pay. Some factors having an impact on
cost are: : : ' L ‘

i) Advances in medical technology and improvement in overall medical services;

ii) Consumer expectations: people are far more health conscious than they were twenty
years ago. They want the best services, the best doctars and nurses and they want their
caregivers and medical facilities to use “state-of-the-art” technology regardless of cost:

iii) .Maturing population: persons over the age of 65 account for 11% of the present
population in Bermuda. It is anticipated that this wiil grow to 14% by the year 2001;

iv) Increases in medical malpractice insurangc costs: this has not hitherto been a major cost
for hospitals and doctors in Bermuda, Hoever, with worldwide increases in malpractice
lawsuits, the local medical profession will face significantly higher costs in the near
future. It should be noted that local insurance comparnies do not write malpractice
insurance;
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V) Consumers’ lack of awareness of medical costs: when a4 major portion of an individual’s
medical expenses are paid by insurance, neither the patient nor the health care provider
has much incentive to contraol CoSts; -

vi) Catastrophic and terminal illness: extremely expensive and long term treatments for
such illnesses as cancer, heart surgery and many others are just some of the causes of
increased medical costs. With future medical advances and technologies, the costs will
continue to escalate; and

vii) Cost shifting: to a great extent true costs of local in-patient hospital care, especially the

) cost of care in the intensive care unit (I.C.U.) is shifted and charged for on the ong-
patient facilities. Although this cost shifting has a zero effect on the local hospital's
overall revenue, it creates an artificial fee environment for entities existing outside the
hospital, but providing similar services to some af those provided by the hospital.

A further complication contributing to the cost is the over-utilization of the
Emergency Department at the King Edward VII Memorial Hospital, at a higher
cast, for treatment of ailments that could be dealt with at a general practitioner’s
office. This highlights the need for evening clinics or access to the family doctor
outside normal office hours of 9 am. - 5 pml,

As a first step to controlling costs, the Finance Task Group reviewed and documented in chart form the
existing system of how Bermuda’s health-care system is financed. This is discussed in more detail in their
report. _ o . ' : L

1.5 _BERMUDA HEALTH COUNCIL

When considering the requirements for a well-managed and well-structured health care system it was
found that the present local system is fragmented. It consists of a number of organizations, institutions
and registered bodies, each of which in their own right give yeoman service to Bermuda’s health system.
However, there is no central body in place that can monitor all of these groups and thereby define a clear
picture of just how weill the overall system is being managed. In addition, there s no unified, central
collection of data to aid assessments and future projections. :

Several options were considered to Pput controls in place to protect the needs of the patient, to monitor the
cost of the treatment, or vice versa establish whether in fact, the system is being abused and thereby .
contributing to the costs of the systemn (see Appendix II, Executive Summary for a summary of the
advantages and disadvantages of each proposed option.)

The recommended option is for the establishment of a Bermuda Health Council (B.H.C\) as supgested in
the report of the Care Costs Task Group (see Section 4), The proposed mandate for the B.H.C. will be to
ensure necessary health care services are available to all tesidents of Bermuda, provided at a reasonable
cost to the community, ensuring that services provided are of a high quality and generally ensuring that
the health needs of the population are met, encouraging and promoting a healthy community. This, the
committee believes, will ultimately lead to a better managed and more disciplined health System,
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1.6 HEALTH CARE PHILOSOPHY

1.6.1 Introduction to Philosophy

It is essential that Government has a philosophy for its health care system which would outline the
overall objectives, The following are five basic nbjectives of Bermuda’s overall health care philosophy.

i) To nurture a healthy nation by promoting good health;

ii) To promote personal responsibility for one’s health and avoid over-reliance on
Government subsidy or medical insurance; ~

iii) To provide good, affordable basic health care services to all residents:;
iv) Ta rely on competition and market forces to improve service and raiss efficiency; and

v) To intervene indirectly in the health care sector only wl_ien necessary and where
market forces fail to keep health care costs down, -

1.6.2 Promotion of Good Hezlth

We must continue to emphasize health education and disease prevention programmes. We need to _
encourage the population to keep fit, adopt healthy lifestyles and use medical services judiciously. For

example, patients should see their family doctor first before consulting specialists. We must also

The health of a nation is affected by many factors, not just the numbers of physicians, nurses, hospitals,
dentists and other health-care personnel. Some of the greatest strides in health-care during the twentieth
century have been because of the improved supply of adequate sewage systems, clean drinking water,
better housing, immunization programmes, better nutrition, greater awareness of the dangers of cigarette
smoking, cholesterol levels ete, ' ' e

The Quality of Care Report refers to the responsibility of both physician and patient for prescribing and
taking medications safely and on a timely basis, thereby lessening the possibility of iatrogenic poisonings,

1.6.3_Personal Responsibility

We owe it to ourselves individually to keep fit and healthy and encourage others to do so, To strengthen
the sense of personal responsibili , the health care system must give individuals the information that will
educate them to stay healthy, make informed decisions, save medical expenses and work in partnership
with health-care providers to improve health and lower costs, A patient already pays for at Jeast part of the
cost of health care services through insurance premiums, taxes, co-insurance deductibles and directly for
uninsured services. Therefore it is in everyone’s best interest to see that these costs are kept to a
mlnimum., :
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1.6.4 Good. affordable basic health care

The pursuit of excellenice is a national challenge. Our medical services have built up an international
reputation for excellence. The Bermuda Hospital Board’s management role has guided both hospitals,
King Edward VI Memorial Hospital and St. Brendan’s to internationaj accreditation standards,
However, Bermuda is heavily dependent on overseas professional back-up. Therefore the two sources of
medical services must be kept in balance, the pursuit of excellence must always be subject to what
Bermudians can afford. Bermuda should mot aim to be a centre of medjcal excellence in all fields but
should seek to excel, within the resources allocated, in areas that reflect the island’s needs and priorities.

We can not avoid rationing medical care, implicitly or explicitly, as funding for health care will always be
finite. There will always be competing demands for resources, whether the resources come from
Government, offshore or from individual citizens, Using the latest and best medical technology is
expensive and trade-offs among different areas of medical treatments, equipment, training and research
are unavoidsble, When public funds are involved, decisions will have to made as to which patients will
benefit most from an expensive treatment and whether Government can afford to provide this treatment.
To obtain the most from a limited health budget, we need to exclude “extravagant” treatments i.e. those
which are not sufficiently cost effective to belong to the basic health package available to all. We must
allocate resources according to rational priorities so that they can do the most good for the largest number

of people.

The Government has promised Bermudians access to affordable basic health cure services. This basic
package will teflect good up-to-date health care practice, but it will not provide the latest and best of
everything. The medical treatment provided will be cost-effective and of proven value, The basjc package
will evolve as medical science improves and as society decides what it can afford, Today, major surgical
operations such as renal transplants for patients meeting certain health criteria have become part of the
basic health care package. Heart and liver transplants have not. ST C

With growing affluence and rising expectations, some Bermudians will want more tedical care than the
Government can provide in the basic package. It is expected that such individuals would obtain additional
insurance to cover extra requirements. At present most people carry major medical insurance. Once again
it will be necessary to maintain a balance between what Government should provide and what the
individual must supplement via private health insurance. We should not prevent people from obtaining .
more health care services or insurance if they are prepared to pay. ' - ' o :

1.6.5 chlfh_Services and market forces

To the extent possible, we must Tely on competition and market forces to impel providers to run
efficiently, improve services and offer patients value for money. If Bermuda's health system ignores the

Health care is an instance of market failure as health care services are, to a significant extent; supply-
driven. Supply creates its own demand. More compelition and supply of medical services may drive costs
up instead of down. b ' S o

When a third party pays for all or part of the care provided, which is usually the case, doctors have few |
incentives to moderate the care they provide and may prescribe treatment which is not absolutely
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necessary. Secondly, ill and worried patients and their families depend on physicians to advise them on
the treatment needed. They are not fully informed, dispassionate consumers who can make objective
choices among competing alternatives. Health care providers are therefore in a positien to influence the
demand for their services and thereby evade the usual discipline of the free market. S

1.6.6 Medical Insurance

In unregulated markets, medical_insurahce services develop naturally. Individuals can not predict when
they will fall ill so insurers seek to pool risks to protect themselves against the uncerfainty of an expensive
bout of illness. Unfortunately, unregulated health insurance suffers from three problems. (Please see also

Care Costs Report, Section 4.1.) '

'1.6.6.1 Diseconomies of small scale _

Competin.g insurance companies each have their own administrative and marketing overheads,

Administrative costs must be kept to a minimum as a percentage of the total health care expenditure (for

example, in the U.S.A. it consumes a hefty 22%, while in Bermuda the estimate is _10%)7

1.6.6.2 Moral Bazard

Insurance based health systems reduce the cost to the individual at the point of treatment. In the long run,

this remaves the.incentive for the individual to stay healthy or to minimise his or her. use of health care -

services,
4

1.6.6.3 Adverse Selection

Insurance companies are free to choose those whom they wish to insure, leaving high risk groups without

insurance cover. This creates a serious problern of equity.

1.6.7 Timely Intervention

We can not therefore allow market forces alone to structure our health system, The Government has to

intervene to prevent over-supply, moderate demand and create incentives 1o keep health care costs under
control. In addition, Government should regulate the provision of facilities, health provider manpower
and the flow of funds. Specifically it must manage directly all aspects of the health care system, For this
purpose, it is proposed that a Bermuda Health Council (B.HL.C.) be established whose mandate would be:

* To ensure necessary health care services a:e'avai__lable to all residents of Bermuda and provided at a ._ :

reasonable cost to the community;

» To ensure consumers of health care servicés are provided with quality of care and the health needs of
the population are met; and -

= To encourage, educate and promote a healthy community,

1.7_BASTC MEDICAL CARE PACKAGE

The standard hospital benefit outlines the basic medical coverage presently required by law. In many
instances, especially for those who do not have good insurance coverage, the standard hospital benefit falls
shart of what might be considered in today’s world as being reasonable coverage. '

10
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In addition, there are many instances when individuals, who do not have sufficient medical coverage, seek
levels of medical care which in due course lead to expensive subsidization by Government, (Accarding to
the Care Costs Report in 1993, 10% of Bermuda’s adult population had no health insurance cover and
74% had major medicat coverage. The remainder therefore, had only limited health insurance cover,)

Without a basic medical package there is no ceiling to the amount of medical care which patients might
want or to the costs which could be incurred by Government, ' . :

An outline of the proposed Basic Medical Package is contained later in the report. The purpose of this
package is 1o define what medical services would be offered by the Plan, that are accessible to and
affordable by all residents, recognizing that this would not prevent people from obtaining medical services
beyond the basic package. It would be considered part of the duty of the proposed Bermuda Health
Council to keep this basic medical health package under review (new drugs, procedures, egquipment,
technology etc.) and social and economic changes. The Council would consult with hospitals, mediral
professionals, insurance providers, consumers and other experts when doing so. : '

1.8 _COMMON PERCEPTIONS

The committee’s investigations uncovered a number of public perceptions which have had a negative
impact on the system for example: ' ' o ce e .

1.8.1 Health insurers are accused of “ripping off” the community.

Our review indicates this does not take place nor is there any price fixing between insurers. In fact each
insurance company sets its premiums with their clients based on their own claims experience with each
client or client group. These premiums can vary greatly and can also vary from client to client, Healthy
competition is the order of the day.

1.8.2 Physicians® fees

It is perceived that physicians’ fees are too high, that there is no standard fee structure in place, and
therefore fees should be regulated. o . S

The total cost of physician's services submitted to local health insurers rose a significant 42% during the
three year period 1990-1993. Cost of living index during the same period rose by 9.9%. We are not
saying that physicians have raised their individual fees by this amount. In fact, physician fee increases
have more or less been in line with the cost of living index, There have, however, been a number of other
factors that have contributed to this dramatic increase in cost - most of which stem from consumer’s
increased expectations, Some of these are:

i) Increasing number of services being performed in the doctor's own office;
if) Over utilization of services;
1ii) Patients tending to shop around for best possible care; and

iv) More specialists advice being sought versus general practitioner care,

11
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1.8.3 Increasing use of private laboratory and diagnostic facilities

Itis perceived that these may be over-utilized and also that certain private laboratories are unfairly treated
and placed under closer scrutiny than others. This can easily be overcome by implementing regulatory
procedures of scrutiny similar to those found in other Jurisdictions and applying them equally to all
installations operating in Bermuda. : L

1.8.4 Concern over high cost of prescription drugs

There is a perception that with ene major supplief dnig prices are fixed and should be controlled. In
addition, the high cost of prescription drugs to senior citizens on fixed incomes is cause for concern. The

whole question of prescription drugs is being actively reviewed by the Committee and is addressed as g
separate section of the Care Costs report (Section 4.3.F). L : :

These escalaling costs both domestically and .overseas are of major concern, It is clear that increases
significantly above the rate of inflation will, in the long term, be unsustainable.

1.8.5 Lack of Confidence in Local Health Care Svstem

Another area of concern is a perceived lack of confidence in the local health care system which has in turn
led to increasing requests for treatment overseas, with accompanying increased costs, even though
adequate services are available locally. Bermuda is a small community and one small hiccup in the
system is very quickly magnified and passed throughout the country. The consumer in Bermuda needs and
wants to believe in the local health care System and the system needs the support and faith of the
consumer, if it is to grow successfutly, ot S

1.9 SENIOR CITIZENS

Another major area requiring urgent review is the care of the elderly. At present, there are many in both
physical and financial need. With the continuous growth in this age group, extensive and urgent aitention
to the problem is needed. It has been indicated that 15-20% of all acute and extended care beds in the
- King Edward VII Memorial Hospital are occupied by persons who could be housed elsewhere. This
equates to in excess of $3 million each year being spent on individuals who could be better cared for, at
less eost in a nursing home or home healih care environment. The majority of this $5 million is presently
being funded by Government subsidy but with the senior citizen population continuously growing, this
cost will continue to escalate. In other sections of thig Teport, recommendations will be made to effectively

deal with this concern such as;

a Nursing care on a stepped down and Jess costly basis than the present hospital’s acute
care ward for those who do not require acute care;

e Promotion of private enterprise to extend and/or supply additional nursing homes;

a Establishment of criteria and regulations for acceptance into a nursing home and a
closer monitoring of the standards of such facilities; .

o Provision of financial assistance and training to those families providing home nursing
are (presendly not an insured benefit); and

12
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° The need for the recently amended legislation to be rescinded which requires that
payroll tax be paid on those salaries of home health care professionals e.g. private
nurses, This works contrarily {o using home medical care at a reduced cost than atute
care, '

1.10 MENTAL HEALTH

Mental health care in Bermuda is also under active review and suggestions are contained in other sections
of this report. The Bermuda Hospitals Board tecently implemented a complete study of the overall
operation and procedures at St. Brendan's Hospital. This was basically a management audit and is just
one step in the modem day approach towards ensuring that facilities and operations are efficient and
keeping abreast of changing times, positioning the operation to move into the next century. The Hospitals
Board is to be commended for this progressive action, the results of which although not made public, are
already being implemented, B T -

The last decade has seen an increase in the numbers of counsellors and psychologists practising in
Bermuds, including employee assistance programmes, the need for which has increased in response to the
increased stress and strains of modern life. The Psychological Practitioners Act should be passed in order
to acknowledge the professional status of this group of health-care providers, as is the case in other
jursdictions. . .. : : o _

1.11 LEGISLATION

In addition to the above, both Quality of Care and Care Costs reports have mentioned the need for
increased legislation. In fact, a number of pieces of legislation are presently in draft or final form, some of
which have been included in this year's Throne Speech. The Health Care Review Sub-Committes would
strongly urge that the passing of these pieces of legistation be given a high priority and hope that as many
of these legislative acts can be enacted before the end of the current 1995/96 Parliamentary Session.

Psychological Practitioners Act - new

Bermuda Hospitals Board Act 1970 - review and update

Mental Health Act 1968 - review and update

Nurses Act - review and update :
Professions Supplementary to Medicine Act 1973 - review and update
Public Health (Nursing Home) Regulations - review and update
Protection of Children Act 1943 - review and update

1.12 PREVENTATIVE HEALTH CARE AND THE CONSUMER’S ROLE

As oullined in the first two objectives of the proposed health care philosophy, we must refer to the
responsibility of the consumer or health care user. One of the most important components of any health
care system we believe, is the responsibility of the consumer and in this we include breventative care,
Consumers should be charged with being personally responsible for their health by:

a) Making healthy lifestyle choices;
b) Preventing disease:
c) Being informed about treatments;

13
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d) Being aware of the costs of the system; and

e) Using healih care services wisely.

To involve consumers in & significant way in health care decisions, education must be in place outlining
programmes and policies which will enable the consumer to make reasoned choices about their health and
then follow them through. (Please see also Needs Assesgm:n_t Report, Section 5.6.1.3 & 5.6.1.4.)

1.13 HOME CARE

Reference has been made in several of the Task Group reports to the need for increasing home-care or
non-institutionalised care. The Sub-Committee received a number of reports on home-care from
organizations who had been investigating this concept and the Tollowing are quotations from one of them
which succinetly outlines some of the issues where it is believed home-care can be of benefit,

“Historically the home care provider has had a relatively small impact on the health-care system,
especially in managing the system..... However, home care has the potential for playing a major role in
controlling and managing tomorrow’s health-care delivery system.... This increass in home care utilization
has not been anticipated by many managed care plans and home care providers as they contract for home
care services. In some cases, it has been a stumbling block in negotiations as the experienced home care
provider tried to negotiate for increased home care budgets and capitation rates, while the payer tried to
limit the budgets at historical levels. Overall health-care costs tend to decline, sometimes dramatically, as
the delivery system becomes more intensely managed.... : B .

The use of home care services is another way care can be shified to a lower cost setting. In many
instances, patients can be directly transitioned to home care afier a shortened or eliminated hospital slay,
leading to a signficant reduction in costs, In other instances, homie care can be used prior to admission to
reduce the institutionalised recovery time...A moare effective approach ulilizing home care services
includes a caregiver visit to the patient’s home a manth prior to admission (to hospital)....With advance
preparation the patient is able to become more mabile, more quickly following surgery and return home
several days earlier, perhaps as much as Tour days.....It is clear from this effort that significant health-care
management advances are possible with the strategic use of home-care services. These advances include
the use of home-care services before, ofientimes during and afler other health-care services are

delivered.™*

The Health Care Review commends the initiative of the Bermuda Hospitals Board in commencing a Home
Care Pilot Project, This is a “three month project designed to demonstrate the quality of care can be
delivered to selected clients in their homes and that home care is a cost-effective alternative to hospital

care,™ %=

**The Emerging Role.of Managed Home Care” by David V. Axene and Dennis J, Hulet: Milliman and
Roberison Inc., November 1995, B )

** Home Care Pilot Project brochure published by Bermuda Hospitals Board, February 1996,
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i
1.14_GENERAT CONCLUSIONS

This review, together with many discussions with health care professionals and interested parties has been
intense and widespread. Whilst our present system can be considered first class, there are signs that more

needs to be done to keep up with rapidly growing and changing requirements. The effects of escalating
costs, an increasing number of elderly, and ever-advancing technology are exerting tremendous pressure

on the system,

We are now looking forward to an important period of transition when it will be necessary to look beyond
the kinds of services we have relied on and develop & system that balances a wider range of methods of
health care delivery and that uses our resources more effectively and economically. L

One of the key principles should be to provide a health care system with reasonable access 1o quality care
at an affordable price to everyone. We all have a stake in the System - consumers, health care providers
and Government and we have to change the way we think about health care, :

Everyone must start using, providing and managing services as effectively and economically as passible,

During the course of the review, approximately forty individuals have been involved in the collection and
analysis of data which has lead to a number of wide-ranging, long and 's_hort-term recommendations
designed to have a serious and positive impact upon the quality, delivery and costs of health care in
Bermuda. This very large body of work will require an implementation team to tumn recommendations

into reality,

Far too much‘commitment', sincerity and energy has been put into this Review for it to be under-valued
and under-utilized. It requires the attention of a permanent board or council.

1.14.2 Keeping pednle hénlthv and closer to home

Our objective should be to keep people healthy - out of institutions and in the community as much as
possible.  Qut-patient and community health care clinics allow peaple to rémain more self-sufficient,
receiving care close to home, T o ' BT

1.14.3 Choices for consumers, providers and Government

Consumers should be aware of the choices open to'_t_hem and the kinds of treatment available. They should
also understand the various costs of the system, to help them use it wisely. Consumers should also take
advantage of opportunities to live healthily to help them to stay healthy, R

Health care providers and Government have an 'oﬁligation to understand the implications of any given
treatment, its effectiveness and the costs attached to it. There should be a clear indication of positive
outcomes in the use of sophisticated high technology which, in many cases, is very expensive,

Government’s role in evolving a better System should be to lead and manage change, through the
Bermuda Health Council, while collaborating with consumers and health providers. Incentives for
involving these two groups in that process and ways of encouraging more effective and economical use of
services must be developed, Generally speaking we consider there are three options:
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1
i) The current system with improvements;
ii} The current system with improvements with an enhanced home care programme: and
iii) The current system with improvements, an enhanced home care programme plus an

effective preventative care programme.

It is the opinion of the Health Care Review Sub-Committee that the third option is in the best interests of
Bermuda and has the long-term potential to provide affordable health-care, S

115 KEY RECOMMENDATIONS

The following are the'_l_cﬂ recommendations put forward by the foﬁfITask Groups. It is not intended that
this a comprehensive summary of all the Health Care Review’s recommendations. These are included in
full under Section 7 of this report, referenced by Task Group.

1.15.1 _Quality of Care Task Group '

Recommends that;

a) The revised Mental Health Act be passed into law as soon as possible;

b) The regulations govcming Nursing/Rest Homes currently in draft form be passed in law as soon
as passible. They are comprehensive and will address many of the issues and commissions found
in the Review; ‘ : ' ' '

()] A committee of nursing home staff be set up to prepare standards of care that wouldbe |

implemented in all rest homes;

) Allernative care for the elderly presently in acute care wards be reviewed by insurance comparnies .

with the objective of reducing costs e, g. home care costs, which should be an insured benefit;

e) Greater public awareness and education takes place on such diverse topics as wellness and
‘prevention, understanding health insurance policies, self-medication, pharmaceutical drugs (how,
~when and why to take them, are there any generic equivalents etc.), the workings of the hospitals

" {demystifying the institution), living wills, children having children, proper nutrition, more
sympathetic treatment and interaction with H.LV. positive patients; and S

) Guidelines are formulated and implemented for all private laboratory and diagnostic facilities,
A review of the legislation and guidelines should include; certification of laboratory/diagnostic
facilities, continuing education of staff, certification and testing of equipment, quality control of

testing methods, infection control and health and safety standards. Existing legislation govemning

laboratories and diagnostic facilities needs 1o be revised.

1.15.2 Care Costs Task Group

First and foremost this Task Group recommends the establishment of the Bermuda Health Council
(B.ELC.) After it has been established the B.H.C. must: : o '

a) Review the expansion of the HIP to reflect the health needs of Bermuda (Bermuda Health
Plan); '
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b) Mandate employers to extend the revised Bermuda Health Plan (B.H.P.) to retirees;
) Establish quality contral standards/criteria for all locally approved providers;

d) Establish approved providers of health-care services in Bermuda and the approval of fees
for services rendered by the approved providers;

e) Establish approved providers for overseas care and provide internal support to the
medical profession; and

) - Develop/adopt medical protoce] standards which must be adﬁered to by approved providers,

Realistically, the establishment of the B.H.C, and its legal framework for existence will probably take up
to two years. Short term priorities which could be adopted quickly (within 1 year) and help to reduce
health costs and/or improve standards and availability of care;

1) Bermuda Medical Society (B.M.S.), Health Insurers Association of Bermuda (HIAB) and
Bermuda Dental Association Jointly develop reasonable fees for al] services provided within the
doctors’/dentists’ offices and private laboratory/diagnostic facilities, These fees, once established,
be published and placed in all doctors'/dentists’ offices/facilities;

n The Bermuda Hospitals Board review its method of establishing charges and adjust to
reflect true costs of services, . D

3) B.M.S., HI.A.B. and Bermuda Hospitals Board work jointy together to establish overseas
preferred provider organizations for Bermuda who will provide both external and internal
support 10 our medical care system, . '

4) Mandate that émployers continue previous health insurance benefit covefage to their retirees;

3) Bermuda Hospitals Board to establish an intermediate care ward for patients needing less
intensive care than that provided in a regular acute care ward;

&) Extend the current standard hospital benefit to include limited cover of a stepped-down
intermediate care ward of KEMH,

7 Institute an island-wide asthma campaign to provide educational awareness in order to
reduce unnecessary hospitalization costs, particularly among child admissions;

8) Review and possibly expand the role of the K.EM.H. pharmacy in order o provide for

1the needs of Bermuda and promote the use of generic drug equivalents;

9 The Pharmaceutical Association and B.M.S. be requested to jointly develop and make _
available to the public, educational maferial concerning the use of generic drugs;

10) A committee be formed to closely investigate the costs and praclices associated with dentistry
in Bermuda; :

11) The legal use of Bermuda Relative Value Schedule (B.R-V.8.) be mandated for all services
rendered by medical/dental professionals when such services are being provided in the hospital
setting; and
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12) Insurance industry statistics be obtained for 1994, 1995 and subsequent years in similar or same
format as done by Health Care Costs Task Group to achieve continuity and permit analysis of

trends.

1.15.3 Needs Assessment Task Group

This group made recommendations in a number of areas relevant to the collection and analysis of health
data and the use and dissemination of health information, as follows:

a) The Department of Health should examine its roles and responsibilities with regard to
community health assessment. It should assess its capacity to provide information and data
analysis to policy makers (i.e. the Minister and Cabinet) with periodic information and datg
analyses concerning priority health problems, using a standardized process such as APEX/PH:

b) Using a standardized format, such as the Assessment Protocal for Excellence in Public _
Health (APEX/PH), the Department of Health should conduct a community health assessment
process on a regular basis. Every two years is recommended, S

c) Develop a comprehensive integrated Public Health Information System (PHIS), linking vital
records, hospital data and disease surveillance systems; _

d) AppoinE a stéering committee to oversee the P.H.LS. The committee should include
representatives from the public health service, the Hospitals Board, the Department of
Statistics, the Registrar General’s office, as well as health care providers, .

e) The P.H.LS. should include systems for the surveillance of administrative data, birth defects/
disabilities, selected behavioural risk factors, selected cancers, communicable diseases of
public health importance, selected non-communicable (chronic) diseases, injuries and
accidents, occupational illnesses and injury, vaccine-preventable diseases and vital
statistics. In addition, it should provide for pharmacological surveillance; and

by The Department of Health and the Hospitals Board should explore the feasibility of
& compuler network linking the hospitals, health care providers (physicians) and the public
health service, IR T

1.15.4 Finance Task Group

This group made a number of recommendations relating to the financial structuring of Bermuda's existing
health care systems as follows: - ' '

a) The role of the Hospital Insuranice Commission should be re-defined, especially as it relates to
hospitals. There is a pressing need to revise the Hospital Insurance Act so that the HI.C. hasa
wider representation, meets regularly and consults with private insurers and other groups such
as the Bermuda Hospitals Board. :

The HIC. should make annuat reports to the Minister of Finance, as provided in the Act.

Actuarial assessment of premiums should be made public for use by all stakeholders in the
system, including private insurers who have contributed information towards the assessment,
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b)

d)

€)

£)

g

The mandate of the H.I.C. should be re-examined with consideration being given Lo broadening
the function of the H.I.C. and amending the standard health benefit package to include -
preventative and home health care measures, = : '

The subsidy for the aged should _bé. e:xpandéd to bring all benefits up to 100%. This would
enable the reclassification of those indigent who are over the age of 65 years to be included
in the aged category and receive 100% benefit. This in turn would decrease the i'n_diger;t

subsidy by the aged ca_mp_'nn'f:nt and simplify the administration of thig subsidy.

Indigent persons should be enrolled in HIP. with the monies carrently paid as subsidies
diverted to paying the H.I.P, premiums instead. This would allow greater flexibility and

less refiance on hospital out-patient treatment for the indigent. An insurance card should
be issued to indigent persons to allow them to access insured benefits, including doctors®

visits.

Determination of indigence should be transierred from the Bermuda Hospitals Board to the
Department of Financial Assistance to avoid duplication of effort and to centralise
administration,

The Youth Subsidy should be removed, with any youth who may be indigent transferred to

the indigent subsidy category. Private insurers and H.IP. would increase premiums by a

small amount to cover children whose parents are employed and covered by at least the

standard health benefit. It is further recommended that this subsidy be the subject of an
actuarial review. Abolition of the youth subsidy would contribute towards the cost of increasing
the aged subsidy to 1009, _

Establish a “stepped-down” care unit at K.EM.H. and undertake an actuarial study to
determine projected costs of long-term care and home care, It is further recommended
that the Geriatric Assessment Programme team'’s responsibilities be extended,

The current system for financing catastrophic care including reliance on such charities
as the L.C.C.A. needs to be re-examined. It is recommended that the role of the Mutual
Reinsurance Fund be rationalised with catastrophic care being financed through the
MRF. and paid for by premium assessment from private insurers and H.IP. (as already
happens with funding for haospice, dialysis ele.)

The Finance Task Group endorses the need for the creation of the Bermuda Health Council and
recommends that Government immediately takes steps to establish the authority to meet

its mandate as defined by the Care Costs Task Group. It is recommended that the BH.C

not report to a specific minister but have the freedom of aclion to achieve its mandate,

The mandate of the B.H.C. would include revision of the standard benefit Eiving due
cansideration to increasing emphasis on preventative care and home heal(h care, examination
of such issues as visiting overseas specialists, managed care, preferred provider organizations
and increased level of consumer education and awareness. It is recommended that {he ;
B.H.C. approve a scale of fees which would be published annually and which doctors would

be required to display in their offices,
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ORGANIZATION OPTION

1. Creation of Bermuda Health

Council (new hody)

2, Hospital Insurance
Commission renamed and/or
revamped Health Care
Insurance Commission

- Ensures continuity of

*  Establishes accountability,

ADVANTAGES

Better overall control .
through co-ordination of
health care organizations
and services. .
Revitalized management as
ney,

Able to address major
overall problems in
comprehensive form by
promotion & direction of
what services are needed,
Format represents all the
stakeholders,

Avoids “turf protection”
Improves inter-stakeholder
communications

records and integrated
database ‘

Could replace existing
bodies whoese functions are
defunct

Monitors cost & use of
services in apprepriate
manner.

Existing body which has s
Some legislative backing
Has the appearance of
making use of an existing ©
organization and giving it
*new life.” ' :

DISADVANTAGES —’

Increased cost (although
funded through M.R,F.)

Appearance of increased
bureaucracy

Has difficulty in fulfilling
current mandate, would
expansion change that?
Has appearance of
extending Government
bureaucracy.

Does not represent broad
Spectrum of stakeholders,
Could be seen as expanding
existing “turf protection”




3. Revamped Bermuda Hospitals
Board

4. Expansion of Ministry of Health

and Social Services

5. Establishment of Health
Insurance Commission, Heatth
Professions Licensing Board and

Elminates creation of any new
body. :

Avoids another level of
organization.

Already major component of
health care function with
existing international standing
and accreditation.

Increases Ministry’s resources
to aceomplish betier
monitoring, data collection and
recommendations for henith
care of the community,

Formalises and ce-ordinates
present ad hoc system,

Provides focus on three specific

Has enough on its plate already
- expansion could lead to over-
loading,

Expansion could lead to
accusations of “turf
protection.”

Seen as expanding Civil
Service and more bureacracy,

Eliminates “arms-length”
relationship and reduces
objectivity.

.Eliminates/compromises

possibility of consumer and
other stakeholder input,

Further fragmentation of
System - three tiers of
organization instead of one

Health Autherity areas of concern By having each of three
‘ Tales away from hospital organizations reporting to the
focus ' _ Ministry of Health, narrows
Spreads and has potential to the focus
reduce cosis . Could be seen as expansionsist
in the context of Civil Service.

Notes:

1, All of the above umbrella organizations wiil require new or amended legislation to effect its
mandate, : '

2, Fundamental to the effective operation of any umbrella organization is the need‘ for an integrated,
co-ordinated database of information. The lack of such a system proved time-consuming in
abtaining meaningful data to mest the burposes of the Health Care Review,

3. For detrils of the rati'onale, mission statement, mandate, executive board and responsibilities

of the B.H.C. or another option see Section
(extract attached.)

4.4 of the Health Care Costs Task Group report
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Ve
2.1 BACKGROUND AND MANDATE

In September 1993, the Minister of Health, Social Services and Housing, the Honourabie Quinton Edness,
announced the formation of the Health Care Review Sub-Commitiee, The Sub-Committee was formed in
Tesponse 0 community concerns regarding the escalation of health care costs and the quality of health
care afforded to residents in Bermuda. The Sub-Committes was given the responsibility to undertake a
review of Bermuda’s health care system and, appreciating the physical and economic resources of the
island, determine whether the system:- IR :

a) Satisfies the health care needs of the population;

»)} Is cost-effective,
c) Is efficient and
d) Provides an appropriate minimum level of care which is accessible to and

afiordable by all residents (with due regard for age, income and health status).

The Sub-Committee is to make recommendations where necessary, especially where recommendations
might optimize the delivery of health care services. The membership of the Sub-Committee is as follows:-

Senator Alfred Qughton Chairman ‘ -
Dr. Ian Fulton ' Deputy Chairman : -
Mrs. Judy Panchaud-White Chairperson, Health Care Costs Task Group
Mrs. Sheila Manderson Chairperson, Quality of Care Task Group
Mr. Carlyle Musson Permanent Secretary, Ministry of Health
' and Social Services
Mr. Roger Titterion ~ Chairman, Health Care Finance Task Group
Dr. John Cann ' Chairman, Health Care Needs Assessment Task Group
Mrs. Joan Dillas-Wright Nursing representative BT o
Mr. Eugene Carmichael ‘Consumer representative
Ex officio:
Mrs, Brenda Dale Secretary, Department of Management Services
Mr. Arthur Wade Department of Management Services

Mrs. Susan McCullagh-Bailey Recording Secretary, Dept. of Management Services

Four separate Task Groups have been established to focus on specific areas of concern in addressing the
key areas as follows:-

Quality of Health Care - Chairperson, Mrs. Sheila Manderson

Health Care Costs - Chairperson, Mrs. Judy Panchaud-White
Health Care Needs Assessment - Co-chairmen, Dr. John Cann & Dr. Ronald Lightbourne
Financing of Health Care - Chairman, Mr. Roger Titterton
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2.2 MEMBERSHIP AND OBJECTIVES OF QUALITY OF CARE TASK GROTP

2.2.1 MEMBERSHIP

Mis. Sheila Manderson  (Chairperson) — Director, Bermuda Hospitals Board _
Mr. Eugene Carmichael Johnson & Higgins - consumer representative .

Ms. Patricia Daly Bermuda Quality Awareness Tearm - consumer representative
Mrs, Joan Dillas-Wright Director of Nursing & Patient Services St. Brendan's Hospital
Ms. Jackie Lightboumne Chief Nursing Officer, Community Nursing Services

Dr. Burton Butterfield M.D,
Dr. Ewart Brown M.D.

Mrs, Marisa Sharpe Infection Control Practitioner, King Edward VII Memorial
Hospital L

Mr. Aldwin Savery Manager, Patient Relations & Quality Management,
Bermuda Hospitals Board ‘ _

Mrs. Brenda Dale S - Depariment of Management Services

Mr. Art Wade Department of Management Services

Mrs. Susan McCullagh-Bailey Recording Secretary

2.2.2 OBJECTIVES.

To develop standards and recommend a process Tor the ongoing treatment of the évaﬂability, accessibility
and efficiency of community-based and mstxtutmnaj health services in Bermuda, : o

1 Develop minimum standards relating to the accessibi_li_ty of basic preventive, primary and.
secondary health services in Bermuda, = - ' '

2, Recommend specific outcome measures to assess the effectiveness of health services in Bermuda,

3. Define the major health programmes in Bermuda {e.g. mental health, long-term care, maternal

chief health, emergency and pre-hospital care, palliative care, acute care, health promotion and
disease prevention) and develop recommendations for the ongoing evaluation of their
effectiveness.

4, Recommend mechanisms to facilitate a “customer” focus for continuous quality impravement
efforts within the health care system. ' '

5. Recommend minimum health manpower requirements (both numbers and qualifications)
required to meet basic health service needs. ' -

6. Recommend a mechanism for the ongoing assessment and quality improvement of all health
services in Bermuda, o




HEALTH CARE REVIEW SECTION 2 - MANDATE, MEMBERSHIPS
BERMUDA AND OBJECTIVES - 13th MAY, 1996

i
2.3 MEMBERSHIP AND OBJECTIVES OF HEALTH CARE COSTS TASK GROUP

2.3.1 MEMBERSHIP

Mrs. Judy Panchand-White (Chairperson) Vice-President, BF & M Ltd.,

Dr. William Cooke M.D. Former Chief of Staff, King Edward VI Memorial Hospital
Dr. Roger Wong M.D,

Mr. Gordon Ashford . Lady Cubitt Compassionate Association _

Mr. Eugene Blakency General Secretary, Bermuda Public Service Association
Mrs. Lynanne Bolton - . Pharmacist, White & Sons Ltd. _

Mrs, Brenda Dale _ Department of Management Services

Mr. Art Wade Department of Management Services

Mrs. Susan McCullagh-Bailey Recording Secretary

2.3.2 OBJECTIVES

This group has the responsibility of reviewing the costs of health care services in Bermuda and developing
recommendations aimed at controlling the rate of cost increases,

1. Collect historical data on all factcré contributing to the cost of health care,
2. Review historical data and project trends for the future,
3. Make recommendations concerning the percentage of Gross Domestic Product (G.D.P.)

which should be spent on health care services and the distribution of funding between
the various services, (This objective was eventually transfeited to the Health Care Financing

Task Group.)

4, Develop a framework for the establishment of reasonable fees for services rendered putside
the hospital setting,

5. Make recommendations to contain the rate of growth of health care costs, in particular in
such areas as overseas medica] care, catastrophic illness, prescribed drugs and local medical
costs,

6. Determine what facilities/equipment, medical services etc. need to be upgraded in Bermuda and

develop proposals to correct these deficiencies,

One objective was added to this Task Gronp:

7. Make recommendations for a unjversal health care plan for Bermuda residents,
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2.4 MEMBERSHIP OF HEALTH CARE NEEDS ASSESSMENT TASK GROUP

24.1 MEMBERSHIP

~ Dr. John Cann M.D. ) -
Dr. Ronald Lightbourne M.D. ) . Co-chairmen
Dr. Brenda Davidson M.D. Senior Medical Officer, Department of Health
Mrs, Janet Smith L Chief Statistician, Department of Statistics
Mrs Lucilie Parker Director of Nursing, King Edward VII Memorial Hospital
Ms. Cyrlene Wilson -+ Hospitals Statistical Analyst
Mrs. Marlene Christopher Registrar General, Bermuda Govermment
Mrs. Brenda Dale Department of Management Services
Mr. Art Wade Department of Management Services
Mrs, Susan McCullagh-Bailey Recording Secretary

2.4.2 OBJECTIVES

The primary purpose of the Needs Assessment Task Group was to assess the adequacy of health status,
health resource and utilization data in Bermuda, and to develnp a set of health status indicators for the

comumunity as follows:-

1 Assess the adequacy of existing surveillance and data collection designed to
a) “ Give a demographic profile of the community,
b) Monitor conditions contributing to morbidity and m.ort.aliiy'an. the island,
) Identify significant health problems in the pupulat.lon, nsk factors and
contributing factors,
d) Monitor health manpower and
e} _ Monitor health resource utilization.

Identify significant gaps in health data collection,

P-.J

3. Document local health resources and support systems,

4, Complete a community health assessment and recommend a process {or ongoing assessment,
5. Recommend health goals and objectives for the commnunity,

6. Develop a set of health status indicators for the istand,

7. Recommend model systems for data collection and disease surveillance,
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2.5 MEMBERSHIP AND OBJECTIVES OF FINANCING TASK GROUP

2.5.1 MEMBERSHIP

Mr. Roger Titterton {Chairman) Partner, Deloitte & Touche

Mr, John Rayner Actuary, Hospital Insurance Commission

Mrs. Annarita Woolridge-Marion Director of Finance & Administration, King Edward
VII Memorial Hospital _

Mr. Donald Scott Assistant Financial Secretary, Ministry of Finance

Mr, Nick Warren Manager, Somers Isles Insurance Co. Ltd.

Mrs, Brenda Dale Department of Management Services

Mr. Arthur Wade Department of Management Services

Mrs. Susan McCullagh-Bailey Recording Secretary

This Task Group is responsible for developing recommendations relating to the appropriate scope of a
basic health insurance package, the role of the Hospital Insurance Comumission and the roles of the public

and private sectors in financing health care.

2.5.2 OBJECTIVES

To develop recommendations that will result in the current or a modified health care financing system
meeting health care costs (as considered by the Care Costs Task Group) whilst ensuring that quality (as
proposed by the Quality of Care Task Group) is maintained -and the needs (as proposed by the Needs
Assessment Task Group) of the community are met at an affordable cost. The following six specific
objectives are addressed as part of this overall ohjective:-

1 To review the role and functioning of the Hospital Insurance Commission,

2, To develop recommendations concerning insurance and government funding for long-term and
home health care,

3, To examine the use of health care services which are available in Bermuda and recommend
changes where appropriate,

4, To consider the transfer of responsibilities for determining medical indigency from the Bermuda
Hospitals Board to the Ministry of Health and Social Services.

5. To examine reimbursement of physicians in primary care, internal medicine, surgery and
diagnostic services and recommend changes where appropriate.

6. To review the current health care financing system and recommend improvements and determine
suitability for financing future needs,
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SECTION 3

QUALITY OF HEALTH CARE TASK GROUP

3.1 PURPOSE/OBJECTIVES

The purpose of the Quality of Care Review Task Force was to develop standards and recommend a process
Tor the on-going assessment of community based and institutional heaith services in Bermuda, The

desired outcomes for this review were;

* To develop minimum standards relating to the accessibility of basic preventive, primary and

secondary health services in Bermuda,
° To define the major health programmes in Bermuda and develop Tecommendations for the on-going

evaluation of their effectiveness. _ :
© To recommend mechanisms to facilitate a ‘customer’ focus for continuous guality improvement

efforts within the healthcare system.
¢ To recommend health manpower requirements to meet basic health service needs,
° To recommend a mechanism for the on-going assessment and quality improvement of all health

services in Bermuda,

3.2 METHODOLOGY

The Task Group was subdivided into four sub-groups with responsibility for gathering data about the
health programmes and services that currently exist. The sub-groups included examination of primary
and basic medical care, mental health, special-interest groups, and manpower, The intent for each gToup
was to gather as much information ag possible from the customers and providers of healthcare services in

order to determine where gaps exist,

Information was gleaned from one-on-one interviews, special-interest EToup meetings, a town hall
meeting, written submissions, surveys, and site visits to hospital and community-based facilities and
providers. A list of major concerns and issues was generated from the data collected, logether with
recommendations for improvement. : o o : .

3.3 MEMBERSHIP

Quality of Care Task Force - Reports to The Chairman, Steering Committee
Chairperson: Mrs. Sheila Manderson, Execulive Director, Bermuda Hospitals Board

Members:

Ms Jackie Lightbourne, Department of Health, Chief Nursing officer, Bermuda Government
Ms. Patricia Daly, Managing Director, Perdformance Consultants International

Mrs. Joan Dillas-Wright, Director of Ni ursing and Patient Services, St. Brendan's Hospital
Dr. Burton Butterfield, MD IR -

Dr. Ewart Brown, MD : S

Mrs. Marisa Sharpe, Infection Control Practitioner, KEMH

Mr. Aldwin Savery, Manager, Patient's Relations & Quality Improvement, Bermuda Hospitals Board
Mr. Eugene Carmichael, Asst. Vice President, Johnson & Higging (Bermuda) Ltd.

Mr. Art Wade, Department of Management Services .

Mrs. Brenda Dale, Department of Management Services

Mrs, Susan McCullagh-Bailey, Recording Secretary
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3.4 EXECUTIVE SUMMARY

3.4.1 Defining guality health care

-

In the absence of the existence of a clear vision for the health care system in Bermuda, the Task Force set
about defining Quality Health Care as they understood it. Quality Healthcare is defined as care that is
accessible, timely, affordable and acceptable to the community. It is care which assists patients to achieve
and maintain their optimal state of health and well-being. : :

Quality Health Care:

o Consists of a continuum of care that is provided through collaboration and coordination of in-patient,
out-patient, and home care services; - : ' .

» Emphasizes prevention and health promotion as well as treatment qf disease.procesées;

¢ Reflects a patient’s individual ﬁe.rsonality, needs, and accountabilities;

= Provides for patient and family involvement in decision-making about the patient’s caré; |

s Is provided b_y caring professionals who effectively cqmmum'cate with each o'thrzr and with the patient; .
s Is provided m environments that comfort pétients and.su_ppo_rt the healing process; and

» Demonstrates care-givef pr-oﬂci;zncg.f.and c]i.m'cal. excellence, |

3.4.2 Tssues/concerns

Issues and concerns hﬁve been received through a multitude of .sources. Some are factuzﬁ and some are

perceptual. Regardless, in order to reinforce confidence in the health-care system, they must be addressed,
The following are aspects that have been identified for improvement, . o o

3.4.2.1 Primacy/Basic Medical Care
¢ There are gaps or inadequacies in insurance coverage especially as it affects the Island’s seniors.

e There is a perceived lack of accountability throughaout the system. Patients want protection through
legislation. SRR o

» There is a lack of confidence in the local system due to personal or widely publicized negativ_e
experiences of others. There is also a commonly held belief that provider conflict of interest is a large
problem, i.e. doctors in politics and as advisors/shareholders in insurance companies,

o Accessibility to both specialist and general practitioner’s care is too limited. Waiting times in G.P.'s
offices, as well as the Emergency Department for non-trauma complaints are too long.

e The accessibility and availability of primary care services provided by the Department of Health are
limited, (i.e. they are not open at times convenient for families, Currently 8.30 a.m.- 4.45 p.m.
Monday through Friday). Males and adolescents are under-served by these clinic services,
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e The availability of specialists such as an allergist, dermatologist, neurclogist, and an ear, nose and
throat (ENT) specialist needs to be improved in order to reduce the need for overseas travel,

e  Malpractice premiums are escalating in Bermuda (10 times the rate in the UK.). There is toncern
that this may have a serious impact on recruitment of qualified physicians from overseas, including
specialists, This trend could result in the practice of defensive medicine by physicians with Tesulting
increases in the cost of healtheare as fees are increased to offset the increased malpractice premium

costs.

3.4.2.2 Special Populations

Women's health care needs are not adequately addressed, eg. inequitable insurance coverages, treatment
options other than hysterectomies for gynecological disorders are not readily available,

There tends to be under-diagnosis of depression in women,
There needs to be greater public education support and empathetic treatment of §IV positive patients. -
The incidence of child abuse and its impact on the health of the saciety needs to be addressed.

There needs to be a contingum of services planned and provided for the elderly as an alternative to
institutionalized care, .

Minimal standards for nursing and rest homes need to be developed and monitored.-

Some relief needs 1o be provided for the high costs of prescription medications for the elderly.

There are no standards for the establishment or . operation of laboratories and other privately-run

diagnostic facilities.

3.4.2.3 Hospitals

Greater emphasis needs to be placed on ensuring approprate utilization of hospital beds and speedier
discharge processes, particularly for the elderly, :

There needs to be a drug-testing policy in place for all hospital personnel to ensure the safety of all who
use the facilities and services of the hospitals. T L S
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3.4.2,4 Mental Health

2) Treaiment/Care Delivery

The range of treatment modalities need to be expanded to include psychotherapy for the emotionally and
behaviourally-disordered. The availability of counselling for substance abuse and marital problems {a
source of great stress and depression) is limited. s ' '

There is no in-patient programme for treatment of mentally-ill children or adolescents. Many are sent
abroad at considerable expense, '

There is a need for a dedicated unit for the treatment of acute medical and behavioural problems in the
psychogeriatric population so that undue utilization of in-patient care beds caused by irreversible

conditions is prevented. '

b) Quality Issues

Services provided are fragmented. Collaboration between the private and public health-care sectors is
very limited.

Credentialling of community psychotherapists/counsellors who provide mental health services is also very

limited.

c) Accessibiiit\_’

Insurance coverage is presently provided by all major companies except Government Employees’ Health
Insurance (GEHI), The degree and range of coverage differs significantly. Co 2

Access to psychological and psychiatric services is limited because of lack of apprapriate referrals. This
- may be attributed to a certain degree to professional bias, subjectivity, or lack of awareness of available

IESOUrces.

3.4.2.5 Manpower

As there is no ideal healthcare system or community, it is difficult to accurately assess the manpower
needs. i.e. what is the number of physicians and other healthcare professionals needed for the population

base?

A survey of physicians indicated that most are not working at full capacity, yet there is a perception that
the elderly and the indigent are under-served.

Based on current trends in the provision of services, the Bermuda Nursing. Association projects a need for
Inore nurse gerontologists, psychiatric community nurses, nurse practitioners for primary care prevention
and education, nurses skilled in substance abuse treatment and therapy modalities, and nurse educators to
assist in preparing Bermudians for college-based nursing programmes,

(See also Section 5, Needs Assessment Report, Page 31)
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3.4.3 Options for action

3.4.3.1 Primarv/Basic Medical Care

-

Improve primary care clinic access by providing evening clinics utilizing flexi-time for staff. Allow
clinics to be used in the evenings to provide counselling, mental health services, and health education
programmes. Expand the services provided by those clinics to include health promotion and prevention
programmes and include males and adolescents as clients,

Review and revise health care insurance policies to support coverage for seniors and teens as well as out-
patient treatment modalities such as home-care, short-term counselling and psychotherapy services.

Develop and implement minimal standards for the management, maintenance, and care provided by
nursing/rest homes. Establish a review body to ensure compliance with standards, :

Develop guidelines for the establishment and operation of laboratories and other diagnostic facilities.
Standards should include the management and disposal of infectious and bio-hazardous wastes,

Decrease the trends towards institutionalized care for the elderly by providing resources that will assist
comununity/family care givers in providing care in the home, :

3.4.3.2 Manpower

Keep track of Bermudians studying in the healthcare professions abroad and their intentions 1o return to
Bermuda. o o :

Relax policies to allow needed specialists access into Bermuda on a full-time or interim basis as needed.
"This should be done based on the availability of Bermudian physicians,

Take a new look at the care and method of delivery of healthcare to the elderly and indigent population
and utilize nurses skilled in gerontology, psychiatry, and nurse practitioners to provide an alternate
method of delivering healthcare,

3.4.3.3 Mental Health

1) Update the Mental Health Act.

2) Provide a coordinated and comprehensive community mental health system that includes:
- an in-patient treatment programme for mentally-ill children and adolescents
-counselling and short term psychotherapy services
-case management of the chronically mentally-ill
-the establishment of a dedicated unit for the treatment of acute medical and behavioyral
problems in the psychogeriatric population
- provision for a drop-in centre for mentally ill patients in the community.

3) Establish a regulatory board for the credentialling of the mental health service providers,

4) Finalise draft legislation for psychologists,
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3.4.4 Summarv/Conclusion

Bermudians, based on their experiences in the major healthcare facilities abroad, are demanding-a very
high standard of healthcare at home. It is the consensus of the Quality of Care Task Group that while the
general quality of health services provided here is good, there are many gaps in the current system, as
evidenced by the issue statements. One of the issues that was repeated throughout the process was the

lack of focus on prevention and wellness.

It is our hope that the information gained from this review can be utilized to develop a healtheare system
that not only provides affordable, high quality medical care, but one that promotes good health and
disease prevention as well, ' ' ' '

3.4.5 Next steps

This report summarizes the issues, makes recommendations for further work and development and
highlights progress made on various recommendations (in progress and completed). Continuous quality
improvement is an on-going process.

