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BACKGROUND 

Summary of Scope of Project 
The overall aim of the Project was to analyze the impact of user fees for preventive care 

services on the health, health-seeking behaviour and coping strategies of patients and to develop 

alternative revenue generating options for consideration by policy makers. In addition, the project 

sought to develop workable mechanisms to bridge the activities of researchers and policymakers in 

health. The research procedures employed include both quantitative (community-based cohort study), 

and qualitative (focus group discussions, elite interviews and mystery clients) methods.  A Project 

Advisory Committee (PAC) which included policy makers, academics and front line health workers 

was established from the start.    

Objectives 
1. To identify the key factors leading to the new fee policy for preventive care services as 

well as the particular provisions and charges. 

2. To measure the impact of fees on utilization of preventive services and on the linkages to 

medical complications arising from inadequate utilization. 

3. To ascertain the health seeking patterns and coping strategies of a sample of patients for 

specific services such as immunization, family planning, antenatal care and management of 

diabetes and hypertension. 

4. To identify and develop policy options which may be considered to generate revenue 

currently sought through fees for preventive services. 

5. To develop workable mechanisms for integrating the activities of researchers with the 

concerns of policy makers to increase the likelihood of research results being utilized in 

decision-making. 
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The Research Problem 
Jamaica’s commitment to primary and preventive care since the 1970s has contributed 

significantly to widespread improvement in access to health services and to overall health gains in the 

population.  Key health indicators show that Jamaica has made greater and faster improvements at 

lower cost compared with other more endowed countries.   

However, persistent economic difficulties have constrained the State’s ability to fund publicly 

provided health services and official attention was directed to cost-sharing.  An unused fee schedule 

was revised in 1984 and more substantially, in 1993, 1999 and 2005.  Cost sharing through fees is now 

treated as ‘income’ to health facilities and decentralized Regional Authorities and accounts for up to 

18 percent of resources needed (the rest comes from annual budgetary grants) to deliver health 

services. 

Since most persons who utilize public health services are from the lower socio-economic 

groups, the potential impact of fees on their access to and use of preventive care services is a major 

policy dilemma.  Supporters argue that the funds generated would increase resource availability and 

the quality and sustainability of services.  Targeting arrangements would also ensure that the most 

deserving would not be deterred from using the services.  Detractors emphasize that health seeking 

behaviour of the poor has to balance prices of health goods with those of other items and that 

utilization of health services, especially preventive care would be negatively affected even if 

exemption policies were properly implemented. 

  Over the period 1999 to the present, there have been increasing claims that utilization levels 

have declined but data from public institutions show mixed results.  Preliminary data at the hospital 

level seem to suggest that more cases are being seen arising from complications perhaps caused by 

inadequate or delayed utilization.  The aggregate nature of this data does not permit a more 

discriminating analysis to ascertain whether particular groups such as the poor are utilizing less care. 

There are therefore weaknesses in the institutional data which should be addressed. 

  Policy makers have sought to minimize the likely negative effects of fees on utilization by 

vulnerable groups by establishing regulations for exemption arrangements and training staff to assess 

the ability to pay of persons who declare difficulties in meeting the charges.  In addition, provisions in 

the national Safety Net for the poor have been strengthened by establishing the Programme for 
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Advancement through Health and Education (PATH) under which beneficiaries are exempt from all 

fees.  The clearly enunciated policy is that no one should be denied access to care because of inability 

to pay. 

  While these policies are capable of providing relief, there has been much variability, 

inconsistency and leakages in administration to the extent that policy makers are faced with mixed 

signals and calls from opponents, and proponents of fees are confronted with a number of issues in 

need of clear resolution.  There is a need, therefore, for a rigorous review of the evidence to specify 

the nature and dimensions of the problem: to ascertain how overall social welfare improvements of the 

poor are affected by user fees for preventive services and examine the cost and benefits of alternative 

policy options for decision makers. 
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OUTCOME MAPPING 
The Evaluation Unit of the IDRC worked with Dr. Barry Kibel, of the Pacific Institute for 

Research and Evaluation, to adapt his Outcome Engineering to the development research context. The 

result was a methodology called Outcome Mapping which was developed, to assess the contributions 

development programs make to the achievement of outcomes. Outcome Mapping can be used at the 

program, project, or organizational level (Earl, Carden and Smutylo, 2001).  

Outcome Mapping (OM) is a new paradigm in the evaluation of international development 

cooperation - that offers a structured methodology for planning, monitoring and evaluation, and 

focuses on the outcomes of development interventions (Earl, Carden and Smutylo, 2001). OM 

provides a set of learning tools that encourage development actors to develop and monitor their 

strategies for enabling change in a systematic and rigorous fashion. It is grounded in an understanding 

of development as a complex and non-linear process that involves multiple actors, some of whom 

work for, and some who work against change.(Earl, Carden and Smutylo, 2001). 

  OM represents a move towards the measurement of the contribution that an intervention or 

organization makes to a given change, it is  a process that moves away from measuring impacts 

towards assessing outcomes (Earl, Carden and Smutylo, 2001).  Outcomes are defined as changes in 

the behaviour, relationships, activities, or actions of the people, groups, and organisations with whom 

a program works directly (Earl, Carden and Smutylo, 2001).  These people, groups or organisations 

are termed boundary partners. 

  This focus is justified because of the many problems that practitioners are beset with when 

attempting to measure impact. These are rooted in the assumption, in impact-based methods, of a 

simple cause and effect, when development cooperation is in fact an open and complex system. For 

example, impact evaluation focuses on intended positive results, and frequently ignore the unexpected, 

and the negative results which can also occur focuses on ultimate effects; impact evaluation focuses on 

ultimate effects, when upstream effects are also of importance; impact evaluation credits a single 

contributor, when multiple actors create results and need credit; and finally, impact evaluation ends 

when the programme obtains success, whereas in reality, complex change processes never truly come 

to an end (Earl, Carden and Smutylo, 2001). 
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  OM focuses on the systematic application of knowledge and learning principles, which means 

that addressing and measuring the contribution to change is crucial. The rationale is as follows: if 

actors know how they have each contributed to a particular change, they can work better together and 

focus their efforts on what they do best. If, however, they focus on attributing a particular change to 

themselves, they risk duplicating efforts and failing to coordinate their work (Earl, Carden and 

Smutylo, 2001).  OM is has at its core a systematic learning process, one that begins with effective 

planning.  

