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1.1

Introduction
Background

In response to the 1994 International Conference on Population and Development
(ICPD), Jamaica’s Ministry of Health (MOH) prepared a Strategic Framework for
Reproductive Health within the Family Health Programme 2000-2005. One purpose of
the Strategic Framework is to bring the main components of reproductive health together
into an integrated plan to guide central, regional and parish office strategies and activities
to improve reproductive health. Provision of reproductive health through integrated
services is reiterated in the 2000 Annual Report of the Ministry of Health.

One of the recommended activities related to integration listed in the Strategic
Framework is to, “review resource requirements for integration of Family Planning (FP)
and STI/HIV/AIDS" services and make a policy go/no go decision.” To assist the MOH
in this activity, The POLICY Project is funding a project to assess the feasibility of
integrating family planning/maternal and child health (FP/MCH) and STI/HIV services in
two areas of Jamaica: the parish of Portland and the St. Ann’s Bay Health District in the
parish of St. Ann. Portland was chosen to be able to look at an entire parish health
system. St. Ann’s Bay was chosen because it is located close to one of Jamaica’s major
tourist centres (Ocho Rios) and is home to residents who work in the tourist industry,
including on cruise ships, and is therefore likely to have relatively higher rates of STIs
than Portland.

The project aims to develop a consensus on potential models of integration
for the two areas in Jamaica. The project includes studies to identify the
costs of the interventions and operational policy barriers? to integration of
FP/MCH and STI/HIV/AIDS service delivery. Based on the studies, the
project also aims to help develop operational policies to facilitate
integration of these services.

It is intended that the experience gleaned in this project will be used to guide integration
approaches for other parishes. It should be useful to donors and country programme
policy makers and programme managers as they make decisions on integration of
reproductive health services.

In analyzing the current provision of RH services, it was evident that there are many
examples of integration that are already occurring within the region. However, based on
extensive meetings at the central level and within the North East Regional Health
Authority (NERHA), a number of potential interventions related to integration have been
proposed that could further enhance current integration efforts. These interventions are

! Sexually Transmitted Infections / Human Immunodeficiency Virus / Acquired Immune Deficiency Syndrome

2 Operational policies are the rules, regulations, codes, guidelines, procedures, and administrative norms that
governments use to translate national laws and policies into programmes and services. Cross, H, K. Hardee, and N.
Jewell. 2001. Reforming Operational Policies: A Pathway to Improving Reproductive Health Programmes. POLICY
Occasional Paper No. 7. Washington, DC: The Futures Group POLICY Project.




categorized under seven main headings: Training, Screening, Increasing Access in Health
Centres, Patient Education, Outreach, STI Diagnosis and Treatment, and MIS. The
interventions are summarized in Table 1.1. Interventions are common for both areas.
Details about each of the interventions are included in the results section.

Table 1.1 Integration Interventions Proposed for St. Ann’s Bay Health
District and Portland Parish

Training
Training-1 (Train staff on holistic approach)
Screening
Screening-1 (Use of a common checklist for FP/ antenatal/STI)
Increasing Access in Health Centres
Access-1 (Reduce special clinics/all services offered more often)
Access-2 (Extend evening hours St. AB Health Centre/Buff Bay Hospital)
Access-3 (Operationalise an appointment system)
Access-4 (Hire an additional physician each for Runaway Bay—-Type Il centre and for Portland)
Access-5 (Hire an additional public health nurse each for St. AB and Portland)
Access-6 (Hire one pharmacist each for St. AB and Portland)
Access-7 (Options for salary supplement to attract staff to rural areas)
Access-8 (Survey of facilities for renovation needs for privacy)
Access-9 (Survey equipment needs in Types I/11 centres)
Access-10 (Reach men through child health visits)
Patient Education
Patient education-1 (Assessment of need for new/revised IEC materials to support counselling)
Patient education-2 (Equipment for expanded health promotion in centres)
Outreach
Outreach-1 (Better supervision for CHAs to do outreach work)
Outreach-2 (Provision of limited FP counselling/condom promotion/referral for other FP by
Contact Investigators)
Outreach-3 (Increase peer educators linked to VCT)
STI Diagnosis and Treatment
STI-Referral-1 (Strengthen ST referral from Types /11 to Types Il and 1V, including system
for forms)
STI-Referral-2 (STI referrals to physicians/nurse practitioners rather than Contact Investigators)
STI-Fees-3 (Examine fee schedule for STIs)
STI-Treatment-4 (Madification of STI protocol)
MIS
MIS-1 (Tracking system to synchronise MCSR data and CI data)

Objectives

The purpose of this component of the project is to assess the feasibility of various
interventions related to integration, both operationally and from the perspective of
providers and clients.

The specific objectives are:

= To identify and analyse operational barriers, including operational policy barriers,
to integrating services;
= To propose means of overcoming the operational and policy barriers identified;



To assess managers’ and providers’ views on the proposed interventions and to
propose means of overcoming the barriers identified; and

To assess client reactions to the integration interventions.

Resource constraints to programme integration have been assessed in a costing study
conducted separately, but in conjunction with this study. The purpose of the costing
component is to assess the cost of each intervention to allow the MOH to make an
informed decision regarding adoption of each intervention. The specific objectives are:

To identify the appropriate inputs for each intervention;
To identify the quantity of each input needed for each intervention;
To calculate the unit cost for each input; and

To calculate the cost for each intervention based on identified inputs and unit
costs; and

Conduct sensitivity analyses where appropriate.