The only effective way to facilitate a customer focus as a mears for continucus quality improvement of
services, is to periodically and regularly seek the customer’s input and feedback about the care and

services they receive. One way of accomplishing this is to:

a) Dex;élop a set of standards for healthcare delivery that relate to the statements defining
- quality health care, ie. accessibility, timeliness, acceptability, and affordability;

b) Utilize data and feedback from customers based on these standards 1o continuously improve
the system; and ' : e

¢) Monitor and evaluate the healthcare outcome from the system:

i) Is there a measurable increase in survival/quality of life?

i) Is there measurable improvement in the health status of the
population?

iii) Is there a measurable growth in confidence in support of the local
system?

10
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3.5 CONSUMER FOCUS

3.5.1 Introduction _ o '

As part of the Government of Bermuda's probe into the quality and delivery of health care services
generally, a customer focus was determined to be necessary to evaluate the Jevel of acceptance and comfort

that the public have in the local system,

3.5.2 Strategy and Methodology

In order to develop a customer focus our strategy has been to go directly to members of the public to
obtain from them their perceptions of, and experiences within the Iocal health care system. We invited
the following organizations and special interest groups to make written submissions:

Health Watch, Women'’s Resource Centre, Women's Advisory Cmmcivl, The Coalition for the Protection
of Children, The Portuguese Bermuda Organization, The Bermuda Physically Handicapped Association,
S5.T.A.R., Allen Vincent Smith Foundation, P.AL.S,, Admiralty House Seniors, and Age Concern,

B AL Y]

In addition, a public “Town Hall” meeting was held at the No, 1 Passenger Terminal, Front Street on
September 15th, 1994 at 8 pm. This was attended by 100 persons and was successfil in contributing a
substantial collection of constructive thought. A follow-up opportunity was made available on September
18th, through the Shirley Dill radio talk Show, “What, When, Where” over Radio VSB 1450. Apain, this
was quite succégsful, - _

Other data gathering efforts were made through literature reﬁew, group research, the distribution of a
questionnaire, through an invitation to the public to write to the Commitiee, and by several meetings with
PTA groups, AIDS sufferers, and a variety of individuals, L GO e

3.5.3 On-Going Measurement of Customer Satisfaction

Based on accepted quality principles, we must measure the level of consumer satisfaction with regards to
public health on an on-going basis. We must be objective and consistent in our measurements of the
health care system, We must focus on the need for continuous quality improvement in all levels of health

care.

3.5.4 Need for chjectivity and consisfency in measurement of quality levels

Our benchmark for standards of quality care should be wide-reaching, but alse within reach, (i.e. we
should consider the issues/limitations of being an island and compare ourselves with other island nations,
but also continue to place our hospital under accreditation measures acceptable to US/Canadian standards
to ensure a high qiality rate of compliance.) One method of measuring non-compliance and/or areas for
improvement would be to use consumer questionnaires and thus obtain their feedback on a regular basis,

Questionnaires need to be made available to every member of the community receiving health care o
ensure their feedback is heard on all issues relevant to their health care experience. Responsibility needs
o be given to patients/consumers to give regular feedback. This needs to be stressed as a two-way
process, as only then can our health care systern steadily improve,

11
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It is recommended that a questionnaire be developed to cover such areas as:

- freatment (with dignity and respect) of the patient
- accurate and timely diagnosis of patients _
- time frame in which services are rendered -
- total quality of service: front office assistance :
- doctor's and nurses treatment ©
- accuracy and understanding of invoice -
- privacy in freatment and records

Such guestionnaires should be made available at all clinics, doctor’s offices, both hospitals, including the
Emergency Department, and all other health care facilities in Bermuda. -

3.5.5 Need for the Berm'udian consumer to have faith in the svstem of health care

Consumers in Bermuda need and want to believe in the local health care system, and the system needs the
support and faith of the consumer in order to grow. '

3.5.6° Support for an “umbrella” arpanization

Thus, we support a recommendation made by the Care Costs Task Group that an umbrella organization be
established to assist the Ministry of Health in the many aspects of the management of the country’s health
care programmes. One of the mandates of such an organization could be to oversee the public relations
aspects of health care. ' ' :

Thus, the questionnaires (as described above) could be delivered to the proposed umbrella group for
collation, evaluation and action as appropriate. - ) o RO T :

3.5.7 Accountability awareness and complaint resolution

There is a widely held perception in Bermuda that the average patient and his family have no real
recourse against medical malpractice, As the population become more sophisticated in the area of health
management, this factor is becoming one of the prime motivating forces driving more and more people off -

the island into heaith care environments where there are apparently greater incentives for the health care
professional to exercise the highest standards of diligence.

In pur view, this is perhaps the most serious public relations problem facing the medical community and -
health-care system in Bermuda today, ' o . : :

Recormmendation

We recommend to the Ministry of Health and Social Services that a spécia_l corﬁmirree or umbrella group
consider a resolution to this problem which we imagine will consist of a mix of voluntary and legisiative .
initiatives. : S S

3.5.8 Need for fu_rther studies

The jifollbwing range of recommendations incloded in this report seék to estaElish a starting point for
action and are only limited by the practicality of a working document and the constraints of time in the
collection of data. For instance, the area of Mental Health could not be considered from a patient’s

12
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perspective at this time. However, a future study must focus on this topic. There are also many more
issues which must eventually be addressed. A customer focus within the aforementioned umbrella
organization could ideally respond to such concerns as a matter of routine.

We have included as part of this report much valuable information, in separate appendices, which should
be considered along with the Report proper. S :

3.5.9 Caring for Bermuda’s children

3.5.9.1 Need to upgrade present clinics

The plant and facilities of our network of public clinics are ageing, and are in need of modernization,
Prvacy and comfort for patients, and improved facilities, equipment and work space for staff and
professionals should be part of an.on-going, long-term plan for Government's capital works program,
Costing for such capital projects is not available at this time, :

3.5.9.2 Response to child abuse

The problem of physical and sexual abuse of children in this community is as bad, if not worse, than other
similarly developed countres, For example, current estimates indicate that between 20 and 309% of all
women, and 3 to 10% of males, have been victims of sexual abuse as children, As a social issue, this has 4
profound effect on the likelihood that these children will be able to lead normal, healthy, and productive

lives.

As a healthcare issue, the evidence is ovcﬁvhelnﬁng that these children will be the bigger drain on the
healthcare system as adults, They are statistically far more likely to become addicis or alcoholics, more
likely to suffer chronic physical or mental health problems, and more likely to inflict pain or injury to

others. '

The cost of identifying and treating children who have been abused is minima] when compared with the
impact of the resulting maladaptive behaviours on both the individual and the society in general,

We have been made aware of child abuge cases which have been unsuccessful in court, or have not even
been prosecuted because the necessary evidence from the professional was either not available or was

than examination of the child himself/herself,

Recommendation

1t is absolutely essential that when a child is brought to the Emergency Department of the hospital with
symploms that suggest physical or sexual abuse, that a trained professional examine the child within 24 -

hours,

3.5.9.3 Extension‘of Child Protection Team of Social Services

The Child Protection Team creates the appearance of a well functioning unit following mode! protocol
adopted from one of the leading children's hospitals in Canada. The Team, however, is only as good as
the resources it has at its disposal,
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At the moment, after the initial stage, the cases are passed on to the Department of Social Services to
follow-up. Unfortunately, the Department and its social workers are so grotesquely overworked already,
with caseloads that permit little but crisis intervention, that the kind of Toliow-up necessary is virtually

impossible to achieve,

We believe that the most likely avenue for success in this area would be to expand the outreach capability
of the Medical Social Work Department so that the necessary follow-up will be more likely to occur. This
also ensures some level of continuity for the clients. -

Recormmendation

Consideration should be given to allowing the social workers at K.EAM.H. to Jollow through with required
treatment lo child abuse victims and their families. ' - :

+

3.5.9.4 More strinpgent moniforing of nursery and dav-care Tacilities

Bermuda’s children attend day-care and nursery facilities in record numbers. They are especially
vulnerable if these facilities are not carefully monitored by well qualified pecple armed with a set of
repulations that require a high standard of care. _ _ . : : S

Recammendation

The Depariment of Health & Social Services should make it a priorily to adopt the recommendations
contained in the Coalition for the Protection of Children's Task Force Report on the Development of
Regulafions Gf;verm'ng' the Operation of Bermuda's Nursery Schools and Day Care Centers.” ( Please
see separale appendix - Coalition for the Protection of Children - Recommendation #5 which is available

on request.) :

3.5.9.5 Executive Summarv of Cozlition for the Protection of Children’s submission

The Coalition submitted an extensive document, which we feel is well researched and presented. This is
available upon request, as stated above, in a separate appendix to the Health Care Review report. In
addition 1o the excerpts quoted above, their submission covers such areas as poverty and the effect on the
family, school lunch programmes; early ‘pregnancies; abuse within the family unit; abuse of drugs,
including alcohol; and preserving the Tamily unit through The Homebuilders Model.

Recommendation

We recommend that this submission be considered in its entirety and the recommendations contained
therein be adopted. y :

3.5.9.60 Insurance coverage for unemploved teens. including teenase mothers.

We have found that at an early age people start to fall through the cracks. Teenagers who cease to be full
time students are often not covered under their parent’s policies as dependants, and until they become
employed they are a group of people who generally go without coverage. As an added factor these are the
years when such young people tend to be very active in sports. It is also a period when women are greatly
at risk of becoming mothers. Insurance coverage is most likely thei furthest thing from their minds,
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Recommendation
We recommend that as part of established public awareness programs members of the public need to e
reminded that teenagers who are not Jull time students, and who are not employed, need to be rovered

under an independent policy of insurance such as HIP or Major Medical. Such individuals are not
normally covered as dependents under their parent's policies; special arrangements must be made.

3.5.10 Senior citizens

3.5.10.1 Avoidance of institutionalized care where nossible,

Senior citizens are people who have Spent many years in their homes where they have made themselves
comfortable among the many objects that provide familiarity and warmth, In many cases they will have

direction.)
Recommendation

We recommend that efforts be re<focussed on methods whereby seniors can live out their Years of
refirement in the comfort and security of their own homes, away from institutional life. The use of live-in
geriatric aides under strictly controlled circumsiances would avoid the opportunily for elder abuse and
should be explored. The cost incurred by insurance companies for institutional care could be qffset
against this less costly option, R : R -

3.5.10.2 Studyv of expanded insurance coverage for seniors

Seniors, who are usually on a fixed income, generally find that they have greatly reduced insurance
coverage afier age 65, which is when they will most likely need the generous limits that they enjoyed as
young peaple. They often fall victim to the need for expensive maintenance medication with no way to

recover the costs.

Recommendation

We recommend that this aspect be made the Jocus of a special study aimed at addressing this very large
Zap in coverage, As someone put it, “i¥e are the future, the future is us.” Three sources of Junding in
some combination should be considered: Go_vemmenr. insurance and personal savings.

3.5.10.3_ Discounts for dental care for seniors

Seniors, as a rule, do not have any coverage for dental care, and the dents] asgocialion makes no
allowances for discounts to senjors, '

Recommendation

We recommend that dental cover be considered as part of a HIP subsidy, and that a senior's discount be
negotiated with the Dental Association by the Ministry of Health,
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3.5.11 Education

-

3.5.11.1 Cautions for taking medication for the firs_t time

A substance when taken internally which promotes healing is a medicine; but for some people even
commonly prescribed medications can have the opposite effect.

Recommendation

We recommend that doctors and pharmacists include advice to their patients when taking a m.edicaﬁan
Jor the first time that it would be prudent to take only a small fraction of the normal dosage to lest for
allergic reactions since there appears to be no other simple test that can be faken. The object is tg lessen

the probability of iatragenic poisonings.

3.5.11.2 Community education courses on insurance palictes

Many pdlicyhdlds:rs are ill-informed about the benefils available to them. As a consequence they
experience missed opportunities to make claims thereby resulting in very real cash costs, Perhaps more
important is the fact that the policyholder has certain legal rights under his health contract about which he

should be fully informed.

Recommendation

We therefore recommend that as part of the curriculum of community education a course be taught in
“Understanding your health insurance plan and policy”. At the same time other policies could also be
included such as auto, homeowners, and life policies.

3.5.11.3 Printed guidelines on self medication

There is much mismanagement of medications which are taken in the '_hofnt: setting as patients ofien do
not take their medications safely and on a timely basis. Patients need to have access to much mare
information that is now routinely available, ' R

Recommendation

We recommend that doctors and pharmacists provide printed materials to include helpfid hints as to how
Io creale a system to ensure that medications are taken on time, and do’s and don ‘'ts ouflining when, or
what not to eat and drink with medications. More to the point, patients need to be warned about side
effects of their medications and the dangers of taking more fhan one medication at a time, including
mixing alcohol with prescribed drugs. o o

3.5.11.4 Quality time spent between doctor and patient

Patients are asking for more information on their particular condition so as.to be able to take
responsibility for their own health and welfare. There is far more awareness in the Bermuda of 1995 than
even ten years ago. Generally individuals realize that they have to take responsibility for their own health,
and many people are very well read. Their visit to their care provider should be more of a partnership
than has been the case in  past years, :
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For some peoﬁle their definition of Quality of Care is dependent on haw much time is taken in educating
the patient on matters relevant to his/her condition. ‘

Recommendation

-

We recommend that dociors allow more time with each patient in discussing the patient's condition and
its prognosis. '

3.5.11.5 Amnnual open house at hospitals and accreditation svstem to demystify same

For most people who have never been admitted to the hospital setting there is a natural fear of the
unknown which can only be eliminated through familiarity that comes through seeing for one’s self how
the institution works. Fear is erroneous perception, and education is the cure. : .

Recornmendation

We recommend that the recent “Open House" held at King Edward VII Memorial Hospital be continued
as an annual event to de-mystify the institution. In addition, the international accreditation that the
hospitals earn should serve to build confidence in the minds of the public. We Jeel therefore that efforts
should be made to fully explain such merits in the context of international medical praciice, :

3.5.11.6 Doctors mandated to attend off-island seminars and conferences

Whether fairly or not, an often heard complaint from the public is that local doctors do not keep eurrent
enough in basic care. It would appear that not all Iocal doctors take the time to ensure that they have a
working knowledge of new and modern practices and technigues. Meanwhile, through the medium of
cable and satellite television members of the public are aware of such advances,

Recommendation

We recommend therefore, that doctors must be mandated to attend annual off-island medical seminars -
and conferences in order to ensure that they are kept current. Patients should also be kept informed that
their physician is making the effort on their behalf. Such initiatives should help to increase confidence.

3.3.11.7 The important work of the Government dietitian
The work that is being done by the government dietitian is vital in that knowledge is imparted which is
essential in the management of one’s own health maintenance. This work should continue and receive the

full support of the government and the public,

3.5.11.8 Living Wills

Emphasis should be placed upon .educaling the public with respeci to Living Wills as considerable

difficulties and emotional hardships can be avoided by having such a document, properly executed, in
place should certain critical circumstances be encountered. ! - '

3.5.11.9 Suffering with ATDS

Bermuda is currently in the grasp of the scourge of an AIDS epidemic. Unfortunately the problem
appears to be getting a lot worse with scarcely any family in Bermuda unaffected in some way, Yet
patients recall the harsh treatment they receive from members of the public who tend to be judgmental
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first and foremost. In many ways, similarities can be drawn with the early days of cancer before an
enlightened public accepted this disease, s Co

To assist AIDS patients through their already difficult passage, an awareness program- should be
implemented to promote understanding, compassion and tolerance, and to alleviate the suffering that
AIDS patients are made to undergo as a resnlt of public ignorance and discrimination.

3.5.11.10 Adoption of a policy to reduce the incidence of Children having Children

Children having children is a topic covered by The Coalition for the Protection of Children in their
excellent submission. This is an ongoing problem with wide ranging implications that merits the fuil
attention of every parent and teache_r in our community, - : : ' '

This is the very source of a wide range of problems in later life, including abused and neglected children,
spousal abuse, abuse of drugs, and violence in general within the family, Young people who are forced
into early marriage because of pregmancCy grow up resentiul, aware of their missed opportunities for
adventure and educational growth, ' : P : ' o

Recommendation

We support the Coalition for the Protection of Children's recommendation, dealing with steps that can be
taken to reduce teenage pregnancy in the Juture as follows, “In order io reduce the rate of feenage
pregnancy, it is necessary to make a realistic commitment to imroving the life prospects of young people,
This means starting early by expanding job opportunities and re-training; providing services and
resources lo sirengthen family Junctioning; prevention of academic Jailure and development af

compelence; providing sufficient schoo! resources and widening the safety net of svcial services to
encompass families at increased risk”, o : :

3.5.11.11 Children havine children

" There is an association between very young parenthood and the likelihood that the resulting children are
at risk of abuse or neglect, The earlier the pregnancy, the more likely the prospective mother is to have
come from a disadvantaged family, living in chaotic conditions, where her mother is besieged by the stress
of economic survival,

Very often these disadvantaged young girls have grown up emotionally neglected and lack of personal
sense of mastery and self esteem. They see only minimal prospects of a decent job and they have little |
Teason to postpone parenthood. These young women feel that they have very little else to offer except

their bodies in return for badly needed affection and look forward to the prospects for emotional
gratification and empowerinent that they feel a baby can offer. :

By contrast, the higher a young girl's education expectations, the more secure her economic
circumstances, the more positive her self esteem, the more likely she is to avoid early pregnancy.

Similarly, young men with negative educational experiences, low self esteem and low aspirations, are
three times more likely to be early fathers. The prowess demonsirated by fathering a baby can serve as a
powerful consolation for lack of skills, education and Jjob prospects, ' '

Many of these powerful antecedents to early pregnancy have been put in place long before a ydungster

reaches adolescence, In fact, most of the strongest determinants of early teen pregnancy take piace before
the age of 10 (e.g. low self-esteem, chaotic living conditions, mather also an unmarried teen etc.)
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If we want to be successful in ensuring that our children become adults before they become parents, it is
time to move beyond family planning and appeals to morality and even last minute attempts at family life
education in secondary schools. As important and as necessary as these approaches are, they fail to
address the root of the problem, Young teenagers need more than Just the capacity to delay ciildbearing,
they need the motivation. This motivation comes from a sense of emotional well-being, hope and positive
life options. The best contraceptive is a real future, .

Recommendation

In order to reduce the rate of feenage pregnancy it is necessary to make a real:'.s'f;'é commitment to
improving the life prospects of our young people. This means starting early by:

(a) Expanding job opportunities and job re-training for parents:

(b} Providing services and resources to strengthen family functioning., 4 description of this program

called "homebuilders” or "family preservation programming” accompanies this report;

(¢) Placing much greater ‘emphasfs on the 'developmenr of competence and the prevention of academic
Jailure through nuriuring, stimulaling early child care and universally available “head-start” pre-school

programs;

(d) Providing schools with sujficient resources fo identify and address the problems that children have,
both in the classroom and at home; and R

(e) Widening our safety net with increased services to families and children at risk.

3.5.12 Women’s health issues

3.5.12.1 Introduction

The following statistical profile shows the percentage of women by age group who consider health issues
vital: o ' '

16 to 20 year age group - 63%
21 to 35 year age group - 79%
36 to 50 year age group - 82%
51 and over age group - 68%

The Women's Advisory Council put forward in their written submission such concerns as mammography
and ultrasound, consumer education, patient rights, insurance coverage and matemnity benefits, eye
examinations, mental health and depression, and substance abuse by women.

Faith in the local system is generated mainly through knowledge of the positive aspects, Consequently,
public assurance that mammography and ultrasound procedures and equipment, as well as the general
plant and facilities, meet international current standards is essential. The accreditation which the hospital
has succeeded in achieving is supposed to provide just such comfort,
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3.5.12,2 Exemption of Maternity Benefits from Pre-Existine Conditions Clause

Consumer education, assertiveness, and patient’s rights and responsibilities are points which the
Women's Advisory Council share with many other groups in the community. There is one area where
women are unique. That is the area of insurance coverage for matermnity benefit,

The problem arises with the Pre-Existing Condition clause which is present in most, if not all health
policies. Fundamentally, coverage for maternity benefits is claimable from the policy under which the
policyholder was covered at the time of conception. Thers are women who are being denied coverage as
conception occurred while they were out of work and otherwise not covered by their husband’s policy if
they are married women. .

It may be argued that if the individual took the necessary steps to ensure that they were covered at all
times by a policy of insurance, which admittedly they should do, then the possibility of pregnancy will
rank no greater a concern than any other claimable event. However, pregnancy is -unlike any other
physical condition. The condition carries with it the sanctity of 1ife and family, whether within or withont
the bounds of marriage. As a practical matier if the purpose for the new insurer is to deny coverage for
the sake of the bottom line that goal is easily circumvented by family planning on the part of the insured,

Perception has it that insurance companies do not intend for this group of people who are now falling
through the cracks to go without coverage. There is a moral dilemma and a social stigma which holds the
insurance companies out to be the villain in these cases, Consequently, adverse public relations are the
end result when the whole problem can be avoided by exempting maternity benefits from the Pre-Existing
Conditions clause., . B

Recommendation
Because of the special place in which society holds the creation of human life, and because pregnancy is
not an iliness, we recommend that maternity benefits should be exempted from the usual policy clause

that excludes coverage for Pre-existing Conditions.

3.5.12.3 Under-treatment of certain ilinesses in:worhen

A general perception among many people is that women are under-diagnosed and under-treaed for
certain conditions such as heart disease, stress, general depression, and post-partum distress, which has
led to death in some cases, '

As times have changed and women are competing more equally in the work place with men in both white
and blue collar professions, women are also reaping the unwanted side effects of stress related disabilities.
It is therefore essential that our perceptions as to which diseases women are mostly subject, keeps pace
with reality to ensure that women are diagnosed and treated accordingly. : '

Recommendation

We recommend that all of Bermuda's physicians place these malters high on their agenda jor discussion
and awareness.

3.5.12.4 Over- use of hysterectomies

A major concern exists wherein a very significant number of women who have had hysterectomies are
troubled with doubts over the absolute necessity for their operations.

0
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Recommendation

Given that there is nothing that can realistically be done about the past, we recommend in the future that
data collected be used fo verify and support future decisions and that particular care be taken ro ensure
that patienis are convinced of the necessity jor the removal of their uterus. '

3.5.13 In-hospital care

3.5.13.1 Invalid patients problems

Mealtimes for patients who are unable to feed themselves, such as the elderly, invalids, and certain AIDS
patients, often presents an intolerable situation which is beyond the nurse’s ability to adequately address,

Recommendation

We recommend that The Bermuda Hospitals Board should study this problem to find reasonable -
solutions, which might include placing some of the responsibility upon the patient's Jamily and support

group. :

3.5.13.2 Continuity of care

If the patient’s chart provides the continuity factor in the management of the patient’s care, it therefore
follows that entry of current information, and diligence in referring to such information is crucial.

Reconmunendation

We recommend that the Berinuda Hospitals Board place such emphasis on the continuity of care so as to

virtually eliminate the “chapge of shift” explanation for untoward incidents,

3.5.13.3 Patients to know the names of attendin'g professionals

Patients have expressed a dislike of being treated in hospital by people whose names are seldom revealed
1o them in a manner in which they can be recalled. This adds to the mystery of the experience and even
suggests that it is part of a deliberate attempt to keep the patient ignorant, especially in the event of
untoward outcomes. '

Recommendation

We recommend that, as part of the hdmitring and discharge process, ihe patient be made aware,
preferably in writing, of who their atlending physicians and nurses are. This would be helpfil, as in most
cases we hope that patients would wish to write Ppersonalized letters of appreciation to their caregivers,

3.5.13.4 Measurement of patient satisfaction
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Recommendarion

We recommend that, as part of the normal discharge kit for each palienl, a questionnaire be included to
allow the patient lo critique services rendered.

3.5,13.5 Testing for druy abuse

There is much concern in the community at this particular time regarding the matter of abuse of drugs,
including alcohol, in the workplace. We think that calls for drug testing of workers who hold sensitive
positions of trust and responsibility are both prudent and sensible, Health care workers are placed under
great stress and strain on a daily basis, and the potential for damage by a doctor or nurse who ig
functioning under the influence of drugs is immense. We imagine that the Executive of the Bermuda
Hospitals Board are aware of such problems as this is not something new in the medical world. We also
imagine that consideration has been given to a drug testing policy within the Hospitals.

It must be pointed out that, in anticipation of resistance and cries of invasion of privacy, that responsible
major local corporations such as the Bermuda Electric Light Company and Esso, have had in place a
policy of drug testing throughout their organizations which are now endorsed by their staff,

Recommendation

We recommend that a policy of testing of employees and practitioners be adopted and implemented by
the Board for the safety of all who use the facilities and services of both KEMH and St. Brendan's
Hospitals. e S C

3.5.13.6 Quipatient Clinic care

Comment from those who use this facility on a regular basis is that patients are processed with too much
haste thus giving the impression of assembly line production. We are reminded that, notwithstanding the
social position in the community of some of the patients who are referred to the clinic, they are all humans
who expect quality time for their health problems, '

We are also made aware of the dilemma of the physicians in attendance who bﬁen: :ﬁnd themselves
swamped by patients, . : S o

Recommendation
We recommend that the Bermuda Hospitals Board take note of the concerns of both the patients and
doctors wilth respect ta the administration of quality care in the Outpatients Clinic. Moutually satisfactory

solutions need to be found within the Hospital's budgetary constraints,

3.5,13.7 Addiction to Presérintion Drups

Another comment concerns the apparent ease with which prescriplions are given. It is alleged that as a
result a number of people are addicted to legally prescribed drugs. Should this be true it would mot be
isolated to Bermuda, nor for that matter would it be anything new. We mention it here as the topic came
up in our research for a fresh new review, especially in light of the community’s awareness of the abuse of
illegal drugs. o Co . ' N
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Recommendation

We recommend that physicians simply take note of the situation and examine the role that each irrdividual
practitioner may play as an enabler, '

3.5.13.8 Need for special families for certain Physically Disabled Persony

Some members of the Physically Disabled community need care and facilities which g0es bevond that
which Summerhaven can provide. In particular those people who are paralyzed from the neck or waist
down have extraordinary needs which are not now being properly met, As a result they deteriorate,

We surmise that in order to put in place the environment that is needed to respond 1o the needs of these
patients the cost would likely be prohibitive to build locally. Thus it may involve the necessity of having
lo place such patients abroad in facilities which cater to large enough numbers.

Recommendation

More study is required on this fopic.

3.5.13.9 Physiotherapy problems

Some of the categories of people requiring physiotherapy are stroke, heart attack, accident victims, and the
otherwise permanently disabled, Physiotherapy seems to be over-extended and unable to provide as much
time as patients think is necessary for their rehabilitation. We endorse the recommendations of The
Bermuda Physically Handicapped Association as follows:

(a) Additional therapists should be brought on line to improve the patient to therapist ratio;
(&) A sysiem of mabile physiotherapy be introduced along the lines of the district nurse, structured to

cover the East End and the West End of the island. This could absorb some of the fracture work presently
being done at KEMH which would allow more gquality time to be spent af the hospital for others.

3.5,14 General

3.5.714.1  Accessibility

Many people have commented that it is important to carefully choose the time that one can become ill ag
most doctor’s offices are closed by the early evening, and are not open at all on the weekends and public
holidays. Thus accessibility to primary care has been a prablem for a very long time, The Emergency
Department is therefore expected to fill the void, which it does usually under very trying circumstances for
all concerned. : : '

Recommendation

We recommend that primary care accessibility should be pursued with the objective of broviding service
availability seven days a week, and to include evening hours by encouraging at least one doctor's office
lo maintain clinic style walk-in service, after hours in the West End, the Central parishes, and in the FEgst
End. This would take the strain off the Emergency Department. Alternatively, have the Zovernment
elinies work on a flextime schedule, and include men as well as women and children as eligible patients

Jor all primary ills,
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3.5.14.2 More choice of Specialisis

An often repeated complaint is that the island suffers from a lack of choice of specialists services, Tt is
generally understood that due to our small size it may not be practical to expect to have several specialists
competing with each other by setting up permanent practices here, but an alternative idea is mooted
below. : o

Recommendation

We recommend that serious consideration be given fo the development of a program of visiting specialists
fo the island o jorego the need for patients to travel abroad,

3.5.14.3 Better Time Manacement in Dnctor’_s Offices

There is a great and pressing need for better time managenent in doctor's offices io reduce the great
wastage of time spent by patienis in the waiting room. As Bermuda has evolved into the international
market place that it has, many members of the public are as busy as the doctors themselves. For such
patients proper time management is essential,

Recommendation

We recommend that all physicians take note that patients are including in their perception of Quality
Care the burden placed upon their time in wailing 1o see the doctor, as well as the quality of the time -
spent with the doctor. T ' . : ST

3.5.14.4 Establishment of mini-emergency rooms at East and We_s:tern ends of island

Consider the establishment of mini emergency rooms at either ends of the island to receive and stabilize
trauma and other cases, The need for this is obvious as currently the first response comes from the
Emergency Depariment at KEMH by ambulance, To get to the patient the ambulance has to travel at very
high speeds on roads that have become so congested that each trip is an endangerment to other road user's
lives, as well as the emergency team. At the time of review, there is only one ambulance in operation, as
the other two or three are out of operation due to traffic accidents, principally caused by the need for such
high speed.

Recommendation

We recommend that consideration be given 1o the establishment of mini-emergency rooms at either ends
of the island to receive and stabilize trauma and other cases. C '

3.5.14.5 Development of freedom of choice

Patients are seeking freedom of choice as to whom to commend our bodies for repair. A pood analogy is
made between the flexibility available when having our cars, motorcycles, and home appliances repaired.
Many people have more than one motorcycle or appliance, and in any event these are things that can be
replaced. Yet, there is often a fairly wide choice to whom we may turn for assistance. Should we make a
choice that leads to dissatisfaction in such an outcome, it generally does not have the same significance as
an unsatisfactory outcome in health care.
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Having said that we find ourselves as patients often facing a situation where someone else insists on
making our choice for us, while at the same time not being prepared to share in any untoward results,

Recommendation

1t is recommended that educational programs be put in place to ensure the consumer is well-informed and
therefore able to make choices on affordable options for medical coverage. The protocol of going
through the general practitioner (gate-keeper) who in turn will refer-to the appropriate specialist shoild

be reinforced.

3.5.14.6 The Patient as Number One

As obvious as it may seem in 2 profession which caters exclusively to the well being of the hurman body,
the human being is the top priority. But it seems that ofien the patient get lost in the shuffle of new
technology, departmental and personal needs. We believe that personnel need to be reminded everyday
why they trained and sacrificed, and they need to be reminded Just whao is a patient,

Recormmendation

We recommend the promotion of a “Fatient is Number One"” mindset Iﬁraugh the employment of posters
Placed strategically throughout the hospitals and in practitioners’ ofjices. o

3.5.14.7 Attitudes

One of the more distressing complaints which came forward out of the various submissions was that of
personal attitudes of some doctors, nurses, and even general health care workers. Such comments as
“arrogant, seemingly uncaring, unsympathetic, and condescending™ were heard over and over., We realize

that this condition is not only limited to Bermuda, but is encountered all over the world. However, this in_
1o way excuses or condones those who exhibit such behaviour, '

Perhaps it will help to bear in mind that the very respect that such an exhibition presumably is supposed to
engender is lost and defeated, perhaps forever, What is more it is very confrontational. o

Recommendation

We recommend that all who may be guilty of such practices take note that patients are completely
disgusted with such attitudes and are likely to react guite negatively. '

3.3.14.8 Second Opinions

Doctors have to accept that patients owe to themselves a debt of due diligence which sormetimes will be
reflected in the request for a second opinion. It may be patently obvious to the physician that an
irreversible procedure is mandated, but the patient needs to be convinced to achieve the peace of mind. He
deserves support while he goes through the process of determining for himseif, . .

Recommendation |
N )

! .
We recommend that physicians, particularly surgeons, assume that every patient about to undergo an
ampulation is entitled to. at least two opinions. Where consultations are roulinely done we suggest that the
patient be made aware that a conference has been conducted on his behalf, o '
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3.5.14.9 Home Help, particularly for the terminally il

The Patients Assistance League Service (P.A.L.S.) have observed through their experience that there are
insufficient trained aides to serve the community’s needs of providing baths, light meals, some light
housekeeping, and much needed companionship to the patient and relief to the family for those patients
who are well enough to be at home. In this regard there would appear to be an under-developed industry
that could employ many of our unemployed former hotel workers.

Funding appears to be the main stumbling block as insurers exclude coverage for what they term custodial
or palliative care. In many cases the only alternative is hospitalization, for which insurers will pay the full
per diem rate. A revision of insurer’s coverage to include such palliative care would surely result in a
better “bottom line” for them, and most importantly, provide more quality support for the patient and his
family as he makes his difficult transition. - S

Recommendation

We therefore recommend that insurers reconsider their position with respect to Home Care with the
objective of enlarging the scope of coverage as outlined above.

3.5.15 Palliative care

3.5.15.1 Agab'e HRouse

Agape House opened in 1991on the site of the King Edward VII Memorial Hospital to provide care and
services to terminally ill patients; The intent was.to contro! the symptoms that made life unpleasant or.
painful and allow them to take charge of their own lives. The hospice has 12 beds of which 2 or 3 may be
occupied by patients suffering from A.LD.S. at any given time. Currently they run an occupancy. rate of .
approximately 50%. SN o ' ' '

The Hospice's annual budget of $700,000 provided through the Mutual Reinsurance Fund is subsidised by
the Friends of the Hospice who receive public donalions and promote fund-raising activities to support
additional services for the patients and their families, such as those provided by a volunteer co-ordinator, -
bereavement counselling and Hospice chef,

There is a perception by the public that the Hospice may be occupied by ALD.S. patients only. This may
be the reason for the reluctance of some patients to be cared for there. The lack of education and/or
understanding of palliative care by medical personnel and the public in general, leads to the under-
utilization of the Hospice services. E

Patients in the acute care selting are not referred to the Hospice by the physicians and care-givers, and
their families decline to have them transferred there. This situation frequently changes when the benefits
accrued to the patient are explained to them. . : B B

3.5.15.2 Patients Assistance Leagwne Service (P.A.L.S.)

P.AL.S. was the “brain-child” of Hilary Soares and started in 1980 as a volunteer group to provide home
care to cancer patients, . i : : _ S

Five registered nurses trained in oncology have a case load of approximately 100 home care patients at
any one time. The nurse counsellor has approximately thirty-six patients of her own at any one lime.
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There is a perception in the community that P.A.L.8. provides services mainly to those who face
imminent death, :

The services provided by P.ALS. are free of charge. In 1995 P.ALS. operated on a budget of
approximately $400,000 most of which is derived from memorial and general donations,

discharged Iong before the Tumour Registry is aware of them. They are also referred by the general
practitioner, surgeon or consultant. The decision to use P.AL.S. is that of the patient and family.
P.A.L.8, is never involved if the patient objects, ‘

P.AL.S. patients are getting younger and need different kinds of support. One of the five nurses provides
counselling services to families in the home or to their children at school when requested to do so by the

school counsellor.

3.5.15.3 Observations and Conclusiong

L There is a great need for angoing education of medica] personnel and the community in '
' general on palliative care and the services currently provided by Agape House and P.A LS.

eads to under-utjlization

2. It is the general perception that this lack of knowledge and fear of death ]
of the-palliative care services currently provided. -

3. Palliative Care seminars provided thus far have lasted approximately one week and have
been poorly attended by Physicians and nurses alike,

4, The protacols for referral to these services are not consistently applied, particularly between King
Edward VII Memorial Hospital and Agape House. ' o

5. There is good communication between the providers of care for these patients {i.e. KEMH,
Agape House, P.A.L.S. and Department of Health District Nurses} but very little with physicians,

6. Health insurance companies ganerﬁliy do not support home-care services. If they do, it is the
exception rather than the mule, oo E

Reconunendations

L That a Palliative Care Association pe jbrrﬁed Jor the purposes of developing cooperative
strategies for palliative care services but ensuring that identity and mission of individual
groups is not diminished or lost. S .

2 That Palliative Care education be provided for medical personnel, physicians and the
communily in a format and time-frame that accommodates their schedules and learning needs,

3 Previous studies in other Jurisdiclions indicate that Jor every 50 hospital beds there should

be one hospice bed. This Suggests that Agape House beds can be reduced Jrom 12 1o 8.
Current oecupancy rales support this premise.
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4, 1t has been projected that the incidence of cancer will increase. T) herefore the demand
Jor home-care services will also increase. 4 co-ordinated plan jor the care of these patients
should be developed collaboratively by all care providers currently involved with palliative
and home-care services i.e. PA.L.S., Agape House, district nurses and . EM.H. -
representatives. (P.A.L.S. have indicated that there is no social warker in the communi y
setting and that PA.L.S, nurses deal with many social problems.)

3. Reﬁ;rral protocols should be established between K.EM.H., Agape House and PA.L.S. Once
established these should be consistently jollowed. ' o

6.~ That health care insurance policies should include home-care coverage as an optional benefil,

3.6 OUTCOME MEASURES

3.6.1 Surﬁmarv

To determine the quality of the health care delivery system in Bermuda, a number of primary, acute and
long term care, as well as diagnostic facilities, were reviewed over several months, These facilities
included government clinics, the Hospitals and their auxiliary units (e.g. the Dialysis Unit, Psychiatric
OFD etc), rest homes and day centres, skilled nursing facilities, cbunselling establishments and medical
laboratories. .

Data from a variety of sources was analysed, including questionnaire responses, together with information
from site visits, staff interviews, review of facility records and legislation governing these health facilities
and services. e .

Our study revealed that while there is a high quality of health care delivered in many facilities in
Bermuda, there are gaps in the services, and an wnder-utilization or over-utilization of facilities.
Additionally, there are deficiencies in standards set and met, but, even more revealing, is the fact that for
some facilities and services, there are neither Government regulations nor standards governing the

services, :

There is need therefore for action on these points.

3.6.2 Primary care - Government clinics

There are four Government Clinics in operation namely, Hamilton, St. Georges, Somerset and Warwick,
They are governed by the Public Health Act 1949 and they serve primarily the health care needs of women
and children. :

Antenatal, postnatal, “well baby”, immunization and dental clinics are conducted weekly. Home health
care to mothers and babies and school healih care is also provided. Services are also provided through the
clinics to the Prisons, the Learning Disabled, Residential Care facilities as well as io persons with
Sexually Transmitted diseases and HIV/Aids,

The Clinics operate Monday to Friday 8.30 a.m. - 4.45 p-m. (Hamilton) and are staffed by doctors,
dentists, heallh visitors and community nursds.

The Quality of Service is measured by a review of statistics, clinic attendance, programme evaluation,
client surveys and audits,
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Concerns Issues/Gaps in the Government Clinics:

*  Needs of adolescents are not met -

¢  Male population not served (except for those in prison or who have sexually transmitted diseases)

«  Clinics are under-utilized especially in the evenings : L -

¢  Clinics can play a vital role in health promotion and disease prevention

o Clinic staff noted more can be done for the local clinic community e.g. blood pressure
screening/monitoring, health education, handle minor emergencies ‘

¢  (Can operate “Free Clinic” or minimal charge clinic for those in need

¢  Clinics need to advertise their servicag - public not always aware

3.6.3_Private laboratories

The six private laboratories currently known to be operating in Bermuda are: Central Diagnostics, Family
Medical Services, Hamilton Medical Laboratory, Woodbowrne Medical Laboratory, Bermuda Health Care
Services and C&S West.

Central Diagnastics has one full time and one part time staff member, The laboratory is operated by a
board certified medical technologist. '

The testing equipment is not fully automated. Quality control standards are used to measure efficiency of
their testing methods, L ' o ' o . :

Hamilton Medical Laboratory has two staff members, It is uperafed by a board cerified medical
technologist. There is no automated equipment. Certain specimens are therefore sent ta KEMH or abroad

for testing,

Medical technologist must be Board certifi d and be registered with the Supplementary to Medicine Board
locally in order to practice in Bermuda, .. - _ o

Concerns/Issues in Private Labaratories:
= There are no regulations thar require certification of private laboratories or equipment

@  There are no regulations that require continuing education of staff, (Recertification is not a Roard
requirement abroad or locally.)

e  There are no regulations that require all Labs have 4 certain standard of equipment

«  Under the Standard Regulations Act, drafied by the Health Insurance Commission, the Hospital
Insurance Plan (HIP) covers in and out patients using hospital laboratory facilities. HIP does not
apply to those clients who use private laboratory facilities,

o There is no medical technologist on the Health Insurance Commission

* There are no infection control guidelines implemented within the community (including private

laborateries) pertaining 1o universal blood and body fluid precautions and the handling and disposal
of biomedical waste.
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3.6.4 Haospital (ICE.M.H.)

3.6.4.3 Legislation

"

The King Edward VII Memorial Hospital, an acute care facility catering to 225 patients is goveméd by the
Bermuda Hospitals Board Act 1970 and operated by a government appointed board. The funding of the
hospital is fee for service based, Care for children, the elderly and indigent is covered by Government

subsidy. '

3.6.4.2 Management/Staffing

The day to day management of the hospital is conducted by a Joint Management Team headed by an
Executive Director. Staffing levels of the various clinical, service and support departments are reported to
be adequate. In-service education is regularly provided for all staff including medjcal. '

3.6.4.3 Structure/Amenities

The Hospital management and staff are applauded for consistently seeking to upgrade the facility.

3.6.4.4 Ouality Assurance

A number of quality assurance activities are used by the hospital to monitor and evaluate patient care.
These include: Infection Control, Health and Safety Management, Utilization Review, Standards, Audits,
Critical Indicatars, Focus Reviews and Risk Management. : E :

The hospital is accredited by the Canadian Council on Health Services Accreditations, Additionally,
external surveys are used to assess specific areas, Recent improvements have been achieved in Clinical
Records, the Operating Room, and Laboratory Services. Another survey is planned for the surgical
Division. During the past two years, the Board has adopted a Quality Management Philosophy and recent
initiatives to strengthen the Utilization and Risk Manggement programmes are noted,

3.6.4.5 Programmes
Apart from the regular hospital service, special programmes offered by the hospital include:
Haemodialysis, Diagnostic Services, Clinical Dietelics, Substance Abuse Treatment, Rehabilitation,
Speech Therapy, Hospice, Orthopedic and Limb and Brace Clinic. et o

3.6.4.6 _ Concerns/Issucs

»  Discharge Planning

¢  Wailing time in the Emergency (for admission)

e Over-utilization of Emergency Department for non-urgent cases

»  There is little or no concurrent reviews of clinical records to establish appropriateness of admission
® A process needs to be established that allows for Lﬁe systematic review of patient care outcomes

e  Ancillary services are not participaling in the utilization management programme
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« The condition of elderly patients on acute ward deteriorate further due to the lack of spéciﬁc
rehabilitative care

-

e The operational hours of the physiotherapy department and limb and brace clinic is not always
suitable for patients o

e  Chiropody is not a standard service and is vsed extensively in diabetic care, extended care.unit and
the St. Brendan’s Hospital : : : Co :

o  The number of non-urgent cases seen in the Emergency Department is reportedly on the increase
»  The continuing training of the Emergency Medical Technician ought to be pur'sueﬁ

=  The behaviour of patients undergoing detoxification on acute wards are ofien distressing for patients
and staff .

* Home care may be a viable option for the hospital in freeing up acute beds

3.6.5 Lonp term care facilities - rest homes

A total of eighteen facilities providing care services to the elderly were reviewed, these included five
Parish rest homes, ten private rest homes, two day centres (attached to rest homes) and two skilled nursing

facilities, '

3.6.5.1 Legisiation

All Nursing Homes (public and private) must be registered under the Public Health Act 1949 which
provides for the application of Regulations governing the operation of the Nursing Home as well as the
inspection of the Home by a Medical Officer of Health. (N.B. Regulations are in Draft Form, waiting

passage into law). '

3.6.5.2 Management/Staffine

The Rest Homes are operated by Owners, Parish Councils, Boards and Government, The day to day
operation of the Rest Homes are carried out by Matrons who report to these authorities. There is variation
in how this was done. Some Matrons prepared written reports on a monthly or quarterly basis, others
attended meetings periedically, still others had little or no direct contact with the authorities. ~ Muost
Matrons expressed the need for more involvement of the authorities in the operation of the Homes,-
particularly, the Parish Councils. '

Generally, the staffing levels were adequate. Sixty percent of the Homes were managed by qualified
nurses (Registered or Enrolled). However, the Matrons often had to work long hours and were on call 24
hours, There was little or no relief staff in many Homes to allow for attendance at community based

education programmes. The majority of the auxiliary staff had completed the Geriatric Aide programme
at Bermuda College and enjoyed their work with the elderly. S :

There was no vacant beds in any of the Homes, in fact there was a waiting list for many of them.

All residents looked well cared for and many expressed satisfaction with the Home they were in.
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3.6.5.3 Fundin

The funding of Rest Homes is on a fee-for-service basis, the source of which is Government Pension,
Social Assistance or the private means of the resident or his or her family. A few homes complained of
late payments, particularly from Government. : s

3.6.5.4 Physical Structure/Amenities

Generally, the ph:ysical structure of the homes were maintained in good repair, some homes were single
storey while others were two storey. One home had a lift and few had wheel chair accessibility. Resident
accommodation included apartments (in a few homes), shared or single rooms, few with call bells.

Living space and bathrooms were generally adequate, except in one Parish Home which had cubicle

bedrooms, but this home is scheduled for renovation. The kitchens, dining and sitting rooms in most
homes were good as were the grounds, which included well kept gardens where residents could sit. _

3.6.5.5 Qualitv Assurance/Safety

All homes had a philosophy of care (most not written but verbalized by staff), that reflected the
independent functioning of the resident, and the provision of a homely environment. The residents were
therefore required to be ambulant, and independent in their day to day functioning or require minimal
assistance. This is assessed by the matron on admission. : : ' '

There are no standards in aperation although a few homes had guidelines for the staff with respect to daily
routines, meals and medication,

Record keeping was minimal and pertained to the resident's personal data, medical problems and
medication only, - .

There was also little documentation on risk management issues such as falls, infection control measures,
fire procedures or emergencies in most homes. Few homes had smoke detectors in all areas, :

3.6.5.6 Prosrammes/Activities

Barring Westmeath with its Day Programme, very few homes provided regular activities. All homes had
televisions and radios. Some staff enpaged residents in exercises, games and walks. Few homes had
buses in which residents would be taken on outings or to community based activities for senior citizens, A
-lack of transport was often cited as the reason for reduced activitics as well as the fact that there is no

Senior Centre in the East End of the island, Many homes are visited by church and other community
groups and a small proportion encouraged young children to visit (“adopt a grandmother program™),

3.6,5.7 Muedical Coverage

All residents are required to be assessed by their General Practitioner or the Geriatric Assessment Team
prior to admission. Following this residents are seen as required by their GP or at the Indigent Clinic,
When the residents health declined and they became less independent, alternative accommodation was
found (or they remained in KEMH).
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3.6.5.8 Concerns/Issues of Rest Homes

©  There was an expressed need for more regular medical coverage. .

© Increased Physiotherapy Services required for Homes. Only one community based physiotherapist
available at time of investigation.

e The high cost of drugs for the elderly is a major concern.

© The import duty charged for equipment and bulk supplies to the nursing homes was thought to be
exorbitant, :

3.6.6 Long term care: skilled nursing facilities

The Extended Care Unit (KEMH) and Lefroy House were reviewed. The facilities are operated by the
Bermuda Hospitals Board and Government respectively. Lagi_slaﬁan under the Hospitals Act Boverns

their operations,

3.6.6.1 Management/ Staffing

The day to day management of the facilities are carried out by Senior Nurse Execntives who report to
Nursing Diretiors.

Staffing levels are appropriate with a mix of qualified nurses, trained auxiliary nurses and support staff as
well as Velunteers. Inservice education is provided for al} staff who also have input into the operation of

the facilities,

N.B. Both facilities have day programmes, offer respite care and have waiting lists.

3.6.6.2 Funding

Funding of both facilities is by Government who receive pensions contributions towards the care of
patients. A small percentage is retained by the facility for a comfort allowance for the personal needs of

the residents. :

3.6.6.3 Phvsical Structure/Amenities

The physical structure and amenities in each Tacility are excellent as is the Quality Assurance and Safety
Programmes. Ongoing mechanisms for review of care was evident, i ' '

- 3.6.6.4 Quality Assurance/Safety
Quality Assurance and Safety Commiltess were operational in both facilities,

3.6.6.5 Prngramme/Activitics

Residents enjoy a wide variety of unit based and COmmunity programmes organized by the Activitieg
Coordinator in each facility. Buses are available to transport the residents,
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3.6.6.6 Medical Coverage

Medical coverage at the E.C.U. is excellent while those at Lefroy House counld be improved, as could
Physiotherapy Services. -

3.6.6.7_Concerns/Issues of the Skilled Nursing Facilities

Increasing number of elderly people occupying acute beds at great cost in KEMH

. With increasing number of elderly people in the cominunity, consideration should be given to the

provision of financial support to families (e.g. insure the elderly, provide a care allowance for family
members willing to stay at home and look afier their elderly parent).

®  Need for an aggressive education campaign 10 general public regarding their responsibility to their
elderly relatives other than institutionalization S g

e  There is need for an Intermediate Care Facility for the elderly in Rest Homes or hospital who become
less independent but who do not require skilled nursing facility. Also, for residents on E.C.U. who
have been rehabilitated to a minimal to moderate assistance level.

o  There is need for to review financing for I—_Io_me Care Services for the elderly

3.6.7 Dav cenires

Pembroke Dav Centre

Small centre catering to 12 clients per day operating from 8:30 a.m. 1o 5:00 p.m. at a cost of $20 per day.
Several activities are provided including bus outings. There are two full lime staff - both Geriatric Aide

trained, with one functioning as a domestic staff,

During the new year, the Centre was given a new bus and a full time bus driver. Pembroke Rest Home
uses the bus twice a wesek,

The number of clients in the Day Care Centre has risen from 1 to 15 clients, eight of which are Alzheimer
clients. A strong concern is that there is the need for another stafl’ member, preferably a domestic so that
the geriatric aide could utilize her skills and assist in patient care, : :

Westmeath Pav Programme

This was originally set up for 25-30 clients from the community but with few responses, it is well
supparted by the Westmeath residents. The program is conducted by a qualifjed occupational therapist.
The program has a wide range of activities to suit the interest of the residents. There is a small bus to
transport residents to the various community based activities for the elderly. :

Facility Based

It should be noted that most of the rest homes provided day care services for 3-5 clients who were included
with the residents, '
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3.7 MENTAL HEALTH SERVICES

Mental Health Services in Bermuda is provided by St. Brendan’s Hospital and its auxiliary departinents as
well as by private psychiatrist psychologist, employee assistant programmes, and counselling agencies in
the community. ‘

3.7.1 St. Brendan’s Bospital

3.7.1.1 Legislation

St. Brendan’s Hospital is operated by the Bermuda Hospitals Eoz{rd and is governied by he Bermuda
Hospital Board Act 1970 and the Mental Health Act 1968,

3.7.1.2 Management/Staffing

The day to day operations of the hospital, with the vadous departments and services are delegated to 2
management team who reparts to the Chief of Psychiatry, .- . E

Staffing appears to be adequate but needs to be substantiated by a Patient Classification System. Currently

there are multi-disciplinary teams which include doctors, psychologists, nurses, social workers,
occupational Lherapisls, pharmacists, recreational therap_ist, chaplain, volunteers and support staff, :

3.7.1.3 Funding

Funding of St. Brendan's is through a Government Grant, how_evcr some revenue is realized through the
30 day/per annum insured benefit for Patients requiring acute psychiatric care.

J.7.1.4 Phvsical Structuré/Amenities

Generally, the physical structure and amenities proi*:icied' for patients are adequate except for the locked
unit (Adams) which is scheduled for closure or Tenovation as soon as the new secure annex is completed.

cramped guarters in the old Psychiatric OPD.

3.7.1.5 _Quality Assurance/Safety

A Ulilization Management program has been established at St. Brendan's which has input from the
psychiatrist,

There are, however, no admission discharge criteria or risk prefiles in use - these are highly necessary in

such a facility. A Safety Committee meets regularly to monitor risk issues. Policies and procedures guide
staff in their day to day operations, but “Standards of Care™ and “Practice Guidelines” for all professionals

need to be developed.

Record keeping is reasonably good - all patients have a plan care,
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3.7.1.6 Programmes/Activities

In-hospital programmes include acute care treatment, rehabilitation, psychogeriatric care and learning
disability care. The Occupational and Industrial Therapy Department augments clinical care.