 
Stages and steps of Outcome Mapping 

Figure 1: Three stages of Outcome Mapping 
 

 
 
Source: Outcome Mapping: Building Learning and Reflection into Development Programs. Pg 4.  
(2001) Sarah Earl, Fred Carden and Terry Smutylo. International Development Research Center  
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This project involved members of the University of the West Indies and the Ministry of Health and the 

team was involved in the entire Outcome Mapping process, providing input and feedback at each stage 

of the exercise. 

The objectives of this project with respect to outcome mapping   were 

1. To evaluate the dissemination as a component of  the broader advocacy and lobbying strategy 

and advocacy tool in influencing policymakers 

2. To bridge the gap between research and policy  

 

The particular aims of the outcome mapping were to: 

1. Disseminate results of the study ; 

2. Generate discussion amongst the participants on priorities and challenges for 

3. improving health care in Jamaica; 

4. Generate decisions amongst the participants on strategies to improve health care in Jamaica;  

5. Consolidate UWI’s position to influence development of evidence-based policies and 

programmes  

 

The expected outputs of the outcome mapping exercise were: 

1. An advocacy strategy to influence health care institutions, particularly the policy makers in 

Jamaica; 

2. A demonstration of willingness on the part of policy makers to accept research findings 

3. Lessons that could inform future studies of this nature. 
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METHODOLOGY 
The decision was made to use the Outcome Mapping methodology to encourage the 

participation of those who are in a position to influence change (boundary partners) and to monitor and 

document progress in changes in attitude as well as in policy. This methodology was in force 

throughout the lifetime of the project. 

The methodology was introduced and groundwork laid at a training session in Buenos Aires in 

2004.  Slight modifications to the composition of the list of boundary partners as well as to the 

Outcome Challenge were made when the research team met and in consultation with boundary 

partners. This report employs this methodology to analyse the effect of the programme on the attitude 

and those activities of boundary partners which had an impact on the welfare of the vulnerable who 

were the focus of the project. 

The Research Team Outcome Mapping exercise 
The Outcome Mapping process was carried out with the team in several workshops, held at the 

University of the West Indies. The first workshop was chaired by Professor Wilma Bailey and Mr. 

Stanley Lalta who had benefited from the training in Buenos Aires.  Some time was spent introducing 

the team to the instruments to be used, before going through the first steps of the Outcome Mapping 

exercise.  

  Firstly, the vision and mission were defined; then potential partners’ (boundary partners) were 

identified. The instruments were introduced and persons requested to return with feedback for the 

second workshop. During the second workshop outcome challenges, progress markers and strategy 

tables were further refined and these were later updated and modified following the input of the rest of 

the team.  A considerable amount of time was spent revising the outcome challenge tables, progress 

markers and strategies, given divergent opinions and doubts with regard to the feasibility and time 

frames of specified behavioural changes.     

   

 

 

 



 

 9

 

The team clearly defined the monitoring phase of the Outcome Mapping process; specifically to:  

1. Choose partners and strategies to monitor  

2. Discuss the outcome journal template and milestones for partners chosen to monitor 

and  

3. To familiarize themselves with the strategy journal and performance journal structures.  

  The logistics of monitoring activities were discussed (i.e. what form it would take). Outcome, 

strategy and performance journal standard templates were reviewed and modified slightly, to 

customise them to this specific project. 

  The team decided that the most efficient means of communicating and getting feedback from 

boundary partners was through periodic meetings as well as workshops following each of the three 

phases of the cohort survey.  All workshops would begin with the power point presentation outlining 

results and problems which would then become the focus of the discussions.  Since some of the 

boundary partners worked outside of the Kingston Metropolitan Area, meetings were planned to 

coincide with the monthly meetings of the Regional Health Authorities and scheduled for 9:00 am.  

Those who could not attend would be sent a summary of what transpired and comments solicited.   

 

Development of a vision and mission  
  The mission and vision statements for the project were developed by means of a participative 

process. The process began with the drafting of the vision that incorporated the views of all and which 

placed the emphasis on equitable access to preventive care services.  The mission emphasized the role 

of research in providing evidence on which policies could be based thereby facilitating collaboration 

between researchers and policy makers.  Progress markers which are the indicators of change in 

boundary partners, which must be seen and which must be subject to follow up.  Strategies outline the 

manner in which the team worked with boundary partners. Organizational practices were those 

activities undertaken by the team to maintain the interest of  the boundary partners, to remain relevant, 

to inject new ideas and to be responsive to developments in the field 
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STAGE 1 INTENTIONAL DESIGN  

Step 1: Describing the Vision 
 
 

 

The evaluation of the impact of user fees for preventive care services on health seeking 

behaviour of patients in Jamaica will support better health outcomes by enabling policy makers, 

planners and health providers to communicate critical information in a timely manner. It will also 

demonstrate the effectiveness of user fees in meeting the objective of social protection for vulnerable 

group.   

Box 1: Vision 

 

 
In Jamaica, local and national policy makers recognize social protection in health as a fundamental 

aspect of national development and a right of all citizens.  In response to research evidence, they have 

modified the fee structure which prevented marginal groups from utilizing preventive health care 

services.  All groups have equal effective access to preventive health care services, the medical 

complications arising from unhealthy coping strategies have been reduced and overall national well 

being is enhanced. 