The methodology used to estimate the cost of the interventions is the following:

Resources required to implement the intervention were identified with key
stakeholders from Portland, St. Ann’s Bay and NERHA.

Specific inputs needed for each resource were then identified.
Unit costs for each of the inputs were then obtained from the financial office at
NERHA. They provided the unit costs for equipment, drugs, salaries, utilities and

consultants.

Intervention costs - unit costs were multiplied by the number of required inputs to
obtain the total cost of the intervention.

Sensitivity analyses were carried out where appropriate

The cost for each intervention is included within the text and can also be found in
Appendix D. The assumptions used to cost the interventions can be found in Appendix

E.

A cost-effectiveness analysis was conducted for one of the interventions — the STI -
Treatment-4 (Modification of the STI protocol). The results of this analysis is presented
under separate cover.



2.1

2.2

Approach

The study included three main components:
= Review of programme documents;

= In-depth interviews with programme managers and providers; and

= Focus group discussions with Community Health Aides (CHAS) and
clients/potential clients (adult females, adult males, young females and young
males in both urban and rural areas of St. Ann’s Bay and Portland).

Details of the specific activities undertaken during the study are presented below:
Project Start-up

The start-up phase involved meetings between representatives of POLICY and KPMG to
clarify requirements. Based on the preliminary discussions held during the week of June
16, 2003, the critical stakeholders to be interviewed for the project were identified, and a
preliminary work plan was prepared.

The list of stakeholders interviewed is presented in Appendix A.

Design of Data Collection Instruments

POLICY and KPMG worked together to design the data collection instruments,
integrating information previously compiled by Futures and its partners on potential
barriers to the implementation of the models of integration.

Programme Managers and Providers

The questions were aimed at eliciting respondents’ opinions on the feasibility of the
models of integration, as well as their knowledge of the operational policy issues that
would have to be addressed for effective implementation of the models. Based on the
range of interventions and the cross-section of respondents, a draft “master
questionnaire” for programme managers was developed (questionnaires available on
request). Pilot interviews were then conducted with the Executive Director of the
National Family Planning Board and the Regional Technical Director of NERHA.
Feedback from these sessions was incorporated in the master questionnaire for
programme managers, from which the relevant questions were selected to develop
individual questionnaires for each type of manager.

The master questionnaire for managers was then adjusted as appropriate to develop a
master questionnaire for providers, from which the relevant questions for each provider
type were identified, and questionnaires were developed for each type of provider, with
the exception of the Community Health Aide.
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Based on the relatively large number of Community Health Aides to be consulted, the
focus group discussion format was selected, and a focus group discussion guide was
developed to explore the issues relevant to this group.

Clients and Potential Clients

A master client focus group discussion guide was developed to elicit client and potential
client reactions to the basic and enhanced models of integration. This served as the basis
for developing individual focus group discussion guides for each category of client.
Data collection and review

Review of Programme Documents, Including Operational Policy Documents

The review of documents was conducted prior to designing the interventions and
questions for managers and providers.’

In-depth Interviews with Programme Managers, Providers and Other Key
Stakeholders

KPMG conducted in-depth interviews with programme managers at the central MOH
level and with managers and providers in NERHA, St. Ann’s Bay and Portland. Data
collection took place from December 2003 through June 2004. Questionnaires for the
mangers and providers are available on request.

When reading the results section of the report, it is important to note that,
in the interest of time, some respondents were not asked all of the
guestions. To administer the entire questionnaire to all respondents would
have taken a few hours of each respondent’s time. From master manager
and provider questionnaires, which were administered to a smaller number
of respondents, individual questionnaires were adapted according to
position and knowledge of aspects of the programme and services related
to the various interventions.

Programme managers and providers were interviewed to elicit their views on the extent
to which the interventions listed in Table 1.1 would work in St. Ann’s Bay and Portland
and the barriers that might be encountered in implementation. A total of 64 interviews
were conducted (Table 1.2). Twenty nine interviews were conducted with managers, 32
with providers, and three with others (see Appendix Table A.1). No one refused to
participate in the survey — in some cases the positions were vacant. The research team
originally intended to interview ten nurses in Portland. However, only two individuals in
this category are currently assigned to the parish in primary care. According to an

% See Betty Butler Ravenholt. 2003. “Description of Delivery of Reproductive Health-Related Services
Through the Primary Care Systems in the Parish of Portland and the St. Ann’s Bay Health District.” The
Futures Group, POLICY Project.
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assessment conducted for this project, “It appears that Registered Nurses are found
primarily, if not exclusively, in hospitals and private medical practices.

Table 1.2 Distribution of Interviews with Managers and Providers

MOH St. Ann’s
Central | NERHA | Portland Bay Total

Office
Programme 12 9 4 4 29
Managers
Providers 21 11 32
Other 2 1 3
Total 12 9 27 16 64

Note: These numbers do not include the FGD conducted with six CHASs in St. Ann’s
Bay and 10 CHAs in Portland.