Out-patient services are provided by three multidisciplinary Community Mental Health Teams. These
services include: crisis intervention, assessment, treatment, home visits and consultation, and individual

and group therapy. Residents and clients enjoy a myriad of in-hospital and community based activities
throughout the year, organized by Recreational therapy staff.

Additionally, a Child and Adolescent Qut Patient Service is provided. The service is well organized and
supported. In patient treatment for the population in Bermuda is not available. : o

The hospital has 3 (three) buses and 4 cars for the transport of patients,

3.7.1.7 Medical Covernpe

This is most adequate with three adult and one child psychiatrist plus two resident doctors,

3.7.1.8 Private Mental Health Services

Currently the psychiatrists and general p’racﬁt.ioners are the gatekeepers for mental health services in
Bermuda. ) .

While services are provided by several counselling agencies, there are no government regulations
governing services provided by these para-professionals. . s '

3.7.1.9 Issues/Concerns

* There is need for skilled psychotherapist in the out patient clinic or Community Mental Health
Services for public clients who need to be able 1o talk about their problems rather than be prescribed
pills S ' ' :

» There is a lack of skilled and qualified counsellors, éspe:ially marriage counsellors, Marital
problems are often times the cause of depression and/or psychiatric symptoms

» There is a general lack of skilled qualified individuals providing counselling and/or therapy

o Child and Adolescent in-patient treatment is non-existent. Currently children are sent overseas at -
tremendous cost. (The success rate of this is questionable.} S

* There is a need for a day centre for the learne:_i disabled
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3.8_RECOMMENDATIONS

3.8.1__Government Clinics

-

It is recommended that:

1. The Public Health Act governing Clinics be revisea:?: to include services fo adelescents and males as
well as Primary Prevention and Health Promotion Programmes, and Minor Emergencies.

2. Flexi-hours be extended to all clinics to Jacilitate access.

3. Other health care professionals be allowed to utilize the elinics in the evenings to provide services e.g.
Mental Health Clinics, Counselling and Health Education Programmes,

3.8.2 Private laboratories and Diagnostic Facilities

It is recommended that:

1. A regulatory body consisting of; but not limited fo, laboratory technicians be established to Jormulate
and implement guidelines for all private laboratory and private diagnostic Jacilities, ' '

Guidelines shouid inciude: certification of laboratory, continuing education of staff, certification and
lesting of equipment, guality control of festing methods, infection conirol and health and safety

Standards.

2. The Hospital Insurance Act be reviewed and consideration be given fo include private laboratories
that meet regulatory standards, : . :

3. The composition of the Hospital Insurance Commission should include representation Jrom laboratory

staif

4. All Community Health facilities including private laboratories and private diggnostic jacilities should
Jollow the existing biomedical waste protocel used ar KEMH, '

3.8.3 King Edward VIT Memorinl Hospital

1t is recommended that:

1. 4 system for monitoring each palient be developed from the door of the Emergency Department lo the
ward, to prevent unnecessary delay in the Emergency Department. (This recommendation is in the

process of being implemented,)

2. An aoff-site non-urgent clinic Jor use by the community be established in conjunction with the
Department of Health and Social Services, : S '

3. The hours provided for Physiotherapy and the limb and brace clinic on evenings and weekends be
expanded. - '

4. Chiropody service be established as a standard benefit fo provide foot care Jor patients,
5 In confunction with the National Drug Authority, non-urgent detox beds in the commmunity be

established.
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3.8.4 Long term care facilities: rest homes and skilled facilities

It is recommended that:

1. The regulations governing Nursing (Rest) Homes, currently in draft form, be passed into law as soon as
possible. They are comprehensive and will address many of the issues and omissions found in the review.

2. A regulatory body be set up fo conduct surveys of the rest homes to determine compliance to
regulations.

3. A Senior Centre be sef up in the East End of the Island to accommodate the elderly.

4. Additional physiotherapy service be provided in the community. This should be covered by insurance
or a small charge made,

3. Medical coverage of the rest homes and Lefroy House be improved so as fo provide regular review of
the health status of the residenis. o :

7. Prescription charges for seniors be exempted, reduced or covered by insurance.

8. A committee of home staff be set up to prepare standards of care iha_f'wauid be implamented in all rest

homes.

8. “Pooling” of transport resources (bus pool) be examined to Jacilitate residents in all homes taking
advantage of the Seniors Community Programmes. Alternatively, a bus could be assigned to the Seniors
Day Centres to pick up residents from homes for a small Jee or charge.

10. A Peer Support group of Nursing Home Staff and Skilled Nursing Facilities be formed Jor sharing and
exchange of ideas as well as educational opportunities.

/1. Duty charges for equipment and bulk supplies to nursing homes be reviewed with a view to reducing
COSIS.

12. Alternative care for the elderly be reviewed by insurance companies with the objective of reducing

costs e.g, Home Care costy. This should be an insured benefit. (K.EM.H, have instituted a three month
Pilot Home Care Programmne details of which are given in the Bermuda Hospitals Board leaflet attached

as Appendix 1).

3.8.5 Mental Health services

It is recommended that:
1. The revised Mental Health Act be passed into law as soon as possible.

2. A regulatory body be established to ensure that appropriate credentialing of mental héah‘h Service
providers, i

3. A six to eight bed child and adolescent inpatient treatment facility with classroom attached be
esiablished,
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4. 4 club houge/drop in centre Jor the mentally ill be established as an alternative fo their hanging out in
the streer.

3. Psychiatrists and general practitioners continue to be the gate keepers for the psyehologists and para-
prafessionals providing counselling services as the latter do not have diagnostic capabilities,

6. The mental health teams be relocated from their cramped Iocation in the Psychiatric Outpatient
Department. . o .

7. Satellite mental health clinics be estabiished at either end of the island and run by specially trained
nurse praciitioners. _ g

8. A day centre be established Jor the learning disabled,
8. The Quality Assurance FProgram at St. Brendan's Hospital be strengthened b 3Y

(i) Risk utilization Programme (combined with KEMH), and
(ii) Practice Guidelines and Standards af Care,

10.Workload measures be implemented at St. Brendan's Hospital fo ensure cost effectiveness and
efficiency of sigff resources.

11. Consideration be given to increasing the 30 day assistance coverage for psuchiairic care,

3.8.6 Customier Focus

It is recammended thar:

L There be more accountability throughout the System. Patients want profection fhrough legisiation, Also
Jeedback from consumers should be used fo improve, monitor and evaluate the systent.

2. That insurance coverage for seniors and teens be revised, especially for feenage mothers,

3. Perceived conflicts of interests should be resolved €.g. physicians engaged in politics and as
advisors/shareholders in health insurance companies.

4. Ways and means should be Jound of decreasing the waiting time at both physicians affices and the
Emergency Room,

3. Consideration be given to providing consumers with more accessability lo specialist care.
6. The impact that child abuse has on the health of society should be addressed

7. Pregnancy be deleted from the pre-existing condition clauses contained in most health insurance
policies.
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i
3.8.7 Manpower

It is recommended that:

1. More specialists be allowed access to Bermuda on either a full-time or part-time basis.

2. More nurses skilled in gerontology, psychiatry and substance abuse therapy, nurse practitioners, nurse
researchers, nursing educators and tutors, be employed.

3, Efforts are made to keep track of Bermudian physicians training abroad and their intentions of
returning to practise in Bermuda.

3.9 CONCLUSION

On the basis of the information presented, it is clear that there is room for improvement parlicularly in
long term care facilities. If, however, the recommendations are implemented, there is no reason Lo believe
that these areas in the Bermuda Health Care System could not be made to maximize the guality of care for
its citizens. It has now become clear that the quality of health care cannot be left to chance and now
requires systematic planning to ensure that resources, both financial and human are rationalized in such a
manner that its citizens health is not jeopardized.
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: SECTION 4

CARE COSTS TASK GROUP

-

4.1 EXECUTIVE SUMMARY

The Health Care Cost Task Group was provided by the Steering Committee with the following broad objectives to consider;
1) Coliect histarical data on all factors contributing to the cost of health care;

2) Review historical data and project trends for the future;

3) Make recommendations concerning the percentage of Gross Domestic Product ("GDP") which should be spent on
health care services and the distdbution of funding between the various services. (This objective was eventually
transferred to the Health Care Financing Task Group);

4) Develbp a framework for the establishment of reasonable fees for services rendered outside of the hospitat setting;

5) Make recommendations to contain the rate of growth of health care costs; in particular in such areas as Overseas
medical care, catastraphic illness, prescribed drugs and local medical costs; and

6) Determine what facilities/equipment, medical services, etc. need to be upgraded in Bermuda and develop proposals to
correct these deficiencies.

I

One objective was added to this Task Group:
7) Make recommendations for a universal health care plan for Bermuda residents,

When attempting to achieve our objectives, it became clear to our Task Group that the facts we wish to review were not
obtainable from any one agency. We, therefore, found it necessary to solicit information from the following sources:

— Bermuda Hospitals Board

-- Bermuda Medical Society

- Bermuda Medical Council

-- Bermuda Dental Association

~- Bermuda Pharmaceutical (Retailers and Wholesalers) Organizations
—~ Professions Supplementary to Medicine

— The Health Insurance Industry

— Various Government Departments

We would like to sincerely thank all of the organizations that assisted us in our endeavors. We would like to also thank the
members of our Task Group, listed below, for the time they provided to help us produce our Report;

Mrs. Judy Panchaud-White (Chairperson)
Dr. William Cooke

Dr. Roger Wong

Mrs, Lynnann Bolton

Mr. Gordon Ashford

Mr. Eugene Blakeney

Ex officio: Mr. Art Wade, Dept. of Management Services

Mis. Brenda Dale, Dept. of Management Services
Mrs. Sue McCullagh-Bailey, Dept. of Management Services
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As a result of info‘ﬁnatinn gathered, we have been able to ascertain how various segments of health care costs have escalited
since 1990 and have made various recommendations to contain those costs. Costs for the period 1990 - 1993 were
examined and the overall results are as follows:

4.1.1 Summary of Teta! Health Care Costs for Period 1990 - 1993

OVERALL HEALTH CARE COSTS AS % OF BERMUDA'S GROSS DOMESTIC PRODUCT
(Millions 000)

Cumulative

Source 1990 1991 1992 1993 % Increase
Hospital Board (All Revenue) * 59.9 4.5 69.0 73.0 22%

Local Medical Profession & Supplement to
Medicine and misc. health expenses: #
a) Surgical, Anesthesia and visits by

doctor at hospital 43 5.1 4.9 6.0 40%
b) Doctors office visits costs 52 6.0 7.0 8.9 71%

c) Private labs, diagnostic costs .
performed in doctor's office or lab 10 11 13 13 30%
d Other medical related expenses ## 3.0 4.2 51 37 90%
Total of (a) - (d): 8135 $16.4 $18.3 $21.9 62%
Drugs - All (prescribed & non-prescribed) 5.1 35 59 6.5 28%
LCCA (not collectible from Insurers) . 10 13 7 1.2 " 20%
Overseas Costs ** I 101 161 19.5 19.7 9%
Depariment of Health (all services)* ~* ' © g5 g9 g4 9.7 14%

Government grants and individual payments

for Rest Homes *%* 7.2 74 7.6 7.8 8%
Dental (private) ### 10.9 12.1 13.0 15.7 44%
TOTAL COSTS: | 1620 1322 1433~ 1355 O 34%

*  Based on Hospital Board's fiscal year; based on Govemme_n_t Fiscal year,

#  To arrive at this number, the total insurance companies claims submitted amounts were used, however, since insurance company
covers epproximately 90% of population, the insurance retumns were, therefore, prossed up to allow for 10% uninsured population,

##  Item (d) will include a certain amount of prescription drugs submitted to Insurers for payme.nL_ Separation of this number is not
known, ' . : _

** Insurance companies claims submittad costs used, however, numbers grossed up by the percentage of persons without overseas
coverage (approximately 26%). ' : :

#i## These costs estimated based on numbers of persons insured for dental, Insurance companies' returns grossed up to reflect uninsured
population (approximate number of dental insured is 26% in 1993; 24% in 1992; 21% in 1991; and 19% in 1950).

**#* 1993 numbers were made available, however, previous years' numbers were nat accessible, therefore, for this Report we have
discounted 1993 cost by 2.5% p-8. to arrive at approximate historical costs, ’
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4.1.2 Heslth Care Costs 25 percentase of Gross Domestic Product

1920/1991  1991/1992  1992/1993  1993/1994

Grass Domestic Product: 1,592.4m 1,634.9m 1,697.9m 1,840.2m *
(based on actual rather than factor costs) (provisional)
Health Care Cuosts % GDP; 7.3% 8.1% 8.4% 8.5%

* 1993/1994 provisional number indicates escalated expansion over previous year. If 1993/1994 GDP was in lLine wifl

previous years' growth of approximately 4% p.a. the health care costs as percentage of GDP would be 8.8%.

4.1.3 Expected Escalation in Health Care Costs 1994 - 2000

Section 4.3.4 of our Report projects costs out to year 2000. The projections are based on the medical inflation which has
occurred between 1990 - 1993 and it has been assumed that if history continues unchanged, the cost of health care in this
decade will increase by 204%. Further, it should be noted that during this same period certain aspects of health care such as
overseas costs are projected at 828% whilst hospital and doctors care is projected at 435% for this 10 year period.

4.1.4 Summary of Major Recommendations

Our Task Group recognizes that the rate of escalation of health care costs has to be reduced. The increases of the recent
past are not acceptable and we should not have to spend an ever-larger proportion of our productive resources to meet the
health care needs of Bermuda, Moreover, unless we find a way to control health care costs, it will be very difficult to
provide access to medical services for the 10% of Bermuda's population which does not have any form of health cover or
the costs associated with our aging population and the shrinking workforce as we move into the 21st Century.

We believe it is possible 10 reduce the rate of increase in health expenditures, but the task will not be easy. Therz is no
simple solution. Selutions that can work will require changes in fundamental attitudes and expectations that both providers
and consumers bring to the health care system. Physicians and other providers must be prepared to alter their styles of
praclice, using the best of medical research and knowledge as compiled by medical experts as a guide for determining the
range of acceptable practice. Consumers have to be prepared to accept the realify that when they choose to utilize more
services and more expensive services, they must pay more. They have to realize that choices have o be made within
constraints. Cost containment cannot be achieved if the delivery and financing system places no constraints on providers or
consumers, imposes no penalty for unnecessarily costly use of medical resources, and provides no reward for making

efficient choices.

There is much room to make medical delivery more efficient, since the evidence produced in western societies show that
many services that patients receive have no significant medical benefit and may, in some instances, be harmful. But to
accomplish that objective will require both consumers and providers to change their behaviour in ways that may not always
be easy to accept. The ocutcome, however, will be more than cost containment; it will be better quality care. Patients will
get the kind of care that is appropriate for their siluation, neither more nor less than they need. The proposed Bermuda
Health Package must be constructed to ensure the appropriate behaviour is achieved,

The health care system we envisage for the future will be different, but the change will be an evolution, not a revolution,
Bermudians will not be prepared to throw out current Systems, a systern that has worked well for most Bermudians and
_replace it with a highly centralized, unproven governmental system. A non-governmental system encourages innovation
and provides a degree of flexibility and responsiveness that no single centralized povernment system can provide. Yet our
present systern has major problems that demand attention.

We believe that the path to that solution can be found through the development of an umbrella Bermuda Health Council
providing managed care delivery systems via its Bermuda Health Package. The present delivery system is compaosed of a
host of providers, working more or less independently and without any formal mechanisms for coordinating the delivery of
care. Such an arrangement is inefficient and not best for the patient,

6
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.
Managed Care
There is no coordinated approach of managing the patient’s care. Moreover, because the predominant fee-for-service
reimbursement system rewards providers in proportion to the amount of services they prescribe, the economic incentives
encourage expensive patterns of medical practice. Withont maonitoring, oversight, or constraints, such an arrangement is
bound to produce high-cost care.

Because it is an evolving concept, there is no single definition of managed care, Most insurers involved in implementing
managed care systems would agree that they draw from the following features;

*  rigorous utilization review: ' :
monitoring and analysis of medical practice patterns;

utilization of primary care physicians and perhaps other caregivers as patient case mana gers;
channelling patients to high quality, efficient providers;

quality assurance programs; and
reimbursement systems which male physicians accountable for the cost and quality of medical services.

The underiying principle is that someone is responsible for managing and integrating the whole range of services the -
patient needs. The fundamental objective is to assure that services are appropriate, affordable, provided efficiently, and

provide high quality medical care,

Although inadequate management of patient care is a major cause of cost escalation, continued progress in implementing
managed care depends on other changes as well, better mechanisms are required to assess new technologies, not only for
their medical efficiency but also for their cost effectiveness. Medical knowledge needs to reach the stage where there is
broad agreement on what constitutes the range of acceptable medical practice for various conditions, In other words, socigty
needs to make an investment in technology assessment and in the development of practice guidelines and medical protocols.
Public policies that influence the supply of medical practitioners and facilities need to be designed to assure that the supply
is matched to need. S e o : : S

The i-eéommendations that make up the bulk of this report are designed to reduce health care cost by promoting the
changes just described by: ' ' - ' : '

Bermuda Health Council

a) Establishing a Bermuda Health Council (BHC) whose mission will be to "ensure that necessary health care
services, as defined by the Council, are available to all residents of Bermuda and provided at a reasonable cost to
the community. Emphasis will be to ensure consumers of health services are provided with high quality of care,
and that their health needs are met and to encourage and promote a healthy lifestyle throughout the community. "

b) By mandating the BHC with the primary responsibilities to:

i} Coordinate and integrate all health care services {both locally and overseas) to ensure delivery of services
are provided in the most cost efficient manner. :

it} Recommend changes to the health care delivery system in order to contain health care costs without
Jjeopardizing quality of care. '

i) Facilitate the establishment of quality jcontral Standards, certification, recertification and licensing
" requirements of all approved providers of the proposed Bermuda Health Plan ("BHP") and of other providers
who are rendering valid and approved medical/dental care in Bermuda, IR

iv) Recommend approval of any new service lo be covered by the BHP. Norn-approved services will not be
Junded under the BHP, :
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) f
V) Monitor the total health care costs of the health care services and ensure the growth is reasonable and
manageable when compared with Bermuda's consumer price index, :

vi) Promote and develop health prevention and wellness programmes to build healthier lifestyles of Bermuda's
residents. T .

vii) Develop outcome measurement studies,
“viii) Develop/adopt medical protocol standards to contain unnecessary investigations and treatments;

ix) Facilitate the establishment of overseas Preferred Pravider Organizations ("PPO") for overseas health care
and ensure a total managed care approach is adopted. The Council become the "gatekeeper” to defermine
the medical necessity of overseas care.

x) Provide direction and management of the use of visiting specialists to the Island,

xi) Sanction fees for services rendered in the local haspital aﬁer such fees have been approved by the Bermuda
Hospitals Board and after consultation with BMS and HIAR, S T

xii) Approve reasonable fees for all approved health care services rendered outside of the hospital setting afier
consultations with the various approved providers and interested parties.

xiii) Approve the required maximum health premium rate to provide the defined levels of cover of the proposed
. BHP after consultation with the insurance industry and other interested parties. The dex‘erminar_iqn of the
- maximum premium rate will be based solely on sound actuarial data and advice. Y .

¢} Mandating the newly established BHC fo develop a Bermuda Health Plan (BHF) which will be available to all
- (replacing the existing haspital insurance plan). The emphasis of the Plan is to ensure ail residents of Bermuda
have access and receive affordable health care coverage which aims to control the individual's Jinancial exposure

to needed health services whilst ensuring that their health care needs are met. Emphasis will be placed on the
promotion of health wellness ond the benefits provided by the Package will be established to meet thix objective,
Briefly, the Package will: ’ l :

Y Provide universal cover o all at an affordable price.
if) Promote wellness, : - . | I )

i) Promote the use of intermediate hospital care, acute home health care and nursing care in lieu of hospital
confinement. _ l '

v} Recognize only approved providers for reimbursement of services.

Other Recommendations ‘ i

d) Providing for necessary overseas medical care through the use of the Mutual Reinsurance Fund (MRF) for
persons who do not have access to major medical insurance. :

e} Reviewing the role/mandate of the Hospital Insurance Commission and determine its Juture role in light of the
Jormation of the Bermuda Health Council, . . S

¥ Regui‘ring the Bermuda Hospitals' Board to:

i} Restructure its charging system to charge the appropriate per diem costs for in-patient care at all levels 50
that the in-patient charges Jully cover operating costs.

8
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h)

/]

m)

o)

y:)

i) Asa result of (i) above, reduce accordingly the H ospital's out-patient fees.
lii} Review and shorten where appropriate their average length of in-parient stay per diagnostic grouping.

v} Establish a skilled nursing facility ot the hospital for transfer of patients who need less care than acute care,
but who are not medically able to be discharged.

Requiring employers to provide the Bermuda Health Plan to their retirees affer certain criteria are met.
Instituling an island wide asihma education campaign in order to reduce hospital in-patient cost in this area.

Promoting the use of group medical practices so that cost efficiencies and extended hours of operation are
available to the patient, '

Funding long term chronic care cost of the elderly by the establishment of a similar scheme as that being
proposed for the Island's National Pension Scheme. That is, monies be invested today to meet the projected long
term care costs of individuals as we move into the 21st century.

Monitoring and establishing guidelines concerning the ownership of private facilities providing medical services
to ensure that the facilities are not over utilized by doctor(s) who are Jinancially involved in the ownership of such

Jacilities.

- Carrying out an in-depth review of the practices and procedures of the dental care industry by the proposed BHC

as a result.of the significant cosis in this area.
Ongoing statistics be collected, in particular, Jrom the insurance i’ndusrry.

Lstablishing a National Drug Formulary (possibly by extending the Hospital Pharmacy) in order to reduce
prescription drug cost in the future and fo reduce the reliance on the one main drug wholesaler in existence in

Bermuda who currently supplies approximately 75% of all drugs. _

Encouraging the use of generic drugs by ensuring the primary wholesaler of drugs to stock a full range of generic
substitutes that are not protected by patents.

Promoting public education about the use of generics.

NB: With regard to points b(xii) and (i), our Task Group proposes two alternatives Jor consideration:

a)

or

b)

i) Approved providers, in order lo retain their approval must not be able 1o charge in excess of the
approved fees of the B.H.P, : '

il)  Providers who are not approved will not be reimbursed at all for services rendered 1o an insured af the
B.HP. - '

i} Approved providers be reimbursed at the approved fees, however, they will be able ia charge for their
services as they deem appropriate for services rendered in their own offices/facilities. Fees Jor services
rendered in the hospital seiting must be charged in accordance with the approved fees,

ii) Approved fees be published annually and doctors be required to publish their own fees and display them
in their own offices. o

Alternative (a) would contain costs more effectively, however, alternative {b) would provide the consumer with greater
choice, but would not contain costs as effectively
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4.2 _FACTORS AFFECTING HEALTH CARE COSTS

Before one can contain health care for the future we must understand the factors affecting the cost of heaith care. These
factors are: : :

- Medical advances, new technologies

~  Consumers' expectations

- Maturing population

- Cost shifting

— Increases in medical malpractice insurance

~ Consumers' lack of awareness of medical costs
~ . Fraudulent claims

- Catastrophic and terminal illnesses

~ Inappropriate medical care

— Tbe corrent fee-for-service system

Briefly, these factors have affected health care costs in the following manner:

4.2.1 Medical Advances, New Technologies/Procedures

Approximately 3% - 5% of U.S. medical inflation rate 15 as a direct result of the above. Bermudians are guite wel] versed
with the services provided in the U.S. and these services are actively sought and demanded. Major medical insurance plans
must include an alldwance in their premium structure to reflect U.S. experience and this has affected overseas care. To a
limited extent, advances in medicine, new technologies, etc., have also affected on health cosis incorred locally,

4.2.2 Consumers' Expectations

Needless to say, the consumer wants the best and expects 1o receive the best. People are far more health-conscious today
than, say, 20 years ago. People want the best services and many people will seek out the best doctors. They want their
doctors to be the ones who use "state of the art” technology and they expect the cost of the premier health care they receive
1o be covered by insurance, no matter how high the cost might be. They also expect to be able to exercise the freedom to
visit the dector and/or hospital of their choice and to g0 as often as they like - at no additional cost to them. .

:'4.2.3 Maturing Population

Bermuda's population is ageing and it is doing so at a rapid rate. Between 1950 and 1970, Bermuda's elderly population,
those agad 65 years and over, accounted for 6% of the Island's population. In 1980, the elderly represented 8% of the
population and in 1991 their share had increased to 9% of the total population. Between 1950 and 1991, Bermuda's total
population increased by 56%. However, during the same time period, the elderly population increased by 153%, a growth
rate that was more than 2.5 times greater than average growth rate for the total population. By the year 2011, the elderly
segment is expected to account for 12% of Bermuda's total population. This ageing of Bermuda's population is reflected in
the median age of the population which was 25 years in 1950 and 32 years in 1991, Asga result, medical care will be in
even greater demand into the futyre, See Appendix 6 for a Projection of Bermuda's Population, :

4.2.4 Cost Shifting

To a great extent "true" costs of local in-patient hospital care is shifted and charged for on the out-patient facilities.
Although this "shifting" has a zero effect on the local hospital's overall revenue it creates an artificial fee environment for
entities existing outside of the hospital, but providing similar services to that of the hospital, '
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i

4.2.5 Malpractice Insurance Costs

Although this has not been a major cost issue for hospitals and doctors in Bermuda in the past, it now appears that because
of worldwide increases in malpractice law suits, the local medical profession will have significantly higher casts in the
future,

i

*/426 Consumers' Lack of Awareness of Medical Costs
When a large part of a person's medical expenses is paid by insurance, neither the patient nor the health care provider has
much “incentive" to control costs. Because of how the traditiona insurance plan operates, insured palients have become
insulated from the true costs of their medical expenses,

4.2, 7 Fraudulent Claims

In the U.S. it is estimated in excess of 10% of their insurance payments represent fraudulent claims. In Bermuda, there is
no indication as to what this figure maybe for us, however, we would be deceiving ourselves if we take the view it does not
s exist.
) M—

v 4.2.8 Catastrophic & Terminal inesses

Extremely expensive and long term treatments are increasing. Transplants, heart surgery, cancer, AIDS, neo-natal care are

just some of the major causes of large medical costs and with ongoing future medical advances and technologies, the costs
will continue to escalate, . EEET

4.2.9 Inappropriate Medical Care

* Many services that patients receive have no significant medical benefit and may, in some instances, be harmful.
 Justification for the request of various tests, procedures, etc., by medical providers are not backed and supported by medical
protacol standards, therefore, unnecessary costs are being incurred, : ' :

4.2.10 The Current Fee-For-Service Svstem

The fee-for-service system which currently exists provides little incentive for medical providers to be concerned about cost,
In fact, the fee-for-service system rewards medical providers for providing more, not less, So as long as the amount medical
providers earn is determined by the amount of services they order for their patients, it will be difficult to keep health care
costs from rising, The problem is not just with the minority of physicians who ‘are consciously trying to maximize
reimbursement by manipulating the system in their favour. Non-economic incentives - (he desire to please patients and 1o
convince them that they are getting high-quality treatment, the pressure to reduce uncertainty, the desire to use the newest
and best technology - push even the most scrupulous physicians in the direction of doing more rather than providing only
necessary and effective care, . S ' s _
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4.3 DETAILED ANALYSIS OF HEALTH CARE COSTS

The Health Care Cost Task Group saught data from the following organizatioqs:
1) ‘Bermuda Hospitals Board

2) Bermuda Medical Society

3) Health Insurance Industry

4) Bermuda Dental Assaciation

5) Pharmaceutical Wholesalers & Retailers

6) Professions Supplementary to Medicine

7) Various Government Departments

We sincerely thank all parties who participated in the varous questionnaires and/or meetings, Without their input we

would not have been able to achieve our objectives,

4.3.1 LOCAL MEDICAL CQSTS

4.3.1.1 HOSPITAL COSTS

1) Out-Patient Hospital Costs:

As you can ascertain from Section 4.1 (A) of this Report (data dbtained from ihe Haospital's Annual Reports) , the local

Hospital costs is the largest segment of medical costs (47%). This is not unexpected but what
hospital out-patient costs has increased by 40% during 1990 - 1993. The trend towards more se

is of concern is that
rvices being provided

on an out-patient basis follows along contemporary practices. However, current charges for out-patient hospitat
services appear high when compared with North America, while our in-patient daily rates are significantly lower than
our western counterparts. This is acknowledged by the local Hospital and we quote from the Hospital's submission

reduce dut-p.at_ientl cha;ges. :

Please note from Appendix 1, the Government grants have decreased by approximately 9% after allowing for CPI

during this period.

Recommendations

With the increasing trend to use out-patient hospital facilities, and based on the Hospital's Board

acknowledgment that

its in-patient fees are being subsidized by its out-patient charges, our Task Group recommends a complete review of the
Board's pricing practice. We do not recommend that the current per diem (ail inclusive) rate be dropped in Javour of a

12




HEALTH CARE REVIEW SECTION 4 - CARE COSTS TASK GROUP
BERMUDA _ 13th MAY, 1935

i
The practice of relying on out-patient services to subsidize the in-patient aspects of the hospital must cease as it creates
a false environment and causes many other inequalities in the private heaith care system. For example, privately run
diagnostic and lab facilities feel justified by charging fees equivalent to that of the hospital but wha, of course, do not

have any high patient intensive in-patient costs to offset. .
ii} JIn-Patient Hospital Costs;
We have studied the Hospitals In-Patient costs. Costs increased by 17% during 1990 - 1993 period.

It was estimated by the Hospital that during the hospital's 1992/93 fiscal year, approximately 15% - 20% of all acute
and extended care beds were occupied by persons who should have been housed elsewhere. Using the 1992/1993 public
ward acute care charge of $436/day and an extended care rate of $169/day, this equates to an annual cost of 34,010,328
of acute care charges (15% of 224 beds x $436/day x 365 x 75% occupancy rate) plus $877,716 (15% of 102 beds x
$169/day x 365 x 93% occupancy rate) for the extended care. Therefore, an approximate total of $4.9 million was
spent to house persons at the King Edward, when in the Hospital Board'§ éstimation, these persons could be bekar
cared for in a nursing home or home health care environment. i

It would be our opinion that the majority of this $4.9 million* is _beihg funded from the following sources;

ot b e e e -

wmt

— Mutual Reinsurance Fund (MRF) - long stay patient fund which provides coverage for extended acute care charges
beyond 60 days confinement _ . :

— Indigent subsidies from Government

--  Extended care subsidies from Government

* In relation to current costs at the hospital (1993/1994), this figure is approximately $5.4 million.

Recommendations

Appendix 2 attached to our Report displays current daily charges (1994) of long term care facilities with average prices
ranging from $39 - §115. QOur estimate of $5.4 million of revenue being spent inappropriately at the King Edward
could accommodate approximately 10 times the numbers of persons currenlly being paid to be kept at the acute care
Tacility, if one uses an average daily cost of $50.00 for a nursing home facility vs. $500/day at KEMH. '

~;§"J) It is our opinion that significantly improved value and quality of care could be provided if these monies were

’ provided to nursing homes and the promotion of home health care. It would be our recommendation that
Government consider establishing an ambulatory health care program which would come under the proposed
Bermuda Health Council, _ S S e

Py

i

2) Immediate steps to improve hospital costs in the short term are:

a) A ward of the Hospital be converted into an intermediate care unit which would provide nursing care on a
 Stepped down and less costly basis than the Hospital's acute care ward, :

b) Promotion of private enlerprise to extend and/or supply additional nursing homes, however, the bed
availability and the necessity of a nursing home facility over home care be closely monitored. Further,
criteria for nursing home acceptance be established.

¢)  Provision for financial allowances to Jamilies for home nursing care.
d) FExtension of the Department of Health district nursing to assist with hame care.
3) Another area of concern is that our hospital's average length of in-patient stay, as per the attached International

" Classification of Diseases categories is greater than the United States, (see attached Appendix 3). It would be our
recommendation that the hospital and the medical prafession be challenged to shorten their length of stay per
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a’i,:r‘g'na.m'::'j grouping. Bermuda's in-patient length of stay will decrease if concrete steps are laken to ensure
paiients are discharged when medically able rather than allowing patients to remain hospitalized because af -
possibly inadeguate home health care. Again, savings from acute care stay could be used to fund the home health

care costs.

-

Unfortunately, the role and impact of the Hospital Insurance Commission (HIC) has possibly contributed to the
extended lengths of stay and the possible misuse of the hospital's acute care facilities. The HIC's role has Jocusedt
on funding of hospital services. If persons are discharged from hospital for home care and/or institutionalized

nursing homes, the various subsidies administered by the HIC are not extended fo this alternative care, even]™
though such care is less expensive and provides improved quality of care fo meet patients' needs. Rigid legisiative
approach, as provided by the HIC, is obsolete as monies must be managed lo provide the most appropriate care

Jor the patient.,

The ongoing viability of the HIC should be closely examined by the proposed Bermuda Health Council.

4) The Hospital Board kindly submitted a defailed report of acute care discharges for the period 1/4/92 - 31/3/03.
Appendix 4 summarizes the major diagnostic groupings. One area which appears exceedingly high is the number
of discharges (288 for the year) for respiratory disease ajfecting children. Possibly this is an area the conmunity
could focus on health prevention education as a high majority of these discharges reflect asthma and asthma |-
related problems. The funding of the hospital costs is primarily derived Jrom child haspital subsidies.

3) It is our understanding that the Bermuda Hospital Board's fees and the expansion of addii_'ioﬁal services must be
approved by the Minister of Finance and the Haspital Insurance Commission. It is oir recommendation that the

Hospital Board would report and seek approval in the future from the proposed Bermuda Health Council,

4.3.1.2 LOCAL PHYSICIANS' COSTS

The Bermuda Medical Society's members were surveyed for their input on various issues, .One of the questions sought
declaration of gross income. Data was received from 64% of active members. The information received was grossed
up statistically to provide gross receipts of $8.3 million for 1990 and $11.3 million for 1993 (an increase of 36%).
However, comparison of these numbers with the insurance industry’s' returns, show the insurance industry with higher
costs. Since we received 100% returns from the insurance industry, their numbers have been used. Please note that the
insurance industry numbers do not include doctor's costs for the uninsured/underinsured population.

Section 4.1 (A) illustrates the various health costs for the period 1990 - 1593, Ag mentioned above, local doctors' costs
are obtained from the insurance industry statistics. Total costs of services during the period 1990 - 1993 rose a
significant 57% (1990 - $9.5 million vs. $14.9 million by 1993 based on items 2(a) and (b) of Section 4.1 (A) The
greatest segment of physician services which has escalated is in the area of services rendered in the doctor's office.
This portion of care rose from 5.21 million to 8.9 million or 71% during the 1990 - 1993 period. Surgical/anesthesia
and doctors' visits rendered at the hospital increased from 4.3 million in 1990 to 6 million by the end of 1993 - a 40%
increase. During this period, surgical unit values increased by 9.3%. The above mentioned increases are alarming, in
particular when one also takes into account that the population as a whole has not significantly altered, but remained at

approximately 59,000,
Factors
What factors have contributed to this dramatic growth? Our Task Group proposes the following contributing factors:

a) Increase in the numbers of doctors Serving a stagnant population. During the period 1990 - 1993 the number of
doctors practicing in Bermuda grew 17.3% vs. a 0% movement in population during this period.

b) Increasing number of services being done in the doctor's own office,
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c) Increasingi'number of services being performed by surgeons/anesthetists, e.g., pain management by ﬁnest.hetists.
d) Over utilization of services by doctors and/or patients.

e} Patients "shopping" around for their perceived best possible care,

1) More primary care being provided by specialists rather than by general practitioners providing primary care,

g) Puésible high cost of ﬁnnecessary fallow-up care and mapp;cpriate care being pmvided./f_équired by. doctars.

Recommendations

Recommendations to contain future medical costs, in particular, with regard to the cost of services rendered in the
doctor's office:

1) The Bermuda Medical Council's membership and terms of reference be reviewed. The Bermuda Medical Council
should consist of a nonpartisan chairperson appointed by the Minister of Health, two consumer advecates and
three representatives from Bermuda Medical Society. We recommend the Medical Council be empowered to;

i) Recommend and advise the proposed Bermuda Health Council on needed medical facilities, visiting
~ Specialists and doctors required for the Island, '

ii) Establish and handle all disciplinary procedures.

iii} Establish and monitor quality control standards pertaining lo registration, recertification and educational

improvement requirements.

2) The approval of reasonable jees jor approved services of the Bermuda Health Plan will be performed by the
Bermuda Health Council after consultation with BMC, BAMS and HIAB. _

3) A medical provider in order to be accepted as an approved provider must agree to:
i) Charge the fees established as reasonable by the BHC. ’
ii) Meet all licensing/recertification requirements of the BHC,
ili) Meet all medicol protocol and practice guidelines established by the BAC.
v} Other requirements as deemed necessary by the BHC.

4) Reasonable fees together with a listing of doctors' actual charges will be published annually for protection and
information for the consumers of medical care.

5) The need of visiting specialists and permanent non-Bermudian medical personnel shall be determined by the
proposed Bermuda Health Council with the Council holding the work permits. The Medical Council will provide
input to the BHC, however the BHC shall have the power to make final decisions.

6) The patient's own general practitioner must refer patients for access to other approved providers if needed,

7) Encourage routine doctors visits and routine Jollow-up care to be provided by qualified nurse practitioners where
appropriate.

8) Promote the establishment of group practices in order to reduce operating costs of running individual practices
and to provide extended hours of operation.

8  Ensure treatment ;ﬁracrice.s' of medical providers meet standard medical protocol standards established by the
Bermuda Health Council, whether they are or are not approved providers.
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NB: With regard 1o (3), our Task Group proposes two alternatives Jor consideration:

a) i) Approved providers, in order to retain their approval must not be able to charge in excess of the approved| -
Jees of the BHP. -

i) Providers who are not approved will not be reimbursed at all Jor services rendered o an ifisured of the BHP.
or

b) i) Apprbved providers be reimbursed at the approved fees, however, they will be able to charge for their )
services as they deem appropriate for services rendered in their ovwn offices/facilities. Fees for services
rendered in the hospital setting must be charged in accordance with the approved fees.

ii) Approved fees be published annually and doctors be required to publish their own fees and display them
in their own offices.

Alternative (a) would contain costs more effectively, however, alternative (b) would provide the consumer with greater
choice, but would not contain costs as effectively. '

4.3.1.3 PRIVATE LABORATORY/DIAGNOSTIC FACILITIES

This is a relatively small segment of local medical costs with submitted insurance claims rising from $1 million in 1990 to
$1.3 million by end of 1993. However, it follows closely with overall increases in physicians' costs by increasing 30%
during this period. Our Task Group's role, and we believe that of all task groups, is io review and put forward
recommendations as to how the health care system serves the consumer. To devise such recommendations, the following

questions need to be"addressed:
1) Is the service required/needed for Bermuda?
2) How should fees be established for the services?
3) What quality standards should be established to ensure that a consistent, h_jgh—quality service is provided?

4) How should these services be financed?

Current Position

Our understanding of the current situation is the following:
1) Services which are available outside of the hospital setting are: private physiotherapy and speech therapy, private
nursing, private lab facilities and diagnostic and x-ray facilities, psychological and counselling services and all the
various services provided by the doctor in his/her office, i.e. routine lab tests, manipulations, etc,

2) Speech and physiotherapists are registered under meessions_ Supplementary to Medicine Act.

3) Psychologists/counselors - no registration is in place under the Professions Supplementary to Medicine Act or
under the Medical Practitioners' Act,

4) Chiropractors - no registration is in place either under the Professions Supplementary to Medicine or under the.
Medical Practitioners' Act,

5) Private laboratory and diagnostic facilities are not registered or licensed and we do not believe there are any quality
control standards in place to monitor level of equipment, methods used, etc,
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6) Laboratary technicians are registered under the Professions Supplementary to Medicine Act.

7)

8)

9)

Diagnostic/X-ray facilities - not aware of any licensing or registration in place with the exception of passibly
antiquated legislation pertaining to the Radiation Act,

No standards exist for the quality of the diagnostic equipment or who is entitled to read/interpret the results e, E. an
ultrasound can be performed in a private facility but it is not required that the test result be interpreted by a
licensed radiologist and/or be performed by ultrasoundgrapher. ' i

All facilities/services outside of hospital setting establish their own fees for services they provide; however, the
Health Insurance Association establishes its own "reasonable fees" and all insurance payments made by members
of the HIAB are in accordance with their own fee guide, The fees are established in conjunction with the various
medical suppliers. In practice, the majority of private facilities will use the same fee schedule for determining their
prices. However, private facilities are not required to use HIAB schedule in order to obtain reimbursement.

10) The HIAB has historically used the Canadian Ontario Fee Schedule and the Calift;mia Fee Schedule as their guide

for establishment of fees. These schedules assess values by a complexity and utilize a time weighted approach.

11) Whenever new facilities/services are established in Bermuda there tends to be the outlook by the private

Tacility/service provider that they should be entitled to charge the same fee as the Hospital for similar service,
However, the hospital is staffed 24 hours with high overhead expenses and it's budget is calculated on a global
basis. This "belief" has led to numerous conflicts between insurers and the owners of private facilities and service

providers,

12) No requirements exist to determine if private facilities/services are needed by the community,

13} No requirements exist to avoid and/or reduce possible abuse or misuse of private facilities/services .which are

owned or controlled by the doctors who are ordering the tests and/or services. North American experience has
shown increased utilization of services in those geographical areas where the requesters of the services are also the
financial benefactors. : '

Recommendations

Proposed Bermuda Health Council would be r

sponsible for overseeing all health services and needs jor Bermuda., The

Council's role would be to:

1)

2

Approve quality assurance standards, registration and re-certification standards for:

i) all Mediaal, De;xtal and Frofessions Supplementary to Medicine Act, as deﬁped.
(i) all major médf._cb! equipment utilized in Bermu&a, outside of the hospital setting.
(3i5) the interpretation and accuracy of all diagnostic test results performed outside of the hospital setting.
(i) all persons providing psychological and counseling services and other medical related services to the

public which currently do not fall under the Professions Supplementary to Medicine dct. The Council
will need to define what areas should be classified as providing medical related services and which
should be accepted as approved providers under the proposed Bermuda Health Plan.

Approve reasonable fees for Services rendered o the public for the procedures approved by the Council,
Determination of fees must take into account complexity and length of time needed Jor the procedures/services,
The possible adoption of an overseas fee schedule should be assessed to determine the relative value of the
Services/procedures,

17



HEALTH CARE REVIEW SECTION 4 - CARE COSTS TASK GROUP
BERMUDA 13th MAY, 199§

3) Plans jor the establishment of new diagnostic and other health care Jacilities and major services must be
submitted to the Council. The Council will determine the necessity of the facility or major service for the
communily and advise on the financing of any approved additional services,

4) Monitor the financial ownership of private Jacilities operating outside of the hospital setting to ensure that
Jacilities are not over utilized by doctor(s) who are Jinancially involved in the ownership of such facilities, This

can be controlled by:
{) Doctors not prescribing the use of their own Jacilities to their own patients; or

(i) Placing a maximum on the number of referrals in any one year by the doctor fo his/her own diagnostic
Jacilities, e.g. no more than 20% of total patients per year can be rejérre_d by docfor(s) who have a
Jinancial interest; or ' ' '

(iii) Reviewing the utilization of the fucilities and tests performed on an annual basis with the Council
: empowered to challenge unusual ufilization Jrequencies and take necessary corrective steps such as its
removal as an approved provider,

4314 DENTAL COSTS

Summaﬁ_of Dental Questionnaire

There were less than desirable response by the dentists to the questionnaire, As a result, much of the data was insufficient
to provide accurate statistics. This was most apparent in the cost analyses. '

- . Projected cost figures had to be used from the relatively small percentage i gures (less that 30%), that were proﬁded by the
health insurance industry returns. B R L

General Comments

Review of the data suggested that the dental profession provided a good quality service, which adequﬁfely met the néeds of
the community, but at an exorbitant price, S o :

There was a rare n;ed for referral abroad for dental treatment.

Costs

Dental costs are based on the insurance industry's returns as the returns from the Dental Associalion were not meaningful.
The estimated dental costs for year 1990 was § 10.9 million and by 1993 was $15.7 million, an increase of 44%. 1t is
alarming that these total dental costs of $13.7 million arising from the private sector exceeds the total of local medical costs
of $14.9 million and $9.7 million of costs for services rendered by Department of Health. .

Recommendations

d) Due ta the estimated very high costs of private dentisiry in Bermuda the Bermuda Health Council, as a priority,
establish a special committee to thoroughly investigate the practices and procedures of the private dental indusiry.

2) Reorganization of the Bermuda Dental Board with representation Jrom the Dental Association, the Ministry af
Health, the Consumer and the insurance indusiry. The Dental Board should report to the Minister of Health
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The mandate of the Dental Board should be:

3)

4)
3)

6)

a) To evaluate and coordinate all issues relating to denlistry in Bermuda.
&) To advise the Bermuda Health Council on future needs of the profession, local and foreign.
c) To review ethical guidelines for the practice of deniistry in Bermuda. i}

Investigate the feasibility of setting up a reliable, good quality dental laboratory facility in Bermuda or as an
alternative, establish a preferred, reasonably priced, quality overseas laboratory for the completion of all

laboratory needs.

Encourage the training of Bermudians as dental technicians and dental assistants,
Consider reducing Custom Duty allowances of denial equipment and materials in order to reduce aental costs.

Review the current dental fee guidelines being used in Bermuda Jor the establishment of fees.

4.3.1.5 PROFESSTONS SUPPLEMENTARY TO MEDICINE

Review of the returns submitted from the various Professions Supplementary to Medicine provided the following comments
from the responses received:

Replies Received

Medical suppliers 3 out of 4 replies received 75%
Dielicians 1 out of 2 replies received 50%
Physiotherapists . 3 out of 8 replies received 37.5%
Nursing Services 3 ont of 3 replies received 100%
Private medical laboratories ... 3 outof 5 replies received - 60%
Speech pathologists Nil out of 3 submitted o
Medical services Nil out of 2 submitted R
Optometrists 3 our of 5 replies received 60%

General Comments

Vast majority of replies where comments are called for

greater preventative measures are needed;

more education of consumers/patients;

less reliance on institutional care but more home-care backed up by district nurses, nursing aides;
simple procedures being performed by nurses at Iess cost than fees charged by doctors;

exemption of customs dufy on certain medical supplies; and
insurers io take the lead in reimbursing costs of preventative measures, eartier detection and continuity of care
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4.3.1.6_PRESCRIBED DRUGS
T

There was a 100% response to the questionnaire from both retail and hospital pharmacies and drug wholesalers.

Results of Pharmacy Questionnaire .

4.3.1.6.1 Local Medicine Costs

Gross receipts from the legitimate drug industry in 1993 were approximately $6.5 million, up 28% from 1990. Of this,
Schedule 3 (prescription) drugs accounted for $5 million (in 1993), having increased 29.6% since 1590, with the larpest
yearly increase being 12.77% between 1992 and 1993. There is no reason to expect this trend to reverse.

Over the same period the total number of prescriptions (Rx) dispensed increased by 7.3%, despite a transfer to Schedule 44
of a significant number of drugs that formerly required a prescription. There was also a year, 1992, when the total number

of Rx dispensed actually fell, That was a very bad year for Bermuda economically and it is felt that people simply could not
afford to bave some Rx filled that year, ’

The average cost {or a Rx was:

$21.20in 1990
$21.70 in 1951
$23.751in 1992
$25.62in 1993

Unofficially, the average cost for a Rx is considered 10 be about $30.00 at the moment of which the dispensing fee is $14.00.

4.3.1.6.2 Factors Concerned in the Increase of Prescription Numbhers

1) An increase in the number of family doctors and specialists practicing in Bermuda has made it easier to get
appointments and therefore more Rx are written. Also, when specialists become involved they often change the
medication originally prescribed by the family doctor, resulting in more than one Rx for the same condition,

2) Increasingly busy lifestyles leave people with less time for good health practices such as home cooked, nutritious
meals (especially breakfast), regular exercise and sufficient rest, therefore, resistance to infections is reduced,
among other things, '

3) Increasingly stressful lives lead to an increased demand for mood-altering drugs such as tranquilizers and anti-
depressants, '

4) On the other hand, there are many people striving to keep fit at all costs, leading to an increase in joint injuries,

etc., requiring anti-inflammatory drugs,

5) There is increased consumer expectation of "a pill to heal all ills" . . . patients are not satisfied 1f they leave the
doctor's office without an Rx,

4.3.1.6.3 Factors Concerned in the ¥ncrease of Prescription Costs

1) The increased (and now common) prescribing of very expensive brand name drugs with worldwide patents still in
force (i.e., no generic equivalent drugs available) for high biood pressure, high cholesterol, depression and other
illnesses,

2) Certain pharmacies are unable to obtain some generic drugs from abroad due to their supplies being provided by a

sole local wholesaler,
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3)

i
Some doctors not prescribing economically, for example;
a) Inappropriate quantities of drﬁgs prescribed depending on condition being treated,

b) Expensive new antibiotics prescribed as routine first-line treatment. -

Recommendations

1) Laok into the establishment of a Bermuda National Drug Formulary (similar, but more extensive than the one now
in use at the King Edward Hospital ).

2) Review the Bermuda Patent Laws and bring them into line with England in the first instance, particularly with
regard to the "license of right" which must be sold by the original manufacturer to a generic manufacturer if
requested to do so gfter three years. : S '

3) Recommend a change in the Pha)'macy and Poisons Act (standard Rx form) to encourage greater generic
prescribing by doctors,

4) There is only one prescription drug wholesaler in Bermuda. This company is also the sole supplier of

3

6)

7)

8

Pharmaceuticals (except Merck, Sharpe and Dohme which is a manufacturer with distribution Jacilities in
Bermuda) to the five Bermuda Drug Company pharmacies. Together the laiter dispense 45.6% of the total Rx
dispensed in Bermuda. The other retail pharmacies are independent and can fand do} import pharmaceuticals
and other drugs independently. However, these pharmacies buy approximately 30% of their drugs Jrom the local
drug wholesaler, so it can be estimated that this wholesaler supplies approximately 70% - 75% of the Schedule 3,
4 and 44 drugs used in Bermudn. Thus it is important that Government via the Bermuda Health Council-

a) encourage this wholesaler to stock a Jull range of generic substitutes fo drugs that are not protecied by
patenis. - oL e ‘

b} encourage this wholesaler to do more research to obtain cheaper prices on brand name drugs from either the
- US4, Canada or the UK as the independent pharmacies do. N T .

¢} encourage this wholesaler 1o buy brand name drugs from their wholesalers overseas when this results in a
cheaper price than available directly from the manufacturer.

d) investigate the reasons for the sole wholesaler having such a high markup. From the examples shown in
Appendix 9, it appears 1o average over 50%6. Average food wholesale markup in Bermuda is between 20%
and 30%, ' .

The Pharmacy Council, together with the Bermuda Pharmacentical Association should educate the public about
the potential cost savings of generic drugs so that they can encourage their doctors to write the Rx in order to
allow generic substitution if available, ' '

The professional bodies above should embark on an education program to educate the public as to the role of the
pharmacist as drug expert. They should ask guestions about correct use of their medicines so they can gef the best
possible results from them, so decreasing the likelihood of needing anotheér Rx for the same problem,

Encourage the practice of preventative medicine to increase wellness of mind and body.

Encourage doctors to prescribe more economically, e.g.,

aj Prescribe generically where possible,

b) Short trial of an expensive drug to establish suitability, followed by a larger refiil quantity.
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i
¢} A 3 month supply of long term medication is cheaper than 3 refills of a 1 month supply, once suitabilitv is
established (one dispensing fee instead of three). This excludes birth control pills which have 1 fee per 3 months' | -

supply. :

d}  Doctors must be educated as to the costs of some common Rx drugs compared with expensive alternatives.

4.3.1.6.4_Factors Affecting Cost Increases and Associated Recommendations for Schedule 4 Druos

Schedule 4 drugs are those sold over-the-counter, but require the presence of a pharmacist.

