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Abstract


The POLICY Project funded a core package to assess the feasibility of integrating FP/MCH and STI/HIV services in two areas of Jamaica: the parish of Portland and the St. Ann’s Bay Health District. Activities included: (1) mapping existing healthcare clinics and staff in Portland and St. Ann’s Bay; (2) identifying potential integration interventions; (3) identifying operational policy barriers to integration; (4) conducting a feasibility study to determine whether the interventions could be implemented; (5) estimating the associated implementation costs; and (6) conducting a cost-effectiveness study regarding various alternatives for diagnosing and treating STIs. The core package’s main results included the identification of priority interventions to facilitate integration and the development of a cost-effectiveness model for STI diagnosis and treatment. 
This report documents the POLICY Project’s research activities and findings, including the context and organization of health services; activities undertaken to determine the feasibility and cost-effectiveness of integration interventions; key research findings; and the key results, challenges, lessons learned, and potential impact of the research conducted under this core package. 
Abbreviations

AIDS

acquired immune deficiency syndrome

CHA

community health aides

FP

family planning

HIV

human immunodeficiency virus

IEC

information, education, and communication

MCH

maternal and child health

MIS

management information system

MOFP

Ministry of Finance and Planning
MOH

Ministry of Health

NERHA
North East Regional Health Authority

NFPB

National Family Planning Board

RH

reproductive health

STI

sexually transmitted infection

   I. 
Introduction
Much has been written about the promises and challenges of integrating reproductive health (RH) services, with calls for more applied research on the potential benefits and outcomes of integration (Hardee and Yount, 1995; Askew et al., 1998; Lush et al., 1999; Askew and Berer, 2003). The integration of family planning (FP) and maternal and child health (MCH) services with sexually transmitted infection (STI), human immunodeficiency virus (HIV), and acquired immune deficiency syndrome (AIDS) services is a relatively new concept; thus, the healthcare field would benefit from additional evidence on which to base its promotion. Its potential to increase cost-effectiveness in delivering services to underserved members of high-risk groups in poor countries makes integration an important policy consideration for health system planners.

To explore service integration further, the POLICY Project addressed the issue in Jamaica in the context of assisting the Ministry of Health (MOH) in moving forward on its Strategic Framework for Reproductive Health within the Family Health Program 2000–2005.
  One purpose of the strategic framework is to bring main RH components together into an integrated plan to guide central, regional, and parish office strategies and activities to improve RH services. A central strategy of the strategic framework is the integration of FP and MCH and STI and HIV/AIDS service delivery to more effectively meet the RH needs of women and men in Jamaica. 
The POLICY Project funded a core package to assess the feasibility of integrating FP/MCH and STI/HIV/AIDS services in two areas of Jamaica—the parish of Portland and the St. Ann’s Bay Health District in the parish of St. Ann. Both parishes are located within the North East Regional Health Authority (NERHA). Portland was chosen as it has a rural parish health system. St. Ann’s Bay was chosen because it is urban and located close to one of Jamaica’s major tourist centers (Ocho Rios), which is home to residents who work in the tourist industry, including on cruise ships. St. Ann’s Bay is, therefore, more likely to have relatively higher rates of sexually transmitted diseases (STIs) than Portland. 
To date, there have been only small pilot projects implemented on integration with minimal long-term success. This has been, in part, because of the inadequate consideration of barriers to the systemic changes needed both to scale integration up to a national level and to institutionalize integrated services. This is especially important for decentralized health systems, as in Jamaica, where any changes require policy revisions at multiple levels of government. The Jamaica core package was designed to address the barriers and develop a consensus on potential integration interventions for the two areas in Jamaica. Activities included (1) mapping existing healthcare clinics and staff in Portland and St. Ann’s Bay, (2) identifying potential integration interventions, (3) conducting a study to determine the feasibility and cost of implementing the interventions, (4) identifying operational policy barriers
 to integration, and (5) conducting a cost-effectiveness study regarding various alternatives for diagnosing and treating STIs. 

The main core package results included the following:

1. Identification of priority interventions to facilitate integration. Based on the results of the feasibility and cost analyses, NERHA identified priority interventions and POLICY helped them prepare a draft implementation plan. 