Focus Group Discussions with Clients

Focus group discussions were held with clients/potential clients in urban and rural areas,
to get their reactions to the proposed models of integration and to understand their
preferences vis-a-vis the integration of FP/MCH and STI/HIV/AIDS services. Clients’
perceptions of stigma within the health care system and among providers and other
clients were also explored (Client FGD guides are available on request). A total of 16

focus groups were conducted as shown in Table 1.3:

Table 1.3 Distribution of Focus Group Discussions with
Clients/Potential Clients (Number of participants in parenthesis)

St. Ann’s | St. Ann’ s | Portland | Portland
Group Bay Bay Urban Rural

Urban Rural
Adult males ages 25-49 1(6) 1(5) 1(4) 1(4)
Adult females ages 25-49 1(6) 1 (6) 1 (6) 1(6)
Young males ages 16 -24 16) 1 (6) 1(4) 1(5)
Female youths ages 16 - 1(5) 1(6) 1(6) 1(6)
24

Age. For purposes of the FGD, youth was defined as ages 16-24 (16 being
the age of consent in Jamaica), and adult was defined as ages 25 - 49.

Urban vs. rural. Clients living in the towns of St. Ann’s Bay and Buff Bay
and Port Antonio (in Portland) were considered “urban,” while those living
outside those towns were considered “rural.”

“Betty Butler Ravenholt. 2003. “Description of Delivery of Reproductive Health-Related Services Through
the Primary Care Systems in the Parish of Portland and the St. Ann’s Bay Health District.” The Futures
Group, POLICY Project.



Characteristics of the Managers and Providers

The managers have been working in their current jobs for an average of 4 years, with a
range between less than one year to 16 years. Providers have been working in their
current jobs for an average of 14 years, with a range of one year to 39 years. Managers
had spent an average of 15 years working in public health. Providers had spent an
average of 19 years in the field of public health, with a range of one year to 40 years.



Summary and Recommendations

This study has assessed the feasibility of a number of interventions related to integration
of family planning, maternal health and STI/HIV services in the parish of Portland Parish
and the St. Ann’s Bay Health District. The findings of the study, combined with the cost
information, provide the Ministry of Health, NERHA and the parishes with information
on how to move forward with the components of integration that make sense for the
parishes.

Table B.1 (in Appendix B) summarizes the findings related to each intervention,
including the strength of agreement that the intervention is important, views on the
likelihood that the intervention would be undertaken within two years, the policy
changes, if any, that would need to be undertaken, the barriers to making the change and
the level of government (Central MOH, NERHA and Parish) and other organizations
(e.g. the NFPB, professional organizations or unions) that would be involved in making
the change. While the respondents, both managers and providers, considered many of
the interventions important, many were dubious that the interventions would be
undertaken within a two-year time frame.

Reasons for Doubting that Integration Interventions would be undertaken Within
Two Years

Reasons for being pessimistic about the interventions actually being undertaken were
generally related to funding and the length of time it takes for changes to be made in the
ministry. One manager noted, “Everything in the Ministry takes 10 years.”” Another
added, “We have to get the lessons learned and those kind of issues have to be widely
accepted and a policy decision has to be made which is all literally time consuming,”
There was little consensus on what level of the health system would be involved in
initiating and approving the changes investigated in this report. For each intervention,
there were discrepancies as to whether the Central MOH, NERHA or the parish would be
primarily responsible for making the changes. It is likely that this confusion results in a
lack of initiative in the system regarding making changes to policies, procedures, and
services. One manager explained, “I think it may be a little beyond the Ministry of
Health.” Parishes have little direct authority to make the changes suggested. ““At the end
of the day the region has the purse string.”

Managers and providers were concerned that lack of staffing could hamper efforts to
implement some interventions. One manager said, ““All this programme is very well and
good but it’s the same two little hands out here working.” Another manager said that the
government’s policy of giving long periods of leave, including department leave makes it
difficult to ensure coverage for existing services, let alone any extended services.

Other reasons for guestioning the likelihood of interventions being undertaken included
the need for:

= Clarity on policy change steps and which operational policy categories it would
take (e.g. respondents noted the MOFP as being involved in policy changes on



staffing. Also, while the MOH maintains facilities; the Ministry of Lands owns
the property).

Champions for each intervention. “There is no champion; there’s nobody who is
held accountable for it.”

Policy dialogue with MOFP to get resources (resources consistently mentioned as
an issue)

Collaboration (e.g. integration of messages)

Not all of the suggestions made would require additional resources. For example, CHAs
indicated that they would appreciate getting recognition and thanks for their work.
Providers made a plea for making even small changes in work settings to improve the
work environment (providers had several complaints about the shape some facilities are
in). For example, some providers asked for a fan for their health centres.

Clients’ Reactions to Integration Interventions

Clients were enthusiastic about integration, and had positive reactions to most of the
interventions, including:

The appointment system (to not waste so much time sitting in the health centre)
Extending clinic hours (some said early hours would also be welcome)

Renovating clinics for privacy (although they said confidentiality is equally
important for clients who don’t want everyone to “know my business”). For
example, a lot of stigma is attached to “Room 7” in which STIs and HIV are
diagnosed. One client explained, “That room there, just bad.”

Having equipment and educational videos in clinics (soap opera style videos, or
edutainment [incorporating educational material into entertainment], would be
welcome)

Using a self-screening checklist (some people would use and those who would not
use it should for the sake of their health)
Being reached with integrated messages by CHAs, Contact Investigators and
Community Peer Educators. Young people especially are hungry for information
about reproductive health, STIs and HIV

Men being reached through child health visits (some men might be too busy and
want to get through quickly, but others would welcome the opportunity to talk
with a provider and get a brochure)



= Being seen the same day they are referred for an STI (to find out the same day if
something is seriously wrong or not and reduce the risk of infecting others)

= Answering questions on a consolidated screening checklist (some clients might
not want to answer, but they should be asked in case there are issues they hadn’t
thought of that should be addressed)

Clients were confused about the intervention to reduce special clinics. Many indicated
that they worried about worse crowding in the clinics, not realizing that by having all
services offered more often, crowding should be reduced. Still, while some clients
welcomed the idea of not having to make multiple trips to the health centre, other clients
said they thought the current system of special clinics was okay. Clients were not asked
about some interventions, such as the STI diagnosis and treatment protocol that is still
theoretical, and the revised MIS system that does not affect clients directly.