Money spent on Schedule 4 drugs increased 13% from 1990 to 1993, This increase probably reflects more advertising on
cable television and an increased "pills for every ill" thinking. . S

'I‘hére are several generic equivalents of Schedule 4 products available but sales are'l.ow. Public education could increase
awareness of these. However, brand loyalty is high due to adver__tjsing. Once customers are shown the saving, they are P

usually enthusiastic but not always. ‘ ‘

4.3.1.6.5 Schedule 4A Drugs (Available without a Prescription Directly from the Pharmacist) -
The amount of money spent on Schedule 4A drugs greatly increased by 48% fram 1990 to 1993 due to the switch from Rx i :
to over the counter ("OTC") of many drugs such as anti-fungals, certain topical antibiotics and anti-diarrheals. This switch
probably decreased Rx drugs costs but since more people are self-diagnosing and buying the remedies themselves, the end
result is the same. ‘Educating people to ask the pharmacist for OTC remedies for minor ailments may decrease the number
of doctors visits and subsequent Rx written. S IR

Recommendation

Dbcrors should be informed on which drugs are now OTC so they can recommend the patient Purchase these rather than
write a Rx for a Schedule 3 drug that would have similar effect. : e SRR

4.3.1.6.6 Other Recommendations to Rationalize the Cost oi'ﬁcalth Care in Bermuda

1) Pharmacy Owners to reconsider the ﬂér..dispénsing Jee and either:

a) Substitute a 2 or 3 tiered fee depending on the cost of the drug, or

b) B é’ansider a % markup on the cbsr of the drug plus.a small professional fee .
2 Privalize Government Dispensaries - such as the T.B. and Cancer Association (diabelic supplies), Buby and

Women's clinics, the Menta! Health out-patient clinic, etc.. .Government could negotiate with the pharmacies with
a reduced fee if necessary. This could decrease Govermment payroll and increase convenience Jor the clients who
would be able to take advantage of longer opening hours of neighborhood Ppharmacies, ete,

(See Appendix 9, Pharmacy Ques_ticnhéire - Prescribed Drugs Commonly Dispensed, for drug data. Results
obtained from Hospital pharmacy have been excluded from minimum drug prices to obtain fair comparison
between retail pharmacies.)

NB.: It should be noted that it is nine months since the prices quoted in Appendix ¢ were obtained. Since that time we
are pleased to report that there has been a reduction in the price of at least four regularly dispensed prescription drugs via
the local wholesaler and a commitment to obtaining better prices from wholesalers/manufacturers or generics where

possible,
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i

4.3.2 OVERSEAS MEDICAL COSTS

As you can see from Section 4.3.3, overseas health care costs based on the insurers returns and grossed np to reflect
percentage of population not insured for major medical insurance has increased from $10.1 million to $19. 7 million during
the period of 1950 to 1993. This represents a 95% increase in costs during this time period. | '

The most significant increase in overseas elaims in terms of dollar amounts and percentage increases are in the areas of
(a) claims in excess of $100,000, and (b) in the $25,000 - $50,000 ranges, ‘

Further, the number of persons travelling overseas has increased from 2,248 in 1990 to 4,003 during 1993 (based on
insurance company returns). From the responses received from the Bermuda Medical Society (BMS), it appears a very
small percentage of persons going abroad are actually referred. Based on the BMS's statements, during 1990 - 1993, an
estimate of 1,500 referrals were made during this period vs. 13,307 persons travelling abroad for care as indicated by

insurers, : :

On average 82% of the insured adult population has some form of major medical insurance for each year 1950 - 1993, or
approximately 74% of the adult population are insured for some form of major medical cover {see Section 6).

4.3.2.1 Factors Affecting Overseas Costs

1t is our view that the following factors have contributed significantly to the escalating cost of overseas care:

a) Vast majnrit; of persons travel to the United States for medical treatment. Medical costs in the United States have
increased on average at 15% per annum during this time period. R '

b)  Persons are not referred to any one area for treatment, Patients tend to travel to areas referred by their respective
doctors and/or where relatives/friends may reside. As a result, no volume discounts or significant savings can be
negotiated. Further, no strong ties are developed with local doctors, therefore, possible unnecessary, expensive
ongoing care is being received in the U.S. when such care can be monitored in Bermuda at less cost. Further,
patients may not be receiving care in the most appropriate and economic setting, ' o :

c) Lack of confidence in local medical profession and/or hospital facilities may have had an impact on the numbers of
persons travelling abroad, however, the hu;nbers of persons travelling abroad in 1993 decreased from the high in
1992, but it is too early to det_ermi_ne if this will continue downwards. - '

d)  Lack of adequate skills/diagnostic facilities available locally.

Appendix 8 summarizes the primary medical reasons necessitating overseas care with cost in excess of $25,000. The twa
major contributing causes are cancer patients and cardiac related problems. .

With regard to claims costs less than $25,000 ($8.14 million in 1993 - (insurers’ retums grossed up for 26% population
who do not have major medical insurance), the medical reasons for seeking overseas care is shown in Appendix 8. These
claims represent 41% of all overseas claims. We believe this is an area where costs can be reduced by the increased use of
visiting specialists and/or improved facilities and doctors' skills here in Bermuda. Further, of the total number of insured
persons going abroad, the vast majority (92% of claimants) incurred claims less than § 10,000. ' '

" Recommendations

After review of the insurance companies' statistics together with responses received from the Jocal medical profession and
the Hospitals Board about overseas care, we propose the following recommendations to help control and provide improved
quality of care to residents of Bermuda:
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a)

b)

c/

d)

i
Preferred provider organizations (PPO) be established Jor overseas referrals. The PPO network selected should be
negotiated for the entire papulation of Bermuda, By so doing, it will afford the Island with Jee reductions based on
volume. The majority of doctors responding to this guery were in_favour of a PPO network, with the provision that
guality of care and convenience of patients not be sacrificed, T S )

As a result of (@), the network selecied should be required to provide liaison between the local medical projession and?
overseas Providers. This will ensure that the maximum care which can be provided locally is provided. Overseas _
expertise be used in conjunction with local expertise fo ensure patients' gquality of care is provided, [ '

In conjunction with PPO network, contract with overseas medical case management organization(s) for the review and
monitoring of overseas care lo ensure the patient is returned home as soon as medically possible for the cantinuation [

of care. .

An alternative of (a) to (c) attempt to negoiiate capitated approach for overseas medical care. That is, contract with
hospital/physician network to provide care unavailable in Bermuda at a per enrollment fee basis rather than fee for

service basis.

The proposed Bermuda Health Plan will restrict overseas health care payments to its Bermuda eguivalent cost if I -
persons are nat medically referred and accepted by the proposed Health Council as requiring overseas care. -

The Bermuda Health Council or a sub-group of the C'oun_cil become the "galekeeper” for overseas care needs. -

The following ﬁracedures, presently carried out overseas, were presented by the Bermuda Medical Society for review
by the Cost Task Group as to whether or not it may be cost effective Ip provide the services in Bermuda, Our Task
Group has discussed each recommendation and our Jindings are as follows:

i} Interventional Cardiologist - Although numerous persons are sent abroad it was deemed not desirable to employ
. or arrange for a visiting cardiologist to Bermuda as we do nof have the sufficient support facilities fo provide the
necessary patient care should any complications arise during surgical procedures. : .

ii) Interventional Radiologist - This was deemed vioble and we recommend the Hospital Board seek on staff an
Interventional Radiologist.

fir:) Neurolagist - It is our understanding that Dr, Keith Chigppa (Bermudian practfcfng in the U.S,) would be
prepared to visit Bermuda on a regular basis and this avehye should be explored.

iv) Additional Urologisi/ENT Specialist - Our Task Group did not feel a need exists in this area, however, the existing
loeal Urologist and ENT specialists must be asked lo arrange their own locums when they arrange their holidays.
Unfortunately, this may not currently occur; as a resuit, persons may seek the care overseas, i

v} Additional Eve Surgeon - Was not deemed necessary as Dr. Maguire and Dr. Hamza currently service the Island.

vi} Vascular Surgeon - Recommendation that existing general surgeons, in particular the younger ones, be
encouraged to educate themselves in these procedures, - :

vii) Dermatologist - Two doctors currently visit the Island on a regular basis.
: .
viii) Gastroenterologist - One doctor currently visiting the Island on regular basis, therefore, a further one not deemed
necessary. .

ix}) Asthma/Allergist Specialist - Possibly needed here as no visiting specialists currently arranged and there is a high i

incidence of asthma and allergies in Bermuda. i
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i .
x) Oncologist - Possibly needed, however, if overseas PPO network is established then advice on ongoing cancer
management can-be obtained from PPO network to local internists.

(1} - (&) above should be reviewed by the proposed Bermuda Health Council.

#) In order to assist with the organization of visiting specialists' needs, a feasibility study should be conducted to
determine if Bermuda could negotiate with any one large organization (such as Maye & Cleveland Clinics as an
example) to establish a satellite office in Bermuda to meet our needs. Alternatively, the PPO network contracted with
Jor overseas care, provide needed services lfocally. :

i) Provide, if cost effective, additional equﬂpme}:t locally to provide diagnostic services, The BMS and the Hospitals
Board suggested the following needs be considered. Our Task Group reached these conclusions. '

i} Exercise Thallium Testing -- Equipménr is available but local cardiologist not trained to use. Jt is our
understanding that an additional cardiologist is being sought by Dr. Marskail to assist him and it would be oup
reconumendation that the additional cardiologist possess the skills to compliment those of Dr. Marshall.

i} Coronary Angiography - Not recommended by Task Group as necessary surgical and support facilities are not
available here,

iti) MRI — An overseas center has already been established to handle referrals from Bermuda (Shields in Beoston). It
is our understanding the Hospital Board is currently doing a feasibility of a "mobile™ MRI being Ipcated in
Bermuda. The costs of such a facility will need to be weighed up against needs.

i) Laser Gynecological Surgery - Consideration of upgrading of local skills and equipment may be necessary.

v} Carotid Doppler Studies (non-invasive) — The Hospital Board should seek the equipment so that the service can
be provided locally.

As recommended previously, Bermuda Health Council should determine the needs of the Island in these various areas,
Public perception of the BMS and/or insurance companies control in the area of overseas referrals and visiting specialists
must be improved. This could be achieved via the formation of the Bermuda Health Council. 28 of the doctors responding
to the BMS survey supported the use of a Review Board or Council, however, 21 respondents indicated that the referring
specialist should make the ultimate decision.

4.3.2.2 Catastrophic Claims (in Excess of $100.000)

Overseas claims received by insurers which were in excess of $100,000 increased from a total of $528,213 (4 persons) to
£2.5 million (10 persons) in 1993. The average insured claim submitted rose from $132,053 in 1990 to $250,620 in 1993,

With the proper adoption of preferred provider organizations and managed care, the average claim cost could be controlled,

4.3.2.3 Reinsurance of Catastrophic Claims

As far as we can ascertain all private health insurers have their own reinsurance treaties in place to provide for catastrophic
medical costs. Each insurer's actuary will determine the company's "comfort level” with regard to their individual retention
levels. From discussions held, it is our understanding that the Government Health Plan ("GEHI") doss not have reinsurance
protection in place and this has led to certain large claims having to be met entirely from GEHI funds and/or possibly from
Government consolidated Funds.
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i
Reconmmendations:

a) It would be our recommendation that Govermment negotiates its own reinsurance arrangements in order to provide

security for GEAT's funds. There seems little justification Jor the insurance industry/GEHI to pool their cafasirophic' -

premium locally to provide catastrophic cover for the insured populatian,

b} We suggest all insurers and self-insured programs be reguired to report annually and provide proof of their
reinsurance protection levels to the proposed Bermuda Health Council, .

4.3.2.4 Catastrophic Claims for Uninsured/Underinsured Population

It is being proposed that all residents of Bermuda should have access to - overseas catastrophic cover without such pérsons [~

being medically underwritten for insurance cover, If this is impIemegted, the existing reinsurance treaty arrangements of
insurers will not extend to such high risks. o : : .

Recommendations

Bermuda will have to reinsure its own uninsured, uninsurable segment of the population, possibly through an extension of
the existing Mutual Reinsurance Fund in order fo provide some level of protection Jor the uninsuredfunderinsured

population,

26

[

l




HEALTH CARE REVIEW SECTION 4 - CARE COSTS TASK GROUP
BERMUDA 13th MAY, 1996

4.3.3 OVERALL HEALTH CARE COSTS AS % OF BERMUDA'S GROSS DOMESTIC PRODUCT

(Millions 000)
Cumulative
Source 1990 1991 1992 1983 % Incregse
Hospital Board (All Revenue) * 59.9 64.5 69.0 73.0 - 22%
Local Medical Profession & Supplement to
Medicine and misc. health expenses: #
a) Surgical, Anesthesia and visits by
doctor at hospital 4.3 5.1 4.9 6.0 40%
b) Doctors office visits costs 52 6.0 7.0 8.9 1%
c) Frivate labs, diagnostic costs _
performed in doctor’s office or lab 1.0 11 13 1.3 30%
d Other medical related expenses ## 30 4.2 3.1 5.7 90%
Total of (a) - (d): ~ $13.5 $16.4 $18.3 $21.9 62%
Drugs ~ All (prescribed & non-prescribed) 51 55 59 6.5 28%
LCCA (not collectible from Insurers) 1.0 1.3 7 1.2 20%
Overseas Costs ** -10.1 161 19.5 18.7 95%
Department of Health (all services) * 8.5 8.9 9.3 9.7 14%
Government grants and individual payments : - | o
for Rest Homes *** 7.2 7.4 7.6 7.8 8%
Dental (private) #4# 10,9 12.1 13.0 157 14%
TOTAL COSTS: 116.20 1322 1433 - 1555 0 34m
Gross Domestic Product: 1,5924 16349  1,697.9° © 18402
: (provisional)
Health Care Costs % GDP: 7.3% 8.1% 8.4% 8.5%

* Based on Hospital Board's fiscal year: based on Government Fiscal year,

# Toarmive at this number, the total insurance companies claims submitted amounts were used, however, since insurance
company covers approximately 90% of population, the insurance returns were, therefore, grossed up to allow for 10%

uninsured population.

## lItem (d) will include a certain amount of prescription drugs submitted to insurers for payment. Separation of this
number is not known. y

** Insurance companies claims submitted costs used, however, numbers grossed up by the percentage of persons without
overseas coverage (approximately 26%). : :

### These costs estimated based on numbers of persons insured for dental. Insurance companies' returns grossed up to
reflect uninsured population (approximate number of dental insured is 26% in 1993; 24% in 1992; 21% in 1991; and

19% in 1990).

*¥¥* 1993 numbers were made available, however, previous years' numbers were not accessible, therefore, for this Report we
have discounted 1993 cost by 2.5% p.a. to arrive at approximate historical costs,
27
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Partl

4.3.5 ANALYSIS OF INSURED POPULATION BY HEALTH COVERAGE & HEALTH CLATMS
SUBMITTED VS, PAID AMOUNTS BY INSURANCE

-

INSURED ADULT POPULATION VS TOTAL ADULT POPULATION

(Assuming all persons 17 years are in the work iforce)

1990 1991 1992

=222 1993
A)  Insured Population 39,401 - 40,210 40,971 41,614
Total Adult Population (17 years and over) 45, 179 45,644 45,900 46,140
% Insured 87.2% B8.1% 89.3% 90.1%
B) Insured Adults with Major Medical Coverage 32,500 33,250 33,812 34,134
Total Adult Population (17 years and over) 45,179 43,644 45,900 46,140
% Insured for Major Medical 2% 728% 73.7% 74%
% Insured for Major Medical of Insured - 82.5% 82.7% 82.5% 82%
Population
C) Insured Adults with Dental Cover 8,668 9,601 10,904 _ | 11,940
Total Adult Pnpulanun (17 years and over) 45,179 45,644 45,900 - 46,140
% of Insured for Dental 19% 21% 24% 26%
D) Persons 65 Years and Over Who are Insured 4890 4913 5,269 | 5,551
For Some Form of Health Benefits : . .
Adult Population 65 Years .and Over © 5,313 5,394 5,500 5,620
% Tnsured _ : 92% 91% 96% 99%
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BERMUDA

Part 2

INSURANCE INDUSTRY RETURNS

Based on the health insurance industry returns, the following statisiics were compiled,

It should be noted that private insurance plans generally provide on a paid basis approximately 90% of the claimed cost
for locally incurred expenses whilst for overseas claim costs are reimbursed at approximately 79% of expenses incurred.

TOTAL § VOLUME OF HEALTH CLATMS SUBMITTED TO AND PAID BY HEALTH INSURANCE:

(NET OF HIC)

Local Private Ins. Industry & Self Adm. Plan

1980 1991 1992 1993
28,297,100 33,288,358 36,834,423 40,798,290

Submitted:
Paid: 25,498 430 29,772,512 32,913,754 35,578,748
Percentage Paid: - 91% 90% 50% 88%
Percentage of increase from submitted Claims: 100% - 7% 130% _ 144%
Total § Volume of Local Private Insurance Indusiry & Self Adm. Pl;m
Claims submitted compared with claims paid o
1990 - 1993
45,000,000 -
40,000,000
35,000,000
'5 30,000,000 -
E: 25,000,000 A B Submitted
¥ 20,000,000 - DPald
© 15,000,000 -
10,000,000 -
5,000,000 1
4 —
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b . Qverseas Medical claims {Net of HIC)
1990 1991 19g2” 1993
Submitted; 7,210,746 11,722,577 14,375,320 14,374,396
Paid: 5,778,840 5,027,368 11,351,355 11,154,618
Percentage Paid: 80% 7% 79% 78%
Percentage of increase from submitted Claims: 100% 162% 189%% 185%
Total $ Volume of Overseas Medical Claims
Claims submitted compared with claims paid
1980 - 1993
15,000,000 -
14,000,000
13,000,000 -
12,000,000
. 1,000,000 5
S 1p,00c,0004 ©
2 5,000,000 1 .
& 8,000,000 - B Submitied
“ 7,000,000 1 O Paid
& 5,000,000 1 ;
& 5,000,000 -
4,000,000 -
3,000,000
2,000,000 A
1,000,000 i
4} L T T —

1890 1991
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i Hospital Ins. Commission - ins. Plan {Local Clalms}

1990 1591 1892 19093
Submitted: 1,728,724 1,855,946 2,121,760 2,685,381
Paid: 1,728,724 1,855,846 2,121,780 2,695 381

Percentage Paid: 100% 100% 100% 100%

100% 107% 122% 155%

Total $ Amount

Percentage of increase from submitted Claims:

Total $ Volume of Hospital Ins. Commission - Ins. Plan (Local Claims)
Claims submitted compared with claims paid
1990 - 1893 '

2,800,000 1
2,600,000
2,400,000 -
2,200,000 4
2,000,000
1,800,000
1,600,000 -
1,400,000 4
1,200,000 -
1,000,000 1

800,0004

800,000 4

400,000 -

200,000 A

0

1980

Hespital Ins. Commission - Ins. Plan {Overseas Claims)

Submitied*:
Paid:
Percentage Paid:
Percentage of increase from submitted Claims:

a2

1990

61,375
81,375
100%
100%

1991

76,355
75,355
100%
122%

1993

1892

77,455
77,455
100%
126%

& Submiitted

O Paid

1993

174,515
174,615
100%
2B4%
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Total § Volume of Hospital Insurance Commission - Insurance Plan
Claims submitied compared with claims paid

180,000 -
160,000
140,000 1
120,000 A
100,000 -
80,000 -
60,000 1
40,000 -
20,000 1

Total § Amount

1980 - 1993

(Overseas Claims)

Submitted
O Paid

0

* These numbers are not realistic as overseas costs
paid based on local charges, .

1850

I
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i
Total Locel, Overseas & HIC (local & overseas) Claims
8980 1991 1992 19583
Submitted: 37,297,845 46,942 236 53,408,087 58,042,582
Paid: 33,087,388 40,731,181 46,464,324 49,603 262
Percentage Paid: 89% B87% 87% 85%
Percentage of increase from submitted Claims: 100% 126% 143% 166%
Total § Volume of Local, Overseas and HIC Claims
Claims submitted compared with claims paid
1990 - 1993
60,000,000 -
55,000,000
50,000,000 A
45,000,000 -
E 40,000,000 1
5" 35,000,000 1 B Submitted
< 30,000,000 OPaid
= 25,000,000 .
2 20,000,000 -
15,000,000
10,000,000 -
5,000,000 ]
0 L) L) 3

1890 1891 1882
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Detailed breakdown of Health Insurance Claims Submission and Payments,
broken down by type of claim and location (i.e., local vs. foreign):

Faigd ‘93
9,940,143
9,568,791
2,960,403

742,608
6,951,848
1,084,455
3,284,482
3,739,392

1950 199 1992 - 159
Submiticd 90 Faid 90 EBubmitted ‘9] Paid 91 Subinittzd '92 Faid ‘02 Sulmnitted 93
Local Hospital — In-Pat 9,169,433 8,995,578 8,995 578 10,120,338 10,945,882 10,684,401 16,220,144
Local Hospital — Out-Pat. 6,945,097 6,771,466 7,821,219 7,714,486 8,507,291 B,661,963 9,922,260
Surgical 2,305,890 2,163,160 2,794,782 2,397,959 2,523,432 2,380,602 3,198,268
Anaesthetic 590,892 578,322 673,794 660,691 706,193 687,589 762,158
Drs. hosp/office services 5,473,032 4,338,824 6,231,144 4,908,548 7,528,542 5,611,837 9,056,544
Private leb/diag. facilities 851,437 778,379 993,251 931,184 1,108,962 1,033,013 1,161,370
Dental 2,063,307 1,648,978 2,548,005 2,130,478 3,124,945 - 2,549,748 4,081,080
All Others 2,626,735 1,952,447 3,705,336 2,764,774 - . 4,470,937 3,236,360 5,051,846
Local claims submitted compared with claims paid
1990
Local Hesp. — In-Pal,
[ —
é—' Local Hosp, - Out Pat,
u Surpical
* =
: Anassthelic =
E N E Subrmitted 90
I: Drs. hosp/office sarvices : M Paid '90
w5 Privata labldiag, faciilies [N
g
5 Dental
AE[ D‘.hErE E R R TR Ty
T Y - T L. - T |
0 1,500,000 3,000,000 4,500,000 5,000,000 7,500,000 9,000,000 10,500,000
Total $ Amount '
Local claims submitted compared with claims paid
1891
Local Hosp, - in-Pal, %
ur o
%  LocalHosp, — oud Pat, [E
[=
z Surpical
x riiovohe el
:; Anaasthetlc =54
E I i LisF g et Gin T SubmiﬂEd ‘91
_,_'j Prs. hosp/ofiice sarvices OPaid '81
w Frivate lab/diag, facilities
©
8 Denlal
Al Cthars
T T T T 1
0 2,000,000 4,000,000 6,000,000 - 3,000,000 10,000,000 12,000,000

Total § Amount
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Local claims submitted compared with claims paid
1992

T T T T

Local Hosp. — InPat, &
Local Hosp, ~ Out Pal, [P

Surgica) &=

M Submitted 92
O Paid '82

Local clalms expenses

T T T T -1

0 2,000,000 4,000,000 6,000,000 8,000,000 10,000,000 12,000,000
- -Total $ Amount

Local claims submitted cormpared with claims paid
1993 '

Local Hosp. — In-Pal, [

U Local Hosp. — Out Pal, SR e ST
= .
a Surgical [
:: Anaasthelic =58
g - B Submitted 'a3
& Drs, hasp/office sarvices [© O Paid 'a3
= Private labldiag, facilijes [EREEESE
U P TR
S Dental |
All Olhars [SESETESCREE
T 1 L |
0 2,000000 4000000 6000000 800000 10,000,000 12,000,000

Total § Amount
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i Overseas Medical Claims
(by claim ranges)

1990 199 1992 . 189
Submitied '90 Paid*80 Subrnitted 't Paid 'gt Submitind ‘82 " Paid'gz Subrnitted 'B3 Paid ‘53
0 - 10,000 2171335  1,846047 2561189 2,334,876 3,868,064 3294825 3770474 3,052,508
10,001 - 25,000 1613191 1415457 1,762,288 1,481,141  2.338 681 1856117 . 2422504 2075202
25,001 - 50,000 1,542,197 1,249,283 1,881,103 1,551,445 2388985 2020589 34205657 2719325
50,001 - 100,000 1,417,165 572711 1886891 1,243,187 2664586 1822583 2429256 1,563,853

100,001 and over 528,213 365,817 3,706,361 2,492,074 3182488 2,425,716. S - 2,506,021 1,918,245

Overseas Medical claims submittéd compared with ciaims paid
1990

2,500,000 -

2,000,000 -

1,500,000 -

@ Submiltted "90
O Pald 50

]

0-10,000 10,001 - 25,000 -25,001 - 50,000 50,001 - 100,000 '100;001 and over -

1,000,000

Total $ Amount

500,000

0 4=

Ovarseas Claims

Overseas Medical claims submitted compared with claims paid
1931

4,000,000
3,500,000
3,000,000 -
2,500,000
2,000,000
1,500,000
1,000,000 -
500,000 -
0

& Submitted '91
[& Paid '91

Total $ Amount

1

0 - 10,000 10,001 - 25,000 25,001 - 50,000 50,001 - 100,000 100,001 and aver

Overseas Claims
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i Overseas Medical ciaims submitted compared with claims paid
1992

4,000,000 4
3,500,000 -
3,000,000 -
2,500,000 -
2,000,000 -
1,500,000 -
1,000,000 -
© 500,000 1
0

E Submitted 'o
| S Pald 9z
=

" Total § Amount

T

] - 10,000 10,001 - 25,000 25!0(}1' -50000 50,001 - 100,000 100,001 and over

Qverseas Clalms

Overseas Medical claims submitted compared with claims paid

1993 ;
4,000,000 7 - =
3,500,000
3,000,000 -
2,500,000
2,000,000 -
1,500,000 1
1,000,000 -
500,000 1
0

B Submitted 'a3t -+
O Paid 93

Total $ Amount

0-10,000 10,001 - 25,000 25,0 - 50,000 50,001 - 100,000 100,001 and aver

Overseas Claims
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4.4 FORMATION OF BERMUDA HEALTH CARE COUNCIL
(To be read in codjunction with the attached functional chart)

4.4.1 INTRODUCTION

Having regard to the Terms of Reference of the Steering Committes appointed to health care in Bermuda, the Health Care
Costs Task Group proposes an umbrelia group is required and that a Bermuda Health Council be formed.

4.4.2_REASONS FOR UMBRELLA ORGANIZATION — PROPOSED BERMUDA HEALTH COUNCIL

Factors necessitating the formation of an umbrella graup such as the Bermuda Health Council are the need to;

a) Coordinate the comprehensive delivery of medical services.

b) Control, promotion and direction of what services are needed for Bermudy and who should provide the needed
services. ) . :

¢) Ensure coordination of health services.
d) Monitor costs and use services in most appropriate manner,
e) Establish and enforce accountability and/or outcome measures,

1)  Place emphasis on health prevention and wellness programmes,

g) Place emphasis on providing medical care in the home health care/ambulatory care/intermediate care facilities rather
than institutionialized acute care, '

4.4.3 Mission of the Bermuda Health Council

4.4.4_Mandate of the Bermuda Health Councit

In order for the Bermuda Health Council to discharge the several functions it will need to have a membership that
adequately reflects consumer interest, provider expertise and the community's best interest. The Bermuda Health Council
will have to be established by Act of Parliament and charged with the responsibility of developing, coordinating and
delivering a comprehensive Healthcare System and a specified package of benefits o al] residents. The Bermuda Health
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i . : -
The Bermuda Health Council must be seen as non-govermmental, responsive to the community, and supported by
Government healthcare provider organizations and the insurance industry. :

4.4.5 Executive _ o ' .

The Council would appoint an Executivé Director who should be trained and experienced in Health Policy and
Administration and he/she should be assisted by a part-time medical advisor. These officers would require professional
support staff. The Council will require an adequate operational budget:

Fundinoe of Executive & Support Staff Costs

We estimate that approximately six posts are required as follows:

Executive Director

Medical Officer (part-time)
Financial Officer (part-time)
Executive Secretary

Research Development Person

It is estimated that salary costs and related personnel costs may be in the order of $500,000.

Suggested ways to fund this expense are:

8} By use of MRF ~ based on total adult population of 46,140 (17 years and over - 1993) an additional 87¢ per month or
£10.40 per annum would need to be added to the MRF to fund operational expenses of the BHC.

b) Consideration could be given to replacing Hospital Insurance commission role by the Council, thérefore, possible
savings could be achieved within Government Social Insurance Department and these savings could be used to offset

costs,

4.4.6_Bermuda Health Plan ("BHP")

The BHC will devise an affordable BERMUDA HEALTH PLAN ("BHP") which will define a standard Healthcare
package that should be available to all Bermuda residents. It will be the responsibility of the BHC, supported by il's
Executive, to develop and promulgate a BHP within one year of its establishment. The Plan, once devised, should be
made available to all and be affordable by all and would replace the existing "standard benefits" under the Hospital

Insurance Act.

4.4,7_Bermuda Health Council (B.H.C.) Resmonsihil_ities

The BHC will be responsible for;

a) Coordinating and integrating all health care services (both locally and overseas) to ensure delivery of services are
provided in the most cost efficient manner.

b) Recommending changes to the health care delivery system in order to contain health care costs without jeopardizing
quality of care. : ' '

c) Facilitating the establishment of quality control standards, certification, recertification and licensing requirements of
all approved providers and other providers of ‘medical and dental care, '
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d) Recommending approval of any new service to be covered by the BHP. Non-approved services will not be funded
under the BHP!

€} Monitoring the total health care costs of health care services and ensuring the growth is reasonable and manageable
when compared with Bermuda's consumer price index.

D) Promoting and developing hea]th inreirention and wellness programmes to build healthier lifeét)'les of Bermuda's
- residents. A

E) Developing outcome measurement studies,
) Developing/adopting medical protocol standards to contain unnecessary investigations and treatments,
i) Investigating, monitoring and advising on any issue that may impact on health care in Bermuda,

4.4.8 Healthcare Prosrammes

would be provided by the Department of Health, Consideration to be given to transfering any personal services currently
being run by the Department of Health to personal health care and provided by approved providers. = :

4.4.8.1 Personal _Health Care

4.4.8.2 Ambulatory Health Care Propranmme ("AHC™) reporting to the BHC, will be established with its primary
focus being the coordination of acute ambulatory care withig the community. Emphasis should be placed on the general
practitioner being the "gatekeeper for the coordination of services required locally for their patients. There should be a
distinction made between acute medical care and chronic long-term care. With the latter, we would propose a separate

programme. R ST I

A 4.4.8.3 A Long-term Care Programme ("LTC") reporting to BHC will be established and be responsible for chronic
care needs of the elderly and permanently disabled persons. Its primary functions will be to oversee the programmes '
needed for home health care and long-term care facilities to meet the needs of this group,

There will be a need for the LTC and Ainbulatbxy Health Care (AHC) to discuss mautually common needs (e.g., the acute
care patient which becomes chronic.) _

4.4.8.4 Bermuda Hospitals Board {("BHB™

Hospital care will be provided through the Bermuda Hospitals Board ("BHB") with the King Edward V'Z[I'Memoria]
Hospital being responsible for acute care, emergency care, and some appropriate ambulatory care services. St. Brendap's
Hospital will have responsibility for it's community psychiatric programme in addition to hospital psychiatric care,

4.4.8.5 Overseas Medical Care {"OMC™

Necessary Overseas Medical Care ("OMC") will be part of the BHP but funded via the Mutual Reinsurance Fund for those
persons who cannot obtain the insurance coverage. The gatekeeper will be the Execntive of the BHC assisted by the
physicians involved in a particular patient's care and appropriate referess, Steps should be taken to establish a preferred
provider organization arrangement for both hospital care and ambulatory care in the appropriate overseas jurisdictions -
together with the appropriate case management of overseas patients, o : T

The need for visiting specialists/surgeons would be coordinated and approved by the BHC,
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.

4.4.8.6 National Drug Commission ("NDC'™

A scheme addressing our misuse of drug problem through the National Drug Commission ("NDC") ‘will'be responsible for
drug use prevention and treatment services in an ambulatory and detoxification centre setting, The cost of these programs
to be funded via the Council Partners.

4.4.8.7 Outcome Results Analysis

The BHC Executive will establish an Outcome and Results Analysis ("ORA") group so that the performance of various
providers and programmes can be judged as beneficial or not. Activities which cannot be shown to improve outcome
should be discontinued and not covered by the BHP.

4.4.8.8 Medical Protocol Standards

The BHC Executive will establish medical protocol standards and these standards mu_st.b.e ﬁdhered to by approved
providers of the BHP and non-approved providers of medical/dental care. L e :

4.4.8.9 Public Health

Public health should remain the responsibility of the Department of Health and it's main activities will be in the areas of
prevention, appropriate clinics, and disease surveillance. _ N S

4.4.8.10 Finances

The BHC will monitor the growth'in health care costs as a percentage of GDP and ensure costs remain affordable and
reasonable. The BHC must analyze the cost being incurred within the various health care segments and advise on
changes needed to control future costs, : o : : -

1t is envisaged that the health care system continues to be financed via goveriument subsidies, insurers and the consumers,

It is likely that many persons in the community will wish benefits in excess of those of the BHP and there should be no
objection to the provision of such services nor the provision of insurance coverage for them. - : .

4.4.8.11 Approved Providers

The BHC will approve providers from the private sector, from voluntary agencies, and from government departments, °
The approved provider, governed by legislation, will be entitled to deliver those services which are part of the BHP in a
reliable manner and at a fee approved ~ by the BHC for payment under the BHP, Approved providers must be licensed, -
registered and fulfill any recertification requirements in order to be approved and must adhere to all medical
protocol/guidelines established.

BHC will encourage via its approval process the establishment of group practice associations of providers for the East and

‘West End of the Islands and the central parishes. The formation of such practices could assist with controlling costs {eg.,

clinical costs would be shared), however, more importantly, provide the consumer with the medical attention when needed
because such practices must be manned on a daily basis, S ' '

"No common agreement from our Task Group on whether or not an approved provider can charge the paﬁent fees in
excess of those approved. (See previous note under Section 4. 1)
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BERMUDA

i

4.4.9 CONCLUSION

The pattern of increasing costs for health care in Bermuda, coupled with inappropriate use of institutional services and the
lack of less expensive community services, requires the development of a comprehensive and integrated delivery system,
It is suggested that a single entity is necessary to design and supervise an affordable health care delivery system. It is
believed that the above recommendations are a suitable framework for the development and achievement of the Steering

Committee's objectives.
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i
4.5 DRAFT PROPOSAL OF THE BERMUDA HEALTH PLAN PACKAGE

The primary purpose of the Bermuda Health Plan is to ensure all residents of Bermuda have access and receive affordable
health care coverage which aims to reduce the individual's financial exposure 1o needed health services whilst ensuring
that their health needs are met. Emphasis is placed on the promotion of wellness and the benefits provided by the Plan

will be established to meet this abjective.

Although the Plan will define the health services to which all residents of Bermuda should be entitled » it will not prohibit
people from obtaining services beyond those provided by the Health Plan. However, such services will be outside of the

scope of the Plan and provided by supplementary insurance,

1t is recognized that as at the end of 1993, approximately 90% of the population of Bermuda are already insured for at
least the Hospital Insurance Plan provided by the Department of Social Insurance. Therefore, approximately 4,600 adulis
appear to be uninsured, uninsurable or indigent. Further, approximately 74% of the adult population had some form of
major medical insurance protection at the end of 1993, Therefore, approximately 12,000 adults are without additional
insurance protection for overseas health care costs,

It is further recognized that the current structure of the Hospital Insurance Act and that of the commercial health
insurance policies does not necessarily provide the emphasis on promotion of wellness and community health care versus

institutionalized care,

Emphasis will be placed on the general practitioner being the "gatekeeper" to the services available within the approved
provider network.

With the above in mind, it is felt desirable to redefine the standard Health Pian that should be available for all, Further it
is recognized that financial arrangements must be implemented to provide the same health package to those individuals
who are not currently employed/insured if all residents of Bermuda are to receive and have access to the same basic level

of care, without discrimination.

It is being recommended that BHC be involved in the setting of the fees paid and possibly charged for the benefits -
recognized by the Plan and the establishment of the corresponding premiums io provide the benefits of the Pian,

The Health Plan philosophy will reflect good up-to-date medical practice. It will contain essential ang cost effective
medical treatment of proven value without which the patient's health and quality of life will be significantly compromised.
The treatment will be delivered without frills by trained personnel using appropriate facilities, It will exclude non-
essential or cosmelic services, experimental drugs and techniques whose effectiveness is not yet proven. In deciding how
to treat individual patients, doctors must be guided by treatment protocols, which set out the standard practice in given
circumstances. Such protocals help doctors to avoid ordering unnecessary investigations and treatments, and are
especially useful where the treatments are not of proven clinical effectiveness or will not improve the patient's quality of

life significantly.
Examples of such situations are:

—  Aggressive treatment of incurable diseases where there is no chance of survival
— Long term life support for severely brain damaged patients with no chance of recovery; and
-~ Intensive care for very premature babies who are unlikely to survive and whose long term prospects, even if they

survive, are uncertain. J

It would not be practical to list all the items which should be contained in the Bermuda Health Plan as it will cover a large
part of the practice of medicine, however, abroad outline of the benefits of the Plan is as follows:
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4.6 THE PROPOSED BENEFITS OF THE BERMUDA HEALTH PLAN

i

4.6,1 Section A: Health Weliness/Prevention Programmes:
To be provided by the Department of Health* as currently available and funded by Government: .
--  Birth control : .
—  Obstetric care as well as pre and post maternity care
- Child care -- Well baby care
—~ Immunization programme ‘
- . Dental care - fluoride, school dental exams, preventive dental care

* The role the Department of Health plays in the rendering of personal health care should be REVIEWED by the
proposed BHC, It should be determined if it is cost effective for such services to be provided by the Department of
Health versus the use of private facilities. ' o

Further, the Department of Health medical/dental professionals must meet all certification, QUality reguirements as
imposed on the private sector if personal health care is to be provided.

To be provided via the National Drug Commission and funded by Council Partners:

- Stop smoking programmes
~ Drug and alcohol prevention/education programmes

4.6.2 Section B: A.c.ute Ambulatory Care - Basic Health Cover:

~

To be provided by the Health Insurance Plan provided via Department of Social Insurance (extending the existing
Hospital Insurance Plan offered by the Department - see Appendix 10 for current plan) IR

- Acute in-patient hospital care at the public ward level., limit number of days to 60 per calendar year (days in
excess of 60 fall under MRF) B

—  Qut-Patient hospital services as currently defined by the Act

- Home health nursing care in liey of hospital confinement - subject to a maximum number of days and or dollar
limit (acute care only) and subject to approved fees of BHC, *

— Intermediate in-patient nursing care Tacilities - subject to a maximum number of days and/or dollar limit per
calendar year. (acute care only) ¥ : -

— Acute psychiatric care at the St. Brendan's - calendar year limit of 30 days. (as per current Act)

~  Artificial limbs and appliances - limit to lifetime maximum of $10,000. (as per current Act)

— Surgical, anesthetic benefits payable in accordance with BRVS but subject to calendar year limit of $1,500, ~

—  Obstetrical pre- and post-natal care payable in accordance with BRVS, * :

~ Medical benefits for doctors visits in and out of the hospital setting paid in accordance with approved fees
established by the BHC; however, the benefit should be subject to a calendar year maximum of $750.00. ™

Preventive Healthcare: ¥

— Selective medical examinations such as pap smears, mammography for women‘_ {currently covered by Act)
-  Selective medical examinations for men" '

—~ ' Eye examinations for men and women"

These programs must follow updated guidelines to support cost/benefit outcome measures. We suggest the
Canadian guidelines be examined for possible implementation. If this is not done, unnecessary costs will be
incurred. To illustrate the importance of clear protocol standards, please see Appendix 5 for an example of current
practice in Bermuda concerning screening for cancer of uterine cervix.

* Additional benefits added to the existing Hospital Insurance Plan,
" Represents improved values of benefits currently provided in the Hospital Insurance Plan.
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4.6.3 Section C: Catastrophic & Medicallv Necessarv Overseas Medical Care:

~—  Overseas care recognized only if rendered in an approved Prefen'ed Provider network and provided for on a

managed care basis, . R '

Overseas care must be approved before departure from Bermuda and must meet all the necessary criteria for

acceptance under the Flan, R

Overseas care must be recognized as only life threatening and essential care and the Necessary criteria must be

carefully defined by the BHC in order to avoid excessive and unnecessary costs in this area.

~  Lifetime maximums must be placed on this section. A suggested lifetime maximum regardless of age is
$100,000.* _ : . R o

-~ Internal overseas hospital daily limits be established to meet the daily costs of the PPO network facilities adopted
by BHC. : )

—  Overseas medical/surgical costs be recognized by the Plan at the 50% percentile ra'ng_é of the Health Insurance

Association of America (HIAA) fees or some similar data base. :

* Certain transplants will exceed this limit. The limit for transplants will need to be hi gher but should'bé determined
after discussion with PPQs. '

It is suggested that Section 3 be funded via the Mutual Reinsurance Fund for those persons who do ndt have access to
major medical insurance. This implies that all insured persons and their employers will pay an additional cost to
fund the claims costs of Section 3. However, it will provide access to all, withont reliance on charitable

organizations, .

Exclusions:

~ Cosmetic surgery

~ Sex operations

-- . In-vitro fertilization treatment

— Experimental treatments

— Experimental drugs _ - -

~  High cost methads of investigation and treatment where effective cheaper alternatives are available ::
- Transplants which are medically inappropriate for recipients - ST
- Certain counselling services such as marital '

— Futile therapies

— Unconventional therapies

Please note that chronic long term care is not covered by the propased structure. Therefore, the majority of extended costs
incurred by the elderly population would not be covered by the Plan. (e.g. extended nursing/home health care, etc.)

4.6.4 FUNDING

The benefits of the Plan Package will need to be funded from various sources such as Government, insurance preminms
and by individuals. It will need to be defined as 1o which entities would be the most suitable funding vehicle for various
aspects of the Package to be affordable to all residents and accessible by all. ' N
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4.6.5 _LONG TERM (CHRONIC) CARE

-- Nursing homes

— Rest homes

-~ Home help

— Custodial

-~ Long-term Psychiatric Care

We have purposely omitted from the Health Care Package, long term (chronic) residential care of the elderly and the
chronically infirm, .

Recommendations:

This is not intended to imply that there is not a need to profect these individuals, however, with the demographics of
Bermuda's ageing population it is our view that the cost 1o Jund this residential care would be prohibitive if placed on the

shoulders of the work force in terms of additional premiums and/or surcharges.

It is recommended that:

The cost of nursing home/rest home/home help care services continue to be met (as currently) by Government and the
individuals for the short term. However, for the long term, we would suggest that individuals be encouraged/reguired to
Jund their long term care needs (as must be done jor their retirement income) from an early age. Monies should be set
aside and invested wisely so thai, when needed, such Junds can be used to fund chronic long term nursing care. Based on
projected longevity, costs, etc., projections can he performed and funding established at various ages in order to target
the capital sum required to fund the projected long term care costs, This concept could be done in conjunction with the

proposed National Pension Scheme.
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AFPENDIX 1

Total Revenue — Bermuda Hospitals Board ($ in millions) : .

%o

1990/1991 1991/1992 1992/1993 1993/1994 Incrense
In-patient 26.8 28.7 28,8 3L4 17%
Out-patient 15.1 17.3 204 212 40%
Extended Care Unit 4.7 4.5 58 6.4 : 36%
Government Grants 133 14.00 1400 C 141 6%
| 59.9 64.5 69.00 - T30 22%

CPI 6% 4.4% 2.7% 25% - 15.6%
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i APPENDIX 2
Long - Term Care Facilities in Bermuda
as at 1st March, 1994

Total Total Rate

Facility Phone Matron Beds Occup. . perda
PARISH REST HOMES '
Devonshire - 292-1378 Mrs, Brice 11 6 '$26
Lorraine 236-5152 Mrs, Evans 21 18 850
Pembroke 2092-1864 Mrs, Dears 23 18 $60
St. George's 257-0754  Mus. Crane 12 10 $13
Sandy's 234-1673 Mis, Riley ' 13 13 $16
PRIVATE NURSING HOMES
Golden Serenity 236-4626 Mrs. Pamplin i3 13 833
Mangrove Lake : 253-3269 Mrs. Crockwell 14 14 $59
Matilda Smith 236-2958 Mrs, Simmons 20 20 $43
Mon Reve 234-2242 Mis. Ellis 7 6 $53
Ocean Court S 238-1741 Mrs. Sonthern 13 13 $115
Packwood Home - 234-1439 Mzs. C.Simmons 28 28 579
Pine Tree Place ' Phone No Unobtainable :
Shady Rest " : . 234-0613 Mrs. Burch 7 4 $30
Simons Rest 238-0851 Mrs, Simons 5 3 . 857
Westmeath 295-2451 Mrs. Gibson ' 29 29 $46
Whispering Hope - 23B-3875 Mrs. Jones 6 & $49.
Yellow Roses - 297-29466 Mrs. Griffith o 9 8 49
GOVERNMENT : :
Lefroy House - 234-0525 Mis. Swan 57 55 $45
HOSPITAL
Extended Care, KEMH Upper  Ext. 1435 Mirs. Glasgow 35 35 £177
Extended Care, K.EM.H. Lower Ext. 1487 Mrs. Simmons 39 38 §177
Alzheimer Unit Ext. 1546 Mrs, Smith 30 27 $177
Notes:

1. Upon contacting the above homes, rates were quoted per week, per month and per day - the per day rate for ease of
comparison has been standardised.

2. Parish Rest Homes sometimes charged by percentage of pension received by occupants, e.g. Devonshire Rest Home
charges 2/3rd. of pension and Sandy's Rest Home charges 3/4 of pension,

3. Lorraine Home charges five different rates depending on whether the occupant is a parishioner of Warwick and/or

lives in the old or new wing. ) |
. 1
: f

4. Matilda Smith home oifers day-care at $100 per 5 day period.

5. Ocean Court facility are self-contained units along the lines of condominiums - 2 or 3 occupancy per unit - with help
available - nearer to the concept of sheltered accommodation and seemingly more luxurious than others,
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i ‘
6. Westmeath has several rates depending on old wing or new wing, self-contained apartment used as accommodation,

7. Whispering Hope used to have 8 beds but Healih Department asked them to reduce to 6.

8. Mrs. Burch of Shady Rest felt that there was 2 good case for a convalescent unit — a kind of halfia
20 beds with rehabilitation facilities which would release the acute care beds and help,

adjust to life in the community, whether in a rest home or not.

Actual Rates Quoted

Devonshire Rest Home
Lorraine Home Warwick parishioner
Non-Warwick parishioner
Old wing - Warwick

0Old wing - Non-Warwick
Semi-private

Pembroke Rest Home
St. George's Rest Home
Sandy's Rest Home
Golden Serenity
Mangrove Lake
Matilda Smith

Mon Reve

Ocean Court

Pine Tree Court

Shady Rest

Simons Rest
Westmeath

number unobtainable

New wing - single
Old wing - single
Self contained apt.
Whispering Hope

Yellow Roses

Lefroy House

ECU - Upper, Lower and Alzheimer

50

$780 per month
$42 per day

$50 per day

$20 per day

$25 per day

$35 per day

$60 per day
$400 per month
%480 per month
$1600 per month
$1800 per month
$1300 per month
$375 per week

" $3500 per month

$1200 per month
$400 per week

$1404 per month
$1275 per month

. $2105 per month

$1500 per month
$1500 per month

$45 per day ($10 per
$177 per day

'ay.house - of say

for example, amputees to

day - daycare)
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APPENDIX 3

Length of Stay in Selecfed Countries fgr Sclected Disease Categories (Days)

United States

International Classification of Disease Cate Dries Bermuda of America

Pulmonary tuberculosis 34.0 13.9
Malignant neoplasm of trachea, bronchus and lung 14.2 3.8
Breast cancer : 10.8 7.1
Prostate cancer . : 15.0 7.2
Diabetes Mellitus : _ S N 7.6
Alcohaolic psychoses S 5.0 "N/A
Alcohol dependence syndrome 10.2 10.7
Inflammatory disease of eye : 9.7 39
Cataract CLT 5.5 1.7
Otitis o : 2.2 2.6
Rheumatic fever ' 1.5 a1
Hypertension o 7.1 © 56
Acute Myocardial Infarction . : 9.4 8.9
Pneumonia _ ' 10.4 7.8
Pneumococcal pneumonia : o 10,0 7.7
Bronchitis : : _ . 3.5 =36
Asthma : C ' _ 3.7 4.3
Ulcer of stomach/small intestine 149 7.1
Appendicitis ' . 4.5 4.8
Hernia of abdominal cavity : ' .- 4.3 3.0
Cholelithiasis 54 . 6.9
Nephritis ' 14.2 _ 11.0
Calculus of kidney and ureter : . 57 i 36
Cystitis - 7.5 6.0
Normal delivery . : 3.5 24
Major puerperal infection ) : 120 : 4.3
Infections of the skin . . 89 7.3
Other inflammatory disease of the skin : _ 4.5 6.7
Osteoarthrosis : : 148 10.2
Intervertebral disc disorders ' _ 5.3 6.9
Respiratory distress syndrome o L. 125 23.6
Hemolytic disease and jaundice - - 33 7.0
Fracture of neck or femur ' : 40,0 14.2
Sprains and strains of back - ' 1.0 3.6

51



4]

WO000L | %PE'E | %STT | %6LT | %gic WEOL | WOTLL | %ERTL | S%ILLI %rTS | BP0 | wrE I ULTE %E'6 | veRs | wilT S —
. . [w103, Jo o
ch69 ZET L8 v61 09¢ 1€§ 8LL 168 DETI pOE %3 ' E6L LeT 699 SoF 15! Tv.LOl
95z z 12 4 1 8¢ a8 £€ ] g 0 Al ot 7z 41 6 + 68
#59 81 91 ] [AY £9 SLl 5 ] Ep [4 L Ir 6t ot 6l ¥8-SL
004 1z L 6 £6 LS B91L £v 0 (43 0 L9 o 78 Sp St yL-£9
£66 81 9] 0g It #6 v6l £01 0 9L I gt 87 TEl 6 43 19-05
09zl of SE 4 oL vL 171 181 7Ll £01 [4 16 (7 LEL L1l ] 6+-SE
0181 6L 9 6T & L L7 6ET Ob6 St ¥ 8 Lz Bl L8 €1 ¥E-0T
11 81 0 v T Ll I 78 P11 [« 0 LT b 61 Pl 4 61-61
i14] 5T £ 8T £ 08 £ TEl i Iz 81 887 op 18 Lz L ¥i-1
70T (9 0 7l 0 [ [ L 0 4 9 19 TR fE b 1 1-0
YIS B0 | plosyy | csemyg | qdosy 1wy Eiditg) £mifuy ‘Barg NN | louqy | oseasyy 81n Amuupn | unnpg
FoL v IS | Jaapn | . “Bung “dsayp aswagysAg | Jsadiq | sjoyueny | opug | dnoig @y
"AlaN
E661 HOUVI - 7661 TRIIY SAOHVHOSIA VYD ALNDY
¥ XTANAdIY
9661 ‘AVIN DEY VANLWUAY

d0YD ASVL SLS0D TavD - ¢ NOILDAS

ATFTATHY TV Y TUTIn
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APPENDIX 4 {cont.)

I

Acute Care Discharpes From K.E.M.H, — April 1992 - March 1993

Observations ' .
1. Pregnancy accounts for 53.1% discharges in the 20 - 34 year age group and 36.9% in the 15 - 19 year age group.

2. Although "Congenital Abnormalities" is a small classification, there appears to be a dramatic increase between 0 - 1
and 1 - 14 age groups. ,

3. Digestive problems, injuries and poisbnings, respiratory diseases account for 59% of babies discharged 0 - 1 age
group.. The same three categories also account for 66% of age group 1 - 4.

4. Itwas not surprising that neoplasms (tumors/cancers) and circulatory problems increased with advanccd'age group.
Neoplasms in the 50 ~ 64 age group account for 31% of the diagnosis. Similarly, the 50 - 64 age group account for

25% of all circulatory cases,

5. Although not broken down into individual diagnoseé for the purposes of this chart, the respiratoiy disease category is
very high for children under 14 years. A more in-depth analysis of figures (not shown) showed that this is prabably
due, in the main, to asthma and allied diseases. In the 1-14 group (288 out of 759) accounted for 38% of ali

discharges,
6. Approximately 7% of all discharges are undiagnosed "symptoms"; this percentage rises in the under-14 category,

7. Digestive disorders category show at nearly 10% of the total discharges - this category accounts for many diseases
including uvlcerative colitis, appendicitis, diseases of the stomach, mouth, duodenum, enteritis, hernias, etc.