2. Development of a cost-effectiveness model for STI diagnosis and treatment. The project developed a model to identify the most cost-effective protocol to increase the number of STIs diagnosed and appropriately treated and to avert the greatest number of new STIs or secondary infections. 
This core package report documents the POLICY Project’s research activities and key findings in Jamaica. The following section introduces the FP/RH, STI, and HIV/AIDS context, the organization of relevant health services, the stakeholders involved, and the challenges to achieving effective integration. Section III describes the project’s research activities in an effort to determine the feasibility and cost effectiveness of integration interventions. Section IV reports key findings from this research. The final section discusses key results, challenges, lessons learned, and the potential impact of the core package. 

II. Context and Policy Environment


FP/RH, STI, and HIV/AIDS Context
Jamaica has a well-developed FP program; in 1997, contraceptive prevalence was 55 percent for all women (McFarlane et al., 1999).
 In 2002, contraceptive prevalence among women in union was 69 percent, and the total fertility rate was 2.5 (Center for Disease Control and Prevention, 2002).
 In 2000, according to the World Health Organization, maternal mortality was 87. Almost 95 percent of births in 1997 were attended by skilled providers. However, there is still tremendous need for expanded services and better quality care for reproductive health, especially for vulnerable groups such as youth. Jamaica’s pattern of early sexual debut and multiple sexual partners contributes to this problem and has presented a challenge to both the FP program and the National AIDS Control Program. Although contraceptive prevalence is relatively high, in 1997, more than two-thirds of last births were reported as mistimed or unplanned and 33.7 percent of women ages 20–24 had given birth before the age of 20. 

The number of AIDS cases in Jamaica has been doubling every two years compared with the rest of the Caribbean region, where the rate doubles every four years (World Bank, 2001). HIV prevalence in the general population is estimated at 1.5 to 2 percent of the adult population, or approximately 24,000 to 32,000 individuals. HIV incidence is particularly high among young people and women. In 1997, among men ages 15–24, 65 percent had had more than one partner in the last three months. 
Organization of Services
The public sector has designed a three-tiered administrative system for primary healthcare. The three tiers are national, regional (Western, Southern, South East, and North East), and parish. The island is organized into 14 parishes, which are further subdivided into health districts. Within this structure, five types of health facilities offer graduated levels of service (see Table 1). Types and levels of service have implications for integration of RH services. 
Table 1. Facility Types and Levels of Service
	Facility type
	Services offered
	Staff

	Type I
	Basic MCH, nutrition, immunization, and FP
	Midwife, community health aide

	Type II
	Same as Type I facilities
	Public health nurse, who supervises Type I facility staff; visited by doctors and nurse practitioners

	Type III
	District health headquarters
	Doctors, nurse practitioners

	Type IV
	Administration of parish health programs, specialist services (STI treatment, complex FP services); located near hospitals for access to laboratory and other facilities; includes community hospitals and rural maternity centers
	Doctors, nurse practitioners, parish administrative staff

	Type V
	Comprehensive services, located in large urban areas
	Comprehensive


FP and MCH services have been integrated for some time at all levels of the service delivery system (e.g., at Types I through V clinics), although the services are not always offered at the same time (Hardee, 1998). 
Some RH programs share clinic space and clinic days with other health programs; others share clinic space but operate on different clinic days, and others operate independently of any other health program in either a separate building or the same building but in separate quarters. 

Because the MOH has decentralized some planning, administration, and service delivery functions, each region and its member parishes are now modifying national RH strategies to fit their own circumstances. 

Stakeholders
Activities under the Strategic Framework for Reproductive Health are coordinated through a tripartite committee, comprising the Director of Family Health, the Director of STI/HIV/AIDS, and the Executive Director of the National Family Planning Board (NFPB). This tripartite committee reports on RH issues to the Chief Medical Officer. The tripartite committee was involved in overseeing this project; however, the majority of core package activities were overseen by a small committee of NERHA representatives.

Challenges to Achieving Effective Integration

Human resources. Having the personnel resources required to deliver the range of counseling, treatment, and other services of an integrated system is of primary concern. Current resources are already strained, and thus, staff will need to provide additional services and receive training related to new responsibilities. Another human resource challenge includes the need for policies that support flexibility in clinic and staff hours and in working conditions by eliminating special days and special hours for FP, STI, and HIV/AIDS service delivery. 
Equipment and systems. Additional diagnostic and treatment equipment and private counseling and treatment areas will also be needed for effectively operating an integrated system and to deliver client-acceptable services. Moreover, record-keeping systems must be redesigned to accommodate the integrated services. 

Decentralization. The decentralized structure of Jamaica’s healthcare system presents a challenge to integration. Each health region is somewhat autonomous and its associated parishes decide on what activities to integrate. There is also some confusion regarding certain roles and responsibilities at the national, regional, and local health levels, and it is unclear which level has decisionmaking responsibility for which decisions related to the integration of services. The rationale for implementing this core package at the parish level was to demonstrate the feasibility of integration for an entire parish system. 