Step 2: Identifying the Mission 
 
  The two year project will test the assumptions made regarding the improvement of health care 

based on revenue collected from user fees. The study will examine the needs of users by collecting 

longitudinal data and quantitative data on the cost of visits.  The findings will be presented to 

stakeholders in a fashion as to enable them to make recommendations to top policy makers about the 

potential for further modifications to the structure of user fees . 
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Box  2: Mission 

 

 

Identification of Partners  
  By means of a participative process, outcome challenges progress markers and strategies were  
elaborated for each of the boundary partners identified: 

Step 3: Identifying the Boundary Partners 
Box  3: Boundary Partner 

In support of this vision the project will provide empirical evidence and disseminate findings that 

would sensitize policy makers, health workers and the international community to the effects of user 

fees in limiting access to preventive care; that would support viable alternatives to health care 

financing.  It will also improve the capacity to design appropriate policies and develop mechanisms 

for closer collaboration between researchers and policy makers. 
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BOUNDARY PARTNER 1 
Ministry of Finance 
Ministry of Labour and Social Security  
Poverty Alleviation through Health and Education  
National Health Fund  
Fees Committee  

 
 
Monitoring of organisational practices 
  Internal practices relevant to outcome mapping were monitored through the use of a 

Performance Journal. It was a decided to use a Performance Journal as a template to monitor the 

organisational practices. The journal was to be filled in regularly by the Research Assistant and vetted 

by members of the team. 

Partner Challenge 
Ministry of Finance The programme will see the Ministry accepting 

credible evidence that alternative methods of 
financing health care for vulnerable groups will 
not disrupt the fiscal programme 

Fees Committee 
 
 
  
  
Regional Health Authorities Regional Health Authorities are recognizing the 

importance of social protection in health and the 
long term implication of an inability to access 
preventive care.  They too, accept that the 
alternatives suggested will not create problems in 
financing programmes. 

 
 
 
 
 
  
The Planning Institute The Institute is convinced of the importance of 

social protection in health, and is assisting in 
disseminating research results to the general 
public. 

 
 
 
  
Frontline workers The recognize the importance of timely access 

and missed opportunities to preventive care.  
They are assured that alternative methods of 
funding vulnerable groups will not affect their 
ability to provide care and they are implementing 
government fee policies. 
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Follow-up  
  After each meeting minutes were prepared and circulated for comment and presented at 

following meetings. There was regular   communication between staff involved in the project, both via 

telephone and e-mail. Moreover, brief informal meetings were held when difficulties arose, in 

response to boundary partner feedback on the attitudes/comments from the organizations they 

represented.  There were also formal meetings to discuss difficulties in the field, progress, to review 

documents and discuss the way forward. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Step 4: Identifying the Outcome Challenges 
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Step 5: Developing Progress Markers 
These indicators represent the change in the boundary Partner and are graduated from: 

1. Minimum “expect to see”; to 
2. Medium “like to see” and lastly 
3. Maximum “love to see” 

 
 

OUTCOME CHALLENGE: 
The project aims to see policy advisors and technocrats accepting research evidence as a critical tool for 
developing policy choices and decision making.  They are also convinced of the need to ensure that social 
protection in health becomes a guiding principle in the development of programmes.  They are skillfully 
using the knowledge gained from the research in the preparation of policy documents and in the advice 
given to policy makers on alterations to the fees structure where necessary.  They are also promoting 
alternative revenue generating strategies. 
EXPECT TO SEE: Ministry of Finance, Ministry of Health (Fees Committee), Ministry of Labour and 
Social Security, Poverty Alleviation through Health and Education and National Health Fund. 

1. Dedicating time to meeting and discussing the project with the research team. Designate   
representatives for the project who will have clearly defined responsibilities. 

 
OUTCOME CHALLENGE 1 
The programme will see the relevant  Ministries and Social Protection Programmes  accepting 

credible evidence that alternative methods of financing health care for vulnerable groups will not 

disrupt the fiscal programme 

OUTCOME CHALLENGE 2 
Regional Health Authorities are recognizing the importance of social protection in health and the 

long term implication of an inability to access preventive care.  They too, accept that the alternatives 

suggested will not create problems in financing programmes. 

 

OUTCOME CHALLENGE 3 
 The Institute is convinced of the importance of social protection in health, and is assisting in 

disseminating research results to the general public 

OUTCOME CHALLENGE 4 
 The recognize the importance of timely access and missed opportunities to preventive care.  They are 

assured that alternative methods of funding vulnerable groups will not affect their ability to provide 

care and they are implementing government fee policies. 
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2. Giving advice on the kind of evidence and the manner in which the evidence could be articulated 
to influence policy makers. Organize and participate in internal meetings and discussions on User 
fees at the ministry level 

3. Preparing policy briefs/project proposals that include principles of social protection in health 
4. Create mechanism to support decision-making processes at the local level 
5. Identify internal resources (human, financial) and, where feasible, external donors to support the 

user fees  program (develop a strategy) 
  
LIKE TO SEE : Ministry of Finance and Ministry of Health (Fees Committee) 

6. Promoting the concept of social protection in health and disseminating it among their peers. 
7. Making attempts to inform themselves of the experiences of countries faced with similar 

challenges 
8. Participating in field activities when models of alternative revenue generating options are being 

tested with frontline health managers and workers. 
9. Promote the program and concept as a viable mechanism to bring about change nationally to 

demonstrate their commitment to user fees.  
10 Disseminate results and share experiences (good and bad) internally and nationally (via 

workshops, conferences) 
11 Facilitate and promote networking between national  sites and international sites (creating an 

enabling environment through which they can network) 
12 Engage donors to financially support the user fee program (new and incremental) and earmark 

internal funds for the medium-term.  
13 Participate actively in by attending meetings, engaging others outside the meetings, etc. 