8. 20 - 50 age group show as being more susceptible in the injury/poisons category. This group would probably have the
highest mobility and the category would include car and bike accidents, fractures and injuries from Sport, accidents in
the home, domestic violence/abuse, open wounds (including those sustained from criminal attacks, e.g. stabbing) and
poisoning/overdoses of drugs or other toxic substances. The 20 - 34 and 35 - 4% age groups account for 48% of all
injuries and poisonings. This is in proportion to the percentage of the population - half the population are 20 - 50 in
age, _ L . : _ _

9. Mental disorders increase considerably in the 35 - 49 age group - 41% of total discharges in this category - although
overall percentage of total discharges is still low. )

Notes to Data 2 : )
a) Although “Blood and Blood Disorders" was a grouping included in the statistics received from K.E.M.H,, there was

only a total of 96 discharges in all age groups for the year, These have, therefore, been included in the "All Others"
category.

b) There is some inconsistency in the data presented, e.g., the Analysis by Diagnoses - Age Category 15 - 19 years chart
shows figures different in many categories on the chart from those shown in break-down by code and major catepory.

e.g. Respiratory Diseases onchart......... 19 on category breakdown........... 27
Circulatory Systemns on chart.......... 27 on category breakdown........... 1
Digestive problems onchart........., 14 on category breakdown........... 19
Genito-urinary on chart.......... 114 on category breakdown........... 14
Pregnancy onchart.......... 5 on category breakdown........... 114

Similarly, a new chart for the Endacrine, Nutritional Category chart Analysis by Age Group for All Acute Care
Discharges has been sent by Ms. Margo Johnston, Statistical Analyst for the Bermuda Hospitals Board as the
previous one had an error in the sixth graph of the last section,
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" APPENDIX §

Screening for Cancer of Uterine Cervix

The American Cancer Society recommends that all women undergo three or more annual smears, starting at the onset of
sexual activity, or at 18 years of age, then less frequently at the discretion of the physician. Canadian and British
autharities recommend a first smear when initiating sexual activity, or 18 years, a repeat in one year, and if both are
negative, a repeat every 3 - 5 years. . = : L '

In the 1991 census, the female population of Bermuda age 15 years, or more, tota.lled_l4,416.
In 1993, the Cytology Department of KEME processed 11,035 pap smears, at $34.00 each, for a cost of $£375,190.00.

Enquiry of gynecologists and general practitioners indicates the office charge for the examination ranges $30 - £40,
Therefore, an additional cost of $386,225 is incurred (at $35.00 per examination). Therefore, the 1993 pap smears cost

slightly in excess of $750,000,

In 1993 there were 20 CIN II smears requiring definitive investigation, at a cost of $37,500.00 per' positive smear, In
1993 there were four proven carcinomas of cervix, a screening cast of $187,000 per diagnosis of carcinoma.

In 1994 there were six proven carcinoma of cervix and using 1993 smear totals (1994 not available) the screening cost per
diagnosis would have been $125,000,00 Per carcinoma,

The number of smears in 1993 equals 45% of the Bermuda female population, age 15 years or more,

If all our women were screened every three years 33 .1/3% would be done each year (8,138) for $561,522.00. If screened
every 5 years, 20% would be done each year (4,883) for $336,927.0 ' _

In the USA only 12 - 15% of women routinely undergo screening.
The percentage of Bermuda women having pap smears is not known, but many are not screened, o

The 1993 yield of positi#e pap smears was 0,18%. The 1993 yield of carcinoma of cervix was 0.036%, These yields are
so low because our women (those being screened) are being screened too often. '

A reasonable guideline would be:

"First pap smear when the woman becomes sexually active, or 18 years of age, whichever comes first, then a repﬁz_it in one

. year, and if both smears are negative, a repeat smear every three to five years." '
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APPENDIX 6

Projections of Bermuda's Population of 2031 .

Age Group Description Age Group 2011 2021 2031
All Ages 61,885 . 60440 - 57390
Pre-school population 0-4 3,664 . - 3,665 3,408
School population . 5-19 11,182 10,387 o .10,186
Labour force - new entrants ‘ - 20-28 9,600 9,236 8,249
Labour force - mature 30-39 9,886 9,982 9,400
Labour force - experienced ' 40 - 64 20,087 18,466 16,439
Retirees, seniors T 65+ 7,467 8,702 SRR * e
Proportion aged 65+ 12% . 14% : 17%

Retirees as % of Iabour force 19% 23% 28%

Source: Department of Statistics

Bermuda population - Age Structure and Changes

Census Total % Change Projection

Age Group 1950 1970 1991 1950-199% 2011
All Ages 37,403 42,640 58,460 56 61,885
Under 5 4,863 4,664 4,051 -17 . 3,664
5t016 8,664 12,687 8,765 1 8,922
17 to 24 5,004 6,926 6,667 33 6,511
25 to 44 10,695 15,449 21,606 102 19,815
45 to 64 5,899 9,262 11,975 103 15,507
65 and over 2,135 3,342 5,396 153 7467
Median age 25 27 32 R 37

P
[5
Source; Defza.rtmcnt of Statistics
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APPENDIX 7
Consolidated Brez;icduwn by Diagnosis of averseas Claims Paid Exceeding $25,000 - 1993
(Data Extracted From Section 1E of the Insurers' Returns)
% of Total
Number  Overseas | Average
of Cases (8} Care Claim (5)
Overseas Care ~ Claims §25,001 - $50,000 '
Cancer Treatments 29 1,014,768 17.3 34,992
Cardiac Surgery/Cardiac Disease 18 615,207 10.5 34,178
Aneurysms and CVA (Stroke)/CVD 3 126,756 22 42,252
Orthopedic Surgery (Hip & Spinal) 7 249,528 4.2 35,647
Premature Babies 2 57,016 1.0 28,508
Miscellaneous 17 594,272 10.1 34,957
Sub-Total Overseas Care -~ $25,001 - $50,000 76 2,657,547 45.2 34,968
Overseas Care - Claims $50,001 - 3100,000
Cancer Treatmeats 5 329,340 3.6 65,868
Cardiac Surgery/Cardiac Disease 8 594,637 10.1 74,330
Aneurysms and CVA (Stroke)/CVD 3 215,397 3.7 73,132
Orthopedic Surgery (Hip & Spinal) 2 126,330 2.1 63,165
Transplants & Complications 3 172,627 2.9 57,542
Miscellaneous* 5 306,419 52 61,284
Sub-Tatal Overseas Care ~ £50,001 ~ $100,000 26 1,748,750 29..8 67,260
Overseas Care - Claims 3100,001 +
Cardiac Surgery/Cardiac Disease 1 100,454 1.7 100,454
Aneurysms and CVA (Stroke)/CVD 1 132,008 2.2 132,008
Orthopedic Surgery (Hip & Spinal) 1 106,101 1.8 106,101
Premature Babies 2 719,431 12.2 359,716
Transplants & Complications 1 411,810 7.0 411,810
Sub-Tatal Overseas Care -- $100,001+ 6 1,469,804 25.0 244,967
Total Overseas Care 108 5,876,101 100.0 54,408
Summary of Overseas Care - All Claims over 525,000
Cancer Treatments 34 1,344,108 229 39,533
Cardiac Surpery/Cardiac Disease 27 1,310,298 22.3 48,530
Ancurysms and CVA (Stroke)/CVD 7 478,161 3.1 68,309
Orthopedic Surgery (Hip & Spinal) 10 481,939 82 48,196
Premature Babies 4 776,447 13.2 194,112
Transplants & Complications 4 584,437 9.9 146,108
Miscellaneous* 22 900,691 153 40,941
Taotal Overseas Care 108 5,876,101 100.0 54,408

N.B.* Miscellaneous includes all other claims which have not been allocated to specific categories. As such, claims for
gall stones, pancreatitis, colon and liver disorders, hepatitis, anemias, etc., are included here,
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i
Consolidated Breakdown bv Diagnosis of overseas Clains Paid Exceeding $25,000 - 1993 (Cont.)

Memorandum: X
When reviewing the overseas claims paid it is important to remember that:
1) Some claims will have resulted while policy holders became ill while traveling,

2) Alarge majority of claims were for treatment which could not have been received in Bermuda - such as hy-pass
surgery, radiation therapy/cancer treatments, transplants and treatment of premature babies.

3) Companies who supplied data for the above analysis would approximate 92.0 - 95.0% of all claims paid. This figure
was arrived at after a review of the annual claims report forming part of the "Government Statistical Returns by

Insurers".

4) This analysis was restricted to 1993 since several respondents could not provide details of claims paid for the years
1990 - 1992, Furthermore, no attempt was made to devise projections for this missing data. Secondly, it was not
possible to analyze the overseas claims by emergency and necessary versus elective categories since only one of the
respondents could provide the data -- and then only for 1993, o :
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" APPENDIX 8

Overseas Claims Paid Under $25,000 Range — The Medical Reasons Necessitating the Overseas Cgre
(Datz obtained from Insurers' Refurns)

1) Chemotherapy drugs not available in Bermuda/Radiation therapy

2) Consultations with various specialists not available locally, e.g. rheumatologists, allergist, neurologist, hematoiogist
3) Diabetic review o o S : C o _
4) Executive/overall check-ups

5) Heart catheterization/angioplasty

6) Knee surgery (microsurgery)

7) Laryngoscopies

8) Lithotropsy

9) Microsurgical techniques to avoid conventional surgery

10} Minor eye surgery, detached retinas A

11) Minor reconstructive/plastic surgery

12) MRI testing '

13) Partial mastectomies
14) Treatment while traveling, i.e, skiing/car accidents, chest pain, appendicitis, toothaches, fever and influenza,

Nofe:  The categories above are those reported by the respondents.
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: APPENDIX 9
SUMMARY OF ANALYSIS OF 25 COMMONLY PRESCRIBED/DISPENSED DRUGS
Minimum Maximum Average Std Dev, % Std Dey.,
Price . - Price
Ventolin Inhaler $332 $7.59 $6.13 - 8157 25.6%
Zantac 150mg $2260  $37.35 $33.6 $6.24 18.7%
Isordil 10mg $1.01 $4.25 $3.00 $121 40.4%
Inderal 40mg $1.58 $12.88 £9.38 $4.23 45.1%
Hydrodiurd 25mg $1.00 $8.00 $4.50 $2.45 54.4%
Augmentin 250mg $0.75 . $15.73 $10.94 $6.04 55.2%
Indocid 25mg $4.02 $7.40 $6.55 $1.69 258%
Adalat 10mg $11.97 $29.24 $19.20 $6.55 34.1%
Naprosyn S00mg $19.60 $49.69 §29.67 $10,70 36.0%
Aldactone 25mg $3.80 $11.00 $7.45 $2.69 36.1% -
Augmentin Paed. Slusp. £2.05 39.85 §745 £2.69 Lo 36.1%
Nordette $3.75 $6.75 $6.17 $1.00 162%
Beconase Nasal Spray $6.30 $9.85 39.08 $1.30 14.3%
Ceclor 250mg Tabs $0.85 52808 $1’4.83 $7.96 53.5%
Moduretic Tablets $1430 - $1600 = $14.58 $0.69 4.8%
Zovirax 200mg Tabs/Caps 533.68 $53.20 $45.18 $9.04 20.0%
Mycostatin Oral Susp. $3,00 $9.94 $7.02 $3.22 45.9%
Bactrim DS Tabs $1.52 $6.76 $5.29 $1.85 34.9%
Amoxil 250mg $1.40 - $7.39 $3.01 $2.74 91.3%
Capoten 25mg £5.42 $38.65 $29.74 $1296 43.6%
Lasix 40mg $0.96 $11.42 $8.56 $4.07 47.6%
Eryped 400/SCC Susp. $6.31 $9.79 $8.97  §l49 16.6%
Isoptin SR 24o}ng $102.48 $139.99 $129.25 $15.52 12.0%
Sinequan 25mg $3.42 $8.00 $5.84 $1.49 25.4%
Voliaren 50mg $29.50 $47.50 © $42.17 $8.16 19.4%
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APPENDIX 10

SOCIAL INSURANCE DEPARTMENT
Hospital Insurance Commission
Health Insurance Plan Benefits

For you information: with effect from 1st April 1995 the Hospital Insurance Plan provides insurance coverage for the
following medical and hospital benefits:

Amount
Benefits Maximum (approximate)

Hospital-inpatient (public ward) no maximuml -
Hospital - outpatient services no maximum . -
Psychiatric hospital '

St. Brendan's only -

inpatient 30 days per year -

outpatient n0 maximum -
Surgery - in hospital 70 units 935.00
Anaesthetist - in hospital 20 units 355.00
Medical - doctor's in-hospital visit 20 units 425.00

doctor's home visit 4 units 67.00

. doctor's pre-admission consultation o= 85.00

Artificial limbs and appliances - 10,000.00
Note:

For medical services the amount payable to the doctor is based on approved rates for the specialist and non-specialist
doctors at the time of treatment.

SOCIAL INSURANCE DEPARTMENT
Hospital Insurance Commission
Health Insurance Premiums

Premium rate payable under the Government Health Insurance Plan, Effective 1st April 1996

(i) Premium rate - $86.00 per month. The weekly and monthly rates are as follows:
Employee's :
rate not Employer's Total
excecding rate not less than rate
(weekly) $9.92 . $9.93 $19.85
(monthly) $43.00 $43.00 $86.00

For the non-working spouse

(weekly) o $9.92 $9.93 $19.85
(monthly) ‘ - $43.00 $43.00 $86.00
(ii) Premium rates for persons over the age of 65 years not eligible for Government subsidy -
$278.00

(iii) Minimum payment - one month's premium.
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i SECTION 5
NEEDS ASSESSMENT TASK GROUP REPOR’I_‘

5.1 PURPOSE B
The primary purpose of the Needs Assessment Task Group was to assess the adequécy of health
status, health resource and utilization data in Bermuda, and to develop a set of health status
indicators for the community. ' '

3.2 MANDATE

Specific objectives  for The task group interpreted its mandate to require a comprehensive review of
existing health information systems and databases on the island as well as an assessment of the health
information needs of a redesigned and festructured health system,

5.2.1 Ohjectives

This review as set by the task group included:

i, Assess the 'adéquacy of existing surveillance systems and data collection designed to:

e pive a demographic profile of the comununity,

= monitor conditions contributing to morbidity and mortality on the island,

e jdentify significant health problems in the population along with risk factors
and contributing factors, : S

 monitor health manpower; and

s monitor health resource utilization.

it, Identify significant gaps in health data collection,

ii, Document local health resources and support systems,

iv. Comiplete a community health assr:.ssment and recommend a process for on-going
assessment.

v, Recommend health goals and objectives for the community.

vi. Develop a set of health status indicators for the island.

vii, Recommend model systems for data collection and disease surveillance.

5.2.2 Qutputs

Outputis for this process as determined by the group were to include:

i A descriptive review of the islands’ health system.
ii. Recommendations for diseasz prevention and health promotion objectives for the island,
iii. Recommendations for community health status indicators.

———n
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iv, Recpmmendations for a national disease surveillance system for the island.

v. Recommendations for a vital statistics reporting system,

Vi, Recommendations for monitoring health manpower needs. .

vii, Recommendations for assessing health care resource needs,

viii, Recommendations for mor;it.oring health care utilization by target groups.
ix, Recommendations for health surveys. -

5.3 METHODOLOGY

5.3.1 Warkplan

In order to meet their objectives and desired outputs, the members of the Task Group determined a
warkplan and agreed to: .

i Review the existing collection and analysis of morbidity and miortality statistics through the
hospitals, the Department of Health and the Statistical Department. S

ii, Review existing systems for the collection and analysis of vital statistics through the Registrar
General's Office, the Statistical Department and the Department of Hea] th

iii, Review surveillance for both communicable diseases and non-communicable diseases and chronic
conditions. : .

iv, Review linkages and information sharing between the hospitals, the public health service, and

other agencies,

v, - Review models for communjtjf health assessment and identify a specific process for community
assessment for utilization by the Department of Health.

Vi, Review models for disease surveillance and health data collection.

vii. Review models for health goals and heallh status indicators,

5.3.2_Sub-groups

The Task Group formed four sub-groups. Those groups included community assessment, information and
surveillance, vital statistics, goals and objeclives and manpower. Each sub-group gathered information

from literature reviews, document reviews and key informant interviews (KID. Each sub-group identified

that was collected, to review existing information systems and databases on the island and to assess the
capacity of each of the majar agencies identified to collect, analyse and disseminate health information

and statistics..
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5.4 MEMBERSHIP

Needs Assessment Task Group - Reports to the Chairman; Steering Committee

Co-Chairpersons: Dr. John W. Cann, Chief Medical Officer, Bermuda Government
Dr. Ronald Lightbourne, Physician (Private Practice)
Members: Mrs. Marlene Christopher, Registrar General, Bermuda Government

Dr. Brenda Davidson, Senior Medical "Oﬁiccr, Bermuda Gevernment

Mrs. Brenda Dale, Management Services Officer, Bermuda Government

Mrs. Margot Johnston-Regp, Statistical Analyst, Bermuda Hospitals Board

Mr. Art Wade, Management Services Officer, Bermuda Government

Mrs Janet Smith, Chief Statistician, Bermuda Government

Ms Cyrlene Wilson, Statistical Analyst, Bermuda Hospitals Board
Recording Secretary; Ms, Susan McCullagh -Bailey ,

3.5 _EXECUTIVE SUMMARY

5.5.1 Overview

The overall goal of any health system is to improve the health status of the individuals and the commtunity
it serves. In order to improve community health status, it is important to systematically define and
characterize the community, identify community heaith problems, develop strategies and implement
programmmes to address priority health problems, and monitor the impact of interventions and outcomes.
Integrated public health information systems are essential for assessing the health status of the
community, evaluating the effectiveness of the health system and prevention programmes, and monitoring
progress towards health goals and objectives, Accurate health information is needed to effectively plan and
monitor health services, : '

Government "has a legél responsibility for the safety, health and well-being of the community. The

Department of Health has primary responsibility for protecting the public health and should play a unique
role in community assessment, the development of healthy public policy, administration, health

protection, health promotion and quality assurance, Specifically, the Health Department has responsibility
for: :

®  comununity assessment, i.e. measuring health status, identifying community health CONCEerns,

causal and contribuling factors, and priorities for action to address these;
e investigating and controlling diseases and injuries;
° prpmoti_ng a safe and healthful environment, i.e., clean water and air, safe food and facilities;
® prqviding public health laboratory se.rvices to identify health risks; |
e measuring perfo_rmancé', eﬂ‘écﬁveness and quality of lh*.j. h_eélth system;
@ assurjng acceés to personal he;mh services; and
©  mobilizing the community for action on health issues;

* promoting healthful jifestyles for individuals and the community,
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A comprehensive public health information system is essential, for the public health system to perform
these functions, It must have the on-going capacity to anticipate, monitor and respond to health problems
in the community. Good surveillance data are needed to guide public health practice. Effective public
health practice requires: an accurate assessment of the public’s health; definition of public- health
priorities; development and implementation 'of research and public health programmes to improve health,
and evaluation of these programmes, : a ' I L

A community health assessment can be helpful in focusing attention on health goals and the identification
of priority health problems. A comprehensive well conducted assessment can help to provide information
on the demographic characteristics and the health status of the community, an inventary of available
health resources and services, information on utilization of these services and the economic impact of

problems affecting the community, identify priority areas for attention and develop an action plan to
address identified needs. Finally a community health assessment can serve to measure the impact of
agreed interventions and public health actions on the health status of the comununity. ' '
The development of health goals, appropriate disease prevention and health promotion objectives,

and indicators are critical to monitoring changes in the health status of the population, measuring

the impact of the health system on health gutcomes and assessing the efficiency and effectiveness of

the health system. Uniform measures are necessary to monitor health status and measure health

oufcomes.

The health status of the island's residents can be tracked and analyzed through appropriate surveillance
systems; the information coliected can be used to help the community to identify priority health problems
and determine strategies to address these problems, ' . SR R o

5.5.2 _Current Situation of Health Tnformation

Currently, the principal sources of health information in Bermuda, (summarised in Appendix A, page 27)
are the vital events registration system (births, deaths and marriages), the hospital data system, and
various disease reporting systems. Additional sources of health data on the island include the Census
Survey, and surveys conducted by government agencies (Education, Finance, Labour, Home AfTairs and
Fublic Safety, Health and Social Services), QUANGOS such as the National Drug Commission, and
health-related organizations such as the Bermuda Diabetes Association. '

Existing surveillance systems designed to give a demographic profile of the community are adequate.
Vital statistics are collected through a variety of mechanisms and from a number of sources. The
collection and analysis of information on vital events is coordinated through the Registry General.
Registration is considered to be complete, and the data collected is of high quality .

Data collection systems designed to monitor conditions contributing to morbidity and mortality on the
island are inadequate, However, some existing systems for data coliection are considered to be adequate.
The Mortality Surveillance System (MSS) collects information on all deaths on the island 1o provide
information on mortality and mortality patterns. Reporting is complete and the information oblained js
considered to be of good quality and accurate. A critical assessment of morbidity surveillance sugpesis that
there is room for improvement. The Notifiable Diseases Surveillance System (NDSS) collects information
on all notifiable diseases and conditions for contro] purposes. Occupation-related conditions are not
included in the list of notifiable diseases. The reportable diseases are primarily infectious.



HEALTH CARE REVIEW SECTION 5- NEEDS ASSESSMENT
BEERMUDA : 13th MAY, 1996

Little information is available on the prevalence of behavioural and environmental risk factors. There is
no systematic process in place to collect information from aduits on the island on their health behaviours
and preventive health practices. Limited data collection takes place in the schools and provides same
information on school-aged children and adolescents. L S

There is no formal sj_'stem in place for monitoring the overall health manpower needs of the island. The
Department of Health maintainc 2 database on existing health resources including health human.
resources. This database, however, provides information on the total number of active health practitioners
but does not indicate gapsor deficiencies in the numbers of practitioners required.

An integrated, comprehensive system for monitoring health tesource utilization on the istand does nnt
exist. Hospital utilization data is readily available and accurate. Information on utilization in the private
sector is not generally available. - o

5.5.3 Gapsin Health Data Cbliectiun

There are significant gaps in health data collection. As noted, data on health behaviors and preventive
practices is limited or not available, Information on the impact of chronic conditions and acute health
- conditions such as road traffic accidents and occupational infuries, on the community is not readily
available or collected. Data is not collected to assess the outcomes af health-care services and procedures,
access to health care services or consumer satisfaction with care, ' o

5.5.4 Conclusions/Recommendations

The istand lacks a comprehensive, integrated health information system. Limited health information is

available to guide health planning and inform policy-makers, Current approaches to public - heaith
surveillance are fragmented and are not adequate to address current or potential new challenges to public

health

The Needs Assessment Task Group made recammendations in a number of areas relevant to the collection
and analysis of health data and the use and dissemination of health information. These recommendations

include the following: S :

5.5.4.1 Vision, Goals and Objectives

The Ministry of Health and Social Services should:
I. Assure development of a clear vision statement Jor the island's heé!rh System;
il. Take the lead in developing a set of health goals for the island, and

fii. Take steps to secure a commitment to the vision Jor health and the health goals developed for the
island from all stake-holders, including: SRS :

v the general public

e health care providers and professional organizations

* advisory groups ,

#  the hospitals and other himan services agencies, and the govermment -
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5.5.4.2 Community Health Assessment

The Department of He ealth should:

i.

ii.

iii.

iv,

Vi,

Vil

Viii,

Assure and facilitate completion of a community health assessment:

Facilitate the identification of priority health-problems based on the results of the Community
health assessment;

Develop a public henlth plan for the island based on the result of the community health

. assessment and the identification of priority health problems;

Develop a set af health promotion and disease Prevention objectives _)'br: the island;

Develop a process to monitor health promotion and disease prevention objectives and identify
significant gaps; .

Develop a set of health status indicators Jor the island - these indicators should be outcome

measures rather than process measures; '

Use a standardized format, such as the Assessment Protocol for Excellent in Public Health
(APEX/PH), the department should conduct a community health assessment process on a regular
basis... Every two years is recommended. '

Mobilize the community, and in particular, health care providers and professional organizations,
the hospitals and other human service agencies and advisory groups, o set priorities,

Mobilize the community, and in particular, health care providers and professional organizations,
the hospitals and other human service agencies and advisory groups, to develop strategies to
address priority health problems. - ' L

5.5.4.3 Capacitv/Infrastructure

The Department of Health should:

i

ii.

iii.

.

Examine its roles and responsibilities with regard to community health assessment. It should
assess ifs capacity ta provide information and data analysis to policy makers (i.e. the Minister
and the Cabinet) with periodic information and data analyses concerning priority health
problems, using a standardized process such as APEX/PH: B S

Assess its technical capability to collect, analyse, inferpret, and disseminate health data;

Assess its capacity to monitor established heaith 8oals and identified disease prevention and
health promotion abjectives: o

Assess its technical ability to conduct periodic health surveys;

Evaluate its access to epidemiological expertise to provide Jor the interpretation of health data,
The department should consider Jormal arrangements with an external public health agency; and
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The Registrari General should assess the capacity of the Registry General to collect and an'al}:e health
data in o fimely manner. _

5.5.4.4 Public Health Information Svstem

The Ministry of Health and Social Services should take the lead in developing a comprehensive

integrated Public Health Information System (PHIS) linking vital record, hospital data and disease
surveillance systems. _ . C

The Minister of Health and Social Services should appoint a Steering Comunittee to oversee the PHIS,
The committee should include representatives from the public health service, the Hospitals Board, the
Statistical Department, the Registrar General’s_Oﬁ'lce_, as well as health care providers.

The PHIS Stesring Committee should:

i Manage the development and operation of quality data management systems.
il Manage linkage of health information systems in both the public and private sectors.
i, Assure appropriate data-sharing, and dala-transfer between the Departinent of Health, the

Bermuda Hospitals Board, the Registry General and the Statistical Departiment. The Commitiee
should set standards Jor data-transfer and use and recommend standards Jor data collection,

iv. Develop an integrated data plan for health assessment involving the vital records, hospital data
and disease surveillance systems.

V. Recormnend standards for the collection, analysis and reporting of data used in the community
“health assessment process,

i, Include systems fdr the surveillance of administrative data, birth defects/disabilities, selected
behavioral risk factors, selected cancers, commurnicable diseases of public heaith importance,
selected non-communicable {chronic) diseases, injuries and accidents, occupational illness and
injury, vaccine-preventable diseases and vital siatistics. In addition, it should provide for " -
pharma co-surveillance, :

The Department of Health should:

i Maintain a database on health facilities, human resources, health services and health related
organizations. o
ii. Together with the Hospitals Board explore the feasibility of a computer network linking the

hospital, health care providers (physicians) and the public health service,

ifi, Maintain a computerized management information system that allows for the analysis of
administrative, demographic, epidemiological and service utilization data, to provide
information for planning and evaiuation Purposes.,

iv Enter into formal agreement with the Hospitals Board, the Statistical Department and the

Registrar General, concerning the collection, use and transfer of health dota; these agreements
should be reviewed at least biennially.

10
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V. Assuve the collection and dissemination of information, based on a sample of the population,
on health behaviors, and preventive practices. Behaviour risk factor surveys should be
instituted using a standardized format such as the Behaviour Risk Factor Surveillance Svstem
(BRFSS) developed by the Centres Jor Disease Control (CDC),

Vi At least every five years convene a round-table diseussion with key individuals and organizations
involved in public heaith to review their goals, their perceptions of their roles, authority and
needs. This group should include: SR o ' : '

s other government agencies
» interest groups and professional associations
. the hospitals and other potential stake-holders.

5.5.4.5 Dissemination of Health Information

The Registrar General should produce quarterly vital statistics reporis.
The Department of Health should:

. Produce annual reports on the health status of the population.

if. Disseminate information on health data fo the public on a regular basis through a newspaper
column or a regular newsletter;

iii. Make health information and data available to interested community groups and organizations

Jor their health related activities (.e. Allan Vincent Smith Foundation, Diabetes Association);

The Chief Medical Officer should:

i Produce annual “Report Cards” on the health status of children and the elderly; (see A (ppendix
N, page 36}
i, Compile an annual listing of health-reiare_d information systems and databases maintained in the

communily (i.e. Cancer Registry).

5.6_OVERVIEW OF HEALTH CARE NEEDS

5.6.1 Health-care svstem

It is generally a_ccep'ted that a comprehensive health care system should provide certain essential health
care services including . '

*  public health and preventive medicine;
* emergency medical care;

®  acute care or non-emergency care;

* in-patient or hospital care;

* long-term care and rehabilitation;

¢ mental health

These may be categorized as health promotion, disease prevention and health maintenance services and
treatment of diseases and rehabilitation. '

Traditionally, the health system has been considered to consist of two components:

*  the public health system and
° the personal health system,

11
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The goal of the'health system is to improve the health status of both individuals and the whole population,
Public health differs from the personal health care system by its focus on population groups rather than on
individuals and its emphasis on disease prevention and health promotion and health protection. The
personal health system focuses on the treatment of disease and seeks to cure iliness and to maintgin

health, .

Acnte care rather than disease prevention or health promotion have been the major focus of the health care
system. However, there is growing recognition of the importance of disease prevention as an effective
means of improving health status. Attempts to shift the focus of the health system from medical care to
health care, from curative medicine to preventive medicine and from illness to wellness have lead to a
greater emphasis on clinical preventive services and to increased monitoring and assessment of the
effectiveness of medical practice and clinical interventions, particularly preventive measures.

Efforts to reform the health system have focused on two main areas: controlling health systern costs; and
ensuring access to basic health care services. It is increasingly clear that attention must also be focused on
improving the health status of the population as a whole. To improve the health status of the whole
population, the heaith system must ensure a reasonable standard of care for everyone, .

Strategies developed to refocus the health system and to target health outcomes and improvérnents in
health status have concentrated on : o .

» restructuring the personal health system; o R
» _ strengthening the public health system; and ' ’ -
-+ enhancing the infrastructure of the health system through the development of integrated
' health information systems. R T

5.6.1.1 Public Health

There have been several analyses of public health and its role in the health system, during the past two
decades. Four major reports from the National Academy of Sciences in the United States have called for a
stronger public health system. In 1988, the Institute of Medicine (IOM) published a report, The Future of
Public Health, which defined the mission of public health as fulfilling society’s interest in assuring
conditions in which people can be healthy. According to the report, public health aims io generate
organized comimunity effort to address public heallh priorities and 1o apply scientific and technical
knowledge to prevent disease and promote health. The goal of public health is prevention of disease,
injury, disability, and premature death. To carry out its mission; the public health agency must have an
effective administrative structure in place, with good financial and personnel management systems. '

The focus of public health is population-based prevention. Prevention includes:

© primary prevention which reduces the susceptibility or exposure to health threats (i.e. immunizalions,
health education, health promotion). E o '

@ secondary prevention, which most often detects and treats disease in early stages. (i.e. mammography
to detect breast cancer),

® tertiary prevention, whick alleviates some of the effects of disease, injury or disability, (i.e. 'surg'ery,
physical therapy, medication). : ' '

A report of the Core Functions Project, Health Care Reform and Public Health, suggests that the reformed

health care system can be envisaged as a pyramid. At the pyramid’s base are public health and population-
based programs aimed at disease prevention, health protection, and health promotion. Resting on the base

12
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in ascending tiers are: primary health care services for individuals, including clinical preventive services;
secondary health care services; and, finally, tertiary health care services, {See Appendix B, page 38)

The IOM report identified three core functions of public health;

®  assessment,
s policy development, and
©  assurance.

These three functions are all linked in an On-going process,

1. Health assessment includes the collection, analysis, and dissemination of information on the health of
the community, including health status measures and community health needs, population groups at
greatest risk, health care services, and resources, '

2. Assessment leads to policy development, a process of considering alternatives for acu'on; Public health
policy development involves making decisions about the relative importance of health problems.

3. The assurance function involves tesponsibility for ensuring that individuals and groups get the
services needed to achieve agreed-upon health goals, by providing services directly, or by encouraging
private sector actions, ' ' '

The UK., government outlined its proposals for development of a health strategy for England in a Teport,
Health of the Nation. It identified three similar roles for local health autharities in the UK, - assessment,

assurance and guality assurance,

5.6.1.2 _Essential Public Health Services

A number of essential Dpublic health services have been identified. These include:

* conducting a community diagnosis:

* preventing and controlling epidemics,

*  providing a safe environment;

®  measuring performance, effecliveness and outcomes of health services;
¢ research; and ‘ :

= mobilizing the community for action.

To effectively deliver these services, public health agencies must have the capacity for community health
assessment, the development of public healih policy, administration, health promotion, heaith proteclion,
quality assurance and community empowerment. Community health assessment requires the capacity to
develop, and operate health information systems designed to collect, analyze and monitor health data. In
addition it requires the capability to conduct COMUnunity assessments, '

Public- health policy is established with the involvement of many groups and individuals, including

government, non-governmental organizations and health-related community groups, health care providers
and public health professionals. Public health agencies must have the technical ability and resources to

13
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3,6.1.3 Health Promotion

Health promotion includes health education and the fostering of healthful living conditions and lifestytes.
Public health agencies must have the capacity to communicate health information to individuals , health
care providers and the community as a2 whole. In addition they must have the ability to work with other
agencies and the community on an on-going basis to assure the implementation of health promotion
programmes to address health risk factors and positive heaith behaviors,

5.6.1.4 Clinical Preventive Services

Clinical preventive services include screening tests for the early detection of diseases, immunizations and

prophylactics to prevent disease, and health education and counselling to modify risk factors that lead to
disease. .

Preventive services for the early detection of certain health conditions have been associated with
substantial reductions in morbidity and mortalilty; many of the major causes of morbidity and montality
can be prevented, or postponed by immunizations, healthful lifestyles, or detected early through screening
tests and treated effectively,

In general, preventive services should not be used unless they have been demonstrated to be effective.
Ineffective interventions may be costly and in some cases, harmful. There is basic agreement among most
authorities about recommendations for most types of preventive care. The Canadian Task Force on the
Periodic Health Examination (CTEPHE), appointed by the Canadian Government, developed criteria to
assess the guality of research evidence on clinical prevenlive services and examined preventive services
for over 78 health conditions in 1979, Its recommendations were updated in 1994 in the “Canadian Guide
to Clinical Preventive Health Care.” Starting in 1984, the 11.S. Preventive Services Task Force (U, SPSTF)
commissioned by the U.S. Public Health Service, made scientific assessments and developed
recommendalions on preventive services. Its recommendations wers first published in 1989 as the “Guide
fo Clinical Preventive Services.” Important findings from the UUSPSTF can be summarized as follows:

° interventions that address paiients’ personal health practices are vitally important; effective
interventions that address personal heatth practices are likely to lead to substantial reductions in the
incidence and severity of the leading causes of diseases and disability;

» the clinician and the patieat should share decision-making; and

= for some health conditions, community-level interventions may be more effective than clinical
preventive services. S :

Public health surveillance is critical to the assessment function (see Appendix C, page 35). Public health
surveillance may be defined broadly as the ongoing systematic collection, analysis, interpretation,
dissemination, and use of health information, A public health surveillance system may be defined as a
comprehensive system for public health surveillance based on a network of data systems that provide
information on the population, health conditions and the health system, This includes information on;

s morbidity, mortality and disability from acute and chronic conditions; and iﬁ_juries;
 occupational risk factors associated with illness and premature death; c
 environmental risk factors; ' R :

=  personal (behavioral) risk factors;

¢ health services (preventive and treatment);

¢ health services costs; and

e heaith care resources (i.e.,manpower).

14




HEALTH CARE REVIEW SECTION 5- NEEDS ASSESSMENT
BERMUDA 13th MAY, 1996

N ,
A variety of data sources are essential to a comprehensive, integrated public health surveillance and

information system and should include population surveys, birth and death certificates, clinical records, as
well as laboratory and administrative data. Routine surveillance data can be collected from a number of
data systems, including notifiable diseases, vital statistics, registries, health surveys and administrative
data systems. . R '

The objectives of a surveillance system include:

1. detecting health problems in the community (including determining the magnitude of the
problem); detecting outbreaks or epidemics; ' :
documenting the spread of health problems;

providing quantitative estimates of the magnitude of morbidity and mortality,

describing the clinical course of disease; e

identifying potential risk factors;

epidemiological research; and

assessing control and prevention activities,

N w

In addition, a surveillance system can serve 1o detect changes in health practice and to facilitate planning,

A surveillance system may be evaluated to determine whether it serves a useful public health function and
whether it meets stated objectives. An evaluation may focus on a number of areas, including:

 the public health importance of the condition(s) under surveillance;

e thie system (objectives, case definitions, components and operation);

¢ the usefulness of the system; ' o

o the systems attributes {simplicity, flexibility, acceptability, semsitivity, predictive value,
representativeness and timeliness); and . o

» the resources used to operate the system,

5.6.1._5 Health Goals

The development of health goals, appropriate disease prevention and health promotion objeclives, and
indicators are critical to moniforing changes in the health status of the population, measuring the impact
of the health system on health outcomes and assessing the efficiency and effectiveness of the health
system. A number of countries have developed strategic plans to improve the health status of their
citizens. National health goals and objectives have been established by Australia, WHO European region,-

the US and the United Kingdom as well as a number of other countries,

In 1977 the Health Assembly of the World Health Organization resolved that the main social target for
governments and WHO should be “the attainment by all citizens of the world by the year 2000 of a level of
health that will permit them to lead a socially and economically productive life”. The Assembly approved
a definitive global strategy for health for al by the year 2000 and has subsequently established global
targets for heaith and global indicators, : : -

The US Public Health Service adopted a goal setting strategy in 1979, The report, Healthy People: The
Surgeon General’s Report on Healih Promotion and Disease Prevention concluded that further
improvements in health for the /S population were most likely {o be achieved through disease prevention
and health prometion rather than through increased medical care services. It recommended goals by age
groups and recommended action in five priority areas: smoking, high blood pressure, alcohol
consumption, nutrition, and physical activity,
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Healthy Peoplei2000 established four national goals;

® t{o prevent unnecessary disease and disahili_ty,

® to achieve a better quality of life, _

@ to reduce dispadﬁes in the health status of minority populations, and
© to achieve better access to preventive services for all Americans,

The report identified 365 objectives for the year 2000. A companion document, Healthy Communities
2000: Model Standards, provided a tool for communities to adapt national objectives from Healthy People

2000 to their local needs.

In 1991, The Health of the Nation, set out proposals for a health strategy for England. It recommended
five key areas for immediate action and targets for the year 2000 and beyond.

Health status measures are important for identifying problem areas and for monitoring progress towards
health goals and health promotion and disease prevention objectives. There are various measures of health
status. Conventionally, the health status of populations have been measured using vital statistics and
mortality rates. There are few established, positive measures of health,

Standard guidelines for clinical Preventive services have been established. Breslow and Somers proposed a
life-time health monitoring programme, incorporating health goals and professional services for 10 age
groups. The Canadian Task Force on the Periodic Health Examination was established in 1976 to review
the effectiveness of clinical preventive services. The US Preventive Services Task Force published its
Guide to Clinical Preventive Services in 1989. It recommends more than 100 preventive interventions for

60 target canditions.

3.6.1.6 Community Health Assessment

A community health assessment can be helpful in focusing attention on health goals and the identification
of priority health problems. A comprehensive well conducted assessment can help to provide information
on the demographic characteristics and the health status of the community, an inventary of available
health resources and services, information on utilization of these services and the economic impact of
heaith care on the community, A community health assessment can also provide information
characterizing the health behaviour of the community. In addition, it can serve to identify the major
health problems affecting the community, identify priority areas for attention and develop an action plan
to address identified needs, Finally a community health assessment can serve to measure the impact of
agreed interventions and public health actions on the health status of the community.

There are two approaches to community assessment. The first relies heavily on active community _
participation, The second approach provides for an inilial assessment by professionals with follow-up
consultation with the community. ' o T

A community assessment can take many different forms. A simple assessment entails a basic review of
existing data. An intermediate assessment involves a basic review of existing data and a brief survey of
key community informants, while a comprehensive assessment includes a review of existing data plus a
detailed survey of key community informants, health care providers and the community. o
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There are several models of the community health assessment process, including the Assessment Protocol
for Excellence in Public Health (APEXPH), Planned Approach to Community Health (PATCH), and
Healthy Cities. Effective models contain the following elements; L _ : .

‘o an assessment of the community’s organizational structure; .
* comumnunity participation (in setting priorities and in problem salving);
* an assessment of the community’s health needs using science-based data;
* @ process for setting priorities in light of community resources;
° the development and implementation of Intervention strategies; and
* monitoring and evaluation, ' S

A community health assessmerit may involve several phases (See Appendix D, page 40). The first phase

indicators. The second phase involves an assessment of self-reparted health behavior, development of a
community health resource inventory, and an economic impact assessment, The third phase focuses on
using the information collected in the previous two phases to priaritize community health needs. This may
be accomplished through a number of different methods. The fourth phase involves the development of a

community action plan. The final phase entails the implementation and evaluation of community health
interventions, ' : -

3.7 _CURRENT SITUATION

3.7.1 _Existing Surveillance and Health Data Collectio_li Svstems_

Existing surveillance and health data collection systems on the island include: vital statistics, notifiable
diseases, mortality surveillance and hospital administrative data systems (See Appendix E, page 41.)
Additional sources of information include the Census Survey, and reports published by the Ministry of
Finance and the Statisticians Office, S :

3.7.2 Vital Evenis chistratinn

The existing vital events regisiration system provides for the collection, analysis and disseminaﬁnn of
basic data on vital events on the island.

The Registrar General is responsible in law for the civil registration of vital events consisting of all births,
deaths and _nmrr_iages._The reporting of vital events is mandated under a number of statutes, including:

" Registration (Births and Deaths) Act, 1949
The Marriage Act, 1944
Matrimonial Causes Act, 1974
Adoption of Children Act, 1963 .
Merchant Shipping Act, 1979 - The Merchant Shipping (Return of Births and Deaths)
Regulalions, 1980 o

Vital events are reported through a variety of mechanisms, All births must be registered within a
specified time-frame. The Registrar General's Office follows up on all ouistanding registrations through
direct contact with the parents of the newbarn, All deaths must be certified by a physician and registered

are required to notify the Registrar General of ail marriages. The divorce records of the Supreme Court
Registry are utilized by the Registrar General's Office to determine divorce rates for the island.
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The Department of Health and the Bermuda Hospitals Board both collect some vital statistics along with
the Registrar Géneral, The Hospitals Board only collects data on vital events such as births and deaths
occurring within the hospitals, The raw data is captured on the GTE MIRA inpatient abstracting systerm,
processed by CIHI in Canada and returned to the Board in report form on a monthly, quarterly and annual
basis. Data are tabulated and graphed. Simple rates are calculated and assessed for trends and to detect

changes in patierns.

The Registrar General publishes an annual report, The Annual Report of the Registrar General which
contains raw data on selected vital events. The Statistical Department incorporates information on vital
events in it's annual publications, the Bermuda Digest of Statistics, Facts and Figures, the Review of Birth
Statistics and the Review of Death Statistics. The Department of Health utilizes raw data on deaths ang
births to produce vital statistics for transmission to the Pan American Health/World Health Organization.

Information obtained from this system is used to support other surveillance programmes. It is also used for
prevention and control of notifiable diseases. ' LR

3.7.3 Mortality Surveillance Svstem

The Mortality Surveillance System (MSS) (see Appendix F, page 44) collects information on all deaths on
the island to provide information on mortality and mortality patterns. The system is operated under the
Public Health Act, 1949

All deaths must be certified by a physician within a specified time-frame. Death ceriificates are forwarded
to the Registrar General; copies of these reports are sent to the Chief Medical Officer. The pathologist for
the Bermuda Hospitals Board provides copies of all autopsy reports to the Chief Medical Oficer.
Coroners’ reports are also forwarded to the Chief Medical Officer. L C -

Basié demographic information, date of death and similar data are collected for all deaths. Health

department staff obtain additional information as needed on a case-by-case basis. Data are edited for
accuracy and validity,

Data are sent to appropriate government agencies (i.e., Statistical Depariment ) who in turn forward

Teports to international agencies (United Nations). The Department of Health also forwards reports to B '

international health agencies ( PAHO/WHOQO).

Reports are reviewed on a case-by-case basis and coded according to the International Classification of
Diseases (ICD-9) developed through WHO. Cases are tabulated by age, sex and cause of death and death
rates are calculated. Annual summaries are completed, No attempt is made to link information from death
ceriificates for infants with birth certificates, or information on maternal characteristics.Based on simple
analyses, assessments of rates according to age, sex , race and specific cause of death are made,

Data is disseminated through the Surveillance Report. An annual report is forwarded to in_ierﬁ_ational
agencies (i.e., United Nations, PAHO/WHO), Data is used to monitor long-term trends, to identify
differences in rates within subgroups of the poputation. L

5.7.4 _Notifiable Diseases Surveillance Svstem

The Notifiable Diseases Surveillance System (NDSS) (see Appendix G, page 45) collects infoﬁnation on
all notifiable diseases and conditions for control purpeses. Occupation-related conditions are not included
in the list of notifiable diseases. The reportable diseases are primarily infectious, C

The reporting of selected conditions is mandated under the Public Health Act, 1949,
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Health-care providers are required to report notifiable conditions to the Chief Medical Officer within
specified time frames, Laboratories and the infection control practitioners (ICPs) at the two hospitals also
transmit reports of notifiable diseases to the Department of Health. Standard reporting forms are utilized
by ICPs. A clerk in the department calls sentinel physicians on a weekly basis to obtain reports of all
notifiable conditions seen in the previous week {(physicians may report conditions to the department via
telephone or standard forms). A : I S

Basic demographic information is collected for all conditions, Additional infnnnaﬁon is collected on g
case-by-case basis as needed. Data are entered manually and edited for accuracy and validity. '

Reports are reviewed on a case-by-case basis to determine the need for action, Reports are forwarded to
appropriate staff of the department for action (i-e., nurse epidemiologist, environmental health officers,
community health nurses.) '

Data is tabulated, graphed and analysed to detect unusual patterns. Annual summaries are prepared.
Data is disseminated through the Surveillance Report. In addition monthly reports are forwarded 1o the
Caribbean Epidemiology Centre (CAREC). Information collected is used for the prevention and control
of notifiable diseases. .

5.7.5 Hospital Data Svstems

The hospital data systems include both administrative and clinical systems. Information on inpatients is
collected from the acute care hospital, the hospice and the Extended Care Unit and reported in some
detail. Inpatient information is collected from discharge records and entered into computerised data
systems (WANG/KEAMED and GTE/HMRI/AS/400 Data Systems). Information is coded according to
the International Classification of Diseases (ICD-9). Outpatient information is collected using manyal

systems and is not coded and computerised.
A number of reports are produced, including:

Discharge Analvsis - Patient /Service and Daclor/Service. These are produced on a monthly,
quarterly and annual basis, SRR B e

Indices - Diagnosis, procedure, patient service, doctor service and physician. These reports are
compiled on a monthly and annual basis, ,

Listings - Chart listings (lists all coded patient information), Chart Listings Addendum
(summary of all special projects), Death Supplementary and Alternate Level of Care

Length of Stay - Hospital/Patient, Service and case mix comparisons to a Canzid_.ian database,

3.8 GAPS IN SURVEILLANCE AND HEALTH DATA COLLECTION SUPPORT SYSTEMS

There are significant gaps in health data collection. The island lacks a comprehensive, integrated health
infortnation system. Current approaches to public health surveillance are fragmented and are not adequate
to address current or potential new challenges to public health. ' '

Existing surveillance systems designed to give a demographic profile of the community are adequate.
There are no significant gaps. Vital statistics are collecied through a variety of mechanisms and from a
number of sources. The collection and analysis of information on vital events is coordinated through the
Registry General. Registration is considered to be complete, and the data collected is of high quality. The
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transfer and sharing of data along with the timeliness of data dissemination have been identified as
problems. These are being addressed by the Registrar General. S

Data collection designed to monitor conditions contributing to morbidity and mortality on the island are
inadequate. However, some existing systems for data collection are conmsidered to be adequatg.” The
Mortality Surveillance System (MSS) coliects information on all deaths on the island to provide
information on mortality and mortality patterns. Reporting is complete and the information obtained js
considered to be of good quality and accurate. A critical assessrment of morbidity surveillance suggests that
there is room for improvement; little information is available on morbidity patterns. The Notifiable
Diseases Surveillance System (NDSS) collects information on all notifiable diseases and conditions for
conirol purposes. The reportable diseases are primarily infectious, Occupation-related conditions are not
included in the list of notifiable diseases, o '

Limited information is available on the prevalence of behavioural and environmental risk factors. There is
no systematic process in place to collect information from adults on the island on their heaith behaviors
and preventive health practices. Limited data collection takes place in the schools and provides some
information on school-aged children and adolescents, No information is available on adults. '

There is no formal system in place for monitoring the overall health manpower needs of the island. The
Department of Health maintains a database on existing health resources including health human
resources. In addilion the Department of Education compiles statistics on students abroad who are
studying in health-related areas. - CL SR

A comprehensive system for monitoring health resource utilization on thé isiand does not exist. Hospital
utilization data"is readily available and accurate, Information on utilization in the private sector is not
generally available, ' g : : x

3.9 CONCLUSTONS/RECOMMENDATIONS

Information on health should come from: the community (individuals, population groups within ihe
comununity and community organizations); health care providers (physicians, the hospitals, laboratories,
and -the public health service); administrative and government agencies (Registry General, Statisiics,
Social Insurance, The Hospital Insurance Commission, Personnel, Environment, Law Enforcement,
Labor, Immigration and Education); and payers (insurance companies, BHIA). '

The public health surveillance system should be based on a network of data systems and should integrate:

* notifiable disease surveillance;

* sentinel surveillance; =

o vital statistics;

»  health surveys;

o administra_tive data systems; and
e registries '

Multisource data collection by existing agencies (ie. Department of Health, Registry General, the
Bermuda Hospitals Board) should continue, However data eollection activities should be standardized and
coordinated through a steering committee.

Mechanisms for the transfer of data between agencies (i.e. Department of Health, the Registry General
and Department of Statistics and the Bermuda Hospitals Board) must be established,
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Data analysesiand interpretation should be completed by the appropriate agencies (i.e, Departments of
Health and Statistics) according to agreed protocols.

Drata should be disseminated on a timely basis to users ( i.e. physicians, the hospitals, the public health
service ) to allow for appropriate action or public health response. In addition data should be released on
a regular basis to the public, community organizations and policy makers,

The system and its component systems should be reviewed and evaluated on a regular basis (i.e., every
three years) to assess its usefulness, The system should be reviewed using established criteria , including:
cost, sensitivity, specificity, predictive value positive, representativeness, timeliness, simplicity, flexibility,
and acceptability. '

The Needs Assessment Task Group made specific recommendations in a number of areas relevant to the
collection and analysis of health data and the use and dissemination of health information. These
recommendations include the following: . :

5.9.1.1 _Recommendations for Health Svstem Vision, Goals and Ohjectives

The Ministry of Health and Social Servicey should:
i. Assure development of a clear vision statement for the island's health system.
it. Take the lead in developing a set of health goals for the island..

iti. Take .s'rep.s'hto secure a commitment fo the vision for health and the health goals developed for the
island from all stoke-holders (see Appendix H, page 46), including:

¢ the general public

e health care providers and prafessional organizations

e advisory groups

¢ the hospitals and other human services agencies, and the government

The ultimate goal of the island’s health system should be to protect and improve the health status of the
istand’s residents. The existing health system focuses on clinical curative and therapeutic services rather
than on prevention; it provides a greater response to acute health problems rather than to the prevention of
chronic disease. A clear vision statement for the health system should help to shift towards a better
balance between the public health and personal health systems. In addition it might help fosier greater
integration between the two components of the health system. o o '

Many countries have developed strategic health plans incorporating national goals and health promotion
and disease prevention objectives. Goals can be set in a number of areas, including: age or population
groups, major causes of illness or death, determinants of health or risk factars. There are a variety of
methods and criteria that can be utilized to select health goals, Three criteria for the selection of ey areas
are outlined in The Health of the Nation as follows; '

® the area should be a major cause of premature death or avoidable ill-health (sickness and/or disability)
either in the population as a whole or among specific groups of people (see Appendix 1, page 47).