Service delivery and organization. Effective integration also will require addressing existing service concerns such as the lack of convenience, the poor quality of STI and HIV/AIDS counseling, the inadequate diagnosis of STIs, the inefficient ways of reaching men, and the strong stigma associated with STIs and HIV. The MOH will need to set clear priorities and plan which services will be available at the different levels of service delivery points (Types I through V) and which MOH department(s) will oversee them.
   III. 
POLICY Project’s Response and Activities

The MOH and POLICY took a participatory and evidence-based approach to assessing the feasibility of integrating FP, MCH, STI, and HIV/AIDS services. Activities responded directly to the policy, service delivery, and research strategies discussed in “Interventions for Integration in the Jamaica Ministry of Health,” outlined in the Strategic Framework for Reproductive Health 2001–2005. Activities were implemented at the national and local levels and included the following research components. 

Mapping Study

POLICY worked with MOH and NERHA staff in Portland and St. Ann’s Bay to document the current structure of FP, MCH, STI, and HIV/AIDS service delivery in those areas. POLICY consultants examined additional documentation of current practices (Ravenholt, 2003). In analyzing the current provision of services, it was evident that integration is already occurring within the region. Several studies already undertaken in Jamaica (Bailey et al., 1997; Hardee et al., 2001) mapped service delivery points and studied service practices and quality of care. This documentation was supplemented with information from MOH documents and discussions and interviews with parish health authorities and service providers. 

Consensus on Integration Interventions

Project activities began with a regional meeting hosted by NERHA to discuss findings from the mapping exercise and the current expert international and Jamaican knowledge and experiences in integration, including potential strategies and operational barriers. The meeting was followed by similar discussions with the health departments and other key staff in both parishes. Based on these meetings, numerous potential interventions related to integration were proposed and categorized under seven main headings: training, screening, increasing available services in health centers, patient education, outreach, STI diagnosis and treatment, and management information systems (MIS) (see Annex A). 

Feasibility Study 

POLICY’s approach to assessing the proposed integration interventions was to conduct a feasibility study in partnership with KPMG, an international consulting and accounting firm. The study’s specific objectives were to
· Identify and analyze operational barriers to integrating services;
· Propose methods to overcome the identified operational and policy barriers;
· Assess managers’ and providers’ views on the proposed interventions and methods to overcome the identified barriers to implementation; and
· Assess client reactions to the interventions. 

The activities included
· A review of program documents; 

· In-depth interviews with 31 program managers and 32 service providers at the parish and national levels; and
· Focus group discussions with 16 community health aides (CHAs) and 87 clients or potential clients (adult females and males and young females and males in both urban and rural areas of St. Ann’s Bay and Portland).
Costing Study

Resource constraints to program integration were assessed in a separate costing study done in conjunction with the feasibility study. The purpose was to assess the cost of each intervention so that the MOH could make an informed decision regarding the adoption of each intervention. Key stakeholders from Portland, St. Ann’s Bay, and NERHA helped identify the resources required to implement the interventions and the specific inputs needed for each resource. Unit costs for each input were then obtained from the NERHA financial office and were multiplied by the number of required inputs to obtain the total cost of the intervention. Finally, sensitivity analyses were carried out where appropriate.
STI Diagnosis Cost-effectiveness Study

A proposed strategy for integration was to explore the possibility of modifying the protocol for detecting, diagnosing, and treating STIs that includes the use of rapid tests. POLICY conducted a separate cost-effectiveness study concerning the intervention to modify the STI protocol for Types III and IV clinics when rapid tests become available in Jamaica. POLICY developed a model, including the screening of non-STI MOH clients, to analyze the cost effectiveness of current MOH protocols compared with a set of alternate protocols developed jointly with the MOH. The study was designed to identify the most cost-effective protocol to increase the number of STIs diagnosed and treated appropriately and to avert the greatest number of new STIs or secondary infections. Costs were calculated from the viewpoint of the MOH and from a societal perspective. Sensitivity analyses were performed to evaluate whether varying the values of critical assumptions alters the most cost-effective option. 