14 Technical staff begin to share data with research team and provide technical support (linking back 
to national program) 

15 Willing to listen and establish forums  to promote experimentation within their realm of influence 
with ideas raised by local/national partners 

LOVE TO SEE : Ministry of Finance and Ministry of Health (Fees Committee) 
16 Using all relevant avenues to disseminate the results of research, locally, regionally and 

internationally. 
17 Incorporating the principle of social protection in other projects and programmes in which they are 

involved. 
18 Actively supporting initiatives to institutionalize mechanisms linking researchers and policy 

makers. 
19 Taking the lead in championing the principles of social protection and alternative fee-generating 

options during policy debates at the decision making level. 

20 Promote and support the user fee  concept in international policy (become advocates) 

 
 

Incorporate model user fee principles in national and regional policies and legislation 
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21 Take longer-term perspective (5+ years) in financial planning (invest incremental resources 
(internal and external) into user fee activities 

22 Collaborate with other relevant Ministries for planning and managing the beneficiary 
identification system  

 
 
 
 
 

Use consultation mechanisms with non-traditional groups before establishing policies on 
alternative financing strategies (as well as on other themes) 

 
 
 

Difficulties 
  The OM process was an extremely challenging one for the uninitiated.  Two members of the 

team had been introduced to the concept and assistance given in developing visions, challenges etc.  

One of those trained subsequently migrated.  The training was inadequate for operationalizing the 

process and this was recognized from an early date.  Assistance was sought once the project got on the 

way and a customizing the process would have been possible but this did not materialize.  There were 

conceptual difficulties in focusing on outcomes rather than on the broader project.  In retrospect, 

insufficient attention was paid to documentation.  Even the mode of presentation of the data offered 

some challenges. 

  It was not always possible to get full attendance at the meetings and workshops and although 

representatives were sometimes sent and minutes circulated there were breaks in continuity and gaps 

which had to be filled.  The most delinquent were front line health workers.  This was not surprising in 

view of the fact that it was not easy for them to get the time off from work.  Yet, these needed to be a 

part of the process. 
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Analysis of results 

Boundary partners 
  One of the major objectives of the process was to develop the trust of our boundary partners to 

the extent that they would accept research findings and recommend policy changes if these were 

supported by research.  The material presented had to be persuasive.   

  The Permanent Secretary (PS) in the Ministry of Health was a very important conduit.  She 

was close to the Minister of Health who was responsible for policy and two members of the research 

team was on her staff.  A misunderstanding at the very start threatened to derail the project.  In the 

absence of the PS, we had extensive interviews with the Acting Permanent Secretary during the first 

phase of the project.  The PS was sent a copy of the proposal on her return and gave ethical approval 

to the project.  But a relatively long period had elapsed between the two phases and when we 

approached her at the start of phase 2, there was an irate reaction.  She was suspicious of our research 

agenda claiming that a determination had already been made on the negative impact of user fees and 

that that this would bias both research and researchers.  She rejected the claim that the Ministry was a 

partner in the research when they had not officially indicated their participation.  Perhaps we should 

have been more sensitive to the need for renewing high-level collaboration once the PS is in Office.  

We had to go through a delicate process of wooing, of reminding her of interviews with the Minister 

of Health who had given blessing to the project; of her ethical approval and this brought her around to 

the extent that she made recommendations for boundary partners and asked to be kept informed of our 

progress and findings.  At every step of the way, she was kept informed and was invited to workshops 

and seminars.  She was unable to attend but sent representatives.  Annual technical reports to the 

IDRC were sent to her. 

  As the project proceeded new boundary partners were brought on board in response to research 

findings of the focus group sessions as well as the first round of interviews.   It became apparent that 

the cost of drugs was a greater problem for clients with chronic problems that the fee-for-service and 

that safety net provisions were not effective.  There were barriers to access and errors of exclusion and 

inclusion.  In view of these problems we asked the directors of two social protection programmes to 

join our team and the interaction wit these two proved both stimulating and rewarding.  It appears the 

best response came from those boundary partners who had an immediate interest in results as a means 

of monitoring work in which their organization was involved.  The Director of one of these 
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programmes was sympathetic to the research process from the start.  Our results confirmed some of 

the feedback she had been obtained from her own sources.  Our wide ranging discussions at the end of 

the first round of the cohort interviews hastened the decision to initiate two important modifications to 

the social protection programme – registration at health centres rather than offices of the institutions 

involved and a streamlining of the beneficiary system.  The effect of these changes were apparent in 

the  second round of interviews.  Although some problem of access were reported, enrollment had 

increased from 11 respondents in round 1 to 174 in round 2. 

  The other addition to the list of boundary partners did not raise concerns at his first workshop.  

However, in an email sent one day later he expressed his concerns over what he referred to as our 

‘science’, that is the scientific process of selecting survey sites which allowed, he said one of the 

‘worst’ rural areas to be selected.  It was a defensive posture, a reaction to the problems of access 

revealed.  We justified the science of site selection and explained the process in terms of the aims of 

social protection rather than making the country look good or bad.  At the end of the second round it 

was this boundary partner who made the suggestion that the decision as to who should be exempted 

should not be made when clients present themselves for care; that such decisions should be made by 

the Ministry of Social Security based on eligibility criteria that applied to all programmes.  Whereas 

research evidence provided justification for the removal of fees from the elderly, he was of the opinion 

that there should be no fees for preventive care. 

  Because of the importance of getting the staff of the Regional Health Authorities on board the 

team made requests to be included on the agenda of some of the monthly meetings where updates 

could be given.  Presentations were made at two meetings – one at the end of the first and the other at 

the end of the final round of the interviews.  In the final meeting, several persons commented on the 

skepticism they had at the initial stage – their boredom with projects purporting to study the effects of 

user fees - and the change in their attitude when confronted the robust evidence form a cohort study 

and especially by the Mystery Clients.  The team was in a position to present recommendations at this 

point and benefited from some of the criticisms of some which they felt to be unworkable.  They too, 

felt that all fees for preventive care should be removed.  However, one of the Directors gave voice to 

serious concerns about fee exemptions for the elderly in view of current under financing.  He was not 

convinced that any funds arising from proposed alternatives would reach the Authority.  In his 

experience, fee exemption resulted in a loss of revenue. 
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  However, in the light of evidence from Mystery Clients of unsatisfactory staff/customer 

relationship the Ministry of Health has decided to employ the Mystery Client strategy to monitor the 

impact of training to improve service delivery. 