¢ the area should be one where eflective interventions are possible, offering significant scope for
improvement, . : :

® it should be possible to set ohjectives and targets in the chosen area and monitor progress towards
achievement through indicators,
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Improvements in the public’s health require active community ownership and commitment. Many public
health problems, such as HIV infection and AIDS, teenage pregnancy and violence are multifaceted and
require a coordinated response and are dependent upon the development of community based coalilions

and collaboratives. .

5.9.1.2 Recommendations On Assessment of the Community’'s Health

The Departinent of Health should:
i Assure and facilitate completion of a community health assessment;

o Facilitate the identification of priority health-problems based on the results of the community
health assessment; ; S R P

iif. Develop a public health plan for the istand based on the result of the co.rmnuﬁiry health

assessment and the identification of priority health prqb!er_ns;

iv. Develop a set of health promotion and disease prevention abjeéiives Jor the island;

V. Develop a process to monitor health promotion and disease prevention objectives and identify
significant gaps; '

vi. Develop a set of health status indicators Jor the island; these indicators should be outcome

measures rather than process measures;

Vil Using a standardized format, such as the Assessment Protocol for Excellent in Public Health
(APEX/PH), conduct a community health assessment process on a regular basis. Every rwo
Years is reconimended: -

vii, Mobilize the community, and in particular, health core providers and professional organizations,
the hospitals and other human service agencies and advisory groups, io set priorities;

ix, Mobilize the community, and in particular, health care providers and professional arganfzdi‘ion._s:
the hospitals and other human service agencies and advisory groups, to develop strategies fo
address priority health problems; T

A community health assessment can be helplul in focusing attention on health goals and the identification

of priority health problems. A comprehensive well conducted assessment can help to establish a baseline
of information on the community that can be used in seiting goals, It can serve 1o provide an inventory of
the community’s resources (see Appendix H, page 46,)) An assessment can help to provide an
understanding of how the health system works and identify gaps and barriers to service delivery. The
community health assessment process can help to forge a consensus about the community’s health needs.

Healthy Communities 2000: Model Standards represents one approach to establishing goals and
objectives. It outlines eleven steps, including:

» . Assess and determine the role of the public health agency within the community;

*  Assess the agency's organizational capacity,

*  Develop a plan to build the necessary organizational capacity;

©  Assess the community’s organizational and power structures;

» Organize the community to build a stronger constituency for public health and build a

partnership for public health;
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»  Assess the health needs and available community resources;
¢ Determine priorities; o .
 Select outcome and process objectives that are compatible with identified priorities;
» Develop community-wide intervention strategies;

» Develop and implement a plan of action; and

° Monitor and evaluate the effort on a continuing basis.

APEXPH and PATCH are two assessment and planning tools that may be used in this process. These two
tools are similar. The APEXPH process utilizes a workbook which public health agencies can use to asses
their organizational capacity, assess the health status of the community and involve the community in
improving public health, The process involves the collection and analysis of community heaith data, the

community’s perception of their health status and involvement of a community health advisory committee
in a community health planning process. The PATCH process is a health promotion methodology. Key
aspects of PATCH include: active community participation in the process and decision making; use of
data to guide selection of health priorities, programsme development and programme evaluation;
development of a comprehensive health promotion strategy based upon analysis of factors that contribute
to identified health priorities; and process and programme evaluation emphasizing programme

" improvement and feedbaclk. . _ _

5.9.1.3 Recommendations on Infrastructure and Capacity,

The Department of Health should;

i. Examine its roles and responsibilities with regard to community health assessment, It should assess
its capacity o provide information and dato analysis to policy makers (i.e. the Minister and the
Cabinet) with periodic information and daia analyses concerning priority health problems, using a
Standardized process such as APEX/PH: ' ' ' .

it. Assess its technical capabilitji to collect, analyze, interpret, and disseminate health daia;

iil. Assess its capacity lo monitor established healtf: goals and identified disease prevention and health
promolion objectives. ' :

fv. Assess ils technical ability to conduct periodic health SUurveys,

v. Evaluate its access to epidemiological expertise to provide fdr the interpretation of health data; the
department should consider formal arrangements with an external public health agency.

The Registrar General should assess the capacity of the Registry General o collect and analyze health
data in a timely manner. . ' ' -

3.2.1.4 Recommendations for Discase Prevention and Health Promotion Obiectives.

Recommendations for disease prevention and health promotion objectives are outlined in 4ppendix J,
(page 48). Objectives should be explicit and measurable; they should focus on current health status and on
anticipated health needs. They state what wil] happen in changing the status of a health problem. They

may be expressed as :
* improvements in health;

s changes to risk factors; and
» changes to the precursors of ill-health.
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These objectives were developed by the Task Group after reviewing available morbidity and mortality data
for the island. They are intended only as interim objectives until such time as a comprehensive community
health assessment has been completed and a process for identifying health needs and determining health
priorities has been selected, R

5.9.1.5 Recommendations for Community Health Status Indicators.

Recommendations for community health status indicators listed in Appendix K (page 50). There are
various measures of health status, However there is a lack of consensus on what indicators are the best
measures of health status. The most conventional method of measuring the health status of the population
is by means of vital statistics and mortality statistics (i.e. infant mortality rates, childhood mortality raies
and adolescent fertility rates). o . e :

The Pan American Health Orpanization has developed a set of regional health indicators (see Appendix E
page 41.) 1t is generally accepted that development of a small set of standardized health indicators is most
useful in assessing the health status of a Community on an on-going basis and for comparisen with similar
conmununities. :

3.9.1.6 Recommendations for a Public Health Surveillance-Information  Svsiem Surveillance
Svstem. .

The Ministry of Health and Social Services should fake the lead in developing a comprehensive
integrated Public Health Information System (PHIS) linking vital record, hospital data and disease
surveillance systems. L :

The Ministry of Health and Social Services should appoint a Steering Commitiee fo oversee the PHIS;
the commitiee should include representatives from the public health service, the Hospitals Board, the
Statistical Department, the Registrar General's Office, as well as health care providers,

The PHIS Stecring Committce should:
i. Manage the development and operalion of quality data management systems.
il. Manage linkage of health information systems in both the public and private sectors.

iii. Assure appropriate data-sharing, and data-ransfer between the Department of Health, the Bermuda
Hospitals Board, the Registry General and the Statistical Department. The Committee should set
standards for data-transfer and use and recommend standards for data collection.

tv. Develop an integrated data plan for health assessment involving the vital records, hospital data and
disease surveillance systems,

v. Include systems for the surveillance of administrative data, birth defects/disabilities, selected
behavioral risk jactors, selected cancers, communicable diseases of public health importance,
selected non-communicable (chronic) diseases, injuries and accidents, occupational illness and injury,

vaccine-preventable diseases and vital statistics. In addition, it should provide Jor pharma co-
surveillance,

" vi. Recommend standards Jor the collection, analysis and reporting of data used in the community health
assessment process. . :
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b
The Departinent aof Health should:

i.  Maintain a database on health Jacilities, human resources, health services and health related
organizations, _ _ _ SR . : .

I.  Together with the Hospitals Board explore the feasibility of a computer network linking the haspiral,
health care providers (physicians) and the public health service.

ii. Maintain a campa;rterized management information system that allows Jor the analysis af
administrative, demographic, epidemiological and service ufilization data, to provide information for
Planning and evaluation purposes. R ’

lil. Enter into formal agreement with the Haspitals Board, the Statistical Department and the Registrar
General, concerning the collection, use and transfer of health data; these agreements should be
reviewed at least biennially.

iv. Assure the collection and dissemination of information, based on a sample of the population, on
health behaviors, and preventive practices; behavior risk factor surveys should be instituted using o
standardized format such as the Behaviour Risk Factor Surveillance System (BRFSS) developed by
the Centers for Disease Control {CDC),

v. At least every five years convene a round-table discussion with key individuals and organizations
involved in public health to review their goals, their perceptions of their roles, authority and needs.
This group should include: - : I '

®  other government agencies
e inferest groups and professional associations
®  the hospitals and other potential stake-holders.

Recommendations for a comprehensive public health information system are outlined in Appendix L
(page 51). Integrated public health information systems are essential for assessing the health status of the
communily, evaluating the effectiveness of the health system and prevention programmes and monitoring
progress towards health goals and disease prevention and health promotion objectives,

»  morbidity, mortality and disability from acule and chronic conditions; and injuries;
e pccupational risk factors associated with illness and premature death; '

° environmental risk factars; . I

*  personal (behavioral) risk factors;

e health services (pfevenﬁve and treatment);

»  health services costs; and

e health care resources (i.e.manposwer),

- 58.9.1.7_ Recommendations for a Vital Statistics Reporting Svstem.

Recommendations for a vital statistics reporting system are outlined in Appendix M (page 54).
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.},

5.9.1.8 Recommendsations for Selected Health Survevs.

The Department of Health should assure- the collection and dissemination of information, based on a
sample of the population, on health behaviors, and preveniive practices. Behaviour risk factor Surveys
should be instituted using a standardized Jormat such as the Behaviour Risk Factor Surveillance System
(BRFSS) developed by the Centres for Disease Control {CDC,), :

Most preventable health problems are related to health behaviors. The Institute of Medicine concluded in a
1982 report that only 10% of premature deaths in the US could be avoided with better access to health
care while 70% could be prevented by reducing environmental threats and risky behaviors. Surveys can be
helpful in collecting information on health behaviors and practices that either protect against health risks
or make those risks higher, Heaith surveys can be used to measure health status, collect data on risk
factors and measure awareness of risk factors, ' :

5.9.1.9 Recommendations or Dissemination of Health Information and Data,

The Registrar General should produce quarterly vital srati.s*'l_‘fc‘é'_'re_ports.
The Department of Health should:
) produce annual reports on the health status of the population.

i, disseminate information on health data to the public on a regular basis through a newspaper
column or a regular newsletier. o

il, make health information and data available to interested con.im:;miljl groups and organizations
Jortheir health related activities (e.g. Allan Vincent Smith Foundation, Diabetes dssociation).
The Chief Medical Officer should:
i produce annual report cards on the health ;;ah)s of}.
o children -

»  the elderly

i, compile an annual listing of health-related information systems and databases maintained in the
communify (e.g. cancer registry) : :

Government has a responsibility to ensure that individuals and the community have access to accurate
information on health issues so that they can make informed choices about their health. Information is
necessary at all levels of the health system (see Appendix L, page 51), Information must be available ina
timely manner if it is to be used effectively. ' - :
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510  Appendix A BERMUDA’S HEALTH SYSTEM: A DESCRIPTIVE REVIEW

This paper was prepared by staff of the Department of Health. It was revised for the Needs Assessment
Task Group. The paper provides a general overview of Bermuda’s health system and includes:

» adescription of the island’s health system and its structure;

= areview of health resources and funding of the health system ; _
* some highlights of the current health status of the island’s residents; and

* areview of some of the key health problems facing the island.

INTRODUCTION

Bermuda is a small group of islands located 586 miles east, southeast of Cape Hatteras, North Carolina,
The islands cover an area approximately 20.5 square miles and have a maximum elevation of about 260
fest. The climate is subtropical, mild, frost-free and humid. The maximum temperature is 92 degrees
Fahrenheit while the minimum lemperature is 41 degrees Fahrenheit; the annual rainfall is 60 inches,

Hurricanes during the season May to November are the only potential cause of natural disasters.

Permanent settlement began on the islands in 1609 and Bermuda is the oldest self-governing British
Dependent Territory, It has a parliamentary system of government. A Cabinet of 1] members is
appointed by the Premier, the Legislature consists of a Senate, whose 11 members are appointed by the
Governor and a House of Assembly with 40 elected members. ' : ' '

There are viftually no natural resources on the island and it mmust import almost all of its consumable
goods. The economy is based almost’ entirely on tourism and international company business. About ogie
third of the work force is engaged in wholesale/retail trade, one third in restaurants, and hotels; another
third is engaged in community, social and personal services. The country generally shows a small balance
of payments surplus; the Bermuda dollar ( BD§ ) is pegged to the US dollar on an equal basis and
inflation is estimated at around 6% per annum. Per capita annual income is over US§ 32,000. The recent
recession however has had an adverse effect on the island’s balance of payments resulting in a decrease in

Government revenues.

Education is free in public schools and compulsery up to the age of sixteen. In 1994 a tota] of 10,499
students were enrolled in both government and private primary and secondary schools, and the Bermuda
College. The literacy rate has been estimated as being as high as 97%, Living standards are high, with
good housing and well developed transportation and communication systems. Roads are of a good
standard and there is a well-developed public transportation system ( bus, taxis and ferges ). Private car
ownership is high although restrictions limit this to one vehicle per household. One hundred percent of
the population has safe drinking water available in their homes, as well as a hygienic waste disposal,

DEMOGRAPHIC CHARACTERISTICS

The island’s population was estimated at 58,990 in 1993, According to the 1991 Census, the population
was 38,460. Fifty-two percent of the population were female and 48% were male, The anpual growth rate
fell slightly to 0,7%. The island has an ‘aged’ population. In 1991, 9% of the poputation was 65 Years or
older. The median age of the population increased from 29 years in 1980 to 31 years in 1991, The
population distribution by age group is shown in the following table: '
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Table 1 Selected Age Distributions s 1991

_Ape N Number Percentage of Total Population
0-4 4,051 o 7
5.14 7,354 13
15-44 29,684 . 51 )
65 and over 5,39 9

Source: The 1991 Census of Population, Census Office, Bermuda

The racial composition of population has not changed significantly over the past decade. In 1991, 61% of
the island's residents were black and 39% white and other races. Data from the census indicate that 75%
of the Bermuda-born population was black while the foreign-born population was primarily comprised of
whites and other races ( 79% ). There was a significant increase in the foreign-born population since the

last csnmrs.

Over half of the population belong to three religious groups, Anglican ( 27% ), Catholic { 15% ) and
African Methodist- Episcopalian ( 12% ). In 1991, 13% of the population aged 16 years and older held
university degrees, compared with 8% in 1980. Eighty-four percent of this population had complated
secondary level education. - L —_

The island’s labour foree increased during the period from 1980 to 1991 by 12%. The number of females
in the work force increased by 17%, males by 8%. Women now constitute 48% of the work force.
Economic expansion during this period occurred primarily in the financial sector of the economy.
However, as thé«-economy entered the recession, unemployment levels reached unprecedented levels, The
unemployment level reached 6% in 1991, triple the 2% recorded in 1980. The median annual household
income recorded in 1991 was US$ 48,588 a change of 16.4% since 1988 when household income was last

measured, .

~

There were 22, 430 households on the island in 1991, There has been a shift from multiple family member
households to smaller households with the average number of persons per household dropping from 2.93
in 1980 t0 2.61 in 1991, Selected demaographic indicators are shown in the table below:

Table2 Demographic Indicators - Bermuda 1991

Estimated population ' _ 58,460
Fopulation dehsity (inﬁabitants per sq. mile) _ | 3,160
Annual grcwth.rate (o) 0.7%
Population < 15 years of age (%): : :. 19.5%
Population > 65 years of age (%) | o 9.0%
Birth rate (live births per 1,600 inhabilants) o | 16.4
Mortality rate (deaths per 1,000 inhabitants) ' 8.09

Source: Department of Health , Bermuda, 1992
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HEALTH STATUS OF THE POPULATION _

General Mortality/Morbidity

In general, Bermudians enjoy good health as measured by standard indicators. Life expectancy for.females
is 78 years compared with 70 years for males, Although life expectancy at birth has continued to improve,
the difference between the sexes has continued to widen, Mortality and morbidity patterns have remained
the same over recent years. Mortality rates for the population as a whole have not changed significantly.
The crude death rate was 8.6 per 1,000 population in 1993. While the birth rate has declined, the infant
mortality rate has improved. Selected vital statistics are shown below,

Table 3 Selected Vital Statistics

1960 1970 1980 - 1990 -
Birth rate 28.2 204 14.6 o 15.2
Death rate B.5 7.4 7.3 | 7.5
Infant mortality 315 151 19 78

Source: Department of Health, Bermuda
Fertility has declined since the 1970’s. The general fertility rate in 1993 was 66.0 per 1,000,

In 1993, the j'eading causes of death on the island wers: malignant neoplasms, diseases of the heart,
cerebrovascular diseases, ATDS, accidents and violence, pneumonia, diabetes, rena! disease and chronic

liver disease,

Incidence rates for sentinel health events (i.e. uncontrolled diabetes, uncontrolled hypertension in adulis )
are not readily available. The major, current health problems for Bermudians include cancer, ischaemic
heart disease, fatal cercbrovascular disease ( stroke ), HIV infection and AIDS, and accidents ( motor )

vehicle ),

Heart disease

Death rates for heart disease remain unacceptably high. In 1993, one of every five deaths was due to
ischaemic heart disease, Up through 1992, heart disease was the leading cause of death, - '

Cancer

One of every four deaths, was attributed to cancer and cancer has increased in frequency as a cause of
death, Rates have increased gradually, primarily as a result of increases in deaths from cancer of the breast
and the lung, The major types of cancer include: breast, lung, colon and stomach, o '

HIV/AIDS

Incidence rates for sexually transmitted diseases have not altered significantly over the past five years.
Reported cases of gonococcal infections have declined, while the rates of reported cases of syphilis,
‘chlamydia and non-specific urethreitis have increased slightly. The rate for herpes has remained about the

same.
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Human immunpdeficiency virus ( HIV') infection and the acquired immunodeficiency syndrome (AIDS)
are a major public health problem on the island. AIDS was first reported in 1982; at the end of 1993, a
total of 247 cases were recorded. Two hundred and thirteen persons with AIDS have died. Females
accounted for 20.2% of all reported cases. The majority of cases { 90.4% ) have occurred in the 20 - 49
year age group while one paediatric case has been recorded. Of the cases reported, 47.4% were reported in
intravenous drug abusers and 28.7% in homosexual or bisexual men. The percentage of cases occurming in
intravenous drug users has gradually declined while there has been an increase in cases in homosexual
and bisexual men and among the heterosexual partners of persons infected with Hv, - '

Accidents

Accidents are a major public heaith problem with significant morbidity and mortality. Although alcohol
analyzers. have been introduced, and road safety campaigns are on-going, fatalities from motor vehicle
accidents remain high. Accidents represent the major cause of death in the 15 - 34 year old age group.
Males are affected disproportionately,

Health of Children and Youth

Maternal and child health indicators are good. In 1993, over 95% of pregnant women received prenatal
care; 99% were fully immunized against tetanus and all births took place in hospital. A total of 4.1% of
newborns had a birth weight of 2,500 grams or less compared with 1992 when there were 7% low birth

weight infanis,

In 1993, there were 9 deaths of infants under 1 year of age and the infant mortality rate was 9.6 per 1,000
live births, The main causes of death were congenital anomalies and conditions originating in the
perinatal period. Over the past decade, the infant mortality rate has ranged from a high of 13.5 in 1986, to
3.2in 1988, S ' o

For infants up to 1 year old, respiratory diseases were the leading cause of hospitalization. For children 1 ~
14 years old, the leading causes were respiratory diseases and accidents. ' o

In youths 15 - 19 years old, accidents were the leading cause of death and one of the major causes of
hospital admissions along with pregnancy and respiratory diseases.

The incidence of vaccine preventable diseases ig low. Immunization against all five of the Common
preventable childhood diseases ( measles, rubella, DPT, polio and mumps ) have been maintained at
consistently high levels. Reported cases of mumps and measles declined considerably after the
introduction of the triple vaccine MMR in the 1380’s. Immunization against H. influenzae was introduced

in 1990,

Obesity is a public health concern, Approximately 80% of children in the 5 - 15 years old age group have
weight for age, There is some obesity in this age group. : o '

Decreases in the incidence of dental decay have been dramatic over the past decade and oral health in
children is generally excellent. This is largely atiributed to a preventive dental care prograrmme for infants
and children, that provides free fluoride treatment. The voluntary schooi-based programme has
maintained high participation levels. : "

Health of Adults
According to the 1931 Census, 33,581 persons, over 57% of the total population were between the ages of

25 and 64 years. The most important causes of mortality and morbidity in this segment of the population
were chronic diseases and accidents and violence, Substantial increases in montality occurred in the
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population 23 - 44 years old, between 1985 and the present. These increases wera due primarily to deaths
from AIDS, particularly in males. The leading cause of deaths in 1993 for persons 25 - 34 vears old was
accidents. AIDS was the main cause of mortality in those 35 - 44 years old,

The major causes of hospital admissions for adults aged 25 - 44 years include childbirth and accidents.
For those aged 50 - 64 years diseases of the circulatory and digestive systems and cancers are the leading

CaUses.
Health of the Elderly

The aged represent the most rapidly growing segment of the islands’ population. Among this age group,
the leading causes of death include heart disease and cancer. For the elderly 65 : 74 years old, the most

HEALTH CARE

falls under the jurisdiction of the Ministry of Health, Social Services and Housing. The Ministry is
mandated to promote and brotect the health and well-being of the islands’ residents and is charged with
assuring the provision of health care services, setting standards and providing coordination of the health
care system. The Minister of Health sets public policy and reports to the Cabinet. The ministry hag
responsibility for health planning, and evaluation. There is no central planning agency.

The health care system in Rermuda is made up of both public and private sectors, Responsibility for health

The Ministry comprises several departments and agencies, including Ministry Headquarters, the
Department of Health, the Department of Child and Family Services, the Prisons Department, the
Department of Financial Assistance and the Housing Corporation, Coordination and control of the
Ministry's departments is handled through Ministry headquarters. Each department is Tesponsible for its
own operation, under the authority of the Permanent Secretary, and the direction of the department head

or director,

The Ministry also has responsibility for the islands’ hospitals. These are administered by the Bermuda
Hospitals Board, a statutory body appointed by the Minister, Public health services on the island are
provided by the Ministry through the Department of Health,

Human Resources

In general, human resources for the provision of health services are suflicient to meet the country’s needs,

Physiciang
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i
Table 4 Physician Pepulation by Specialty 1993
Category ' Number

Ln
'

General/Family Practice .
Internal Medicine
Cardiology
Geriatrics
General Surgery
Orthopaedics
. Ophthalmology
Otolaryngology
Urology
Paediatrics
Obstetrics/Gynaecology
Radiology
Psychiatry
Anaesthesiology
Pathology :
Emergency Medicine
Sports Medicine
- Public  Health/  Preventive
Medicine.

'mmm-m'qmmam»—:.—-wn-ﬁh—u—mm

81
Source: Chief Medical Officer, Department of Health, Bermuda, 1994

Nurses

Nurses represent the largest group of health care providers in the country; there were 689 licensed AUTSES,
including registered nurses, enrolled nurses and psychiatric nurses in 1993. Registered nurses ¢onstitute
75% of the nurses on the island. The greater percentage of nurses arc hospital based; a significant
proportion of these are non-Bermudian. There is an ongoing nursing shortage in some specialized areas
of nursing, B

Dentists

There are 27 dentists in active practice; five are in the public health service. There are 4.6 dentists per ‘
10,000 population. Most private dentists are in solo practice, Specialized dentistry, i.e. periodontics,
orthodontics, etc,, is available, oo
Mid-level Practitioners

Health care providers such as nurse midwives are registered but do not provide independent care,

Allied Health Personnel

‘There are a variety of allied health personnel as shown below:
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Table 5 Al;ied Health Personnel

Category ' Number

Physiotherapists 15

Speech-Language Pathologists 7 .
Nutritionists/Distitians "9

Medical Lab Technologists 40

Radiographers, etc. 23

Occupational Therapists 15

Source: Council on Professions Supplementary to Medicine, Bermuda, 1994

Pharinacists

There are 38 pharmacists who provide a range of services from retail pharmacy to clinical pharmacology,
Most pharmacists are employed on a salaried basis.

Regulation of Health Care Providers and Training
Licensing is required for mast health professions, Regulation of physicians is provided through the
Bermuda Medical Council under the Medical Practitioners Act, 1972, Nurses are registered with the

Bermuda Nursing Council on an annual basis, while pharmacists are regulated through the Bermuda
Fharmacy Council. Dentists are licensed by the Bermuda Dental Board,

Table 6 Health Care Professions

Category Regulatory Body Professional Association

Physicians Medical Council Bermuda Medical Society

Dentists Dental Board - Bermuda Dental Association

Nurses Nursing Council Bermuda Nurses Association

Pharmacists Pharmacy Council Bermuda Pharmaceutical

Association '

Nutritionists/Dietitians Council on Professions Bermuda Dietetic Association
Supplementary to Medicine

Physiotherapists Council on Professions Bermuda Physiotherapy Association
Supplementary to Medicine C

Psychologists Bermuda Psychological Association

Opticians/Optometrists Opticians Board . ' ' '

Source: Chief Medical Officer, Bermuda

Allied health workers are registered with the Counci] on Professions Supplementary to Medicine, under
the Professions Supplementary to Medicine Act. There are currently no provisions under legislation for
the registration of nurse practitioners or physicians assistants, '

Legislation governing psychologists has been drafted. There are no regulations on counselors,
No medical schools or Eraduate medical education programmes exist, continuing medical education is _
required for hospital based physicians. Refresher courses and a degree programme for trained nurses have

been developed at the Bermuda College in conjunction with overseas institutiong, A training programme
_for emergency medical technicians (EMT's) has recently been established,
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HEALTH CARE DELIVERY

Primary health care services are delivered from private physicians offices, government heallh centres and
hospital outpatient clinics. Additional ambulatory care services are provided through specialty clinics and
the emergency room at the hospital, A significant proportion of primary health care is delivered through
the private sector. The majority of physicians and dentists are independent, private practitioners. Most
other health care providers are employed on a salaried basis by the hospitals, the public health service or

by private physicians.

There are no health maintenance organizations (EMQY);independent practice associations (IPA);
or preferred provider organizations (FPO's). There are no provisians for pre-paid medical care.

Medical Practice

There are a small number of multi-specialty group practices and a limited number of partnerships
involving specialists, The majority of physicians are self-employed and in solo practice. Salaried
physicians are found in the public health service and in the hospitals,

Primary care physicians { including intemists and paediatricians ) constitute 50% of all physicians in
active practice. General practitioners ( family physicians ) and other primary care physicians serve as
gatekeepers and co-ordinate care and control access to other specialists. Access to primary care generally
available on demand. Office visits are a major portion of physician patient contact. Almost all physicians
have admitting privileges at the hospitals. . ’

Public Health Services

Responsibility for providing public health services rests with the Depariment of Health, The Department is
mandated to provide disease prevention and control, and health promotion services for the island. It serves
as a regulatory agency, and monitors food safety, water and air quality, It also provides for a variety of
public health services including personal health and dental health as well as environmental health

services.

The public health service is substantially involved in providing personal health services and administers a
number of traditional public health programmes including: maternal and child health, school health,
immunization, communicable disease control, as well as home health care (including, health visiting and
district nursing and select specialized care, l.e., AIDS), rehabilitation, health education and heaith
promotion programmes. Services are generally categorical in nature and are provided across

socioeconomic lines,

The delivery of public health services is facilitated by the division of the island into three health regions.
The Department operates a health centre in each of these regions. These centres offer antenatal care,
family planning services, immunizations, child health and other primary care services as well as dental
clinics for children,

Private voluntary agencies assisted by Government provide some specialized services, (i.e. comrmnunity
based oncolagy nursing , personal services for HIV infected persons, efc.),

Hospitals

There are two acute care hospitals on the island; the King Edward VII Memorial Hospital, a general
{community) hospital with 234 beds: and St, Brendan's Hospital, a psychiatric hospital with 166 beds,
The King Edward VII Memorial Hospital also has 90 geriatric and rehabititation beds. Both hospitals are

34




HEALTH CARE REVIEW SECTION 5- NEEDS ASSESSMENT
BERMUDA 13th MAY, 1996

operated by the Bermuda Hospitals Board which is appointed by the Government, The Board is a
corporate body which can be sued. It delegates day to day responsibility for the running of the hospitals to
an Executive Director; he or she is asgisted by a number of senior managers, including a Chief of Staff,
and a Director of Nursing and Patient Services at each hospital. Medical Staff Committees representing
the physician staff are involved in the running of the hospitals as well. There are no private hospitals on

the island,

The general hospital provides diagnostic and treatment services for patients with a variety of medical
conditions (surgical and non-surgical ).Services include; Medicine, Surgery, Paediatrics, Obstetrics and
Gynaecology, Rehabilitafion and Geratrics. In addition the hospital provides some specialized and
intensive services, including oncology, medical and surgical intensive care, and renal dialysis. A
neonatal care umit is being developed. Both hospitals undergo periodic accreditation reviews by the
Canadian Council on Hospital Accreditation. B '

The average length of stay at the general hospital was 8,7 days per admission in 1993; this has remained
stable for several years. Average occupancy was 75% and there were 63,905 patient days.

There are no urgent care or freestanding outpatient Ssurgery centres. Qutpatient surgery is pravided
through the hospital. There were over 29,238 patient visits to the Emergency Room in 1993,

In addition to its specialty, ambulatory care clinics, the general haospital operates 4 primary care clinic for
indigent patients, : S ' .

There are no secondary, or tertiary referral hospitals on the island. However, there are traditional links for
the provision of tertiary care with the USA, UK, and Canada. - ' . :

Funding for the hospital is provided through a variety of mechanisms, inclliding: insurance and
Government subsidies. The Government provides an operating grant to the psychiatric haspital,

Mental Health Services

Mental health services are provided through psychiatrists, psychoiogiéts, a psychiatric social worker and
mental welfare officers attached tg St Brendan's, the only psychiatric hospital on the island. St. Brendan's

operates a day hospital, an outpatient clinic and provides community based services. It maintains a half-
way house and is developing additional supparted facilities in the community,

With the exception of one psychiatrist in private practice, all of the consultant psychiatrists on the island
are employed by the Hospitals Board on a salaried basis,

Long-Term Care Facilitics

Long-term care facilities are opérated by the Hospitals Board anrd the Government. Skilled nursing care
Tacilities include Lefroy House, with 57 beds and the Extended Care Unit at the general hospital, with 90
beds. A hospice facility for the terminally ill, Agape House was opened in 1991; it provides care for
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HEALTH CARE FINANCING

The health care system is financed through a variely of mechanisms. Health services are either paid
through an insurer, by a government agency or by consumers. There is no universal, publicly funded
heaith insurance. Hospitalization insurance is mandatory for all employed and self-employed PEESONS,
Both employers and employees contribute to hospitalization insurance; employers must contribute 50% of
the premium costs. Insurance coverage is nearly universal; there is some over insurance, Administration
of Hospital Insurance is provided through the Hospital Insurance Commission. Insurance sold by private
companies and public agencies is regulated through the Commission, and must provide mandated,
minimum benefits ( the Standard Hospital Benefit ). . : o

Health insurance schemes are provided through private companies, public agencies and employers,
Government employees are insured through the Government Employees Health Insurance Scheme, while
several major employers operate ‘approved schemes® to cover their employees. The Hospital Insurance
Commission operates a health insurance plan as well, the Hospital Insurance Plan. This plan has an
annual open enrollment period designed to ensure access to health ( hospitalization ) insurance for all

residents of the island,

There are no restrictions on direct payments to praviders by consumers, and physicians may bill patients
for charges in excess of standard insurance reimburserment or agreed fee schedules,

A Mutual Reinsurance Fund covers dialysis, kidney transplants, diabetes education and counseling, anti-
rejection drugs, hospice care and long-stay ( in-hospital ) patients. It is funded through a compulsory Jevy
on all health insurance premiums collected, and was introduced to spread the cost of high risk claims
among all insufers. The fund is administered by the Commission as well, Hospitalization is provided free-
of-charge to children and the aged; this is covered through a Government subsidy to the Bermuda
Hospitals Board. The subsidies to the haspitals are also administered by the Commision. o

Public health services are genefally free, ar pra(fided at modest cost; they are funded through general
Tevenues. ' '

The prevailing method of payment for doctors and dentists is fee-for-service. There are no government
controls on physicians’ fees; however a fee schedule for hospital based physician services is established on
an annual basis by agreement between the Bermuda Medical Society and the Health Insurance Association

of Bermuda. '

Government determines overall increases in hospital fees, and regulates the acquisition of major
equipment and services. . : o '

HEALTH POLICY

Government health policy places emphasis on several areas including: maternal and child heallh, health
of the school-age child, community nursing for the elderly, dental health, control of communijcabie
diseases, mental health, and alcohol and drug abuse. Population groups designated for special attention
include mothers and infants, school-age children, and the elderly. Public policy on health is based on the

following: '

1. Government should be the provider of last resott, and should serve as the
guarantor of public health, : '

2. All residents of the island should have the opportunity to participate in
determining the priorities of the health care systern,
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3. Individuals, the community and the government share responsibility to
maintain the public health and agsure conditions in which the individual can
maintain and improve his or her health status.

FUTURE DIRECTIONS .

In response to community concerns about escalating health care costs and the quality of health care on the
island, Government initiated a comprehensive teview of the health care system in 1993, involving
providers, consumers, the government and the insurance industry. The review is focused on four major
areas: health care costs, financing, quality and needs assessment.

Both the Public Health Service and the Bermuda Hospitals Board have focused on the development of
additional ambulatory and community-based services, and greater integration of existing community
services, particularly for the elderly, There are already expectatitis-tht ihese services should be funded

through insurance,
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i

5.11 AppendixB Health Care Pvramid

The health care system can be seen as a pyramid, with public health and population-based programmes at
the base, Primary health care services including services provided by the family physicians and clinics,
form the second tier of the pyramid. Secondary health care ie. services provided by local consultant
physicians and general hospitals form the third tier. Services provided by specialty hospitals and sub-
specialists may be viewed as tertiary care. o : ' '

Secondary
Medical Care

Primary Medical Care

Population-based Public Health
Services
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5.12 Appendix C Public Health Surveillance

COMPONENT FOCUS

POPULATION e Fertility
' ° Maortality
e Sex Ratio
e Population structure

HEALTH CONDITIONS - ® Disease
e Disability
¢ Death
Risk Factors

Accessibility
Utilization
Quality
Efliciency
Resources

e Financial

HEALTH SYSTEM

Surveillance Loop

Data Programme
/ Interpretation \ f Evaluation 4\
Data Information ng?ﬂmme
Analysis Dissemination Implementation
\ q/ \ Programme j
Data Planning
Collection
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5.13 AppendixD Community Health Assessment Process

PHASE
Community Health Profile

! !

PHASE IT
Community Health Assessment

PHASE I
Prioritization of Health Needs

PHASE IV
Development of Action Plan

PHASE V
Implementation and Evaluation of Interventions
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BERMUDA
i
5,14 AppendixE Basic Indicators
Demographic
Total population

Population under 15 years old
Population 65 years old and over
Dependency ratio

Crude birth rate

Total fertility rate

Life expectancy at birth

Mortality and Morbidity
Perinatal mortality
Infant mortality rate
Under 5 mortality rate
Maternal mortality rate '
Registered deaths from motor vehicle traffic accidents
Age-adjusted mortality rate, from communicable diseases
Age-adjusted mortality rate, from malignant neoplasms
Apge-adjusted mortality rate, from diseases of the circulatory system
Age-adjusted mortality rate, from non-comununicable diseases
Reported cases of AIDS :
Reported cases of Tuberculosis
Reported cases of Gonorrhea
Reported cases of Child Abuse

Nutritional and Behavior
Percentage of newborns with low birthweight (< 2,500 g)
Infants (0-3 months) exclusively breastfed
Tobacco consumption per vear (kg per capita)

Resources, Access and Coverage
Physicians per 1,000 population
Nurses per 1,000 population
Dentists per 1,000 population
Measles vaccination coverage (< 1 year)
OPYV 3 vaccination coverage (< 1 year)
DPT 3 vaccination coverage (< 1 year)
Percentage of population with comprehensive health insurance

Health Expenditure
Total health expenditure
Total health expenditure per capita
Total health expenditure as a percentage of GDP
Private sector health expenditure as a percentage of GDP
Public sector health expenditure as a percentage of GDP,

Source; PAHO
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5.15 Appendi‘i ¥ Current Public Health Surveillance Svstem
Occurrence of Health Event
Public . .
Diagnosis

r

-

s Reporting Sources -

~ Physicians
Laboratories
Hospitals
Schools .
Registrar Gen’l Data Management
e et *  Collection
1 | - + Editing
' ° Analysis
* Report generation
L]

Dissemination
Data Recipients

-5

Dept. of Health [«

A

Int’i Health ]
Agency
i.e.,, PAHO/WHO
CAREC, UN

.............................................................
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APPENDIX F

Vital Events Registration
1

Purpose
Provides for the collection, analysis and dissemination of basic data on vital events on the island,

Legal Basis

The reporting of vital events is mandated urder a number of statutes, including;
Registration (Births and Deaths) Act, 1949
The Marriage Act, 1944
Matrimonial Causes Act, 1974
Adoption of Children Act, 1963 o
Merchant Shipping Act, 1979 - The Merchant Shipping (Return of Births and Deaths)
Regulations, 1980 ' : ' : _

Reporting Mechanism
Vital events are reported through a variety. of mechanisms, All births must be registered within a

specified time-frame. The Registrar General’s Office follows up on al outstanding registrations through
direct contact with the parents of the newborn. All deaths must be certified by a physician and registered
within a specified time frame. Death certificates are forwarded to the Registrar General. Marriage Officers
are required to notify the Registrar General of all marriages. The divorce records of the Supreme Court
Registry are utilized by the Registrar General’s Qffice to determine divorce rates for the island.

Data Collection
The Department of Health and the Bermuda Hospitals Board both collect some vital statistics along with

the Registrar- General. However, the Registrar General is responsible in law for the civil registration of
MIRA, inpatient abstracting system, processed by CIHT in Canada apnd returned to the board in report form
on a monthly, quarterly and annual basis. ' - ' _
Analysis

Data are tabulated and graphed. Simple rates are calculated and assessed for trends and to detect changes

in patterns,

Digssemination

Use
Information used for prevention and control of notifiable diseases,
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APPENDIX F

Mortality Surveillance System
0

Purpose

‘The Mortality Surveillance System (MSS) collects information on all deaths on the island to provide
information on mortality and mortality patterns, .
Legal Basis

The Public Health Act, 1949

Reporting Mechanism
All deaths must be certified by a physician within a specified time-frame, Death certificates are forwarded

to the Registrar General; copies of these reporis are sent to the Chief Medical Officer. The pathologist for
the Bermuda Hospitals Board provides copies of all autopsy reports to the Chief Medical Officer.
Coroners’ reports are also forwarded to the Chief Medical Officer.

Data Collection .
Basic demographic information, date of death and similar data are collected for all deaths. Health

department staif obtain additional information as needed on a case-by-case basis. Data are edited for
accuracy and validity. - -

Data Tranosfer
Data are sent to appropriate government agencies (i.e., Statistical Department ) who in turn forward

reports to intermational agencies (United Nations). The department of health also forwards reports to
international health agencies { PAHO/WEO). o : '

Analysis .
Reports are reviewed on a case-by-case basis and coded according to the International Classification of
Diseases (ICD-9) developed through WHO. Cases are tabulated by age, sex and cause of death and death
rates are calculated. Annual summaries are completed. No attempt is made to link information from death
certificates for infants with birth certificates, or information on maternal characteristics,

Interpretation
Based on simple analyses, assessments of rates according to age, sex, race and specific cause of death are

made.

Dissemination
Data are disseminated through the Surveillance Report. An annual report is forwarded to international

agencies (i.e., United Nations, PAHO/WHO).

Use
Data are used to monitor long-term trends, to identify differences in rates within subgroups of the

population,
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1
5.16 Appendix G Notifiable Diseases Surveillance Svstem

Purpose
The Notifiable Diseases Surveillance System (NDSS) collects information on all notifiable *

diseases and conditions for contro] purposes, Occupation-related conditions are not included in
the list of notifiabie diseases. "The reportable diseases are primarily infectious,

Legal Basis
The reporting of selected conditions is mandated under the Public Health Act, 1949,

Reporting Mechanism )
Health-care providers are required to report notifiable conditions to the Chief Medical Officer
within specifted time frames. Laboratories and the infection control practitioners (ICPs) at the
two hospitals also transmit reports of notifiable diseases to the department of health. Standard
reporting forms are utilized by ICPs. A clerk in the department calls sentine] physicians on a
weekly basis to obtain reports of all notifiable conditions seen in the previous week (physicians

may report conditions to the department via telephone or standard forms),

Data Collection '
Basic demographic information is collected for all conditions. Additional information is collected

on a case-by-case basis as needed. Data are entered manually and edited for accuracy and validity.

Data Transfer
Reports are reviewed on a case-by-case basis to determine the need for action. Reports are

forwarded to appropriate staff of the department for action (i.e., nurse epidemiologist,
environmental health officers, community health nurses)

Analysis
Data are tabulated, graphed and analysed to detect unusual pattemns. Annual summaries are

prepared,
Dissemination

Data are disseminated through the Surveillance Report. In addition monthly reports are
forwarded to the Caribbean Epidemiology Centre {(CAREQ).

Use
Information used for prevention and conirel of notifiable diseases,
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5.17 Appendix H Community Health Resources
Government I Ministry of Health and Social Services

e  Department of Child and Family Services
¢  Department of Financial Assistance

s Depariment of Health

Depariment of Youth and Sport

Department of Community Affairs

Housing Corporation :

Ministry of Educatlon

Schools

Non-governmental Organizations " - Bermuda Hospitals Board
: Bermuda Medical Society
Bermuda Nurses Association
Bermuda Pharmaceutical Association

Health Related Organizations © Allan Vincent Smith Foundation
Bermuda Diabetes Association
Bermuda Red Cross
‘Bermuda TB and Cancer Assocxauon
LCCA :
‘Meals on Wheels
PALS
St. John Ambulance Brigade
STAR
TEEN Sarvices

Other Organizations
Bermuda Ministerial Association

Coalition for the Protection of Children
Lions

Rotary

Women's Advisory Council

Women’s Resource Cenire
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5.18 Annendi-x I Health Problems bv Age Group: Bermuda

Target Group Problem

Infants Prematurity

Children Usual Childhood Diseases

' Asthma/Allergies

Adolescents ' Road Traffic Accidents
Pregnancy
Nutrition/Inappropriate Diet
Exercise ‘
Substance Abuse
Smoking

Young Adults g Inadequate Health Care

' Substance Abuse

Sexually Transmitted Diseases

Women . Cancer (Breast/Lung)
Sexually Transmitted Discases

Adults Substance Abuse
Nutrition/Obesity
Hypertension
Diabetes
Cancer

Seniors Health Care
Housing
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5.19 Apnendi} J Recommended Disease Prevention and Health Promotion Objectives

1. To reduce the morbidity due to coronary heart disease by 20% .

2, | To reduce the morbidity due to tobacco-related diseases by 20%

3. To reduce the number of regular cigarette smokers to less than 20% of the population over 12 years
of age. '

4, To reduce the morbidity of alcohol and drug related diseases by 20%.

5, To reduce drug related Emergency Department visits by at least 20%,

5. The rate of high risk and unintended pregnancies will nat be greater than 30% of pregnancies.

7. The raie of prenatal care received in the first trimester will be at least 75%,

8. The suicide rate will not exceed 5% of the population.

9. The percentage of people seeking and obtaining support for stress related disorders, depression,
and other mental disorders will increase by 20%.

10, The pfévalence of overwei gﬁt teenagers. and adults will not exceed 20% of the population
(excluding pregnant and lactating women).

11 To increase the percentage of schuol;age children and adulis who engage in regular light to
moderate physical activity {o at least 50%.

12. To reduce the low birth weight incideﬁce 10 no more than 1% of live births (excluding multiple
births).

13. Toreduce the rate of assault injuries by 20%.

14, To reduce the incidence of rape and a[iempted rape by 20%,

15.  To reduce maltreatment of children by 20%.

16.  Toincrease healthy life expectancy by three years.

17. To reduce the infant mortality rate 1o no more than 7 per 1,000 live births.

18.  The incidence of new enrolees to dialysis due to ERSD will be reduced by 20%.

19. The percentage of hypertensive people whose blood pressure is under control will be at least 50%,

20.

To reduce breast cancer deaths by 10%.
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2L

22,
23,
24,
25,
26.

27.

To increase the percentage of women over the age of 40 who have regular mammograms to at least
70%.

To reduce the rate of severe complications of d.iabeteé by 20%.
To reduce the incidence of newly diagnosed AIDS by 20%,.

To reduce the reported prevalence of STD’s; by 20%.

To reduce the replorted prevalence of STD''s; by 20%.

To reduce the incidence of TR by 20%.

To assure the availability of home health care services to 80% of people who require jt.
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5.20 AppendixK Recommendations for Health Status Indicators
1. Infant mortality (per 1000 live births)
2, Death rates (per 100,000 population) for: o .
e Motor-vehicle accidents
° Lung cancer
® Breast cancer
s Cardiovascular disease
. All causes
3. Reported incidence (per 100,000 population) of:
° ~ Acquired immunodeficiency éyndrome (AIDS)
® Tuberculosis
o Asthma
4, Incidence of low birth weight (percentage of total number of live-born infants wei ghing <23500g
at birth,
35, Births to adolescents (females aged 10-17 years) as a percentage of total live births
6. Reported number of:

o Persons seeking treatment for alcohol abuse
e Persons seeking treatment for substance abuse
s Confirmed child abuse cases

e Confirmed cases of domestic violence
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J? .
5.21 AppendixL Propesed Health Information System
l Community
Organizations
Public
: Reporting Sources
Dept of Heaith
: Dept of Social Svces Government
: Ministry Envr Cabinet
’ . Registry General = Bda Hosp Board
: Statistical Dept *  Medical Council
: : Hospitals »®  Nursing Counci]
.: Insurers: *  Pharm Coupcil
: ¢ - PSM Council

Prof. Organizations
Other Agencies

Data Recipients ‘I

Dept. of Health 1+

& F-S

¥ 4

Statistical Dept

Registrar Gen’]

.....
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5.23 Apnendix M Recommended Annual Tabulations OF Vital Events:

Vital Statistict Reporting Svysiem

BIRTHS
1. Live Births by Place of Occurrence - -
(@8  Live births cross-classified by usual residence of mother {parish)
2, Live Births by Attendant at Birth :
(@)  Live births cross-classified by birth-wei ght, attendant at birfh, and hospitalization
3, Live Births by Month of Cccurrence
4, Live Births Cross-Classified by Sex and Legilimacy Status
5. Live Births by Age of Mother
{a)  Live births cross-classified by age of mother and sex of child
(b)  Live births cross-classified by age of mother and birth order
(¢}  Livebirths cross-classified by age of mother and legitimacy status of child
{(d)  Live births by age and educational attainment of mother
(e)  Livebirths cross-classified by age and by ethnic and nationality group of mother.
{fY  Live births cross-classified by age of mother and a ge of father
(g)  Live births cross-classified by age and place of birth of mother, for each legitimacy status of
child . - : '
(h).  Live births by occupation of mother
6. Live Birth by Age of Father : : _
(a)  Live births cross-classified by age and occupation of father
(b)  Live births cross-classified by age of father and legitimacy status of child
{¢)  Live births cross-classified by age and by ethnic and/or nationality group of father
(d)  Live births cross-classified by ape and educational attainment of {ather
7. Live Births Cross-Classified by Age of Mother and Live-Birth Order
(8)  Live births cross-classified by age of mother, live-birth order and sex of chijld
(b)  Live births cross-classified by age of mother, live-birth order and legitimacy status of chitd
() Live births cross-classified by age of mother and live-birth order for each category of
educational attainment of mother
(d)  Live binhs cross-classified by apge of mother and live-birth order for each ethnic and/or
nationality group of mother ‘
(e}  Live births cross-classified by age of mother and live-birth order for each occupational group of
mother
g Live Births Cross-Classified by Live-Birth Order and Interval Since Last Previous Live Birth 1o Mother
9. Live Births by Birth-weight

(8) - Live births cross-classified by birth-weight {or by gestation age) and occupation of mother

(b}  Live births cross-classified by birth-weight and gestation age
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DEATHS

1, Deaths by Place of Occurrence
(8)  Deaths by place of occurrence classified by resident status of decedent and cross-classified by

hospitalization and type of certification

2, Deaths by Place of Usual Residence of Decedent E
(8)  Deaths cross-classified by place of usual residence of decedent and place of occurrence
(®) Deaths cross-classified by place of usual residence and place of previous residence {as a

Specified time in the past) of decedent
3. Deaths by Month of Occurrence

4, Deaths Cross-Classified by Sex and Ape
(a)  Deaths cross-classified by age and marital status for each sex
(b)  Deaths of married persons cross-classified by age of decedent and age of
(¢}  Deaths of married persons cross-classified by age and duration of current marriage, for each sex
(d)  Deaths cross-classified by age and occupation for each sex
(&)  Deaths cross-classificd by age and ethnic and/or nationality group of decedent
(f)  Deaths cross-classified by age and education attainment for each sex

5. Deaths Cross-Classified by Month of Qccurrence and Selected Causes of Death

6. Deaths. Cross-Classified by Age and Cause of Death, for Each Sex

INFANT DEATHS (DEATH UNDER ONE YEAR OF AGE)}

1. Infant Deaths by Place of Occurrence (hospital or home)
2 Infant Deaths by Place of Resjdence of Mother (parish)
3. Infant Deaths Cross-Classified by Age and Sex
MARRIAGES

1 Marriage by Month of Occurrence

2 Marriages by Place of Usual Residence of Groom

3. Marriages Cross-Classified by Age of Bride and Age of Groom
(a)  Marriages cross-classified by ethnic/or nationality group and age of bride and groom separately
4, Marriages Cross-Classified by Previous Marital Status of Bride and Previous Marital Status of Groom

Separately
(@  Marriages cross~classified by previous marital status and age of bridge and groom separately
(b)  Marriages cross-classified by number of previous marriages of bridge and number of previous

marriages of groom
3. Marriages Cross-Classified by Educational Attainment of Bride and Groom
6. Marriages by Occupation of Groom

7. Marriages by Type of Marriage
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DIVORCES
i

1. Divorces Cross-Classified by Age of Wife and of Husband

(a)  Divorces cross-classified by ethnic and/or nationality group and age of divorcees, tabulated
separately for hushand and wiie

-

2. Divorces Cross-Classified by Duration of Marriage of W1fe and Age of Divorcees, Tabulated separately for
husband and wife
(a)  Divorces cross-classified by age at marriage of wife and age at marriage of husband
(b}  Divorces cross-classified by year of marriage and age of marriage of divorcees, tabulated
separately for husband and wife

3. Divorces Cross-Classified by Number of Dependent Children and Duration of Marriage
(a)  Divorces cross-classified by number of dependent children and vear of marria ge

4, Divorces Cross-Classified by Occupar.ion of Husband and Occupation of Wife
(@)  Divorces cross-classified by occupation and age of husband

3. Divorces Cross-Classified by Number of Prevmus Marnages of Husband and Number of Previous Marriages
of Wife :
References

1. United Nauons Handbook of Vital Statistics Syslems and Methods - Volume I - Legal, organizational
and technical aspects - United Nations New York, 1991,

2. United Nations Handbook of Vital Statistics Systems and Methods Volume II - Review of National
Practices - United Nations New York, 1985, :

3. Internafional Institute for Vital Registration and Statistics - Technical Papers Number 36 July 1989

56

r———y [




HEALTH CARE REVIEW SECTION 5- NEEDS ASSESSMENT
13th MAY, 1996

BERMUDA
5.24 Appendix N Report Cards
Child Health Report Card

* infant mortality

low birth weight

births to adolescents

child deaths '

teenage deaths

confirmed cases of child abuse

out of home placements of children
BSSC completion rate

school absentee rates
immunization rates
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5.25 Appendix O Glossary

APEX/PH Assessment Protocol for Excellence in Public Health. A tool for assessing the organizational
capacity of public health agencies and the health of communities. :

assessment The regular collection, analysis and sharing of information about health conditions, risk, and
resources in a community. The assessment function is needed to identify trends in iliness, injury, and
death, the factors which may cause these events, available health resources and their application, unmet

needs, and comumunity perceptions about health issues, :

assurance Doing something or making sure someone else does it and does it well. A public health
Jjurisdiction responsibility, within available resources and consistent with community and public health
problem priorities, to provide leadership in the commaunity, collaborate with other organizations, or -as a
last resort-provide a service itself. The specific function or service may, in different comumunities or at
different times, be the responsibility of the public health jurisdiction or other entities in the comnunity.
Assure does not imply an entitlement or guarantee: it does, however, imply that a process has been
developed to identify problems which the community wants to address.

capacity The ability to perform the core public health functions of assessment, policy development, and
assurance on a continuous, consistent basis, made possible by maintenance of the basic infrastructure of
the public health system, including human, capital, and technology resources, '

capacity standards Statements of what public health agencies must do as a part of ongoing, daily
operations to adequately protect and promate health, and prevent disease, injury, and premature death.

clinical personal health services Health services generally provided one-on-one in a clinical setting, See
related Personal Health Services.

community Generally refers to a definable political jurisdiclion. In contrast to the term “nci ghbourhood”
which generally refers to a geographic area with which residents have some identification.

contributing factors (direct and indircct) Those factors that, directly or indirectly, influence the level of
a determinant.

core functions The three basic functions of the public health system as set forth in the 1988 report, The
Future of Public Health, by the Institute of Medicine, are assessment, policy development, and assurance.

determinant Direct causes or risk factors which, based on scientific evidence or theory, are thought to
influence directly the level of a specific health problem. See “related risk factor.”

direct contributing factors Scientifically established factors that directly affect the level of a risk faclor,

disability-free life expectancy (DFLE) Refers to the average number of years an individual is expected o
live free of disability if current patterns of mortality and disability apply.

envirenmental health An organized community effort to minimize the public’s exposure to
environmental hazards by identifying the disease or injury agent, preventing the agent’s transmission
through the environment, and protecting people from the exposure to contaminated and hazardous

environments.
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epidemiology The study of the distribution and determinants of diseases ang injuries in human
populations. Epidemiology is concerned with the frequencies and types of illness and injuries in groups of
people with the factors that influence their distribution. '

goal Defines a desired change in the status of g health problem.
health capacity The capability of people to be informed consurmers or creators of health,

bealth services information System' A health data system designed to track health care costs, quality,
utilization, and outcomes.

health problem A situation or condition of people or the envifc_mment measured in death, disease or
disability and which is considered undesirable, .

health status A term generally applied to groups of people, rather than to individuals, The health status
of communities or the population can be tracked, analyzed, and influenced through public health
measures. The health status of Populations can be assessed using indicators such as death rates,

incidence The number of cases of disease having their onset during a prescribed period of time. Tt is often
expressed as a rate. Incidence is a measure of morbidity or other events that occur within a specified

period of time. See related prevalence,

indirect contributing factors Community-specific factors that directly aflect the level of direct
contributing factor,

infections Capable of causing infection or disease by entrance of organisms (e.8. bacteria, viruses,
protozoans, fungi) into the body, which then grow and multiply. OQften used synonymously with
“communicable,”

interventions Recommended Strategies and activities for communities to employ in their efforns to achieve
the improved levels of health status set forth in the outcome standards,

morbidity A measure of disease incidence or prevalence in a given population, location, or other
grouping of interest. : '

mortality A measure of death in a given population, location, or other grouping of interest,
nozn-infectious Not spread by infectious agents. Often used synonymously with “noncommunicable."

objective States what will be accomplished in changing the status of a problem,
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occupational health Activities undertaken to protect and promote the health and safety of employees in
the workplace,»including minimizing exposure to hazardous substances, evaluating work practices and
enviromments to reduce injury, and reducing or eliminating other health treats.

outcome objective A goal for the level to which a health problem should be reduced by some furure date.
An outcome objective is long term and measurable, .

outcome standards Long-term objectives that define optimal, measurable future levels of health status,
maximum acceptable levels of disease, injury, or dysfunction, or prevalence of risk factors. Related term
outcome objective,

PATCH Planned Approach to Community Health. A planning, implementation and evaluation process,
Generally geared towards chronic disease prevention and health promotion programmes.

personal health services Services provided to individuals , rather than the community as a whole.

policy development The process whereby public health agencies evaluate and determine health needs and
the best ways to address them, including the identification of appropriate resources and funding

mechanisms,
population-based Pertaining to the entire population in a defined geographic area.

prevalence The number of cases of a disease, infected persons, ar persons with some other attribute
present during a particular interval of time, It is often expressed as a rate, See related incidence.

prevention Actions taken to reduce susceptibility or exposure to health problems (primary prevention),
detect and treat disease in early stages (secondary prevention), or alleviate the effects of disease and injury

(tertiary prevention).

process objective A goal for reducing the level of a direct or indirect contributing factor by some future
daie,

promaotion Health education and the fostering of healthy lifestyles and living conditions, See health
promotion,

protection Elimination or reduction of exposure to injuries and occupational or environmental hazards,
See health protection.

protective factor An aspect of life which reduces the likelihood of negative outcomes, either directly or by -

reducing the impact of risk faciors,

public health Activities that society does collectively to assure the conditions in which people can be
healthy. This includes organized community efforts to prevent, identify, pre-empt, and counter threats to
the public’s health.

quality assurance Monitoring and maintaining the quality of public health services through licensing and
discipline of health professionals, licensing of health facilities, and the enforcement of standards and

regulations, ‘

'l

risk assessment Identifying and measuring the presence of direct causes and risk factors which, based on
scientific evidence or theory, are thought to directly influence the level of a specific health problem.
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risk commusication The production and dissemination of information regarding health risks and

methods of avoiding them.

risk factor Personal qualifies or societa] conditions which lead to the increased probability of 2 problem
or problems developing, Scientifically established factors (determinants) that relate directly to the level of

a health problem,

standards Accepted measures of comparison having quantitative or gualitative value,

surveillance The systematic collection, analysis, interpretation, and dissemination of health data to assist
in the planning, implementation, and evaluation of public health interventions and programmes,

threshold standards Rate or level of illness or injury in a community or population which, if exceeded,
call for a closer attention and may signal alarms for renewed or redoubled action,

References:

American. Public Mealth Association, Healthy Communities 2000: Model Standards. Washiﬁgton, DC:
American Public Health Association, 1991,

National Association of County Health Officials, Assessment Protocol for Excellence in Pubiic_HeaIth.
Washington, DC: National Association of County Health Officials, 1991, '

Washington State Department of Health. Public Health Improvement Plan, Olympia, WA, Washington
State Department of Health, 1994 : - : S
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5.26 Generali References

1. American Public Health Association. Healthy Communities 2000: Model Standards (Third Edition).
Washington, DC; American Public Health Association, 1991, :

2. Australian Health Ministers’ Advisory Council. Health for All Australians.Brisbane: Department of
Community Services and Health, 1988. . '

3. Breslow L, Sommers AR. The Life-time Health Monitoring Program, A Practical Appmach ta
Preventive Medicine. N Engl T Med, 1977, 296: 601-608, o o

4. Canadian Task Force on the Periodic Health Examination. The Periodic Health Examination. Can
Med Assoc'T. 1979; 121: 1194-1254, . o

5. Centers for Disease Control. Consensus set of health of health status indicators for the general
assessment of community health status - United States. MMWR 1991: 40 449 -51 '

6. Centers for Disease Control. Youth Risk Behavior Surveillance - United States, 1993 MMWR 1995;
44 (S8-1), ' '

7. Fisher M, Eckhart C, eds. Guide to Clinical Preventive Services: An Assessment of 169 Interventions:

Report of the US Preventive Services Task Force. Baltimore, Md: Williams & Wilkins.