More specifically, the study analyzed the costs and benefits associated with syndromic management (current practice in Jamaica; Braithwaite, 2001) of STIs compared with the newly created alternative protocols. The STIs examined included gonorrhea, chlamydia, trichomoniasas, and syphilis. Three alternate protocols were examined:

· Option 1: Current practice or baseline—syndromic management
· Option 2: Low-cost alternative—syndromic treatment for all men with symptoms and women with an ulcerative lesion and testing for women with symptoms but no lesions

· Option 3: Middle-cost alternative—same as Option 2, plus screening for all high-risk, asymptomatic individuals and random screening of low-risk, asymptomatic women 

Dissemination of Results and Identification of Priority Interventions 

POLICY, KPMG, and NERHA held a regional meeting to disseminate the results of the research studies. Representatives from St. Ann’s Bay Health District and the Portland parish attended. NERHA staff discussed which interventions were priorities for them and which ones they were interested in implementing. Following the meeting, POLICY and KPMG conducted a national dissemination workshop in Kingston, which was attended by the Executive Director of the NFPB; MOH staff working with STIs; MOH epidemiologists; the NERHA Regional Director and medical staff, including physicians, nurses, and the program development officer; and the MOH Director of Health Services Integration. 

Based on the interventions that NERHA rated as priorities, POLICY assisted NERHA to draft an implementation plan for operationalizing the interventions. If funding can be obtained from the MOH or donors, the interventions could become operational.

   IV. 
Key Findings  

Results of the Feasibility Study 

The feasibility study (Packer et al., 2004) highlighted the following in relation to each of the interventions proposed during the consensus meetings on integration:

· Strength of the agreement on the importance of the intervention;
· Client support for the interventions;
· Views on the likelihood that the intervention would be undertaken within two years;

· Any necessary policy changes; and

· Barriers to making the change and which level of government (MOH, NERHA, or parish) or which organization (e.g., the NFPB, professional organizations, or unions) should be making the change.

The study findings combined with the estimated costs of the interventions will help the MOH, NERHA, and the parishes select and move forward with the most appropriate interventions for integration. 

Importance of interventions and likelihood of implementation. While both managers and providers considered many of the interventions important (see Annex B), many questioned whether some of the interventions could be undertaken within a two-year timeframe. Reasons for questioning the likelihood of implementation for some of the interventions generally related to funding, lack of staffing, length of time for any changes to be made within the ministry, and confusion over who had the authority to initiate the interventions.
Acceptability to clients. Clients were enthusiastic about integration and had positive reactions to most of the interventions, including modifying the appointment system, extending clinic hours, renovating clinics for privacy, having educational videos in clinics, using a self-screening checklist, and integrating messages from CHAs, contact investigators, and community peer educators. Young people especially are hungry for information about RH, STIs, and HIV. Clients also had positive reactions to reaching men through child health visits, being seen the same day they are referred for an STI, and answering questions on a consolidated screening checklist. However, clients were confused about the intervention to reduce the number of special clinics. Many expressed concern about even more crowding in the clinics, not realizing that crowding should be reduced by having all services offered more often. While some clients welcomed the idea of not having to make multiple trips to the health center, other clients said they thought the current system of special clinics was acceptable. 

Level of government involvement. There was little consensus on which level of the health system should initiate and approve the changes investigated in this report. For each intervention, there were differing opinions on whether the MOH, NERHA, or the parish should be primarily responsible for making the changes. This confusion likely stems from a lack of initiative in the system regarding making changes to policies, procedures, and services. While in theory parishes have direct authority to make many of the suggested changes, in reality the lines of authority are unclear and there is substantial national or regional management oversight. 

Rankings for interventions and identification of priorities. Based on feasibility, the interventions were grouped into five categories: first, second, and third best bets; long shots; and a special category (see Annex B). The best bets are interventions with the strongest agreement on importance and likelihood of implementation within two years. The estimated costs associated with implementing each intervention are found in Annex C. Based on these results, NERHA staff identified the following priority interventions to implement should sufficient financial and staffing resources become available: 

Best Bets
· Provide limited FP counseling through contact investigators

· Send STI referrals to physicians instead of contact investigators

· Strengthen the referral system

· Reach men through child health visits

· Circulate new or revised IEC materials

· Improve the supervision of CHAs

Second Best Bets

· Train providers on a holistic approach

· Use a common checklist for FP/antenatal/STI clients

Third Best Bet

· Reduce the number of special clinics (theoretically desirable)

The region is greatly interested in modifying the protocol for the diagnosis and treatment of STIs, but this intervention requires further exploration because of multiple policy issues in addition to the cost issue.