Rankings for Integration Interventions

Based on the findings from the study, the interventions have been grouped in four
categories as shown in Tables B.2, B.3, B.4, B.5 and B.6 — best bets, second best bests,
third best bets, long shots and one intervention in a special category. The best bets are
interventions with the strongest agreement on importance and likelihood of
implementation within two years.

See Appendix D for the costs of the interventions.

Best bets include:
= Cls provide limited FP counselling
= Sending CHAs to spend more time in the community with integrated outreach

= Sending STI referrals to Physicians and Nurses rather than Contact Investigators
(this change is already underway)

= Strengthening the STI referral system

= Reaching men through child health visits

= Providing more integrated IEC materials

= |mplementing an appointment system
Second best bets include:

= Purchasing TVs and VCRs for health promotion

10



= Training providers on a holistic approach

= Renovating facilities for privacy

= Hiring additional staff

= Introduce Mobile Teams Type I

= Developing an integrated screening checklist

= Extending evening hours in Types Ill and IV health centres

= Purchasing new equipment for Types | and Il health centres
Third best bets include:

= Consolidating STI data (MIS)

= Reducing special clinics(Type 1V)

= Introduce Mobile Teams Type Il and Type Il
Long shots include:

= Incentives to recruit and retain staff in rural areas

= Increasing the number of Community Peer Educators

= Modifying the fee system for STI referrals and contacts
Special category: This intervention 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.

= Modify the STI protocol for Types Ill and IV health centres (when tests are ready)

A cost effectiveness analysis was conducted on this intervention and can be found
under separate cover.

Tables B.2 through B.6 in Appendix B are offered for discussion among stakeholders
about whether integration is desirable and feasible and if so, which interventions to
pursue and in which order.

11




4.1

Findings
Training Staff on the Holistic Approach

Background

The majority of potential interventions to increase integration have a component related
to training. The following relates to the overall need for staff to reorient their thinking
regarding serving the “whole” client, whatever the client needs might be. Other
proposed interventions require various types of training for different levels of healthcare
providers and relate specifically to clinical information or counselling needed for that
particular provider. See the matrix on page 17 that shows the interventions by function
and also shows which interventions include a training component.

Current Situation: Providers in all categories perform various forms of integration to a
greater or lesser degree. One provider states that she treats her patients in a holistic
manner regardless of the reason the client came to the clinic. If the client came for FP
services, she will counsel them regarding safe sex, dual protection, STIs and also
encourage them to have a pap smear. She will give the client a pap smear even if it is not
the specified day when pap smears are given. Other providers only give the services
designated by the particular specialized clinic conducted for that day.

Proposed Change: Regardless of what changes are made in the current health care
system regarding enhanced integration of RH services, all staff need to be trained to
provide services to clients in a holistic fashion to the extent possible. The staff need to be
taught to view integration as an essential part of the services offered, not an “add-on” to
what they are currently doing. They need to be sensitized to viewing the client as the
centre of and the focus for combined services. True integration includes combining or
joining services together as a strategy to provide a more complete package for the client.
Ideally the training sessions should include participants from every provider category to
foster the idea of a team approach to providing information and services to clients. Each
provider type will be able to bring perspectives to the training that will enhance learning
and interaction. By having all provider types together, communication among all
providers can be enhanced. Attitudes regarding joint training will be determined during
the provider attitude survey to be conducted by a local research organization.

The training should also include: human sexuality, human relations and adolescent
reproductive health needs. The training in human sexuality should be explicit and
practical, using appropriate anatomical models and audiovisuals. Time should be
allowed for discussion of the psychological aspects of sexuality with special emphasis on
the Jamaican setting. Also information should be provided regarding the benefits of
HIV/AIDS prevention through the circumcision of males.

A major component of the training should be on counselling. All clients, whether
presenting primarily for FP, HIV/AIDS, PMTCT, MCH, VCT or STI, should be offered
integrated preventive STI/HIV/FP education. (See intervention on Screening in Section
4.2). All counselling should be consistent with existing VCT protocols. Counselling

12



techniques targeting specific groups such as men, women or adolescents should be
addressed. Issues to be included in the training will also be identified during the research
study planned for determining the service providers’ willingness and ability to provide
integrated services. In addition, specially selected supervisors should be trained in all
aspects of the integrated service so that they can be responsible for coordinating future
update training. Also, when feasible, the training could be offered to private sector
physicians working in the parishes.

Anticipated Resource Requirements: Training for all staff — curriculum development,
materials, trainers’ salaries, training site costs, residential training off site. Impact
indicators should be designed for the training.