 

Other Presentations 
  A research brief was sent to Radio Mona and a member of the team took part in a discussion 

programme. 

  A response to a research brief was an invitation by the Chairman of the National Gender Task 

Force of the National Development Plan for 2030 to incorporate the findings of the project into a 

broader SWOT analysis of Gender and Health.  This was presented to a meeting of the Committee and 

the recommendations accepted for presentation as part of the National Development Plan. 

  In view of the fact that this is an election year when government and opposition make elaborate 

promises, a decision was taken to bypass the offices and committees through which proposals reach 

the attention of ministers of government.  A brochure and research brief (See Appendix) were sent to 

the Office of the Prime Minister through one of her advisors.  At a chance meeting, the Minister of 

Finance agreed to read the research brief and in an email response he said that – the recommendations 

were eminently sensible: he would lift the cap on national insurance contributions to release funds to 

the recommendations pertaining to making drugs more accessible to the poor: that he was in favour of 

academicians taking public positions on policy. 

  A conference scheduled for May has been postponed to October, 2007. 
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Results of monitoring practices 

Prospecting for new ideas   
  Contact was made with the Dean of Medicine to study patterns of use of emergency services at 

the UWI hospital to settle questions as to why clients use these over those provided by health centres. 

The boundary partner representing the Poverty Alleviation in health introduced the team to the manner 

in which the beneficiary identification scheme in other countries work and  plans for Jamaica 

 

Seeking feedback from key informants 

  Feedback was obtained from boundary partners on a number of issues already referred to.  

Feedback from the council from the elderly led to changes in the final recommendations for transport 

assistance for the elderly 

 

 

Obtaining support from the next highest power 

  Presentations at meetings of regional health authorities and including suggestions in project.  

Making use of chance encounters to reach top decision makers 

 

 

Assessing and redesigning products, services, systems and procedures 

The second round of the questionnaires was modified slightly when it became apparent that the 

safety net programme was not performing as it ought.   research evidence also resulted on a greater 

focus on secondary prevention – diabetes, hypertension, the problems of the elderly and inequity in the 

drugs programme   The latter concern led to interviews with pharmacists and of upper income clients 

using the drug programme 
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Sharing best wisdom with the world 

Producing research briefs, brochures, organizing seminars, workshops, inputs into national 

programme, attendance at international conference, appearance on radio programmes, planned 

conference for October. 

 

Experimenting to remain innovative 

  New formal partnerships created – social protection programmes.  New informal associations 

formed – the council for the elderly 

 

 

Engaging in reflection 

This was a continuous process by way of meetings with the research team, project advisory 

committee.  It was as a result of these that the adjustments to the programme were made 
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CONCLUSIONS 
  One of the most exciting innovations was the incorporation of boundary partners into the 

project, building up strong relationships and fostering feelings of ownership.  The research team 

collected the data and their interpretation was mulled over by the larger group.  When the research 

evidence is robust, there can be little room for disagreement. 

  The project extended over a period of roughly two years and in situations such as this 

dissemination of results should be a continuous process.  The one proviso is that there is a thorough 

assessment of results before they are put out for comment.  Discussions with the PAC and boundary 

partners before dissemination as they were obtained proved to be a useful strategy. Provide a good 

check.  There was one instance in which a boundary partner drew to the attention of the team a change 

in registration which made a big difference to the interpretation which was put on statistics obtained. 

  One has, however, to be realistic in one’s expectation.  Some changes can take place over the 

lifetime of a project.  Other changes, even when policy makers are convinced of the necessity can take 

time.  There are times when changes are more sensitive to political than realities established by 

research evidence. 

In small communities where the main actors are known, it is sometimes expedient to make use 

of informal channels and chance meetings to get around procedural barriers.  This was the experience 

of members of the team both in the first and second phases of this project.   

  A proper application of the Outcome Mapping Strategy is not simple and the process has too 

many advantages to be inadequately applied. 
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APPENDICES 

 



 
 
 
 
 
 
 
 
 
 
 

CONCLUSIONS AND 
RECOMMENDATIONS 

1. A more efficient system of assessment 
needed 

2. Assessment should not be made at the 
point of service when patients turn up for 
care 

3. Assessment should be made by the 
Ministry of Labour (already responsible 
for social protection programmes) 

4. Make available a more reliable and wider 
selection of drugs under JADEP.  

5. Reinvigorate Community Health Aide 
programme  Aides work with social 
workers to ensure drugs delivered to 
vulnerable elderly.  

6. Transport vouchers/subsidies for the 
elderly. 

7. Improve customer service delivery. 
 

8. REMOVE FEES FROM THE 
ELDERLY WITH CHRONIC 
CONDITIONS   

Wilma Bailey 
Georgia Gordon-Strachan  
Aldrie Henry-Lee 
Jasper Barnett 
Dillon Alleyne 
Stanley Lalta  
Kirk Frankson (Research Assistant)  
 

 
An Evaluation of the Impact of User Fees for 

Preventive Care Services on Health 
Status and Coping Behaviour 

of Patients in 
Jamaica 

RESEARCH TEAM 

FOCUS GROUP DISCUSSIONS 
• Fee exemptions denied  
• Criteria for exemption

subjective 
• No discretion exercised 

 

QUALITATIVE 

MYSTERY CLIENTS 
Mystery clients substantiated claims
of focus group discussants and
respondents, 

• No adherence to gazetted
fees. 

• Responses to requests for
waivers were unprofessional
and designed to embarrass. 