8. Haeduck L and Bobadilla, JL. “Health Statistics for the Americas” World Bank techni_cél pap_'er,: no.
262 Washington, DC: The Werld Bank, 1954, ' o

9. Halperin W, Baker EL, eds. Public Health Surveillance, New York, New York: Van Nostrand
Reinhold; 1992
10. Institute of Medicine. The Future of Public Health. Washington, DC: Nationa] Academy Press, 1988,

11.International Institute for Vital Registration and Statistics, Technical Paper Number 36, International
Institute for Vital Registration and Stalistics July, 1989.

12, National Association of County Health Officials. Assessment Protocol for Excellence in Public Health.
National Association of County Health Officials, 1991.

13.National Association of County Health Officials, Blueprint for A Healthy Community: A Guide for
Local Health Departments. National Association of County Health Officials, 1991,

14. National Center for Service Integration

15.Pan American Health Organization. The Crisis of Public Health: Reflections for the Debate,
Washington, D.C: PAHO; 1992,

16. Teutsch 8.M. Thacker S.B. Planning a Public Health Surveillance System. Epidemiol Bulletin 19935;
16: 1-6,

17. United Nations. Vital Statistics Systems and Methods - Legal, Organizational and Technical Aspecis,
Volume 1., New York, United Nations, 1991,

62




HEALTH CARE REVIEW SECTION 5- NEEDS ASSESSMENT
BEERMUDA

13th MAY, 1996

N
18. United Nations. Vital Statistics Systems  and Methods

-Review of National Practices, Volume IL.,
New York, United Nations, 1991,

19.U. §. Public Health Service, “Health Care Reform and Public Heailth -

A Paper on Population-Based
Core Functions.” Washington, DC: U. S, Department of Health and Human Services, 1994,

20. Department of Health and Human Services. Healthy People 20000: National Health Promotion and

Disease Prevention Objectives. Washington, DC: US Department of Health and Human Services,
Public Health Sérvice, 1991: DHHS publication no, (PHS) 91-50212.

21. Washington State Department of Heaith.

Public Health Improvement Plan, Olympia: Washington
State Department of Health, 1994,

63












HEALTH CARE REVIEW

SECTION 6 - FINANCE TASK GROUP
BERMUDA

13THMAY, 1996

HEALTH CARE REVIEW

FINANCING TASK GROUP REPORT



HEALTH CARE REVIEW ‘ SECTION 6 - FINANCE TASK GROUP
BERMUDA 13th MAY, 1996

i TABLE OF CONTENTS

6.1 PURPOSE AND MANDATE 3
6.2 MEMBERSHIP 4
6.3 METHODOLOGY 4

6.4 INTRODUCTION

6.5 OBJECTIVE 1: To review the role and functioning of the Hospital Insurance Commission

7
6.5.1 The H.LC. 7
6.5.2 The Mutual Reinsurance Fund (the Fund) 8

9

6.5.3 Subsidies

6.6 OBJECTIVE 2 - To develop recommendations concerning insurance and Government funding

Iong-term and home health care 14
6.6.1 Long Term Care Facilities 14
6.6.2 Home Care 15

6.7 OBIECTIVE 3 : To examine the use of health care services which are available in Bermuda

and recommend changes where appropriate 16
6.7.1 Proposed Bermuda Health Plan and Health Care Council 19
6.8 OBJECTiVE 4: To consider the transfer of responsibilities for determining medical
indigence from the Bermuda Hospitals Board to the Ministry of Health, Social Services and
22

Housing

6.9 OBJECTIVE §: To examine reimbursement of physicians in primary care, internal medicine,
surgery and diagnostic services and recommend changes where appropriate, 23

6.10 OBJECTIVE 6: To review the current health care financing system and recommend

improvements and determine suitability for financing future needs 25
6.11 Health Care Council 25
6.12 Appendix 1 - Revenue Flow Chart 26
6.13 Appendix 2 - Bermuda’s Health Care System comparcd with other countrics 28

6.14 Appendix 3 - Analysis And Projections Of Health Care Costs - by employment income,
G.D.P. and G.N.P, 31




HEALTH CARE REVIEW SECTION 6 - FINANCE TASK GROUP
BERMUDA 13th MAY, 1996

SECTION 6
i HEALTH CARE FINANCING TASK GROUP REPORT

6.1 PURPOSE AND MANDATE

During the completion of onr work we have had the luxury of amending our objectives as we progressed,
Our final objectives shown below, include the ori ginal objectives but broaden the scope of our mandate in
several areas. The objectives clearly indicate our dependence on the other Task Groups. ,

Our mission was:

To develop recommendations that will result in the current or a madified health care financing systém
meeting health care costs' whilst ensuring that quality® is maintained and the neec_I53 of the comununity are
met at an affordable cost. The following six specific objectives were addressed as part of this gverall

mission;

1 To review the role and functioning of the Hospital Insurance Commission,

2. To develop recommendations céncemi_ g insurance and government funding for long-term and
home health care, S E

3. To examine the use of health care services which are available in Bermuda and recormend

changes where appropriate.

4, To con;ider the transfer of responsibilities for determining medical indigence from the Bermuda
Hospita! Board to the Ministry of Health, Social Services and Housing,

5, To examine reimbursement of physicians in primary care, intn_amal_ medicine, surgery and
diagnostic services and recommend changes where appropriate. . : :

6. To review the current health care financing system, recommend improvements and determine
suitability for financing future needs, ‘ S

! As considered by the Health Care Cost Task Group
? As proposed by the Quality of Care Task Group
 As proposed by the Health Care Needs Assessment Task Group
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6.2 MEMBERSHIP

Roger Titterton,C.A. Chairman

Nicholas Warren, C.A. . :

Annarita Woolridge-Marion, C.A., _ .
John Rayner, FIA ASAMAAA o

Donald Scott ' r .

Brenda Dale - Secretary to Health Care Review

Art Wade Department of Management Services

Susan McCullagh-Bailey Recording Secretary

6.3 METHODOLOGY

Our methodology was as follows:

e determine the current health care financing system;

* conduct interviews and solicit written responses from the stake holders to understand the historical
development of the current system and overall efficiency and effectiveness;

e review the information developed by the other task groups to determine the financing of new services
recommended by Needs Assessment and Quality of Care, and work with the Health Care Cost Task
Group to determine the impact on financing of their recommendations;

= study the financing of health care systems of certain other countries to determine if their methods
might be appropriate for and helpful to Bermuda. (See Appendix 2); and

o use Group discussion to develop recommendations based upon information gathered and analysed.

6.4 INTRODUCTION

Our research into the health care financing systems of other countries leads us to believe that there are
three basic methods of financing health care as follows:

1. The private sector through private health schemes. These are normally paid for by a combination of
employer and employee contributions to private insurance enterprises,

2. Use of general taxation to pay for health care costs (often in conjunction with transfer of wealth
initiatives.)

3. A combination of the above methods with Government supplementing the private system for those
who cannot pay,

The extent of Government intervention in any system of health care depends upon the degree to which the
Government is willing to guarantee health benefits to the population. Almost all private health care
schemes are tied to employment with revenues being derived from the employer, employee or most
commonly, both, A

The revenue flow chart (see Appendix 1) discussed below demonstrates clearly that Bermuda currently has
a system of private insurance coupled with a Government sponsored scheme and a system of Government
subsidies. The Bermuda model may appear to be complex at first glance, but its historical development
and relative efficiency results in it having been an effective system in the past,
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A prowing problem in health care worldwide is the trend towards the use of very expensive technology
which, if it is to be made available to the public in a small country like Bermudsa, may be prohibitively
expensive. The Government of Bermuda has demonstrated its fiscal prudence in this area by only
financing technological equipment which it felt was economically feasible, In effect, the operations of the
Hospitals have been subjected to a budgeting and subsidy process that has led to private charity providing
much of the high technology equipment used by the Hospitals. Where certain techinological equipment
and highly trained expertise have not been available in Bermuda, treatment has been obtained QVverseas.
The cost of these overseas services is generally paid for by private insurers thrk_nugh major medical
caverage. Se '

We need to determine how a system as complex as Bermuda’s manages to control costs without limiting
funds available (explicit capitation), One of the great problems with health care in the. current
environment is the consumer’s separation from the process that sets the price of the services.’ Simply put,
because services are paid for by a system of taxation and insurance that spreads the cost and risk among
all of the population, there may be a sense among the service users that they have already paid for the
services and that using the services is just a way of getting economic benefit out of the system., A docior
suggesting additional tests would not be likely to be questioned by a patient. A salesman trying to sell a .
consumer an additional consumer product is not nearly as likely to be successful. Adding to this problem
may be the need for better communications skills of service providers coupled with better knowledge
levels of patients, ' . ' - '

The current health care financing system and any suggested changes to it must have as a primary goal a
System that controls the extent and costs of services. This is a very subtle task in a free enterprise and

Government sponsored system.

The current Bermuda Health Care Financing System has been analyzed resulting in the preparation of a
Revenue Flow Chart (Appendix 1) which clearly indicates the flow of funds throughout the system and
will be used as a basis for determining how the shifrs'towa;ds preventative and home health care might be
met. It should be noted that the thrust of the current system is generally an attempt to support the
Bermuda Hospitals and they are central to the funding mechanisms. The difficulty arises as we look
forward to more and more health care services being provided outside of the setling of the Hospitals. Qur
insights into the current system reveal a lack in the present sysiem’s ability to change to meet the needs of
current and emerging health care delivery.

We do not wish to repeat the excellent work completed by the Health Care Costs Group, but it is
fundamental that their work needs to be read in connection with this report. It is extremely important that
the Finance Task Group and the Cost Task Group use some of the historical information on costs to
predict future trends in costs along with future trends in the delivery of health care in Bermuda. As an
example, Bermuda’s ageing population forecasts will demonstrale a significant problem for future
financing without any consideration of increases in the levels or methods of delivery of that care.

Our Group agrees that the system works best without forms of explicit capitation being instituted by the
Government and that the current mix of the private sector and Government has worked effectively in the
past. Qur Group believes that, with all of its intricacies, the current system in fact works very well and it
is fundamental that we work to protect the current financing system wherever possible. This conclusion
was reached afier several meetings where we questioned every function shown in the Revenue Flow Chart.
There appear to be inadequacies as the current system does not seem to be capable of transforming itself

as the demands of the consumers and the service providers change. :
. )



HEALTH CARE REVIEW SECTION 6 - FINANCE TASK GROUP
BERMUDA 13th MAY, 1996

We seek 1o develpp or enhance the current financing system so that we have: .-

«  consumers who are aware of the costs (education and cost sharing);
e health care providers who are efficient and effective in their delivery of services {training, bench
marking, negotiation with insurers); . e o _' .

° government intervention only to the extent that the private system cannot or will not provide the
appropriate services; and Lo RN . : '
private insurers and Government sponsored insurance plans being the gatekeepers of the financing
system through their assessment of benefits and premium levels. '

The Financing Task Group is opposed to a fully nationalized heaith care system. However, it should be
recognized that the current system, which includes subsidies for hospital care of those who are not insured
privately, does mimic a nationalized health care system in a way that might be more effective than a
national health care system, We believe that Bermuda is different in jts approach and that we_ need to
view the systems of other countries with caution at this time, ‘as their fandamental tax and health care
_ financing systems are vastly different from.our own and many are performing poorly (see Appendix 2).

There s_hould be a natural system of checks and balances with the ability to change with new philosophies_ :
in health care and new technologies and services. We do tiot beljeve that the current health care system,
whilst it has worked extremely well in the past, is sufficiently flexible to meet Bermuda’s changing needs

and reguirements,
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6.5 Objectiveil; To review the role and functioning of the Hospital Insurance Commis_sinn FHTC)

6.5.1 The HIC

After identifying the role of the HIC on the Revenue Flow Chart, receiving a presentation from the
Chairman and staff of the HIC, along with written responses by HIC staff to some thirty two questions
posed as a result of the above and numerous discussions, we have developed the following

recommendations regarding the HIC:

1. The HIC was developed, as its name suggesis, with the mission to provide health care through the
Hospitals. In any future system in Bermuda that contemplates preventative and home health care,
consideration will need to be given to broadening the Junction of the HIC to monitor and help
Jinance these areas or other bodies will need to be created. Amendments tg the Hospital Insurance
Act should be considered as soon as possible.

The AIC or some other group needs fo have wider representation so that its policy recommendations
will carry more weight. We recommend some Jorm of buffer between HIC and the direct influence of

ta

politics.

3. The actuarial assessment of premiums by HIC or some other group should be made public Jor use by
all stakeholders in the health care system including the private insurers who provide certain
information used in the study. The setting of premium rates and the determination af the standard
benefit should be more readily understood by the general public. ' L

B s

4. The HIC or some other group and private insurers should meet on a regular basis to discuss matters
affecting the delivery of health care. -

3. Government should consult with the HIC or some other group on all matters falling within their
mission. S S '

6. The HIC or some other group needs fo work on its relationship with the Bermuda Hespitals Board
and regular meetings are suggested in this area to ensure co-ordinated financial decisions.

7. The HIC or some other group needs to immediately assess how it can meet the needs of the public by
studying the standard benefit package to determine to what extent it needs io be amended to consider
home and preventative health care. To complete this obfective consideration must be give 1o 1)

above as soon as possible.

8. The systems at HIC or some other group, which are used to accumulate and assess claims before
payment to the Hospitals, need to be updated to allow Jor more timely payment. We should expect
the Hospitals io be run like a business and likewise HIC. The cash Jlow problem is somewhat
mitigated by monthly payments by HIC to the Hospitals, however, the annual reconciliation and
adjustment to actual takes far too long and delays the issuance of the Hospitals' annual report

signiificantly.

9. Section 17 of the Hospital Insurance Act malkes provision for a report on the operation of the
Comimission to be forwarded io the Minister of Finance as soon as practicable after the end of each
financial year. The last report was apparently made in the early 1980's. The HIC should have a
clear reporting process and should follow the requirements of its Act in this regard,



HEALTH CARE REVIEW SECTION 6 - FINANCE TASK GROUP
BERMUDA ' ‘ 13th MAY, 1996

10. The above recommendations should be implemented with the current Jramework expanded to meet
today's health care needs or with the framework of the Health Care Council (see Care Costs Sub

Committee repori).

6.5.2 The Mutual Reinsurance Fund (the Fund) _ .

The Mutual Reinsurance Fund, which is administered bj( HIC, no longer seems to be performing the
functions for which it was originally formed and therefore needs to be rationalized in the context of the

current environment,

The Fund currently finances certain claims related to renal dialysis, kidney transplants and associated
anti-rejection drugs, long stay patients, diabetic counseling and hospice care.

The Fund seems to have been originally formed to finance new treatments which might prove catastrophic
in the sense of ultimate costs because of their ongoing nature. These treatments were not covered by HIP
or the plans offered by private insurers for a period of time until sufficient information existed to allow the
insurance industry to understand the costs for the population as a2 whole. Actuaries could then

reasonably assess a premium and build the particular risk into the overall premium model. At this point
in time the risk would be handed back to the insurers. The Fund allowed potentially catastrophic losses to
be shared between the various insurers as the Fund was financed by assessments on standard premiums by

all insorers,

In recent years the Fund has shown a surplus and has occasionally been used as a source of financial
support for the HIP Plan. Larger insurers may not be as dependent on this Fund as they were in the past
and the Fund may be retaining certain risks that could now be assumed by the insurers, P e

Recommendation

The Mutual Reinsurance Fund needs to be rationalized in the canfext of the current health care
environment and possible organization changes to the delivery of heaith care services in Bermuda,
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6.5.3_SUBSIDIE

1

The revenue flow chart shows Government grants {subsidies) to be $43.1 million. The amount is made up
as follows in 1993/94: . . ' S

$M X
Youih 4.8
Aged ‘141
Indigent - Regular 3.0 '
-ECU . 5.6 8.6
7.5
St. Brendan’s ' 14.1
Other Subsidies . = 1S
- - 3
Recommendations

The 8t, Brendan's subsidy represents a general grant lo cover operating expenses of St. Brendan''s. We
recommend that this method of Junding is proper and should continue, :

Other subsidies_represent amounts paid to the Mutual Reinsurance Fund Jor the hospice, dialysis,
diabetic education etc. Again we recommend thart this Junding remain,

The $5.6m paid to the Extended Care Unit (ECU) for the indigent represents the Hospital's care of the
aged who, while they do not always need the level of care provided by an acute care ward, have nowhere
else to go for treatment. This represents an opportunity o reduce the level of care given and the cost of
such care without any reduction in the quality of care, This particular subsidy is not considered further

under this Objective. (Please see Objective No., 2)

The Health Insurance Commission (HIC) is responsible for the administration of the remaining subsidy
programs as follows; ' B L

e youth subsidies
= aged subsidies
= indigent subsidies

These subsidies are related to services received at the Hospital only, and coverage is at the standard
benefit level, However, it is the existence of this system of subsidies that allows Bermudians to make the
assertion that all Bermudians are covered for basic Ievels of health care. As these subsidies are all funded
by the Government through general taxation they become a great concern if there is expected to be any
escalation of costs or if the subsidies do not result in the efficient use of health care services. The table
below shows the costs of subsidies aver the past 5 years with some basic estimates of costs in the future
given increases of health care costs and the demographic changes in the papulation. The attached graph
depicts a visual presentation of the same data to demaonstrate the impact more clearly. The charts and the
graph are developed from the best information available and should be used as indicators only of potential
costs given the assumptions made which are subject to considerable uncertainty as predictors of the future,
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Year | Youth Aged Indigent {
No.#* Cost PP | Total Cost | No. Cost PP | Total Cost | No, CostPP | Total Cost |
People b 5 People b 3 People 5 3
1985/90 15,100 235 3,548,500 5,300 1,811 9,598,300 | 1,750 1.161 2,031,730
1990/91 15,077 283 4,266,791 | 5,396 1,890 | 10,198,440 | 1,750 2,834 4.959,500
1991/92 15,050 315 4,740,750 | 5,500 1,927 | 10,598,500 | 1,750 1,619 2.833.250
1992/93 14,760 340 5,018,400 | 5,620 2,135 | 11,998,700 | 1,750 1,480 2,590,000
1993/94 14,990 320 4,796,800 | 5,750 2,434 [ 13,995,300 | 1,750 1,720 3.010,000
2000 14,860 508 7,548,880 | 6,450 3,875 | 24,993,750 | 1,750 2,729 4,755,730
2010 13,720 | 1,096 15,037,120 | 7,150 8,381 | 59,995,650 | 1,750 5.891 | 10,310,000
Eligibility Benefit 1993/94 Total Cost | Issues
Youth Under 20 100% of | § 4,796,800 Whether or not the Government needs to have a youth
standard subsidy
Aged 65-75 80% $13,995,500 With the aging population and declining workforce,
76 - death 90% of the Government through the subsidy system, will
standard assume a larger percentage of Lhe cost of Hnspnal care
based on the statistics.
Indigent 21 &over . | 100% of | $ 3,010,000 Although the number of patients has remained
standard . constant since 1989/90, the amount of treatment
' provided is increasing

Cost In BDS

$50,000,000
550,000;000.
$40,000,000
$30,000,000
£20,000,000
$10,000,000

30

Total Estirhafed Cost .o.f Subsidies

—&— Aged

—&—Youth
1—i— Indigent

1980 4

Year e

10
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Chart Assumptions
)
1. There will continue to be an 8% per annum increase in medical costs of the standard benefit,

2. Population forecasts by the Department of Statistics for the youth and aged are accurate,

3. Estimated number of indigent will remain constant. However, there are indications that this is
increasing,

4, Source of actual cost information is the Bermuda Hospitals Board and source of actual population
numbers is the Department of Statistics.

There is a component of indigent persons being covered through the youth subsidy. More importantly,
there is a large component of aged persons in the indigent subsidy as they cannot afford the 10% to 20%
unfunded portion of the aged subsidy. The statistics indicate that 50% of the indigent population are
actually aged. This causes administrative problems as funding may need to be split between aged and
indigent subsidies and, for the aged who are not indigent, between the self funded or insured retention and
the subsidy. There are severe bad debt problems at the Hospital in relation to collection of the self finded
portion of billings of the aged who are not indigent.

It appears clear fiom the abave tables and graph that we face an increasing liability for health care for the
aged who are af 2 time in their lives when they are most likely to need this care and are not able to deal
with increased health care costs, even at reduced rates. It is also clear that the number of youth ig
declining leaving fewer workers to fund the subsidy to the aged in the future, '

Funding for youth may be unnecessary, especially when parents are working and their health insurance
policies could easily pick up the youth portion of the subsidies, This presents an opportunity to finance an
increase in the benefits to the aged and to simplify the financing system which currently involves the
administration of a two-tiered system for the aged (the subsidized benefit and the remainder). Transfer of
the youth subsidy to the old age subsidy also provides for the expected increased costs caused by
demographics and escalating health costs.

We know that some proportion of the indigent are also aged. Those who are aged who cannot afford to
pay the amount above their benefit will therefore be classified as indigent. It would seem logical that
paying 100% of the benefit of the aged would increase total benefits paid to them by between 10% and
20% of the current benefit which for 1993/94 would be an extra $1,399,350 to $2,799.100. : This
additional benefit can easily be paid out of the youth subsidy of $4,796,800. L

On the other hand, the indigent clearly need to continue receiving the support of the financing system but
need a more flexible delivery system. A transfer of responsibility for determination of indigence to the
Department of Financial Assistance along with funding through the Health Insurance Pension (HIP)
instead of the subsidy, and the use of an ind; gence card, will further greatly increase the efficiency in
delivery of services to the indigent. '

We are concerned that the current system of subsidies is for the delivery of health services at the Hospital
only, The funding system should allow for flexibility in the delivery of services to ensure the efficiency
and effectiveness of such services, This flexibility should include doctors’ visits when necessary. The
Health Care Council will need to determine the best level of benefits for the indigent and the aged,

11
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The attached graph again indicates the need to control the escalation of medical costs below the 8% per
annum assumed level. We cannot control the population or the economy through which future workers
will fund the system, but we must control the costs which, as shown in the graph, could escalate at a rate,
and to a level, where they cannot be financed, ' ' '

-

Recommendations:

Aged

o Expand the subsidy program for the aged by bringing the benefits up to 100% - Reclassifyy indigent
who are over 635 years of age fo become aged, ‘ . _

Benefits

e Reduction of administration for patients who must currently split payments to the Hospitals and

insurers, or pay themselves.
Greater coverage for our elderly population when they have little income to pay for themselves.

Determination and treatment of Indigence

] 'Tran.sj’er re&ponsibi!igf Jor determination of indigent Jrom the Bermuda Hospitals Board to the
Department of Financial Assistance. : .

® Reclassify the indigent who are over 65 to the aged category o substantially reduce the number of
indigent. This will also lower the indigent subsidy fo the extent that the self funded 10% to 20%

should be transferred to the aged subsidy;

o Enroll the indigent in HILF. and divert the monies currently paid as subsidies fo become premiums
paid to HILP. C : : -

o Use the current system to handle claims. Eventually all HIP participants could subsidize the
indigent through equalization of premium payments to bring the indigent in line with the rest af the
HIP population. Co S ' C - :

¢ Issue an insurance card to all indigent to allow them to access the standard health care benefits {ta
be defined by the Health Care Council), inciuding doctor's visits.

« Ixpand the services offered by the Government Clinic jor the indigent only, to reduce inappropriate
use of the Emergency Room. ' S :

Benefits

o All aged are treated the same and there is a reduction in administration related to determining who is
indigent. : ' ' : :

e  Centralize the determination of all social assistance in one body increasing effectiveness and reducing
administration. '

* Reduction in administration at the King Edward Memoral Hospital, more efficient and efective
delivery of services and greater dignity for the indigent.

12
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Youth

® Rerﬁave the youth subsidy and reclassify any youth who may be indigent o the indigent elassification

-

e Private insurers and HIP to increase premiums over some period of time to cover all youth whose
parents are employed for standard benefit. Such premium increases are expected to be minimal.

Benefit

o Provide signiﬁbant funding to allow exparsion of benefits to the aged. Working parents should pay to
insure their children for the standard benefit on the understzmd@ng that they will receive increased

benefits from the system during old age.

CONCLUSION

The Committes believes that the above recommendations represent a significant reduction in
administration costs and a diversion of funds raised as a result of general taxation from the Youth subsidy
to the Aged subsidy. However, in the wider context, the issues of increased use of services, increased cost
of services (health care inflation) and new services offered remain a major concern as our health cara
system faces the challenges of the year 2000 and beyond. ;

13
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6.6 Objective 2 - To develop recommendations concerning insurance and Government fundir)g for

Ione-term and home health care

This issue has been addressed in our discussion of HIC wherein we state that we need to consider the
broadening of HIC to include health care outside of the Hagspitals setting or the possible introduction of
another body similar to HIC to handle this form of health care. .

We have determined that there may be considerable savings to the Hospitals if certain long-term patients
could be removed from acute care beds and that these savings may be as much as $5 million per year,

However, as mentioned earlier, the current system is geared towards funding for the hospitals. The
hospitals are independently audited and accredited, governed by policies and procedures and are easy to
monitor. Spreading health care into long-term care, home care and preventative care will require a
system capable of dealing with a host of new issues such as appropriate costs, quality control etc, We
must develop a framework through which these changes can take place without undue Government
intervention. such regulations need to be incorporated in legislation, In fact, the financing system must
encourage the use of less expensive care outside the hospital setiing, )

6.6.1 Yong Te_rm C_Iare Facilities

Long term cafe facilities cater to three types of clients: 1) the aged ; 2} the chronjc'_ally disabled of all ages;
and 3) the convalescent, who are being rehabilitated having suffered a stroke, temporary paralysis ete.

The facilities are either privately owned, partially funded by government or fully funded by government.
Prices vary between each facility, as does the level of care provided. These facilities can be categorized as
praviding custodial, intermediate and skilled nursing care.

Rest homes are classified as providing custodial care. Clients ars housed and are provided with meals,
some entertainment etc. The staff are generally unskilled and are guardians for the clients. The majority
of the rest homes in Bermuda are privately owned.

Intermediate care facilities may receive a grant from government to assist in operations. Care is provided
by semi-skilled staff who in addition to basic care ensure that medications have been administered
correctly, Clients needing intermediate care are recuperating from a hospital stay and may Tequire
additional physiotherapy or rehabilitation prior to being transferred to a rest home or to their own homes,
This would allow patients to be discharged from the more expensive acute care beds of KEMH and cared
for in a less expensive semi-skilled intermediate care facility. At present, two rest homes, Paclwood and
Pembroke Rest Home, also provide intermediate care,

The Extended Care Unit, Lefroy House and St. Brendan’s Hospital provide skilled nursing care to the

aged and the mentally disabled. These facilities are fully funded by government, however,
residents/families in the Extended Care Unit are charged a portion of the daily rate for their care.

However, the problems are as follows:

1. Intermediate care facilities are limited.

2. Lack of overall coordination of placements - the Hospitals’ Geriatric Assessment Placement (GAP)
teams assessments are limited to patients currently in the hospital and those referred to the team by

general practitioners. There is no overall assessment to ensure the correct match bebween the
patients’ needs and the facility,
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3. Standards vary between facilities - the Quality of Care committes has reviewed this and made
recommendations (see Section 3 and 7 of the Quality of Care Report).

4. The mix of beds in custodial, intermediate and skilled care does not match current health care needs,

5. Aﬁ'nrdabﬂity - regardless of the type of facility, affordability is the main concern and _compl'ain't.
With no insurance benefit or government subsidy available for custodial or intermediate care, there is
no real incentive not to utilize the hospital facilities inappropriately as care is paid for by subsidy and

private insurance.

6.6.2 Home Care

The Quality of Care Task Group has already responded on the benefits of the elderly remaining in the
home setting or being discharged to the home setting from the hospitals as quickly as is medically
possible. o .

Expanding coverage to include these areas has been discussed in our discussion of HIC _wh:réiﬁ we stzite
that we need to consider the broadening of HIC to include health care outside of the Hospitals setting or
the possible introduction of another bady similar to HIC to handle this form of health care, L

We have determined that there inay be considerable savings to the Hospitals if certain lohg_-ierﬁl pﬂﬁ.ﬁ‘;_nts-
could be removed and that these savings may be as much as $5 million per year, '

Recormmendations .

Itis reca.mménded that:

1. An intermediate care unit in the King Edward VII Memorial Hospital be established, ,

2 An actuana! sfn_fd_}.f.be Jan;e fo determine the projected Eosis of !ang—z.‘erm care and hqme care.
3. The'Geri m‘fib ﬁs;és.}ment P}'ogramme feam resﬁoﬁsibi h’ﬁe.; be expanded to:

a) éb—ok-diﬁate}h,e overall placement of residents in long-term Jacilities based on the level af r:_are._ -

required; and,
bj dea‘érrﬁ_r’n_e the families V}'e.:idents’ ability to pay.

4. The standard benefit be expanded to include long-term and home care with clearly and stringently
enforced guidelines with payments being made from Mutual Reinsurance Fund, o '

5. New jacilities or capital improvements to existing facilities should be funded through a variety of
means emphasizing charitable fund-raising mechanisms. o R S o
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6.7_Objective 3 : To examine the use of health care services which are availahle in Bermuda and

recommend chanpes where appropriate

The use of health care services should result from a carefitl and knowledgeable consideration of cost
versus benefit. The committee discussed at length whether the current system was demand or supply
driven. A demand driven system results where the supply of services increases to meet a demonstrated
demand by the health care users. On the other hand, the supply driven theorist would argue that, for the
health care industry, if a service is provided it will likely be used. There was soms sentiment within our
group that Bermuda may be currently operating in a supply driven environment. The committee believes
the system should be more demand driven than it is at present. :

Possible solutions to the increased usage and cost of the system are as follows:

Putting a cap on what is provided (limit supply);
‘Educating the public on usage (limit demand);
Cost sharing with patients (limit demand);
Protocols for payments to physicians (limit snpply); and
Combinations of the above, _ p

N

This report must be considered as an initial study, the results of which could be used in the future for more
exhaustive and comprehensive research, To demonstrate this assertion, the extent of use, cost and funding
of long term care facilities in the future would require a full actuarial study of population demographics,
expected usage, impact on current facilities being used, life expectancy in the future, the amount of
funding needed by the current population to fund their future benefit, the impact of technology on future
costs in such facilities, expected return on moneys invested to meet these future obligations, and so on.
What we need at this point is a system with the flexibility to deal with an issue such as long term health

care as it develops,

Health care services should be considered from the point of view of every section of the commupity and
within every age group. More often than not, the actual service received is a function of economics,
Sometimes the section of the population most in need of health care is the section least able (o afford it,
This leads to cries for socialized medicine, because any other system is automatically labeled unfair.
However, closer scrutiny of national health systems in other countries often reveals gross inefficiencies
and uncontrolled expenses. The general level of health care delivery suffers to the extent that every
section of the population receives inadequate care. Obviously, the ideal situation is some balance between
a national health system and a totally private system. In many respects that is what we have i Bermuda.
Sometimes a small section of the community falls between the cracks and this is what we must try to -
avoid, However, it seems senseless to rebuild a good system.

For an island the size of Bermuda it can be argued that the health care services available are very good,
taking into account the size of the population, the land area and Bermuda's general remoteness, In
Bermuda there is one general acute care hospital, the King Edward VII Memorial Hospital and one
psychiatric acute care hospital, St. Brendan’s. These establishments, together with ambulatory care
clinics, make up the main health care facilities available in Bermuda.

The main primary health care facilities are physicians offices, hospital outpatient clinics and Eovernment
health centers. Since most doctors and dentists are private practitioners, a large proportion of primary
care is delivered through the private sector. There are about 80 dactors and about 30 dentists actively
practicing in Bermuda, In addition, there are about 700 licensed nurses, the majority of whom work in
the two hospitals,
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There are eleveh long-term care facilities on the Island, These include nursing homes and residential care
facilities. There is also a hospice facility for the terminally ill. ' '

The Government provides public health facilities through the Department of Health. The Department .
administers various centers throughout the Island which offer immunization services, family planning
services, antenatal care and infant primary care services. There are also three dental clinics for children.

Responsibility for heaith is in the hands of the Ministry of Health, Social Services and Housing. Although

the Ministry has responsibility for the two hospitals, they are administered by the Bermuda Hospitals
Board. . » R o R _ . . |

The current network of health care services in Bermuda is a result of the demographic characteristics of
the population, the relative wealth of Bermuda and the present healih care technologies available. An
examination of the uses of these services must take into account the ability of the health network to make:
the necessary changes as the population, wealth and technology change. Population and wealth are
characteristics which are mainly driven by, and to a lesser extent controlled by, forces generated within
Bermuda. On the other hand, technological changes are almost always beyond our control, being a small
island. This is not to say that our life-style and living standard are not envied by other countries,
particularly other small islands, However, Bermuda would not be generally be able to provide
technological input to the rest of the world. Berimudians enjoy good health while life expectancy is
comparable to other countries and generally better than most other jslands, o
As far as demographic indicators are concerned, the aged represent the most rapidly growing area of
Bermuda’s population. There are several reasons for this. First, birth rates have declined,  Second, with
better life-styles, life expectancy has improved, and last, the baby boom generation is aging. These factors
will enhance the trend of more old peaple relative to the younger population. Bermuda is fairly powerless
to directly control this trend, SRR ' ' -

In any event it probably would not want to because population control would be seen as directly infringing
on the rights of the individual. - However, a swing in the population mix will have major and profound
implications for Bermuda’s health care delivery systems. Even at today’s numbers, many. senior citizens
have inadequate access to care (facilities & financial). Future numbers, as projected by demographers,
will put additional strains on the ability of the system to care for the aged population, L

The areas where greater care will be demanded are the long-term facilities. Funding for these facilities is
currently inadequate based on present population figures. Funding for these facilities based on projected
population figures is mot only inadequate, it is also non-existent and is a problem also addressed by the
Care Costs Task Group’s report. Long-term care can be equated with the same problem the Government

has with pensions.

At the moment, state pensions are funded on a pay-as-you-go basis. That is the current working
population pays for the pensions of the current retired population. It is not difficult {0 see that when the
population mix changes the cost to the workers will be much higher. Therefore, some advance funding is
required. The same principle applies to long-term care, The current waorkers should be setting money
aside for their own care in old age. Very few, if any, are, o o .

The principles used to calculate the long-term care funding required for a group of people approaching
retirement age arc not unlike those used for pension funding. They take account of the interest to be
earned on the funds set aside, the likelihood of the money being required, the expected cost of care at the
time it is required and the expected period of time over which care will be needed. These “actuarial
assumptions” are usually chosen by an actuary and the calculations at best, will approximate to the
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ultimate amount of money actually spent. Nevertheless, in the absence of a crystal ball, they are at least a
scientific attempfj to accumulate assets sufficient to meet future Liabilities, The rate of funding and the
assumptions can be fine tuned as the long-term care program progresses and the concept can be likened to
taking aim at a constantly moving target,

Generally, Bermuda’s handling of care in old age is, at best, makeshift. Tao many beds are tied up in the
hospitals for the care of the aged. The Extended Care Unit has insufficient beds because the elderly stay
there, Perhaps the cynics will say, “well at least they are not sleeping in the streets like in so many other
cities in other countries”, But the problem will only get worse in the future if nothing is done. It can be
demonstrated that the Western world in general provides little care for its elderly population. This is in
contrast to many Asian countries where tradition and national culture requires the family to care for its
older members. We are not going to change Bermuda’s culture, so we have to build more nursing homes,
long-term care facilities etc. We have to institute a system of long-term care financing which will be
capable of dealing with the financial burdens in the fiture. SR

Future financial burdens could be somewhat alleviated, in the case of the elderly, by the proper provision
of home care. In the past, the home care provider has had a relatively small financial impact on the
health care system. Home care visits account for only about 4% of total health care costs for the over age
65 population in the United States (Milliman and Robertson), However, home care, well focused and
controlled, has the potential for playing a major role in controlling and managing tomorrow's health care
costs. Some managed organizations in the U.S. use home care nurses to advise on discharge policies.
They try to reduce hospitalization whenever it is not medically necessary. This reduction is accomplished
by admitting only those patients needing services that can be provided solely in an inpatient setting,
Another reduction involves the utilization of home care providers prior to a surgical admission. This can
significantly reduce the need for rehabilitation care in the hospital. These and other home care strategies
can be easily instituted in the future in Bermuda. Bermuda's per capita wealth is amongst the highest in
the world. ' Its current health care financing system, for the working population, is generally good and
efficient. Its facilities reflect the level of wealth available and the standard of the system.

It is recognized that modern technology is. changing rapidly and new equipment is very expensive.
Studies have been done to show that equipment such as an MRI could not be justified for a population of
Just under 60,000. Critics will counter that some U.S. cities have such equipment for smaller population
sizes. Generally, however, such cities are in California, where the level of wealth in the communities is
very high. Generally, Bermuda has been reluctant to fund expensive equipment unless sufficient
utilization could be proven, This system is seen as being a good one and no ché.nge is recommended. It is
likely in the future that some doctors will form groups and will bring in equipment to be operated at a
profit. If this is done in competition with the hospital, the HIC or some other group will have to decide
whether the benefits are standard benefits. In general, all services performed outside the hospital setting
are not classed as standard benefits for health insurance purposes. Some doctors will doubiless be
pioneers and will bring in equipment which is not otherwise available in Bermuda. These cases will have
to be treated on their merits. If insurers are willing to pay for these benefits, the cost, through higher
health insurance premiums, will have to be met by the public, : o S

It is an economic fact that overseas care is more expensive than the equivalent care ‘in Bermuda,
Excluding airfare and other transportation expenses it is estimated that the cost of care in the U.S. is 50%
more than in Bermuda. Sometimes an insurance claim can be four or five times the rate at which it would
have been settled for local treatment. It is also widely recognized that more specialized care is available
overseas, On the other hand, ofien overseas treatment includes a whole battery of tests which are not
available locally yet the basic diagnosis is ofien adequately treatable locally. These facts are hardly

surprising considering the size of Bermuda and are consistent with the experience of other islands. ’
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Having stated these facts, it is only natural that residents of Bermuda, when faced with a life-threatening
medical condition, will desire overseas treatment, even if adequate care is available locally. Insurance
companies offering major medical coverage will sometimes pay for treatment overseas onm a non-
emergency or elective basis but will impose a coinsurance factor, e.g. 25% paid for by the patient.
Generally, people with major medical insurance reguire a doctor’s referral ta gbtain treatment abroad
which is paid for in full by the insurance company. .

It appears that consumers do have some choice when determining where to purchase health care services
but they normally pay more for these services themselves, The gatekeeper is the local health care
professional and the insurers would be likely to discourage overseas treatment as it is likely to be more
expensive for them. Under this scenario it seems that there are proper controls on the use of such services
and yet they are quite appropriately still available. '

The current structured methods of financing health care in Bermuda are a combination of self-financing
plans, government subsidy, government health insurance plan (HIP) and privately run health and major
medical insurance. It is considered by our group that these metheds are generally good ta the extent that
they have been studied and copied by other islands, particularly in the Caribbean. One of the main
advantages is that major medical plans, and to a large extent HIP, are administered by the private
insurance sector, This system has the merit of controlling the extent and the size of claim payments and
hence is, in itself, a cost restrainer, In addition, health insurers compete with each other for business and
government, through the HIC, places a maximum premium on HIP benefits, Some large businesses, such
as the Bank of Bermuda, are able to virtually self insure through the medium of the “approved scheme”,
Thus a large number of Bermudian workers (and their families) are able to obtain first class health
insurance benefits at a reasonable cost.

Perhaps the only area where higher than normal expense is incurred by the public is in respect of the self-
employed. They are usually unable to form the large cost sharing groups that other employees can.

The health care services available in Bermuda (apart from those for the elderly) are seen to bé_ adequate.
The system of financing is generally a good one. It is recognized that charities do play a major role in
funding the purchase of some equipment and in certain cases pravision of funds for catastrophic iliness.

6.7.1 Proposed Bermuda Health Plan and Health Care Council

The Health Care Costs Task Group has proposed a Health Care Council (The Council) which will
function as an umbrella group to “ensure that necessary heallh care services, as defined by the Council,
are available to all residents of Bermuda and provided at a reasonable cost to the community,” It has aiso
proposed & Bermuda Health Plan which will define a standard health care package that should be
available to all Bermuda residents. These concepts are very similar to the existing Hospital Insurance
Commission and the Standard Hospital Benefits. o ' ) :

Our Group has discussed this proposal in detail and recommend:
s As a principle the aim to make sure this council is apolitical and has the Jreedom and authority to
control the health care system. Therefore the Council should not report to the Minister of Health &

Social Services or any Minister for that matier as this has the potential o compromise its
effectiveness. C : - ! |

e Government should therefore be a stakeholder on the Council and provide its input in a similar -
Jashion to the other stakeholders. ' ) ..
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¢ The Hospital Insurance Conmmission (HIC) be a stakeholder, basically representing the Ministry of
Finance/Sogial Insurance Services until its future role has been reinforced/agreed.

¢ Individual stakeholders must represent their special interest groups in this manner a certain “healthy
tension” will exist and promote creative solutions. It is understood that stakeholders must also
seriously consider the welfare of Bermuda and its citizens as a primary factor in their decision
making. A corporate perspective in this regard iy essential. )

The Bermuda Heaith Plan (BHP) as revised by the Care Costs Group, is still far more extensive than the
present standard hospital benefits. It is feared that the standard premium for such benefits will be too
high, both politically and also for the majority of small employers and the self-employed. A wider range
of henefits will perhaps be a signal to the public to abuse the system and increase costs rather than save
money. The B.H.P. would require a complex system of cost control and should only be considered if such

a systemn was put in place, -

Recormmendations

1. The iﬁcreasing cost of the health care system as it relates to Bermuda's overall GDP {see Heglth
Care Cost) cannot continue unless the public are willing to pay an increased amount of their income
Jor health care services. - ' L ' '

To control the escalating cost we must consider:
g) Educating the public on the use of medical services fo reduce unnecessary usage.

b) Instituting a user pay concept for a fixed portion of the Jee so that patients have a clearer
understanding of the costs of health services.

¢} Developing fee guidelines for payments to physicians. The fee guidelines would be visible in the
Pphysicians offices and could be compared with the actual charges made by physicians with
'ins;_:ranc_‘e covering the fee guidelines amounts only. o

2. We believe the work completed by the Cost Group in the area of the Bermuda Health Plan {the new
standard benefit) represents useful information to be considered by the proposed Health Care
Council whose first mandate should be the revision of the standard benefit giving due consideration
fo the contents of this report, - : -

3. We recommend that the current financing system which utilizes charities such as the LC.CA. bere-
examined and that the financing for catastrophic care be returned fo the M.R.F. and that the M.R.F. "~
continue to be funded through a premium assessinent to be collecied by the HIP. and the private
insurers.  Clear criteria should be developed jor the use of M.R.F. Junds to allow quick decision-
making during a patient's health care crisis. : : o '

4. We recommend that Government immediately take steps fo establish a Bermuda Health Council with
the authority to meet its mandate “to ensure that necessary heallh care services, as defined by the
Council, are available to all residents of Bermuda and provided at a reasonable cost io the
communify. Emphasis will be to ensure consumers of health services are knowledgeable in their
choices, are provided with high quality of care, and that their health needs are met and {o encourage
and promote a healthy lifestyle throughout the community,”  This Council should not report 1o a
specific Minister and should have freedom of action to achieve its mandate. Stakeholders should
represent their areas of interest while still. maintaining a corporate perspective. The Hospital
dnsurance Commission should also be one of the stakeholders,
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3. The Government of Bermuda should contract Jor an actuarial study to determine the impact of the
expansion of long-term health care on the delivery of health care services in Bermuda, the expected
cost of such health care, the expected rate of development of such health care and ways to fund such

health eare by the current population.

6. There needs to be a community rating system developed to assist smaller organizations to be able to
gain the economies of scale bengfits in their premium rating, as is the case with larger organizations,

Overseas care: . _ .
¢ local service providers should work to expand the number of visiting specialists to provide non-

emergency consultations and surgery. This is a matter that will need to be considered by the
proposed Bermuda Health Council,

* new fechnical equipment should be purchased after the completion of the appropriate cosi-
benefit analyses. | S :

®  the insurers and the H.IP. (depending on the coverage provided by the new standard benefiy)
should establish more Preferred Provider arrangements. 2 : .

© amanaged care approach should be adopted,
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6.8 Objective d: To consider the transfer of responsibilities for determining medical in digence
from the Bermuda Hospitals Board to the Ministry of Health, Social Services and Housing _

After gathering information about the determination of indi gence by the Bermuda Hospitals Board and the
Department of Social Assistance, it was determined that it would be best if this determination were to be
made by the Department of Social Assistance as they would have access to more relevant information than
the Hospitals Board. This would also reduce the current duplication of effort by the Hospitals Board and
the Department of Financial Assistance and will result in the determination of indigence having more
integrity as the Department of Financial Assistance has better resources and access to maore information
than the Hospitals Board. The Hospitals can then concentrate on rendering health care services without
having to make such judgment determinations and without having to attempt to collect some amounts,
The conclusion was also reached by the Ambulatory Care Task Force of the Bermuda Hospitals Board

(April 1993).