Costs: J$2,196,455 to J$3,280,966 to conduct training for 130 staff members (See
Appendix E)

Study Findings on Training-1
Agreement that Staff Require Training in Holistic Care for Clients

Eighteen of the 20 programme managers (90.0%) strongly agreed or agreed that
regardless of what changes are made in the current health care system towards enhanced
integration of reproductive health services, all staff should be trained to provide services
to clients in a holistic fashion to the extent possible (Table T-1.1). Two managers, one at
the central and one at the regional level, disagreed that providers need training in the
holistic approach. Technical managers were somewhat more likely than administrative
managers to say that providers need training on the holistic approach (92.3% compared to
85.7%). All of the 24 providers strongly agreed (37.5%) or agreed (62.5%) that
providers should receive training in the holistic approach.

Table T-1.1. Level of Agreement that Providers
Should be Trained in the Holistic Approach to
Family Planning, Reproductive Health, and
STI/HIV/AIDS, Among Managers

Level of

agreement Number Percent
Strongly agree 10 50.0

Agree 8 40.0
Disagree 2 10.0

Total 20 100.0

Topics to be Included in Training on Holistic Care for Clients
Managers and providers agreed on the range of topics to be included in the holistic

training approach, as shown in Table T-1.2. In addition, various managers and providers
listed a number of other topics that could be included in the training.

13



Table T-1.2. Topics that Should be Included in Training on a Holistic Approach
to The Components of Reproductive Health, such as Family Planning, Maternal
and Child health and STI Screening, Diagnosis and Treatment (In percent)

Topic Managers Providers
(N=17) (N=24)

Risk of both unintended pregnancy and disease 100.0 100.0
transmission with unprotected sex
Human sexuality including psychological aspects of 88.2 95.8
sexuality
Sexuality, gender and relationships within the Jamaican 94.1 91.7
context
The reproductive health needs of men 94.1 100.0
The reproductive health needs of adolescents 94.1 100.0
Reproductive health and rights 100.0 100.0
Providing quality care to clients 100.0 100.0
Other social vulnerabilities and reproductive NA? 100.0

health/STI/HIV
Other topics (see list below)

Note: Training should be provided at the appropriate level, by provider type. This training would be in
addition to technical training on the components of reproductive health (including FP, MCH, STI and
HIV/AIDS.

'Due to a coding error, the responses for the managers for this topic could not be tallied.

Other topics, mentioned each by one manager or provider, included guidelines for provision of
reproductive health care to adolescents, HIV/AIDS, Infection control, principles of health promotion, the
relationship between general health and the reproductive health of males, sexuality in the general
context, use of the morning after pill, abortion and the dangers of abortion, cancer screening for men and
women, better parenting, healthy lifestyles, child abuse, anti-violence, customer service, support groups
for persons with different diseases or conditions, support during pregnancy, rights of the client,
sociology, counselling, psychology, communicating with persons of different backgrounds, and mental
health.

Barriers to Training on a Holistic Approach

Eight of 12 managers who were asked (mostly technical managers from the Central MOH
Office and the Regional Level) listed potential barriers to training, including:

= Difficulty in getting approval from the MOH

= The fact that there is limited training time available and this training would
increase the length of time required for training

14



= The challenge of organising training so that everyone gets trained at different
times

= The limited availability of qualified tutors

= People’s perception of what they need to know

= The process of curriculum change and influencing decision makers

= Providers were not asked about barriers to training.
Offices Responsible for Developing Training Curricula
According to the 10 managers who responded, eight listed the central office, seven
NERHA and five the parish as responsible for developing the curricula (Table T-1.3).
Three managers listed other organizations that would be involved in developing the
curriculum for the training, namely the NFPB and the school of nursing. The Continuing
Education Unit of the MOH indicated that it could play a role in the training, but that it
was currently understaffed and had other priorities to tend to. However, the Continuing

Education Unit could play a role in teaching and in developing materials.

Table T-1.3. Which Office(s) Is/Are Responsible for Approving the
Training on a Holistic approach

Level Number Percent
Central MOH only 1 10.0
MOH and NERHA 1 10.0
NERHA only 1 10.0
NERHA and Parishes 1 10.0
Parish only 0 0.0
MOH, NERHA and Parishes 3 30.0
MOH and other organizations (UWI, School of

Nursing, NFPB) 2 20.0
All three levels and other (School of Nursing) 1 10.0
Total 10 100.0

Policy Changes Needed to Implement Holistic Training

Most respondents indicated that no policy changes would be required to implement
training on the holistic approach to client care. One manager noted that,

“In terms of the policy changes, it needs some policy to say if you are
going to work in that particular area — the whole business of reproductive
health — these are the basic requirements that you would need to become
qualified [entry level qualifications to the area] as well as curricula that
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they would use at the training institutions to ensure that the curriculum
involves all holistic training.”

There is a need to convince training schools to include this training. Some respondents
indicated that training already incorporates a holistic approach. ““I wouldn’t see any
policy change needed there because that is the way we have been directing our patient
care, isn’t it?”

Perceptions of Likelihood of MOH Provision of Training on the Holistic Approach
in the Next Two Years

There were mixed views regarding the likelihood of providing training on the holistic
approach within the next two years (Table T-1.4). Of the 16 managers who responded,
two indicated that it was highly likely (12.5%), eight that it was likely (50.0%), and five
that it was unlikely (31.3%) that the MOH would provide training in the holistic approach
to providers over the next two years.

Table T-1.4. Likelihood that a System for
Training on the Holistic Approach will be Set
Up in the Next Two Years, According to

Manager

Likelihood Number Percent
Highly likely 2 12.5
Likely 8 50.0
Unlikely 5 31.3
Don’t know 1 6.3
Total 16 100.0

One manager explained:

“If you’re going to do it in regions, you’d probably first have to do a
training of trainers so that everybody in all the regions are saying the
same thing....so | see it as unlikely within the next two years, but | don’t
think it is something impossible. We need coordination of efforts and to
have the right people in place.”