• There were no trained
assessment officers  

  In 2005 approximately 100,000
clinic visits were made by patients 60
years and over with chronic conditions.
The fees collected amounted to
approximately J$10million. We suggest
that this sum be raised from commercial
aspects of Environmental Health Services
eg., training and certification of food-
handlers 
  Increase the number of persons
registered to the NHF and JADEP  

INTERVIEWS – HEALTH 
PROVIDERS AND COUNSELLORS 

A divergence of views among nurses and 
cashiers, social workers and cashiers. 
Views of nurses and cashiers support 
findings of previous groups: 

• Recommendations for waivers 
based on degree of familiarity 

• Assessments subjective – ‘look 
out for long fingernails’ 

• No adherence to gazetted fees 
 

Social Security Beneficiaries 
Increase in registered users, despite 
numerous problems: 

• Computer sometimes down  
• Drugs under the programme often 

unavailable 
• Too many different cards 

ALTERNATIVES 
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 This study was designed to assess: 
 
 
 
 
 
 

OBJECTIVES 

1. The impact of these fees on
utilization;  

2. The success of the system of 
exemptions;  

3. Which of the services was most
affected,  

4. The coping mechanisms employed;
5. If justified, policy options to user

fees. 
6. Workable mechanisms to bridge

the activities of researchers and
policy makers 

 

INTRODUCTION 
User fees for health care, also referred
to as cost sharing, cost recovery or co-
payment are charged for services that
were previously provided for free or at 
nominal cost User fees were re-
introduced in Jamaica’s public health
system 1984.  There were increases in
1993 and 1999.   

 

 
METHODOLOGY 

Mixed method 
Quantitative 

1. Analysis of utilization of services 
using secondary data   

2. Cohort in three communities followed
for 18 months at intervals of 3 months 

• A low-income community in the KMA
• A market town – Linstead 
• A rural community – Hopewell in 

Hanover  
3. An ordered Logit model to determine

the factors associated with hardship
and a Tobit model to determine the
factors associated with service costs 

Qualitative 
1. Focus group discussions 
2. Elite Interviews  
3. Observation by Mystery Clients 
 

 
FINDINGS 

 Utilization of Services (1990 – 2004) 
• Overall, all visits except immunization 

declined 
• Antenatal care - declined in keeping 

with live births 
• Family planning - largest decline in 

years immediately following increase I
user fees, but good access to the
private sector 

• Chronic diseases - most marked 
decline 

• 23 % in 1994 
• 15 % in 2000 

MODELLING RESULTS 
• Costs significant for those not fully 

employed 
• Significant burden for those with 

chronic diseases. 
• When employment interacted with 

chronic, results suggest that merely 
being employed does not significantly 
reduce health burden. 

• Burden maximized at late age 
suggesting that the elderly are 
particularly vulnerable 

• Burden greater in rural areas 
• Changes in ability to cope across the 3 

rounds suggest that health outcomes 
may vary over time and dynamics not 
captured in static framework  

 

OUTLINE 
1. Study Context 

2. Objectives 

3. Methodology 

4. Findings 

5. Conclusions and 
Recommendations 

 

FINDINGS 
Cohort 

• 1006 respondents with 1227 
complaints 

• Selected to represent the most 
vulnerable in the society 

 
Coping Typology  

1. Avoidant – eg.,delay seeking care 
2. Palliative –  .prayer, home remedies 
3. Problem-solving - request fee 

waivers, borrow  
Coping 

1. Chronic patients were more likely to 
use avoidant strategies 

2. Problem more acute in rural areas 
3. Problem solving more likely to be 

sought for services involving 
children. 

4. Few sought fee waivers 
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Introduction 

As a revenue generating measure, user fees were re-introduced in Jamaica’s 

public health system 1984.  There were increases in 1993 and 1999.  The 1999 

schedule was more inclusive since preventive care was no longer exempt but targeting 

arrangements were put in place to ensure that the vulnerable were not deterred.  This 

study was designed to assess: 

• the impact of these fees on utilization;  

• the success of the system of exemptions;  

• which of the services was most affected,  

• the coping mechanisms employed; 

• if justified, policy options to user fees. 

• workable mechanisms to bridge the activities of researchers and policy makers 

 

Methodology 

  A mixed methodology was adopted comprising a cohort study of 500 

households and 1017 clients seeking family planning, antenatal and immunization 

services as well as services for diabetes and hypertension which, though not regarded 

as preventive are major causes of morbidity among the elderly.  These consumers 

were selected from low income communities in the capital, Kingston, a market town, 

Linstead, and Hopewell, a rural community in the parish of Hanover, and were 

followed for a period of 12 months. An ordered logit model was employed to 

determine the conditions associated with the degree of difficulty in meeting costs of 

care. A qualitative component comprised focus group discussions with a subset of the 

sample, observations of health procedures by Mystery clients as well as expert 

interviews.  Data on utilization of public sector services were also analysed. 

 

 

Background 

  Under a health sector reform programme, health care delivery was 

decentralized in 1997 and management responsibility transferred to four Regional 

Health Authorities.  These authorities do not set the level of fees as this responsibility 
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is exercised by the Minister of Health.  However, the fees generated in each region 

together with a budgetary grant from the government constitute the income of a 

region.  User fees contribute about 12 percent of the annual budget of the regions.  

Each Region delivers primary health care from a nested system of health centres – 

Types I to V, each offering progressively more comprehensive services.  Most of the 

Type I clinics are in rural areas and they deliver mainly maternal and child health. 