Results of the Cost-effectiveness Study

The study’s key conclusions (Bollinger et al., 2005) were the following:

· Syndromic management is the least cost effective of the three STI diagnosis and treatment protocols examined based on the cost per each STI case correctly treated.
· The protocol that includes screening is the most cost effective.
· Screening 100 percent of women, while increasing total costs by about one-third, results in a decrease in the cost per each STI case correctly treated.

[image: image2]
Cost effectiveness of the three STI diagnosis and treatment protocols was analyzed using multiple scenarios. Under the initial set of assumptions (see Figure 1), when the current syndromic management protocol is followed (Option 1), the total costs incurred are US$418,537.
 Costs decrease to $377,435 when using Option 2, replacing syndromic management in most cases with rapid tests as more women are treated correctly and there are fewer secondary infections. Using Option 3, screening all high-risk women and 10 percent of low-risk women, increases total costs to $432,706 because of the increase in MOH costs from increased screening, treating high-risk women, and treating the low-risk women identified by the screening process. Using Option 3 instead of Option 1 results in a slight increase in overall costs, but the distribution of costs is quite different. As shown in Figure 1, while MOH costs are high in the short term, in the long term, costs are lower because of the number of secondary infections averted. Finally, at first glance, Option 2 looks to be the most cost effective, but when the cost per each STI case correctly treated is examined, Option 3 becomes the most cost effective (see Figure 2).

[image: image3.emf]Figure 2: Cost per STI Case Correctly Treated (in US$)
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The analysis further calculated the impact of increasing the percentage of low-risk women screened on the cost per STI case correctly treated under Option 3 (see Figure 3). When the percentage of low-risk women screened increases from the initial scenario level of 10 percent to the maximum possible of 100 percent, the cost effectiveness of Option 3 actually increases. That is, the cost per each STI case correctly treated decreases for MOH costs and MOH plus societal costs
. The MOH cost per each STI case correctly treated in the initial scenario is $101, while this figure decreases to $79 when all low-risk women are screened. The MOH cost plus societal costs per each STI case correctly treated declines from $126 in the first scenario to only $93 with the screening of all low-risk women. This would make the protocol underlying Option 3 the most cost effective of all three protocols across all scenarios.
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Of course, total costs increase substantially with the increase in number of women screened, from $432,706 in the 10-percent scenario to $579,695 in the 100-percent scenario, an increase of about one-third. All of the increase comes from short-term MOH costs, which increase from $127,419 to $398,885, reflecting increased screening costs and the increase in newly idenitified primary cases (from 1,736 to 6,879). The long-term MOH costs actually decline from $220,028 to $95,550 when screening 100 percent instead of 10 percent of women, reflecting the increase in the number of STI cases averted to 2,619. 

    V. 
Outcomes and Lessons Learned  

The sole objective of this core package was to reach a consensus on potential integration interventions for two areas in Jamaica—through conducting research on the feasibility and costs of integrating FP, MCH, STI, and HIV/AIDS services. This objective was successfully completed, with two important outcomes: the identification of priority interventions by NERHA and the development of a new model for analyzing the cost effectiveness of STI diagnosis and treatment. The research findings have the potential to guide integration efforts in other parishes within Jamaica and other developing countries. 

1. Identification of priority interventions to facilitate integration.  The feasibility study allowed NERHA staff to identify possible priority interventions to implement should sufficient funding become available. While staffing, funding, and other barriers hinder progress in implementing integration efforts at this time, these identified priorities and the supporting information on costs, barriers, and necessary policy changes will be of critical importance in future integration efforts. Even if full integration is not currently feasible, some changes can be made to services to strengthen linkages and referrals and to increase dual method use, which will serve to reduce STIs and HIV/AIDS and unintentional and mistimed pregnancies. 
NERHA identified five out of six of the “best bet” integration interventions as possible (all except institutionalizing an appointment system) and two of the interventions categorized as second best (see Annex B). POLICY helped the parish of Portland and St. Ann’s Bay Health District create implementation plans based on the identified priorities. The plans include an evaluation component, including specific indicators or objectives, to assess the impact on improving RH services outcomes. If funds can be obtained from the MOH or donors, they will become operational. 
2. Development of a cost-effectiveness model for STI diagnosis and treatment. The project developed a model to identify the most cost-effective protocol to increase the number of STIs diagnosed and treated appropriately and to avert the greatest number of new STIs or secondary infections. Syndromic management was shown to be the least cost effective of the three protocols examined. The analysis determined that screening 100 percent of women, while increasing total costs by one-third, results in a decrease in the cost per STI case correctly treated from $101 to $79. However, the other protocols rely on the use of rapid tests for diagnosing STIs. Although rapid tests are promising, they are still being pilot tested and are not yet available for widespread use. When rapid tests are conveniently priced and available, this study shows that using them will be cost effective and will have a significant affect on STI management not only in Jamaica but also in the rest of the developing world. 
Opportunities
The sites and activities under this core package were selected to take advantage of several opportunities. 