1t is our current understanding that the Department of Social Assistance has centralized information on
persons that receive assistance from the Government and would be in the best position to make the
determination regarding indigence, This decision could be made at an earlier date than arrival at the
Hospitals emergency ward and in a way that might make the recipients feel that the process is more
dignified. The card could also be used to gain rent relief and other benefits that the government gives to
the indigent. In our view this should not in any way be assumed to be some kind of unemployment

benefit.

We believe that the determination that a person is indigent by the Department of Social Assistance should
result in automatic inclusion of the person in the HIP program with the Government funding HIP directly

instead of funding the Hospitals through the indigent subsidy. This reallocation of funds should not result
in any additional expense to the taxpayer as it is a reallocation of resources only. (See section 5.3 on

subsidies.)

We believe that this suggestion results in the indigent subsidy being paid by Government to HIP instead of
the Hospitals with the result that all Bermudians would be insured with at least the minimum HIP benefit

at no increased cost to the Governroent, :

Recommendation

It is recommended that:

1. Responsibility for the determination of indigence should be transferred Jrom the Bermuda Hospitals
Board to the Department of Financial Assistance. :

ta

An indigence card be issued and produced upon admission to the Haspitals,

3. These services be funded by transferring the current subsidy from the Hospitals to the HIP and
defermining a rate at which the Government will subsidize HIP which will approximate the current
number of indigent divided by the current Subsidy.

4. An actuarial study be commissioned to determine the additional cost to the system, if any, of allowing
this card to be used to obtain services Jrom other health care providers, such as doctors Visits,
considering the resultant decrease in emergency hospital visits. This matter should be considered
within the expanded purview of the propased Health Care Council,
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6.9 Objective S: To examine reimbursement of phvsicians in primarv care, internal medicine,
surgerv and diagnaestic services and recommend changes where appropriate.

It was always difficult to separate certain objectives of the Care Cost Task Group from those of the
Financing Task Group. An objective of the Care Cost Task Group was to “Develap a framework for the
establishment of reasonable fees for services rendered outside the Hospital setting”, This objective was
considerad in great detail by the Care Costs Task Group and we do not intend ta tepeat their findings here
(see section 4.3B of that report). ' ' ' ' :

Our waork revealed that internal medicine, surgery and anesthesiology have established fes schedules
which are agreed between the physicians and the Health Insurance Association of Bermuda and which are
reimbursed at 100% of the agreed rates by the insurers. However, charges for doctors’ fees for home and
office visits vary considerably and are not subject to a fee scale. : -

It should be further noted that consumers are not likely to know of these rate differences or may naot have
enough information to make decisions if they are aware of the differences.

The Care Cost Task Group put forward two alternative proposals in an attempt to control the escalating
cost of these fees as follows; ‘

a) Approved providers, in order to retain their approval, must not be able to charge in excess of the
approved fees of the Bermuda Health Plan. ' ' '

Providers who are not approved will not be reimbursed at all for services rendered to an insured of the

Bermuda Health Plan. OR .

b) Approved providers be reimbursed at the approved fees, however, they will be able to charge for their
services as they deem appropriate for services rendered in their own offices/facilities. Fees for
services rendered in the hospital setting must be charged in accordance with the approved fees,

Approved fees would be published annually and doctors would be required to publish their own fees and
display them in their own offices,

Our committee believes that option (a) would represent an unnecessary intrusion by the Health Care
Council into the free enterprise system. We believe that a doctor who can render services at a higher
quality or more efficiently should be free to charge more if his patients are willing to pay. Therefore our
group supparts the option described in b). However, consumers must be aware of fee information to make

intelligent choices,

Therefore, in addition to b) above, we believe that consumer affairs type information should be prepared
annually and distributed to all Bermudians. This information could be in the form of a booklet, This
booklet should be very simple and should include comparisons of doctor’s rates, some basic information
on generic and name brand drugs, and how to access the system of health care for those who are
employed, indigent persons and aged persons. It would also clearly describe what clinics are available
through Government and the Bermuda Hospitals Board. Information on preveniative and long term
health care could also be provided in a very simple format along with information on preferred provider
relationships for overseas care. This booklet would not be a comprehensive guide but rather a road map to
help consumers understand the system and especially how they can help control the costs and retain the

same quality of services.
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The main control on prices is currently through the health insurers which tends to put them in a position
of conflict with the doctors and the patients, The Bermuda Health Council needs to develop a system g
educate the general public so that they can assist with cost reductions to their own benefit. In addition to
the booklet mentioned previously, other campaigns should he undertaken to encourage consumers to be
aware of the costs and the alternatives. ' o S A

Regulating the quality of diagnostic and laboratory services would automatically help to control the
quantity because of the implied expense of employing fully trained staff and reliable, modern technology.
As an example, in the United Stated, physicians are restricted or banned from owning or having a
financial interest in such facilities to which they refer patients and benefit financially. C

In conclusion, we generally concur with the recommendations of the Care Costs Task Group in this area,
It is apparent that, unless the recommendations are implemented by the Health Care Council, the
financing system will be unable to meet the demands of the increased costs as trended by this report
without unacceptable levels of our indjvidual personal incomes being spent on health care.

Recommendations

o We support generally the recommendations of the Care Costs Task Group in this area including
Option (b) that recommends:

“Approved providers be reimbursed at the approved fees, however, i}}ey will be able to charge for their
services as they deem appropriate for serves rendered in their own afficestfacilities. Fees for services
rendgred in the hospital seiting must be charged in accordance with the approved fees.

Approved fees be published annually and doctors be required to publish their own fees and display them
in their own offices.” _ . C

e We believe that strong efforts should be made to educate the public as they should be a part of the
system of checks and balances to control costs. We believe that a simple booklet on the health care
System, written 5o that consumers can understand the system and make appropriate choices, should
be developed and distributed, ' S C
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6.10 Objiective 6: To review the current health care financing svstem and recommend
improvements and determine suitability for financine future needs.

As we have said earlier, we believe that the health care system has served Bermuda weil. The revenue
flow chart, as shown in dppendix 1, demonstrates the flow of funds within that system. In our report we
have suggested some changes to the flow chart including the removal of the youth subsidy, the payment of
insurance premiums by the Government to HIP instead of the subsidy to the Hospital, rationalizaiion of
the functions of the Mutual Reinsurance Fund and the LCCA and increased flexibility in the system to
allow for the funding of preventative and long term health care, ' S ,

Our overall conclusion is that current trend of increasing costs must be contralied before they become a
serious strain on the financing system, We need to determine a realistic level of health care costs in
telation 1o GDP and then use the Health Care Council, consumers; insurers, Government and service
providers to control these costs at an acceptable level, '

Some of the trends throughout this report might lead us to believe that a crisis is inevitable. Howaver, we
believe that implementation of the recommendations throughout this report will remove the prospect of
crisis and result in Bermuda having an enviable health care system at a reasonable cost. The current
system has served us extremely well but it is time to meet the challenge of future change in the delivery of
health care in Bermuda. The formation of the Health Care Council as recomnmended by the Care Cost
Task Group is, we believe, the critical control on future cost of the system. They must have a cledr mission
to ensure that the people of Bermuda will receive the best health care possible from a system that delivers -
this care in a flexible and efficient manner within the framework of some overal] determination how much
the people of Bermuda wish to spend on health care. ' : '

.11 Health Care Council

This concept was developed by the Care Costs Task Group in advance of any determination by the
Finance Task Group that such a body may be required. Our current thinking is that such a Council might
be useful as a policy setting body and could serve as the buffer between Parliament and the health care
system. We believe that the Council should be a policy setting body only with an objective being to
monitor the health care system on an ongoing basis within a defined mission staternent. All stake holders
should be represented to clearly state the positions of their various organizations, ' .

Organizations to be included would be:

Consumers

Unions

Insurers

Government

Health care providers

We believe that such a body might be set up in a fashion similar to the Insurance Advisory Comumittee
which was legislated by the Insurance Act 1978, and appears to be an excellent model to foliow as it
cxemplifies the spirit of partnership between the Bermuda Government and the international insurance

industry. '
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6.12 Anppendix 1 - Revenue Flow Chart
i .

Comments

The purpose of the Bermuda Health Care System - Revenue Flow Chzut_ is to identify revenue flows and

not to provide a precise cash flow diagram,

The dollar amounts on the diagram were derived from a number of sources which are listed below. The
Tigures have been restricted, where possible, to direct health care expenses. Some areas of health care have
been excluded that are difficult to quantify. An illustrative list of exclusions is also given below. '

There were significant gaps in the statistics available and often data conflicted. Best estimates were ii.sgd
where necessary. The issue of accuracy was not considered to be of over-riding imnportance as the intent
was to use the diagram for broad in-principle discussions and diagnoses. '

The collection of more accurate and consistent data in the future would assist in ongoing monitoring of
the system. The diagram was, however, considered sufficiently accurate to assess the adequacy and
efficiency of the current revenue system. as well as provide a base for making recommendations for

changes,

Sources of Data

1 - 1991 Census of Population and Housing

2, Household Expenditure Survey 1993

3. Bermuda Digest of Statistics 1993

4 Bermuda Hospitals Board Annual Report 1994

5 1995 Health Care Review Committee data as supplied by:

Health insurance companies

Bermuda Hospitals Board
Medical Practitioners

6. 1593/94 Estimates of Govémment Revenue and Expenditure,

7 Bermuda Monetary Authority.

8. Department of Social Insurance,

9, Accountant General,

14, Tax Commissioner’s Office.

Exclusions

1. Non-direct health care Government expenditure such as administrative expenses,
child and family services etc,

2. Expenditure on Drug and Alcohol treatment programmes except as provided through
insurers (very limited) and the Iocal hospitals. Net included, therefore, are the
Government grants and Health Department expenditures.

3. Employee Assistance Programme and counselling in general other than by psychiatrists
and some psychologists. '

4, Health care personal costs such as over-the-counter drugs.
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The intent was to focus on the core of the system and these are unlikely and niot intended to be, an
exhaustive list of the exclusions,

Summary

Analysis of Revenue by Qrigin - 1993 &m % )
Insurance ' 56.1 42.1

Government - 516 38.8

Individual Resident : 23.6 17.7

Individual non-Resident 18 14

133.1 100.0

Insurance revenue is derived 90% through group insurance contracts with employers and the remainder is
obtained through individual contracts. Premiums are experienced-rated and unrelated to salary,
Government revenue, derived from the old Hospital Levy (now payroll tax) is salary related,

Analysis of Revenuve to providers - 1993 Sm %
Local providers (excluding hospitals) | 35,1 26.4
Local hospitals and Hospice : 73.5 58.0
Overseas providers T 16.7 12.5
Local rest homes 7.8 5.9
133.1 i00.0
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6.13 Appendix2 - Bermuda’s Healih Care Svstem compared with other countries

The provision of health care services in Bermuda is delivered through a combination of compulsory
private medical insurance and a Government subsidy which is paid to the general hospital in respect of
children, persons over age 65 and persons who are declared indigent. .

The private medical insurance plans are based on the Gavernment Hospital Insurance Plan which was
introduced in April, 1971. The plan provides hospital coverage for residents irrespective of their age or_
state of health and is compulsory for all employed and self-employed persons and their non-employed
SPOUSES. : S ST :

The plan stipulates a standard hospital benefit which must be:part of the coverage included in any hospital
insurance offered by a licensed insurer or an approved self-administered scheme offered by an ernployer.
The employer is respansible for paying the total cost of the premium but may recover up to one half of this

cost from the insured person, '

In 1993/94 Bermuda’s total expenditures on health services including private expenditure approximated |
1o 8% of GDP. The per capita expenditure on health services in the same year was $2,475,

- In OECD countries, health expenditures as a proportion of GDP ranged between 4 - 12%. The United
States led the OECD countries with a ratic of 12% from its essentially private health care sysitem. The
United Kingdom, which has a nationally organized health care system financed through general taxation,
had a ratio of 6%. Since 1993/94 the portion of the T.§.4."s GDP devoted to health care has increased to

approximately 14%.
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COUNTRY HEATLTH PROGRAM . .| PER CAFITA % OF GROSS
& HEALTH DOMESTIC
SPENDING 1989 FRODUCT
Canada A national system of government -financed | §1,683 : 8.7 '

universal health insurance provides Canadians
with access to the doctor and hospital of their
choice. The program, through general taxes
and small local fees, pay physicians directly for
services rendered, All hospital charges are
covered.

Denmark Everyone receives health care from a|§ 912 6.7 (1990)
government-run medical system in which both Coe
physicians and hospitals participate.  The
national system, paid for through general taxes,
provides all services free of charge, except for
some co-pays for certain drugs and dental care,
Patients are assigned to specific doctors. .
France Government health insurance, funded by social | $1,274 8.7
security  contributions  deducted  from
paychecks, covers all residents and pays_for
most hospital care and doctors’ office visits,
Physicians in private practice receive a set free
from the government but also can charge the
patient additiona! fees. Patients select their
-own physician,

United The National Health Service, a nanona.lly 5 83 5.8
Kingdom organized health care system, provides free
cradle to grave services to 90% of the country’s
population, Financed through general taxation,
the program hires more than 25 ,000 general
practitioners, 14,000 dentists, and runs more
than 2,000 hospitals to provide care.
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COUNTRY

HEALTH PROGRAM

PER CAFITA
HEALTH
SPENDING 1989

% OF GRQOSS
DOMESTIC
PRODUCT

Sweden

A mnational health care system organizes both
physician services and hospital care and is
funded through general taxes. - Everyone
receives these services and hospital care free of
charge, but pays some portion of the costs for
drugs and dental care. - Patients can choose
their own physicians. - - : '

$1,361

8.8

Japan

The Japanese system is a mix of both public
and private doctor and hospital care, and public
and private health insurance. Nearly everyone
is covered by some program. In general, fees
are controlled by the government with medical
care ftypically costing wvery little for an
individual. About half the population is covered
at work; they contribute about 4% of their
salary with the company contributing another
4% to a government managed program. The
test of the population pays a household
premium to be covered under a National Health
Insurance program.

$1,035

6.7 .

Germany

-| one, national law requires insurance coverage

Although the system is essentially a private

for about 90% of all West Germans by :one of
several regulated health insurance programs.
Most are covered through their employer.  The .
insurance program then negotiate for services
from associations of private physicians and
associations of non-profit, private or
community hospitals. The poor are insured

under a general assistance program.

$1,232

82

United States

No national health insurance system exists,
except for the poor who are covered under state
Medicaid programs paid for by state and
federal taxes, and the elderly who are covered
by Medicare, a social Security Administration
program. Most Americans receive medical
insurance through their employer, either
contributing to the premium or receiving it as
part of their compensation. Medical services
are provided by individual doctors in private
offices on fee-for-service basis or through
health maintenance organizations where office
visits are part of the program. Hospitals are
run by private organizations, An estimated 37
million Americans lack adequate health
insurance, '

$2,354

11.3

Bermuda

$1,936 (1990)

7.3
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6.14 Appendix 3 - Analvsis And Projections Of Health Care Costs - by emplovment income, G.D.P.
and G.NP. o

The charts included in this section are used to demonstrate some of the information collected by the
finance and costs committees, Chart 1 shows the increase in health care costs to the year 2010 assuming
an increase in costs of 8% annually (medical inflation) and increases in employment income of 2.5% over
the same period. The base year is 1995 (not shown on the graph) where the median salary of an
individual person is estimated to be $32,000. The inflation rate for salaries of 2.5% is based upon recent
settlements over the past 5 years and we have no reason at this time 1o believe that wages will increase at t
higher rate without significant increases in productivity. The increase in medical inflation at 8% is again
based upon recent past history. The chart does not take into accounts the changes in population
demographics which would significantly increase the trend as a larger and older population will need to
be supported by fewer workers, This cost must be controlled in some manner in the future unless the
population decides that it perceives value in the additional expenditure. The question to be asked is “am I
willing to give up a larger part of my income, and therefore to forego the purchase of other items, in order
to pay for additional health care” : : B '

Chart 1'
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Chart 2 is wsed to demonstrate that Bermuda is relatively comparable to other countries when considering
the percentage bf GNP expended on health care, We need to determine at some point in time what the
acceptable percentage of GNP is and then attempt to control costs at the acceptable level. It should be
mentioned that the % of GNP continues to escalate, especially in countries such as the United States, The
readers attention is drawn to Appendix 2 from which this limited data was taken.

As mentioned in chart 2 there continues to be escalation of costs. Chart three demonstrates the recent
trend over the past 5 years in Bermuda which can be used to predict the future unless steps are taken to

contrel such costs.

Chart 3

The three charts presented together indicate that a tap priority of the Health Care Council wiil be the
reduction of the rate of increase of the costs of health care in the future. These charts are very basic and
we have recommended throughout our report that actuaries be used to complete exhaustive analysis of the
future trends and methods of reducing the increases in health care costs
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SECTION 7

SUMMARY OF RECOMMENDATION )

7.1 RECOMMENDATIONS - QUALITY OF CARE TASK GROUP ]

It is recemmended thot

7.1.1 _GOVERNMENT CLINICS

1. The Public Health Act governing Clinics be revised to include services to adolescents and males as well
as Primary Prevention and Health Promotion Programmes, and Minor Emergencies, S

2. Flexi-hours be extended to al] clinics to facilitate access.

3. Other health care professionals be allowed to utilize the clinics in the evenings to provide services e.g.
Mental Health Clinics, Counselling and Health Education Programmes, : o

7.1.2 PRIVATE LABORATORIES AND BIAGNOSTIC FACILITIES

1. A regulatory body consisting of, but not limited to, laboratory technicians be established to formulate -
and implement guidelines for all pri_\_rate_lgborat_ory and private diagnostic fdci]ities. ' : _

Guidelines should include; certification of labbratory, continuing education of staff, certiﬁcatioh and
testing of equipment, quality control of testing methods, infection contro] and health and safety standards,

2. The Hospital Insurance Act be reviewed and consideration be given to include private laboratories that
meel regulatory standards. :

3. The composition of the Hospital Insurance Commission include representation from laboratary staff,

4. All Community Health facilities including private laboratories and private diagnostic facilities follow
the existing biomedical waste protoco] used at KEMH, - o '

7.1.3 KING EDWARD V]I MEMORIAL HOSPITAL

1. A system for monitoring each patient be developed from the door of the Emergency Department to the
ward, to prevent unnecessary delay in the Emergency Department, (This Tecommendation is in the process
of being implemented.) _ . . - -

2. An off-site non-urgent clinic for use by the community be established in conjunction with the
Department of Health and Social Services,

3. The hours provided for physiotherapy and the limb and brace clinic on evenings and weekends be
expanded. : '

4. Chiropody service be established as a standard benefit tg provide foot care for patients,

3. In conjunction with the National Drug Authority, non-urgent detox beds in the community be
established,
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i

7.1.4 LONG TERM CARE FACILITIES: REST HOMES AND SKIT.LED FACILITIES

1. The regulations governing Nursing (Reét)'Homes, currently in draft form, be passed into law as Soon as
.possible. They are comprehensive and will address many of the issues and omissions found in the review,

2. A "regulatory body be. established to conduct surveys of the rest homes to determnine compliance to
regulations,

3. A Senior Centre be established in the East End of the Island to accommodate the elderly.

4, Addit_ional_ physiotherapy service be provided in the commumty This should be covered by insurance
or a small charge made, : ' .

5. Medical coverage of the rest homes and Lefroy House be 'imprbved 50 as' to provide regular review of
the health status of the residents. _ Lo S

7. Pfes'cription cha.rges for seniors be exempted, reduced or covered by insurance.

&. A committee of home staff be established to prepare standards of care that would be implemented in al]
rest homes. _ R coo Do

9. “Pooling" af,..trﬂnsﬁort resources (bus pool) be examined to facilitate .residents in all homes taking
advantage of the Seniors Community Programmes, Alternatively, a bus could be assigned to the Seniors

Day Centres to pick up residents from homes for a small fee or charge. '

10. A Peer Support group of Nursin'g.Hume Staff and Skilled Nursing Facilities be formed for sharing and
exchange of ideas as well as educational opporiunities, P

11. Duty charges for equipment and bulk supplies to nursing homes be reviewed with a view to reducing -
COsts, '

12, Alternative care for the elderly be reviewed by insurance companies with the objective of reducing
costs e.g. Home Care costs. This should be an insured benefit. -

'13. Diagnosis, monitoring and interventions of the psychogeriatric population be carried out by a
designated body, to ensure consistency and continuity of care. The Genatric Assessment Programme
(GAP) team is already in place but lacks the maapower and resources to carry out this task, The team can
be enlarged to perform this task by providing an assistant to the geriatrician, input from a psychologist
and co-pperation of menta! welfare officers. Efforts should be made 10 improve the capabilities of the
residential homes to cater to a more dppropnate patient population and maore effective use of them by a
coordinated system of patient allocation. (An offer of the GAP team 1o train the residential home staff
was largely ignored due to the financial implications of such trained staff to the management.)

14. Payments due from Government departments to institutions be made promptly as slow payments have,
in the past, caused severe financial hardship and cash flow problems.

7.1.5 MENTAL HEALTH SERVICES

1. The revised Mental Health Act be passed into law as soon as possible,




'HEAILTH CARE REVIEW ‘ SECTION 7 - RECOMMENDATIONS
BERMUDA 13th MAY, 1996

i -
2, A regulatory body be established to ensure that appropriate credentialing of mental health service
providers, A

3. Asix o éight' bed child and adolescent inpatient treatment facility with classroom attached be
established.

4. A club house/drop in centre for the mentally ill be established as an alternative to their hanging out in
the street, :

3. Psychiatrists and general practitioners continue to be the gate keepers for the psychologists and para-
professionals providing counselling services as the latter do not have diagnostic capabilities.

6. The mental health teams be relocated from their cramped location in the Psychiatric Outpatient
Department,

7. Satellite mental health clinics be established at either end of the island and run by specially trained
nurse practitioners, (This recommendation is in the process of being implemented. )

8. A day centre be established for the learning disabled.
9. The Quality Assurance Program at St. Brendan's Hospital be strengthened by : :

(i) Risk utilization Programme (combined with KEMH), and
(ii) Practice Guidelines and Standards of Care. :

10. Workload measures be implemented at St. Brendan's Hospital to ensure cost effectiveness and
efficiency of staff resources, :

11. Consideration be given to increasing the 30 day assistance coverage for psychiatric care,

12, Insurance companies provide coverage to their clients for counsellor visits and not limit Coverage to
psychiatrists and psychologists only, providing referral is through a gate keeper. - S

13. An efficient and effective treatment Programme be established to stabilize acute crises that occur in
the psycho-geriatric population so that undue utilization of in-patient care beds caused by irreversible
conditions, is prevented. It is further recommended that a dedicated unit for the treatment of acute
medical and behavioural problems be established in the psycho-geriatric population, N '

7.1.6 _CUSTOMER FOCUS

1, There is more accountability throughout the system. Patients want protection through legislation. Also
feedback from consumers should be used to improve, manitor and evaluate the system.

2, Insurance coverage for seniors and teens be revised, especially for teenage mothers,

3. Perceived conflicts of interests he resolved e.g. physicians engaged in politics and as
advisars/shareholders in health insurance companies, '

4. Ways and means be found of decreasing the waiting time at both Physicians’ offices and the
Emergency Room.
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J" B .
5. Consideration be given to providing consumers with mmore accessability to specialist care. In particular
an allergist, dermatologist, ear/nose and throat specialist, interventional radiologist and neurologist were
mentioned frequently. The absence of the latter three categories were also mentioned by physicians as

contributing to the need for overseas trave]. ‘ .
6. The impact that child abnse has on the health of society be addressed,

7. Pregnancy be deleted from the ﬁm—existing condition clauses contained in most health insurance
paolicies, L

7.1.7_MANPOWER

L. More specialists be allowed access on either a full-time or part-time basis,

2. More nurses skilled in gerontology, psychiatry and substance abuse therapy, nurse practitioners, nurse
researchers, nursing educa;nrs and tutors, be employed, .

3. Efforts are made to keep track of Bermudian physicians training abroad and their intentions of
returning to practise in Bermuda. : o

7.1.8 PRIORITY RECOMMENDATIONS

1. The revised Mental Health Act be passed into law as soan as possible,

2. The regulations governing Nursing (Rest) Homes currently in draft form be passed into law as soon as
possible. They are comprehensive and will address many of the issnes and ommissions found in the

review,

3. A committee of nursing home staff be set up to prepare standards of care that would be implemented in
all rest homes, _ . : ' '

4. Alternative care for the elderly be reviewed by insurance cmﬁpanies with the objective of reducing
costs e.g. home care costs. This should be an insured benefit, ' . ' o

5. Greater public awareness and education take place on such topics as wellness and prevention,
understanding health insurance policies, self-medication, pharmaceutical drugs (how, when and why to
take them, are there generic equivalents), the workings of the hospital (demystifying the institution),
living wills, children having children, proper diet, more sympathetic treatment and interaction with H.L V.
positive patients,

6. A regulatory body be formed, consisting of but nat limited to, laboratory technicians to forimulate and
implement guidelines for all private laboratory facilities,

Guidelines should include: certification of laboratory, continuing education of staff, certification and
testing of equipment, quality control of testing methods, infeclion control and health and safety standards,
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7.1.9 RECOMMENDATIONS THAT ARE IN PROGRESS

It is recommended tha:

1. A system be developed for decreasing the waiting time in Admissions from the Emergency Department
to the ward, to prevent unnecessary delays.

2. The concept of Practice Guidelines or Critical Paths be researched as tools to systematically assess
patient care outcomes, ' ' . :

3. A public relation program be devéluped to educate the community on the appropriale use of the
Emergency Departiment and the range of services the hospital provide,

4, Efforts be made to explore the concept of Home Care, (K.E.M.H, have instituted a three month Pijot
Home Care Programme details of which are given in the Bermuda Hospitals Board leaflet attached as

Appendix 1 of the Quality of Care Report).

5. Satellite Mental Health Clinics be established at either end of the island and run by specially trained
nurse practitioners, '

6. The Hospitals Board implement a policy for drug and alcokol testing for all personnel to ensure safety
of all,

7. Promotion of the philosaphy that the Patient is Number One be undertaken by K.E.M.H._

7.1.10_RECOMMENDATIONS IN THE REPORT THAT HAVE BEEN ACCOMPLISHED '

It is recommended that-

1. All ancillary departments be encouraged to develop clinical relevant indicators_ as c_oﬁt_inuuué monitors,
and to participate in the quality management program, o

2. A process be established to Toutinely review the patients clinical records on a concurrent basis,

3. Key hospital areas necessary for specific inclusion in the Utilization Management program should be
identified. .

4, The Utilization Management Cuminitt_ee be encouraged to establish a “threshold” to triggef an
evaluation of specific readmission cases. Unscheduled readmission rates to hospital is an important
Outcome assessment measure, . o B .

5. Efforts be directed to involving the physicians in the Board's Total Quality Initiative,

6. The Quality Assurance Program at St. Brendan's Hospital be strengthened by (i) Risk utilization
Programme (combined with KEMH), (ii) Practice Guidelines and Standards of Care,
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1.2 RECOMMENDATIONS - CARE COSTS TASK GROUP ]

It is recommended that:

7.2.1 BERMUDA HEALTH COUNCIL

1. A Bermuda Health Council (BHC) be established whose mission will be to "ensure that necessary
health care services, as defined by the Council, are available tq all residents of Bermuda and provided at a
reasonable cost to the community, Emphasis will be to ensure consumers of health services are provided
with high quality of care, and that their health needs are met and to encourage and promote a healthy
lifestyle thronghout the community.” The establishment of the B.H.C. would be represented by a number
of health care “stakeholders” such as the Bermuda Medical Society, Bermuda Hospitals Board, Health
Insurers Association of Bermuda, consumer groups, unions, Government efc. IR

2. The BHC be mandated with the primary responsibilities to:

1) Coordinate and integrate all health care services (both locally and overseas) to ensure delivery of
services are provided in the most cost efficient manner.

ii) Recommend changes to the health care delivery system in order to contain health care costs
without jeopardizing quality of care.

iii) Facilitate the establishment of quality control standards, certification, recertification and
licensing reguirements of all approved providers of the proposed Bermuda Health Plan ("BHP") and
of other providers who are rendering valid and approved medical/dental care in Bermuda, All major
medical equipment utilized in Bermuda should meet approved quality assurance standards and

be registered or certified; the interpretation and accuracy of all diagnostic tests results performed
outside the hospital setting should also meet approved standards,

Equipment such as exercise thallium testing, M.R.I, and practices such as coronary a:igiography,
laser gynaecological surgery, carotid Doppler studies should be investigated for their cost-
effectiveness, . : '

iv) Recommend approval of any new service to be covered by the BHP, Non-approved services will
not be funded under the BHP. o

v} Monitor the total health care costs of the health care services and ensure the growth is reasonable
and manageable when compared with Bermuda's consumer price index, ' :

vi) Promote and develop heaith prevention and wellness programmes to build healthier lifestyles of
Bermuda's residents, o : y

vii) Develop outcome measurement studies,
viii} Develop/adopt medical protecol standards to contain unnecessary investigations and treatments,
ix) Facilitate the establishment of gverseas Preferred Provider Organizations ("PPO") fur overseas

health care and ensure a total managed care approach is adopted. The Council should become the
“gatekeeper” to determine the medical necessity of overseas care,
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cause of need to travel overseas in some cases,)

* xi) Sanction fees for services feﬁdered in the local hospital after such fees have been approved by the
Bermuda Hospitals Board and after consultation with BMS and HIAB, . - "

xif) Approve reasonable fees for all approved health care services rendered outside the hospital
setting after consultations with the varjous approved providers and interested parties, '

i) Provide universal cover to a]] at an affordable price; _

ii) Promote health wellhessj

iv) Recognize only approved providers for reimbursement of services,

1.2.2 OTHER RECOMMENDATIONS
st L UM VENDATIONS

It is recommended thay-

4. Necessary overseas medical care be provided through the use of the Mutual Reinsurance Fund (MRF)
for persons who do not have access to major medical insuranc_e. . : R '

5. The role/mandate of the Hospital Insurance Commission be reviewed to determine its future role in
light of the formation of the Bermuda Health Council, S e
6. The Bermuda Hospitals' Board be required to:

) Restructure its charging system to charge the appropriate per diem costs for In-patient care ai all
fevels 50 that the in-patient charges fully cover operating costs. '

ii) As a result of (i) above, reduce aécordjhgly the Hospital's out-patient fees,
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iii) Review iami shorten, where appropriate, the average length of in-patient stay per diagnostic
grouping,

iv) Establish a skilled nursing facility at. the hbspital for mansfer of patients who need less care than
acute care, but who are not medically-able to be discharged. - "

7. Employers be required to provide the Bermuda Health Plan to their retirees after ceriain criteria are
met. . : : : ' o '
8. An island wide asthma education dampéign be instituted in order to reduce hospital infout_-patient cost
in this area, _ Lo o

9. Thé use of group medical practicés be prdmotcd 50 that cost efficiencies and extended hours of

operation are available to the patient.

10, .The ﬁmding of long term c_hrdrﬁc_céi‘é cost of the e.lderly be accomplished by the establishment of a
similar scheme as that being proposed for the Island's Natonal Pension Scheme, That is, monies be
invested today to meet the projected long term care costs of individua_'ls as we move into the 21st century, -

11.. Guidelines be estabished and monitorcd_ concerning the ownership of private facilities providing
medical services to ensure that the facilities are not over utilized by doctor(s) who are financially involved
in the ownership of such facilities. R o o

Dentistry

12. An in-depth review of the practices and prncedtire;s. of the dental care industry be conducted by the
proposed BHC as a result of the significant costs in this area. S

13. Due to the estimated high costs of private dentistry in Bermuda the Bermuda Health Council, as. a:

priority, establish a special committee to thoroughly investigate the practices and procedures of the private
dental industry. .

14, The Bermuda Dental Board be reorganiied with fepresentation from the Dental Association, the
Ministry of Health, the consumer and the insurance industry, The Dental Board should report to the
Minister of Health through the Bermuda Health Council (BHC).
The mandate of the Dental Board should be:
a) To evaluate and coordinate all issues relating to dentistry in Bermuda;
b) To advise the Bermuda Health Council on future needs of the profession, local and foreign; and
¢} To review ethical guidelines for the practice of dentistry in Bermuda, = - - : [
15. Encourage the training of Bermudians as dental technicians and dental assistants,
16. Dental costs be reduced by;
a) Investigating the feasibility of setting up a reliable, good quality dental laboratary facility in
Bermuda or as an alternative, establish a preferred, reasonably priced, quality overseas laboratory
for the completion of all laboratory needs; : '
b) Considering reduction of Customs Duty on dental equipment and materials, and

¢) Reviewing current dental fee gnidelines for establishment of fees,

10
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Pharmaceutical matters

17. A National Drug Formulary (possibly by extending the Hospital Pharmacy) be established in drder to
reduce prescription drug cost in the firture and to reduce the reliance on the one main drug wholesaler in
existence in Bermuda who currently supplies approximately 75% of all drugs.

18. The Bermuda Patent Laws be reviewed and brought into line with England in the first instance,
particularly with regard to "license of right" which must be sold by the original manufacturer

13. A change in the Pharmacy and Poisons Act (standard Rx form) be made to £ncourage greater generic
prescribing by doctors,

20. The one prescription drug wholesaler in Bermuda be encouraged:
a) To stock a full range of generic substitutes for drugs that are not protected by patents;
b) Do more research to obtain cheaper prices on brand name drugs;

¢) Buy brand name drugs from wholesalers overseas when this results in a cheéper pn’ée than is
available directly from the manufacturer; and _ :

d) Investigate the reasons for high mark-ups on pharmacentical products, bearing in mind that the
average food whole;ale markup is between 20% and 30%, - o -

21. The practice of preventative medicine be encouraged to increase wellness of mind and body.
22, Doctors be encouréged 10 prescribe more economically, e.g.
a) Prescribe generically where possible; and

b) Prescribe a short trial of ag expensive drug to establish suitability, followed by a larger refill
quantity, , .

23. Pharmacy Owners be asked g reconsider the flat dispensing fee and either:

a) Substitute a 2 or 3 tiereﬁ feé dependjng on the cost of the drug: or

b} Considera % markup on the cost of the drug plus a small profess;‘gnal fee
- 24, Public education about the use of generics be promoted, -
25. Health care providers’ fee reimbursement via the B.H.C. be as follows;

a)i) Approved providers, in order to retain their approval, must not be able to charge in excess of the
approved fees of the B.H.P. : '

Y Providers who are not approved will not be reimbursed at all for services rendered to an insured
of the B.H.P. '

OR

11
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b)i)  Approved providers be reimbursed at the approved fees, however, they will be able to charge for
their services as they deem appropriate for services rendered in their own offices/facilities. Fees
for services rendered in the hospital setting must be charged in accordance with the approved

foes,

ify  Approved fees be published annually and doctors be required to publish their own fees and
display them in their own offices. - b - '

(Alternative (a) would contain costs more effectively, however, alternative (b would provide the consumer
with greater choice, but would not contain costs as effectively.)

26. The Bermuda Medical Council's membership and terms of reference be reviewad. The Bermuda
Medical Council should consist of a nonpartisan chairperson appointed by the Minister of Health, two
consumer advocates and three representatives from Bermuda Medical Society. We recommend the
Medical Council be empowered to:

i) Recommend and advise the pmpf:sed Bermuda Health Council on needed medical
facilities, visiting specialists and doctors required for the isiand; B

if) Establish and handle all disciplinary procedures; and

iii) Establish and monitor qﬁa]ii}' control standards pertaining to registration
recertification and educational improvement Teguirements.

27. Encourage routine doctors visits and routine follow-up care to be provided by qualified nurse
practitioners where appropriate. ' T

28. Government consider establishing an ambulatary health care program which would come under the
proposed Bermuda Health Counci). .

29. Immediate steps be taken to improife':llozs‘pital costs in the short term as follows:
a) A ward of the Hospital be converted into an intermediate care unit which
would provide nursing care on a stepped down and less costly basis than the
Hospital's acute carg ward: S :
b) Private enterprise be encouraged to extend and/or supply additional nursing
homes; however, the bed availability and the necessity of a nursing home
facility over hame care be closely monitored. F urther, criteria for nursing
hame acceptance be established;
c) Provision for financial allowances to families for home nursing care; and
d) Extension of the Department of Health district nursing services to assist with hcrﬁe care,
30. Bermuda reinsure its own uninsured, uninsurable segment of the population, possibly through an

extension of the existing Mutual Reinsurance Fund in order to provide some level of protection for the
uninsured/underinsured population.

12
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Lz.g RECOMMENDATIONS - NEEDS ASSESSMENT TASK GROUFP

-

This group made recormmendations in a number of areas relevant to the collection and analysis of health
data and the use and dissemination of health information;

7.3.1 _Health Svstem Vision, Goals and Objectives

The Ministry of Health and Secial Services ého_uld_: _ ;

1. Assure development of a clear vision staternent for the island’s health system;
2. Take the lead in developing a st of health goals for the island; and

3. Take steps to secure a commitment to the vision for health and the health goals developed for the
island from all stake-holders, including: . -

the general public :
health care providers and professional organizations
advisory groups :
the hospitals and other human services agencies

the government '

7.3.2 _Commugity Health Assessment

The Department of Health should:
1. Assure and facilitate completion of 2 community health assessment;

2. Facilitate the identification of pribrity health-problems based on the results of the community health
assessment; .

3. Develop a public health Plan for the island based on the result of the comununity heaith assessment -
and the identification of priority health problems; '

4. Develop a set of health promotion and disease prevention objectives for the islénd;

5 Develop a process to monitor health promotion and disease prevention abjectives and identify
significant gaps;

6. Develop a set of health status indicators for the island - these indicators should be outcome measures
rather than process IMEAsures;

7. Use 2 standardized format, such as the Assessment Protocol for Excellence in Public. Health

(APEX/PH), the Department should conduct a community health assessment process on a regular
basis. Every two vears is recommended; .

8. Mobilize the community, and in particular, health care providers and professional organizations, the
hospitals and other human service agencies and advisory groups, to set priorities;

13
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P

9. Mobilize the community, and in particular, health care providers and professional_orgar_lizar.ions. the
. hospitals and other human service agencies and advisory groups, 1o develop strategies 1o address
priority health problems, ' ' ' “

1.3.3 Capacity and Infrastrucinre

The Department of Health should:

1. Examine its roles and responsibilities with regard (o community health assessment. It shonld assess
its capacity to provide information and data analysis to policy makers (i.e. the Minister and the
Cabinet) with periodic information and data analyses concerning priority health problems, using a
standardized process such as APEX/PH;

2. Assess its technical capability to collect, analyse, interprel; and disseminate health data;

3. Assess its capacity to monitor established health goals and identify disease prevention and health
promotion objectives;

4. Assess its technical ability to conduct periodic health surveys; -

5. Evaluate its access to epidemiological expertise to provide for the interpretation of health data. The
department shouid consider formal arrangements with an external public health agency;

The Registrar General should assess the capacity of the Registry General to coliect and analyze health
data in a timely manner,

7.3.4 Public Health Information Svstem
Lt LBOUC DEANMH Iniormation System

The Ministry of Health and Social Services shouid take the lead in developing a comprehensive
integrated Public Health Information System (PHIS) linking vital records, hospital data and disease
surveillance systemns, o

The Minister of Health and Social Services should appoint a Steering Committee to oversee the Public
Health Information System (PHIS). The committee should include representatives from the public health

service, the Hospitals Board, the Statistical Department, the Registrar General's Office, as well as health
care providers. : S '

The PHIS Steering Committee should:

a) Manage the development and operation of guality data management systems,

b) Manage linkage of health information systems in both the public and private sectors.

¢) .  Assure appropriate data-sharing, and data-transfer between the Department of Health, the
Bermuda Hospitals Board, the Registry Generat and the Statistical Department, The Committee
should set standards for data-transfer and use, and recornmend standards for data collection.

d) Develop an integrated data plan for health assessment involving the vital records, hospital data
and disease surveillance systems, '

14
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“J
e) Recommend standards for the collection, analysis and reporting of data used in the community
health assessment process.

D Include systems for the surveillance of administrative data, birth defects/disabilities, selectéd
behavioral risk factors, selected cancers, communicable diseases of public health importance,

~ pharma co-surveillance,
The Department of Health shoﬁld:

1. Maintain a database oﬁ health facilities, human Tesources, health services and health related
organizations;

2, Together with the Hospitals Board explore the feasibility of a computer network linking the hospital,
health care providers {physicians) and the public health Service;

3. Maintain a computerized management information system that allows for the analysié of :
administrative, demographic, epidemiological and service utilization data, to provide information for
planning and evaluation Purposes; ' S

5. Assure the collection and dissemination of information, based on a sample of the population, on
health behaviors, and Preventive practices, Behaviour risk factor surveys should be instituted using a
standardized format such asg the Behaviour Risk Factor Surveillance System (BRFSS) developed by
the Centres for Disease Control (CDC); C '

6. At least every five Years convene a round-table discussion with key individuals and Organizations _
involved in public health to review their goals, perceptions of their roles, authority and needs, This
group shouid include: , ) ‘ -

® +  other government agencies
® interest groups and professional associations
s the hospitals and other potential stake-holder

7.3.5 Dissemination of Health Information and Data

The Regist_rar General should produce quarterly vital statistics reports.
The Department of Health should;

1) Produce annual Teports on the health status of the population;

2) Disseminate information on health data to the public on a regular basis through a
neéwspaper column or a regular newsletter; and 4 .

3 . Make health information and data available 1o interested community groups and
organizations for their health related activities (e.g. Allan Vincent Smith Foundation,
Diabetes Assocation),

15
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i

The Chief Medical Officer should:
£} Produce annual “Report Cards™ on the health status of children and the elderly,
2') . Compile an annual listing of health-related information systems and databases
maintained in the community (e.g. Cancer Registry). .

7.4 RECOMMENDATIONS - FINANCE TASK GROUP ' ]

This group made a number of recommendations relating to the financial structuring of Bermuda's existing
health care system, . o .

It is recommended that:

7.4.1 Hospital Insurance Commission

1. Consideration be given to broadening the function of the Hospital Insurance Commission (HIC) to
monitor and help finance preventative and home health care; if not, another body will need 1o be
created to address these areas, Amendments to the Hospital Insurance Act shonld be considered as

soon as possible,

2, TheHIC oi'__,sd_me other gfoup have wider representation so that its policy rccammendaﬁons will carry
more weight. We recommend some form of buffer between HIC and the direct influence of politics,

3. The actuarial assessment of premiums by HIC or same other group be made public for use by all
stakeholders in the health care system including the private insurers. who provided certain
information used in the study. The setting of premium rates and the determination of the standard
benefit should be more readily understood by the general public. '

4. The HIC or some other group and private insurers meet on a regular basis ";o discuss matters affecting
the delivery of health care. G

5. Govermment consult with the HIC or some other group on all matters falling within their mission,

6. The HIC or some aother group work on its relationship with the Bermnda Hospitals Board and regular
meetings are suggested in this area to ensure coordinated financial decisions, '

7. The HIC or some other group immediately assess how it can meet the needs of the public by studying '
the standard benefit package to determine to what exlent it needs 1o be amended to consider home and
preventative health care. Tp complete this objective consideration must be give to 1) above as soon as
possibie,

8. The systems at HIC or some other group, which are used to accumulate and assess claims before
payment 1o the Hospitals, be updated 10 allow for more timely payment. We should expect the
Hospitals to be run like a business and likewise HIC. The cash flow problem is somewhat mitigated
by monthly payments by HIC to the Hospitals, however, the annual reconciliation and adjustment to
actual takes far too long and delays the issuance of the Hospitals® annual report significantly,

9. The HIC have a clear reporting process and follow the requirements of its Act with regard to the
production and presentation of an annua] report,

16
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7.4.2 Mutual Reinsuranee Fund
==, Al Reinsurance Fupd

7.4.3 Subsidies

1. The St Brepndan's subsidy, which Tepresents a general grant to cover operating expenses of St
Brendan’s, should continye, - : :

2. Other subsidies, which Tepresent amounts paid to the Mutual Reinsurance Fund for the hospice,
dialysis, diabetic education etc,, should remsain, .

3. The subsidy program for the aged be exXpanded by bringing the benefits up 10 1009, In addition, the
indigent who are over 65 Years of age should be re-classifieq a5 aged,

4. The youth subsidy be removed and any youth who may be indigent be reclassified to the indigent
classification. Private insurers and HIP muyst increase Premiums over some peried of time tg cover all
youth whose parents are employed for standard benefit.

7.4.4 Determination and Treatment of Ind; enc

1. Responsibility for determination of “indigency_" be transferred from the Bermuda ‘Hospitals Board 10
the Department of Financial Assistance, ' _ : S

3. The indigent be enrolled in H.IP., and the premiums be funded by transferring the current subsidy
from the Hospitals to the HIP and determining a rate at which the Government will subsidize HIP
which will approximate the current number of ipdjgenl_djvided by the current subsidy. '

3. Aninsurance card be issued to all indigent to allow them tg access the standard health care benefits
(to be defined by the Health Care Councii), including doctor's visits, S '

7. The services offered by the Government Clinic be expanded for the indigent only, to reduce their
inappropriate use of the Emergency Room.

17
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7.4.5 Insurance and Government Funding for Long-term and Home Health Care

1.

2,

An infermediate care unit in the King Edward VII Memorial Hospital be established.
An actuarial study be undertaken to determine the projected costs of long-term care and home care,

The Geriatric Assessment Programme team responsibilities be expanded_ to:

a) co-ordinate the overall placement of residents in long-term facilities based on the level of care
required; angd, - '

b) determine the families'/residents’ ability to pay.

The standard benefit be expanded to include long-térm. and home care with clearly and stringently
enforced guidelines with payments being made from Mutual Reinsurance Fund,

New facilities or capital improvements to existing facilities be funded throngh a variety of means
emphasizing charitable fund-raising mechanisms. _

7.4.6 Strategies to Reduce Health Care Cost_s_

1

To control the escalating cost of health care consideration should be given to: . |
a) . Educating the public on thé use of medicai Sem‘ces to reduce unnecessary usage;

b) Instituting a user pay concept for a fixed portion of the fee so that patients have a clearer
understanding of the costs of health services; and

c) Developing fee guidelines for payments to ﬁhyéicians. The fee guidelines would be
visible in the physicians offices and could be compared with the actual charges made by
physicians with insurance covering the fee guidelines amounts only, =~ =

Such measures must be undertaken as the increasing cost of the health care system as it relates to
Bermuda's overall GDP (see Health Care Cost) cannot continue unless the public are willing to
pay an increased amount of their income for health care services, e '

The current financing system which utilizes charities such as the L.C.C.A. be re-examined. The
financing for catastrophic care should be returned to the M.RF., and the M.R_F. should continue
to be funded through a premium assessment to be collected by the H.LP. and the private insurers,
Clear criteria should be developed for the use of M.R.F. funds to allow quick decision-making
during a patient's health care crisis, =~ -

The Government of Bermnda contract for an actuarial study to determine the impact of the
expansion of long-term health care on the delivery of health care services in Bermuda, the
expected cost of such health care, the expected rate of development of such health care and ‘ways

to fund such health care by the current papulation, S

A community rating system be developed to. as'si_si smaller organizations to be able to gain the
economies of scale benefits in their premium rating, as is the case with larger organizations,
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7

i _ ; :
Approved providers be reimbursed at the approved fees, however, they will be able to charge for
their services as they deem apprapriate for services rendered in their own offices/facilities, Fees
for services rendered in the hospital setting must be charged in accordance with the approved
fees. Approved fees should be published annually and doctars should be required to publish their
own fees and display them in their own offices, =~ I : :

Strong efforts be made to educate the public as they should be a part of the system of checks and
balances to control costs, A simple booklet on the health care system, written so that consumers
can understand the system and make appropriate choices, would be very usefil, - - S

:4.7_Proposed Bermuda Health Council and B_ermuda Health Plan

%p\

1.

That Government immediately take steps 1o establish a Bermuda Health Council with the authority 1o
meet its mandate “to ensure that necessary health care services, as defined by the Council, are
available to all residents of Bermuda and provided at a reasonable cost io the community, Emphasis

high quality of care, and that their health needs are met and to encourage and promote a healthy
lifestyle throughout the community." The Council should be apolitical and should not report to a
specific Minister. It should have the freedom and authority to control the health care system

Government be a stakeholder on the Council and provide its input in a similar fashion 1o the other
stakeholders,

The Hospital Insurance Commission (HIC) be a stakeholder, basically Tepresenting the Ministry of
Finance/Dept, of Social Insurance unti] its future role has been reinforced/agreed,

Individual stakeholders represent their special interest groups; in this manner a certain “healthy
tension” will exist and Promote creative solutions, It is understood that stakeholders must also
seriously consider the welfare of Bermuda and its citizens as g primary factor in their decision
making. A corporate perspective in this regard is essential,

7.4.8 Overseas Care

1.

Local service providers wark to expand the number of visiting specialists to provide non-emergency
consultations and surgery. This is a matter that will need to be considered by the proposed Bermuda

Health Council,
New technical equipment be purchased after the completion of the appropriate cost-benefit analyses,

The insurers and the H.1.P. (depending on the coverage provided by the new standard benefit) should
establish more Preferred Provider arrangements.

A managed care approach be adopted.
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i
7.5 OTHER CONCERNS THAT WILL NEED TO BE ADDRESSED

1. A rapid rise in the cost of malpractice premiums - a trend which may result, as it has done in the
States, in the increasing practice of defensive medicine, a deterioration in the patient/physician
relationship and a strong demand for fee increases by physicians to offset increased premiums,

2, Reducing the load of the cor'runimi_tjr caie-giver by:helpihg'the'm in théir tasks and striving 1o
maintain their well-being as their existence reduces the load on in-patient hospital care,

3. Increasing “bad debts” incurred by both physicians and the hospitals.
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The following is the recommended Action Plan of the Health Care Review, based on the recommendations
made by each Task Group. Where possible, the organization, Government department or body currently
responsible for the review, menitoring and/or implementation of the recommendation has been identified.
However, in some cases, the recommendations refer to organizations such as the proposed Bermuda
Health Council which does not currently exist. .

As it is anticipated that the establishment of the Bermuda Health Council and its legal framework may
take some time to create and develop, nevertheless the Review felt that a number of interim steps could be
implemented in the shori-term to improve standards and availability of health-care, and/or help to reduce
health costs. These priorities (listed as follows) are strongly recommended by the Health Care Review as
a “next steps” procedure, concurrent with those recommendations set out in the Action Plan for whom an

organization has been identified,

1) Bermuda Medical Society (B.M.8.), Health Insurers Association of Bermuda (HILARB.) and
Bermuda Dental Association jointly develop reasonable fees for all services provided within the
doctors’/dentists’ offices and private laboratory/diagnostic facilities. These fees, once established,
be published and placed in all doctors */dentists’ offices/facilities;

2) The Bermuda Hospitals Board review its method of establishing charges and adjust to
reflect true costs of services;

k)] B.M.S., HI.A B. and Bermuda Hospitals Board wark Jjointly together to establish overseas
preferred provider organizations for Bermuda who will provide both external and internat
support to our medical care system;

4) Mandate that employers continue previous health insurance benefit coverage to their retiraes;

5) Bermuda Hospitals Board to establish an intermediate care ward for patients needing less
intensive care than that provided in a Tegular acute care ward;

6) Extend the current standard hospital benefit to include limited cover of a stepped-down
intermediate care ward of K. EM.H:

7 Institute an island-wide asthma campaign to provide educational awareness in order to
reduce unnecessary hospitalization costs, particularly among child admissions;

8) Review and possibly expand the role of the K.E.M.H. pharmacy in order to provide for
the needs of Bermuda and promote the use of generic drug equivalents;

9) The Pharmaceutical Association and B.M.S. be requested to jointly develop and make
available to the public, educational material concerning the use of generic drugs;

10) A committee be formed to closely investigate the costs and practices associated with dentistry
in Bermuda:

1 The legal use of Bermuda Relative Value Schedule (B.R.V.8.) be mandated for all services
rendered by medical/dental professionals when such services are being provided in the hospital
setting; and .

12) Insurance industry statistics be obtained for 1994, 1995 and subsequent years in similar or same -
format as done by Health Care Costs Task Group to achieve continnity and perinit analysis of
trends,
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