 

Figure 1.  Antenatal Care Utilization – 1995 - 2004 
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Utilisation of Services 1990- 2004 

Visits to public sector facilities for antenatal services declined in the period 

under study.  However, this was in keeping with that in live births (Figure 1).  Family 

planning visits also fluctuated downwards during the period but the largest decline 

occurred in the years immediately following the increases in fees. There has been an 

increase in contraceptive prevalence over the period and the steady decline in 

utilization in the public sector is mainly due to an increase in the use of private sector 

facilities, a move encouraged by The Family Planning Board.  Still, the sensitivity to 

fee increases should be noted. The response to the increases of patients suffering from 

chronic diseases was marked (Figure 2). There was a 23 percent decline in the year 
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following the 1993 fee increase while in 2000 the decline was of the order of 15 

percent.  But the extent of the problem is obscured by the entry of new patients.  For 

example, in 1999 the number attending was 218,570.  This declined to 184, 919 in 

2000.  But, in that year, there were 41, 868 new cases.  In effect, the actual loss was 

75, 519. 

 

Figure 2.  Hypertension and Diabetes Clinic Visits 1990-2004 
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The Cohort Study 

 

Illness and Fee waivers 

  The cohort comprised 1017 respondents with 1332 of the conditions under 

study.  An analysis of the illness in the four weeks preceding the first round of the 

survey found that those with chronic illness were most affected and that they formed 

the majority who did not seek medical care.  Patients seeking care are required to pay 

the gazetted registration fee at the first and each subsequent visit.  The amount varies 

depending on the type of service requested and certain personnel are exempt.  Fee 

waivers are supposed to be extended to those who cannot meet these costs.  Sixty-five 
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(6 percent) of the respondents had sought fee waivers and 28 were successful. Few 

(11) were in receipt of social security benefits and 22 percent were covered by 

medical insurance. 

 

Coping 

  Fifty-two percent of the respondents had no problems meeting the cost of care.  

The others used a number of coping strategies which could be classified as avoidant 

(delaying consultation, or tests, for example) palliative (prayer, home remedies) and 

problem solving (requesting fee waivers, borrowing).  The chronic group was 

significantly more likely than others to use avoidant strategies and since these clients 

were under therapeutic regimens which necessitated between three and four visits per 

year, the coping strategies used were most likely in response to costs. Problem solving 

strategies were more likely to be sought for those services involving children.  The 

problems were more acute for clients in the rural area where transport costs were 

higher.   

 

 

Focus Group Discussions 

Fees and waivers 

  Focus group discussions supported the findings of the quantitative survey.  

The consensus was that the level of fees was reasonable and that those who could 

afford to pay should do so.  However, there was some dissatisfaction over the fact that 

no discretion was exercised; the criteria for exemption subjective and requests for fee 

waivers made at the point of service, discouraged by loud, embarrassing, aggressive 

behaviour by staff that was not trained to make assessments.  Moreover, the fees 

quoted were in excess of those gazetted.  Transport costs emerged as an additional 

concern.   

 

Coping 

  The attitude of patients with chronic conditions to the problems imposed by 

the cost of care was resignation and a tendency to ‘make do’ (‘Sometimes my head 

feels as if it would drop off my body and I chew garlic’). This was in marked contrast 

to those with children some of whom were prepared to sacrifice water and electricity 
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supplies to meet costs (‘Better water cut off).  The problem is that many of the elderly, 

living with relatives, were not in a position to impose these trade offs and 

inconveniences on the rest of the family.  On the contrary, they tended to be 

acquiescent, seeing their needs as being subservient to those of the rest of the family: 

 

“It is easier to eat what everybody is eating because it is hard on the family to 

buy the things that I should eat” 

 

This focus group discussant was one of the three who died before the second round of 

the interviews. 

 

 

Mystery Clients  

Fees and waivers 

  Mystery clients and health providers substantiated the claims of the clients.  In 

two of the three health centres visited by the Mystery Clients there was no adherence 

to the fees gazetted; the responses to requests for fee waivers unprofessional.  In the 

three health centres there were no trained Assessment Officers.   

 

Providers 

Fees and waivers 

  The interviews with providers revealed a divergence of opinion which saw 

nurses and cashiers maintaining that fess were so low that they encouraged misuse. 

There was, however, some sympathy for the plight of the elderly.  There was an 

admission at one of the health centres that little attention was paid to gazetted fees and 

that costs for the same service differ among the clinics.  A Cashier explained the 

‘bottom line’. On the one hand, he was under pressure to collect as much money as 

possible but patients wanted exemptions.  All social security programmes, he said, 

should be “eradicated because they only complicated the system.” 

 

Counsellors and social workers maintained that costs were a deterrent. They often had 

to provide funds to meet the cost of transportation to ensure that their clients had 
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access to care.  One described the staff of the health centre in these terms: 

 

 “Persons with horns are in these positions.  Regardless of how the clients look 

and dress they are barked at; ‘What you want/ Dig deep in your pocket.’” 

 

 

Follow-up 

  Analysis of data from the second round of interviews revealed that 535 

respondents had not been to a health provider in the 3-4 intervening months.  Ninety-

seven clients had medical problems in the intervening period and 68 had sought care.  

Thirty-four percent were in the 60 and over age-group.  Table 1 shows the distribution 

of those affected. Almost 70 percent of those reporting illness had represented costs as 

a major or minor burden in the first round of the survey and their coping strategies 

were predominantly avoidant.  The complaints of those in the chronic group were 

serious complications of the diseases – neuropathy causing loss of feeling in the feet, 

foot ulcers, stroke.  Two diabetic patients had nervous breakdowns. 

 

Table 1.  Clients reporting illness 

Health Service Total Ill Percentage in Group 

Diabetes 16 22.2 

Hypertension 44 14.9 

Diabetes & Hypertension 30 28.3 

Rest   7   0.8 

 

  Eleven clients, all with chronic illnesses, had been admitted to hospital. One of 

these was hospitalized on three occasions for progressive amputations spending a total 

of 87 days.  Seven of these were in the 60 and over age-group.  Costs were a burden 

and coping strategies avoidant.  Three of the chronic elderly had died after a total of 

15 days in hospital.    
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The results of round three were broadly similar.  Problems with sight and 

circulation dominated the list of complaints.  The rural sample had a wider range of 

complaints and there is obviously a management problem.  Six persons were 

hospitalized and five died in this round, all but one in the chronic group.  The majority 

of clients in this group reported that they found the cost of care burdensome. 