· The National RH Strategy identified integration of FP, MCH, STI, and HIV/AIDS services as one of the main objectives. The strategy was used to develop regional plans, and in turn, parish plans. Indicators measuring integration were included in these plans prior to the beginning of the core package. 

· POLICY was approached by the medical officer of the parish of Portland, who requested funding to carry out a project. He wanted evidence that would support increased funding for his parish to appropriately integrate activities. Because of this need, he was a strong policy advocate for the core package activities.

· Because of the parish’s location, there were relatively few key policymakers, which made it easier to coordinate and reach consensus on potential interventions.

Challenges and Lessons Learned

As implementation progressed, POLICY had to confront serious challenges that illustrate the obstacles facing implementation of integration in these parishes at the present time. 
Decentralization and lines of authority. The operational policy assessment within the feasibility study revealed that few professionals in Jamaica’s health sector are cognizant of the policies, regulations, and guidelines needed to make systemic changes and to institutionalize integration. Furthermore, the decentralized infrastructure of Jamaica’s health system contributes to the confusion surrounding policy design—as some policies are within the purview of the central (national) MOH, some are under the authority of the Regional Health Authority, and some are the responsibility of the parish MOH. All the levels need to work together to clarify policy and program direction related to integration. The situation with decentralized health systems is not unique to Jamaica and other countries are likely to face the same confusion regarding policy changes related to integration. 
Throughout implementation of the core package research activities there was considerable confusion regarding authority; this created numerous obstacles that led to delay and loss of effectiveness. The core package was originally proposed and approved for the parish of Portland only and was to be managed locally. However, the MOH subsequently changed its mind and requested that POLICY also include an urban site (St. Ann’s Bay), and because that decision was made at the national level, local ownership and engagement in that site was less than optimal. Moreover, the MOH’s ongoing involvement contributed to scheduling delays.
Natural disasters and external crises. Several natural disasters and other crises occurred within Jamaica as a whole but with high levels of impact in Portland specifically, which resulted in local counterparts having less time and energy to work on project activities. First, five hurricanes or tropical storms resulted in delaying or cutting short some activities due to flooding, inability to reach Portland, and the need for key personnel to work on disaster management. Second, a crisis in Haiti resulted in hundreds of refugees landing on the northern shores of Jamaica, including the parish of Portland. The medical officer was largely responsible for dealing with this influx of people in need.

Staff and oversight. In other countries where POLICY has implemented a core package, the project had an office and staff already on the ground. In Jamaica, POLICY has one staff person who was responsible for multiple activities other than the core package. As a result, there was no one on the ground that was solely responsible for implementing the package activities. 
Despite these challenges, the core package activities resulted in important research findings that are useful to decisionmakers in Jamaica and other countries considering integration of FP, MCH, STI, and HIV/AIDS services. Integrating these services has the potential to be an efficient and cost-effective method for reaching underserved clients and members of high-risk groups in all USAID-assisted countries. The operational policy perspective applied in this core package moves integration beyond pilot programs to sustainable systems by identifying policy barriers to successful change. Project activities have been carefully documented to be of maximum benefit not only for Jamaica’s other parishes but also for other countries looking for integration models.

The Way Forward

Despite the challenges of implementing this core package, the information obtained moves the field of integration forward by showing systematically the potential policy barriers to integration and the various levels within decentralized health systems that need to be included in efforts to scale up integrated services. While every country is unique, other countries are likely to face some of the same challenges to integration that Jamaica faces. This study also highlighted not only the perceived importance of each intervention but also the feasibility and likelihood of the intervention actually being implemented within a two-year timeframe. The study found that the importance of an intervention does not necessarily guarantee that it will be implemented. Cost and other consideration are equally important in decisions affecting implementation. In Jamaica and elsewhere, managers, providers, and other health officials must work collaboratively within the country’s decentralized health network to scale up in integrated services. The policy issues identified through Jamaica’s experience will help other countries develop successful strategies for integration.