One manager indicated that he/she was not sure and another indicated that this is already
in progress.

“It has started, actually. It has started. ... The need also has been
highlighted by many to have cross trained health care workers — family
planning, STIs, safe motherhood. And there is also the desire from health
care workers as well. And also it’s a paradigm shift from higher levels
from WHO.”
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4.2

4.2.1

Another respondent noted the challenge, saying “You’re talking about 10,000 providers
out there.”

However, others indicated that:

= |tisalow priority

= There are financial constraints. ““I think that it is something that should be
done...the end result will be cheaper than we are doing now, because we’ll have
people who are more rounded. But the cost of actually getting there...would be
prohibitive....I think it would take more than two years.”

= There is no ownership of the process. “There is no champion; there’s nobody
who is held accountable for it....The only way it is going to succeed is if it
becomes...an indicator [of] success.”

Screening
Development and Use of a Common Checklist for FP/ Antenatal/STI (Screening-1)

Background

Current Situation. When a patient comes into a particular facility, depending on the
reason for the visit, the provider will ask a series of questions regarding the reason the
client has come to the clinic. For instance, whether the client is coming for family
planning, antenatal, STI or some other reason, there will be relevant questions asked of
the client with the appropriate counselling provided. There are various checklists used by
the provider for each of these various reproductive health issues.

Proposed Change. ldeally, for good integration of services, one comprehensive
checklist for obtaining information should be used. Based on the answers to the
checklist, appropriate individualized counselling could be provided for those infected or
in need of contraceptive method-related treatment. A consultant could look at the current
situation with regard to the various checklists to determine if the protocols could be
combined in such a way to foster integration. It may be that the current protocols are
sufficient, but someone needs to investigate the situation and make a determination
whether changes should be recommended. The checklist would be used in all facilities
for FP/MCH/ST] screening.

Anticipated Resource Requirements. The fee for a consultant to study the situation and
make recommendations; one week consulting fee. After the tool is developed, training
for all provider staff needs to take place especially with regard to the appropriate
counselling required. As with Training 1, (Section 4.1), this training could be offered to
private sector providers when feasible. (This training could be a major sub-component of
the training described under Training-1).

|Costs: J$205,066 to J$559,107 to develop and print checklist (See Appendix E)
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Findings for Screening-1
Opinion on Merging the Screening Checklists for Reproductive Health Care

Thirteen of the 16 managers who were asked (81.3%) agreed or strongly agreed that the
screening checklists for reproductive health care should be merged to more fully integrate
reproductive health care®. They thought that it would be possible (Table S-1.1). Among
the 26 providers asked, 73.1% agreed or strongly agreed about the use of an integrated
screening checklist.

Table S-1.1. Level of Agreement on Merging the Screening Checklists
for Family Planning, Reproductive Health Care and STI/HIV

Level of agreement Managers Providers
Number | Percent Number | Percent

Strongly agree 4 25.0 7 26.9
Agree 9 56.3 12 46.2
Neither agree nor 2 12.5 2 7.7
disagree

Disagree 1 6.3 5 19.2
Total 16 100.0 26 100.0

Willingness of Staff to Administer a Merged Checklist

Eleven of the 14 managers asked (78.6%) think that staff in health facilities would be
willing to administer an integrated checklist. The response from providers was even
more positive, as 23 of the 25 respondents (92%) indicated that they would be willing to
administer an integrated checklist. Providers anticipated several advantages of using a
merged checklist, including easier and earlier detection and treatment of all reproductive
health issues, and reduced paperwork and use of stationery.

Willingness of Clients to Answer Questions on a Merged Checklist

Fourteen of the 15 managers asked (93.3%) felt that clients would be willing to answer
questions on the integrated checklist, and 13 (86.7%) thought the integrated checklist
would make it easier to meet their needs. Twenty-two of the 25 providers asked (88%)
also agreed that clients would be willing to answer questions on the integrated checklist.
Many clients, both male and female, also indicated that they would be willing to answer
questions on an integrated checklist, and thought it would allow the providers to provide
better care. However, some clients said that some people would not answer the screening

® Providers noted a number of checklists that they currently use to screen clients, including: Docket Jacket
(for first visit only), Patient Health Profile; Individual health continuation sheet; Medical Record; A piece
of paper General Visit; STI; STI Score Sheet; STI Syndromic Treatment Record; Special Form for STD
Specifics (risk assessment etc., lab request form); HIV/AIDS Confidential Forms; Risk Assessment Scoring
Form; Maternal Care Record; Antenatal/Postnatal Form; Family Planning; Child Health Record.
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checklist or that some people might lie. Some indicated that some clients may object to
the use of an integrated checklist because:

= Clients are shy

= Clients are concerned about privacy and the number of people who have access to
the information in their docket

= Clients may be concerned that more time would be required to administer the
longer checklist

= Some clients would want to have their primary complaint dealt with more
quickly.

Women tended to say that since they are already sexually active, the questions are not too
sensitive. One adult woman from rural Portland explained, “We are all woman, so we
have to know how to face nuff things.”