 

Hardship 

  The analysis revealed that the vulnerable reported problems in meeting the 

cost of care and as a result utilized avoidant coping strategies. An ordered Logit 

model was applied to determine the specific factors that were associated with the 

degree of hardship in meeting costs – major, minor burden or no burden.  Age was 

significant.  Hardship increased with age peaking at age 48.  This is counter intuitive 

as it implies that hardship occurs at an individual’s prime in respect to capacity to 

earn.  This underscores the impact of chronic conditions since these clients were older 

and were shown to be the most vulnerable.   Employment was not significantly related 

to hardship.  However, when it was interacted with chronic illnesses there was a 

significant relationship.  In other words, being employed did not relieve the burden on 

those with diabetes and hypertension.  Female headship, residence outside of the 

capital, seasonal employment and chronic conditions were all associated with 

hardship. The Tobit model revealed that chronic illnesses impose considerable 

burdens on individuals. 

 

Improvements in service 

  One of the arguments for an increase in user fees is that the increased revenue 

could reduce supply constraints and increase demand.  There is no evidence of an 

increase in demand.  One study has shown that, except in the case of doctors, the 

increases have not made a significant difference to the recruitment of skilled 

personnel, the extremely high rate of attrition of key personnel or the availability and 

maintenance of equipment.  The increase in the items of drugs prescribed and 

dispensed is the only area where an increase in the quality of care has been detected 

since the increases in fees.  One of the problems that plagued the sector is the gap 

between drugs prescribed and dispensed.  Pharmaceuticals are supplied by Health 



 

 35

Corporation Limited and shortages have been due to the fact that they have either not 

been paid or they do not have all categories of the drugs prescribed. This gap between 

drugs prescribed and drugs dispensed has narrowed but the increasing access is due to 

other social protection programmes aimed at reducing the cost of pharmaceuticals. 

 

Alternatives 

  We estimate that in the year 2005, patients with diabetes and hypertension 60 

years and over made approximately 100,000 visits to public health centres.  The 

registration fees paid by these patients were roughly J$10million.  We suggest that 

this sum could be raised through an increase in the fees currently paid by food-

handlers (street vendors, restaurants, hotels, groceries, supermarkets, butchers, 

waiters).  At the moment the annual fees levied on each of these 

personnel/establishments in this sector amount to just J$500. 

  A concerted effort must also be made to increase the number of patients 

registered with social protection programmes such as the National Health Fund (NHF) 

and Jamaica Drug for the Elderly Programme (JADEP) by removing the remaining 

bottlenecks that limit access. 

 

 

Conclusion 

  On the basis of the research findings it appears that those seeking family 

planning and antenatal services are able to cope with the existing fee schedules.  

Some found that as low as the fees were, there were times when it difficult to meet 

costs.  A more efficient system of assessment in order to determine who should be 

exempt is needed and decisions should not be made when patients turn up for care.  

We recommend that the assessment process should be administered by the Ministry of 

Labour and Social Security which is already responsible for the social protection 

programmes. 

  Our findings suggest that those with diabetes and hypertension have 

difficulties in meeting the cost of health care.  Both JADEP and NHF were designed 

to reduce the financial burden on the elderly and those with chronic conditions and 

co-payment is a major policy provision of these two programmes.  This research 

points to a continued burden and we suggest that the current institutional 
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arrangements need to be urgently reviewed to be more sensitive to the needs of and 

burdens on the elderly.  We advocate the removal of fees from this segment of the 

population.  

  However, fees are not the only deterrent to care.  Transport costs are 

prohibitive.  These costs are incurred when patients are required to access health care 

as well as pharmaceuticals.  We suggest three possibilities.  Firstly, groups needing 

transport assistance could be provided with travel vouchers.  The system which 

operates in the KMA could be extended to rural areas although there may problems of 

operationalizing this in view of the organization of the rural system. 

   Pharmacies are too far from rural communities.  It is quite common for 

patients to be called upon to pay $50 for drugs but $500 for transportation.  There are 

two possible solutions.  Pharmacies at the clinics could be stocked at least with those 

drugs that are essential to the health of the elderly. The second possibility of 

overcoming the transportation problem is a revival of the Community Health Aide 

programme.  CHAs should work closely with social workers and the PATH 

programme to ensure that those needing treatment/drugs are able to gain access to 

these services.  They could deliver medicines to the ‘hard to reach’ or ‘severely 

challenged’ elderly.  This proposal should not be seen as an alternative to the other 

suggestions.  We strongly recommend the revival of this programme with a focus, not 

simply on maternal and child health, but also on the vulnerable elderly. 

 

 

 

 

 

 

 

 

  

 

 

 


	BACKGROUND 
	Summary of Scope of Project 
	Objectives 
	 
	The Research Problem 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	OUTCOME MAPPING 
	 
	METHODOLOGY 
	The Research Team Outcome Mapping exercise 
	Development of a vision and mission  

	 
	STAGE 1 INTENTIONAL DESIGN  
	Step 1: Describing the Vision 
	Step 2: Identifying the Mission 
	Identification of Partners  

	Step 3: Identifying the Boundary Partners 
	Monitoring of organisational practices 
	Step 4: Identifying the Outcome Challenges 
	Step 5: Developing Progress Markers 

	 
	Difficulties 
	Analysis of results 
	Boundary partners 

	Other Presentations 
	 
	  
	Results of monitoring practices 
	Prospecting for new ideas   
	Seeking feedback from key informants 
	Obtaining support from the next highest power 
	Assessing and redesigning products, services, systems and procedures 
	 
	Sharing best wisdom with the world 
	Experimenting to remain innovative 
	Engaging in reflection 


	 
	 
	 
	 
	 
	  
	CONCLUSIONS 
	REFERENCES  