Annexes


Annex A:
Proposed Integration Interventions for St. Ann’s Bay Health District and the Parish of Portland.  Details about these interventions can be found in POLICY’s documentation materials for the core package.
	Training

	Train staff on a holistic approach

	Screening

	Use a common checklist for FP/antenatal/STI

	Increasing Access in Health Centres

	Reduce the number of special clinics and have all services offered more often

	Extend the evening hours of St. Ann’s Bay Health Centre and Buff Bay Hospital

	Institute an appointment system

	Hire an additional physician each for Runaway Bay (Type II center) and for Portland

	Hire an additional public health nurse each for St. Ann’s Bay and Portland

	Hire one pharmacist each for St. Ann’s Bay and Portland

	Use options for salary supplement to attract staff to rural areas

	Survey facilities for renovation needs for privacy

	Survey equipment needs in Types I and II centres

	Reach men through child health visits

	Patient Education

	Assess the need for new and revised IEC materials to support counseling

	Buy equipment for expanded health promotion in centres

	Outreach

	Improve supervision of CHAs to do outreach work

	Provide limited FP counseling, condom promotion, referral for other FP services through contact investigators 

	Increase peer educators linked to voluntary counseling and testing

	STI Diagnosis and Treatment

	Strengthen STI referral from Types I and II to Types III and IV, including system for forms

	Send STI referrals to physicians and nurse practitioners rather than contact investigators

	Examine fee schedule for STIs

	Modify STI protocol

	MIS

	Use a tracking system to synchronize Monthly Clinical Summary Report (Health Information System, MCSR) data and contact investigators data 


Annex B:
Intervention Rankings Based on Feasibility Study

Best Bets 

	Intervention
	Policy Change Required
	Main Barriers

	Provide limited FP counseling through contact investigators
	Revised job description by MOH
	· Potential resistance from a professional association or union

	Send CHAs to spend more time in the community to conduct integrated outreach
	Enforce the existing system through which CHAs are supposed to spend a significant portion of time in the community
	· Need more CHAs

· Training

· Client fears about confidentiality

	Send STI referrals to physicians and nurses rather than contact investigators
	May need to change law or policy to allow family nurse practitioners to prescribe
	· Staffing (physicians, nurses and laboratory technicians)

· Funding

	Strengthen the STI referral system
	No policy change required
	· Transportation

· Redesign forms

	Reach men through child health visits
	No policy change required because the parish can authorize change
	· Men in a hurry to leave clinic

· Environment not conducive

	Provide more integrated IEC materials
	No policy change required
	· Donor funding stipulations

· MOH funding
· Literacy level of public

	Implement an appointment system
	Written policy needed from the region
	· Adequacy of staff

· Procedures

· Client compliance


Second Best Bets
	Intervention
	Policy Change Required
	Main Barriers

	Purchase TVs and VCRs for health promotion


	No policy change required
	· Funding

· Security

· Maintenance

	Train providers on a holistic approach


	No policy change required
	· Funding

· Logistics

· Training-of-trainers

	Renovate facilities for privacy
	No policy change required for MOH facilities; MOH policy change on maintaining or renovating non-MOH property
	· Many facilities needing renovation are non-MOH 

· Funding

· Small facilities

	Hire additional staff
	Change in cadre; the Ministry of Finance and Planning (MOFP) must lift its hiring freeze for needed staff
	· Funding

· Availability of applicants willing to work in rural areas

	Introduce mobile team type I
	Regional directive with MOH and parish input
	· Staffing

· Transportation

· Procedures
· Facilities

	Develop an integrated screening checklist
	Feasibility testing; Recommendation to chief medical officer for use islandwide
	· Time

· Resistance

· Need to print new forms

	Extend evening hours in types III and IV health centers
	Regional directive with MOH and parish input
	· Funding to pay staff overtime or sessional pay

· Staffing 

· Security

	Purchasing new equipment for types I and II health centers
	No policy change required
	· Funding

· Security
· Maintenance


Third Best Bets 
	Intervention
	Policy Change Required
	Main Barriers

	Consolidate STI data (MIS)
	Decision by MOH 
	· Need a computerized system

· Resources

	Reduce special clinics (type IV)
	Regional directive with MOH and parish input
	· Staffing

· Crowding

· Facilities

	Introduce mobile teams types II and III
	Regional directive with MOH and parish input
	· Staffing

· Transportation

· Procedures

· Facilities


Long Shots 

	Intervention
	Policy Change Required
	Main Barriers

	Create incentives to recruit and retain staff in rural areas
	Approval from MOFP
	· Wage freeze

· Funding

	Increase the number of community peer educators
	No policy change required
	· Funding