A young woman in urban St. Ann’s explained that she would be willing to be asked the
questions on the integrated checklist. ““Yeah, it is good, you know, because sometimes
there are certain things that we might not take into consideration, but if asked, you know,
we’ll consider we answer it, so, I think it’s good when we’re being asked more
questions.”

Men were less certain about the integrated screening checklist. Young men in rural St.
Ann’s Bay said that some would answer and others would not. Those who would not,
“don’t wanna talk about their sex life, sex life, and stuff.”” Another young man in the
group said,

“Well, some would listen. It would actually go to the mood that they’re,
you're, the setting of the place, probably if the person is nice to you, and
right, you’d actually open up to that person. But if it was more like a
serious type person, probably they wouldn’t.”

A young man from urban St Ann’s Bay said that clients should be asked integrated
questions. “If you go about family planning thing and they ask you about sexually
transmitted diseases, they have a right, because they want to know how you react, if you
a cheat, if you a cheat, or watch and come, and whatever.”

A young man from Portland said,

“To ask some more questions. | mean, | never been in one where they
ask questions before, but sometimes them just maybe hurry up things
just to get to somebody else, and them no really ask enough questions or
some questions that would point you in the right direction.”

An adult man from Portland said he doubted that men would answer, saying
that they would not want to have to think about the responses, ““a no everybody
brave enough fi really, like “‘How much woman you having sex with without
condom?’ And you seh like, one, two or three.”
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Barriers to Merging Checklists

The views of managers were almost evenly split regarding the existence of barriers to
merging the existing checklists, as eight (47.1%) of the 17 who were asked thought there
would be barriers, and nine (52.9%) said there were none. Barriers identified included:

The time required to administer the checklist

Resistance to change

Resistance to additional work among health care providers

The need to print new forms

The need for a consistent format for Monthly Clinical Summary Report (MCSR)
reporting.

Providers were also concerned that there may be inadequate staff to administer the longer
checklist and that clients may be unwilling to provide the additional information. They
also expressed concern about ensuring confidentiality of the information recorded.

Procedures for Obtaining Approval to Merge Checklists

Thirteen of the 15 managers who were asked thought that the central level would be
involved in approving the merging of the checklists (Table S-1.2). Only nine thought the
region would be involved, and only four thought the parish would be involved. One
respondent also noted that the unions and professional associations may also play a role.

Table S-1.2. Office(s) Responsible for Approving Merging of
Checklists for Reproductive Health

Level Number Percent
Central MOH only 6 40.0
MOH and NERHA 3 20.0
NERHA only 2 13.3
NERHA and Parishes 0 0.0
Parish only 0 0.0
All three levels 3 20.0
All three levels + professional

unions 1 6.7
Total 15 100.0

The following responses reflect the differing views on this issue. One regional manager
thought that the Central MOH level would not need to be involved, saying that merging
checklists is “not a policy issue, therefore decision can be taken in the Region. We can

finalise a list in the Region and use it.”

Another manager, from the central level, described a process with significant
involvement at the Central MOH level:
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“We don’t approve a checklist until we have developed something and
tested it. First, we decide it’s something we want to do. Check with the
regions. We want to see where we can feasibly test it. Then we get a small
working group together, sit down and look at the development of the
integrated checklist. Then we implement it and test it in different types of
settings. Because we’d have to use big clinics, small clinics, rural clinics,
urban clinics. You find the methodology and the evaluation assessment
criteria, etc. Run it for ‘X’ months; see how it works, do the analysis, get
the results. Once you have that, then you would go through the technical
review process and the findings with the CMO, and with a
recommendation. Yes, it makes sense, no it doesn’t make sense. If it
makes sense, then it’s taken to Policy Directorate level after that and
ultimately put into policy.”

Likelihood of Merging Screening Checklists within the Next Two Years

Eight of the 14 managers (57.1%) who were asked thought it likely or highly likely that
the checklists would be merged within the next two years (Table S-1.3). However, of
these, only one thought it would be highly likely. Three respondents thought it would be
unlikely. One thought it was a low priority, while the other two thought the time frame
was too short, as illustrated by the following response:

*“...We have now pilot programme in one, in one or two parishes... so we
have to get the lessons learned and those kind of issues have to be widely
accepted and a policy decision has to be made which is all literally time
consuming, even though we are a technical field. | don’t mean that not to
happen but | am just saying it’s unlikely in the next two years. It may take
more than twenty-four months.”

Table S-1.3. Likelihood of Merging Screening
Checklists Within the Next Two Years

Level Number Percent
Highly likely 1 7.1
Likely 7 50.0
Unlikely 3 21.4
Highly unlikely 0 0.0
Don’t know 3 21.4
Total 14 100.0
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4.3 Increasing Access in Health Centres

4.3.1 Reducing Special Clinics (Access-1a) and Having All Services Offered More Often
and Using Mobile Teams (Access-1b).

Background

Current Situation. Both parishes designate certain “clinic days” for family planning, ante-natal,
post natal, STIs, child health and medical/curative in facility levels from Type | to Type IV. On
these clinic days, only the designated services are offered to clients. This vertical provision of
services mitigates the potential of integration of services. In some facilities, there is an attempt to
schedule certain clinics on the same day such as post natal and family planning or family
planning and STI. This practice facilitates some form of integration but it appears that more
could be done.