· Training

· Supervision

	Modify the fee system for STI referrals and contacts
	MOH directive (approval from MOFP may be needed)
	· Loss of revenue


Special Category 

Modifying the STI protocol for types III and IV health centers (when rapid tests are available) was ranked very high in importance, but respondents were not asked about the likelihood of adoption within the next two years. In fact, there are many policy and program issues that need to be addressed before this intervention could be implemented. They include the potentially lengthy process for approval; lack of trained staff and funding; and the need to revise the STI management protocol, pharmaceutical policies and procedures, user fees, and staff training content

Annex C:
Estimated Costs of Interventions

	 Sorted in Rank Order within Each Category
	

	No.
	Intervention
	Lowest Cost J$ US$1=J$60.3136
	Highest Cost J$

	 
	Best Bets

	
	

	O-2
	Provide limited FP counseling through contact investigators
	$132,891 
	$132,891 

	O-1
	Improve supervision for CHAs
	$341,375 
	$547,044 

	STI-2
	Send STI referrals to physicians instead of contact investigators
	$265,850
	$265,850 

	STI-1
	Strengthen the referral system
	$37,696 
	$37,696 

	A-10
	Reach men through child health visits 
	$1,299,966 
	$2,131,691 

	P-1
	Assess the need for new or revised IEC materials
	$566,948 
	$791,918 

	A-3
	Set up an appointment system
	$1,052,472 
	$4,327,501

	 
	
	 
	 

	 

 
	Second Best Bets

	P-2
	Purchase TVs and VCRs for health promotion
	$79,614 
	$79,614 

	T-1
	Train staff on holistic approach*
	$2,196,455 
	$3,280,966 

	A-8
	Survey facilities for renovation-privacy issues**
	$37,998 
	$37,998 

	A-4
	Hire additional physicians
	$3,796,192 
	$3,796,192 

	A-5
	Hire additional public health nurses
	$2,874,860 
	$2,874,860 

	A-6
	Hire additional pharmacy technicians
	$1,399,222 
	$2,757,952 

	A-1.8
	Introduce mobile teams type I
	$94,094
	$94,094

	S-1
	Use a common checklist for FP/antenatal/STI
	$205,066 
	$559,107 

	A-2
	Extend evening hours in Type III/IV clinic session
	$1,524,848 
	$1,524,848 

	A-9
	Survey equipment needs**
	$57,901 
	$57,901 

	 

 
	Third Best Bets

	M-1
	Consolidate STI data
	$66,345 
	$302,171 

	A-1
	Reduce the number of special clinics or have services offered more often (type IV)
	0
	0

	A-1.9-10
	Introduce mobile teams types II and III
	$94,094
	$94,094

	 
	
	 
	 

	 

 
	Long Shots

	O-3
	Increase the number of peer educators
	$2,280,546
	$2,280,546 

	A-7
	Create personnel recruitment incentives (per person)
	$60,313 
	$603,136 

	STI-3
	Modify the fee schedule
	NA
	NA

	 
	
	 
	 

	 
	Special Category

	 
	

	STI-4
	Modify the protocol for STI detection, diagnosis, and treatment
	See cost-effectiveness  model (separate report)
	See cost-effectiveness model (separate 

report)

	 
	
	
	

	*The difference is the result of international versus Jamaican technical assistance and residential versus non-residential training.

	**A8 and A9 costs only include amounts for the surveys and not the costs of renovations or equipment.
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Figure 1: Total Costs for 








� The strategic framework was developed by the MOH and its private sector counterparts following a meeting to review the MOH Reproductive Health Program in Kingston, February 10–11, 2000, with support from the POLICY Project and USAID.


� Operational policies are the rules, regulations, codes, guidelines, procedures, and administrative norms that governments use to translate national laws and policies into programs and services (Cross et al., 2001).


� Unless specified otherwise, all data for 1997 come from this source. 


� Unless specified otherwise, all data from 2002 come from this source.





� The key assumptions for the first scenario are that (1) syndromic management sensitivity and specificity rates are based on data collected at antenatal clinics in Jamaica, (2) the cost of delayed treatment is three times the original cost of syndromic treatment, and (3) 10 percent of low-risk women are screened.


� For society as a whole, the cost of STIs extends beyond the direct costs to the MOH associated with diagnosis and treatment. Additional costs to society are associated with (1) expenses borne by families or individuals; (2) lost income due to reduced employment and job productivity; (3) constrained capacity of the public health system; and (4) diminished public health (e.g., due to chronic illness).





  Ukraine Core Package Final Report
13