Proposed change. To the extent possible, the number of special clinic days should be reduced in
all facilities and combined services should be offered such as ante-natal, post natal, and FP on
each of the days the provider attends the facility. The ability of the parishes to do this will be
based on the number of providers that are available and the number of facilities needing to be
served. (Access-1a)

In both parishes, one possibility could be to form a mobile team of healthcare providers
that would visit Type I, Il and/or 111 facility sites. The team could be composed of a
physician/nurse practitioner, midwife, pharmacy tech., lab technician, cashier etc. This
team could provide all health care services to clients. Essential medical supplies and
medications would be transported with the team. (Access-1b)

Anticipated Resource Requirements. Potentially no extra costs for Type IV facilities,
but transportation cost for mobile teams to Type I-111 facilities.

|Costs: J$188,188 (See Appendix E)

4.3.1.1 Study Findings on Access-1a (Reducing Special Clinics)

Opinion on Eliminating Special Clinic Days and Offering All Services on the Same
Day

Some managers®, particularly those at the Central MOH Level appeared uncomfortable
with the premise that on special clinic days only the designated services are offered to
clients.

“The thing is that it’s not a “either/or’ situation. So none of these work in
that way. The core of the Maternal & Child Health Services is to have the
family planning accessible on any day of the week... sometimes you need

® An attempt has been made in some cases to distinguish between the responses of managers who are in administrative
vs. technical positions; however due to the small number of cases in this study, it was not possible to distinguish
responses according to administrative vs. clinical training.
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to run special clinics; that’s a given. But the antenatal clinic, when you
assess the woman, the woman, based on the assessment, may have
something which is related to STDs ...if the woman comes on any day,
she’s supposed to also be able to get the service... the woman who comes
and says: “I’m out of pills and | want some more pills”, must be able to
get her pills any day. But if she needs a pelvic examination and [the
Midwife] is tied up doing something else, she may need to come back, or
wait. The principle, ...should be, always to provide, given the resources
available, as much as possible, an integrated care to the individual. But
you may have to have special times and special days for certain types of
services.”

However, the majority of the 21 managers and 25 providers who were asked, agreed that
to the extent possible, the number of special clinic days at Types I, 11 and 111 health
facilities should be reduced and combined services should be offered such as antenatal,
post natal, and family planning on each of the days the provider attends the facility (Table
A-1.1, A-1.2 and A-1.3). A higher percentage of providers (64%) than managers (57%)
indicate that special clinics in Type 111 centres should be reduced.

Table A-1.1. Agreement on Eliminating Special Clinic Days and
Offering All Services on the Same Day in Type | Facilities,
According to Managers and Providers

Response Managers Providers
Number | Percent | Number | Percent

Strongly agree 6 28.6 5 20.0
Agree 6 28.6 10 40.0
Neither agree nor 3 14.3 4 16.0
disagree

Disagree 6 28.6 6 24.0
Total 21 100.0 25 100.0

Table A-1.2. Agreement on Eliminating Special Clinic Days and
Offering All Services on the Same Day in Type Il Facilities,
According to Managers and Providers

Response Managers Providers
Number | Percent | Number | Percent

Strongly agree 5 23.8 3 12.0
Agree 8 38.1 12 48.0
Neither agree nor 1 4.8 2 8.0
disagree

Disagree 7 33.3 8 32.0
Total 21 100.0 25 100.0
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Table A-1.3. Agreement on Eliminating Special Clinic Days and
Offering All Services on the Same Day in Type Il Facilities

Response Managers Providers
Number | Percent | Number | Percent
Strongly agree 7 33.3 7 28.0
Agree 5 23.8 9 36.0
Neither agree nor disagree 1 4.8 2 8.0
Disagree 8 38.1 7 28.0
Total 21 100.0 25 100.0

Providers were also asked their opinion on eliminating special clinic days at Type IV
facilities. The majority of respondents (53.8%) were in favour of this, but a significant
proportion (42.3%) disagreed (Table A-1.4).

Table A.1.4. Agreement on Eliminating Special Clinic days
and Offering All Services on the Same Day in Type IV
Facilities, According to Providers

Response Number Percent
Strongly agree 7 26.9
Agree 7 26.9
Neither agree nor disagree 1 3.8
Disagree 11 42.3
Total 26 100.0

Note: One respondent in Portland indicated that she was not familiar with Types I-111,
and therefore she only responded for Type IV, resulting in 26 respondents for Type IV
while there are 25 respondents for Types I-I1I.

Managers were not asked about Type IV facilities.

Clients had mixed reactions about eliminating special clinics. Some were opposed to
eliminating special clinic days and many were concerned about the possibility of
crowding at an integrated clinic.

“You feel more comfortable if everybody come for the same thing. Like all
pregnant women today, you feel comfortable, because everybody pregnant
today.” [St. Ann’s Bay Females — Adult Rural]

“Well, I don’t think it would be a good idea...because it would be too
crowded.” [St. Ann’s Bay Males — Youth Rural]

“That would be too stressful...because the amount of people that you have
to deal with, you know. Too much havoc... We are not out of the area....
If you have to bring your baby tomorrow, and you have to come today, you

24



come today, and tomorrow you bring your baby.” [St. Ann’s Bay Females
— Adult Urban]

“Well, to tell you the truth *bout Port Antonio now. You know you deh pon
the sea front, right? And most Port Antonio man kind of show off. Them
no go a clinic. Every man a hold them own money, the go a doctor... For
from some people a pass and see you a clinic, them a go sey you either
have AIDS, or you have gonorreah, or you have some disease, that’s why
you deh a clinic, or a sore foot.... So me no really use the health centre.”
[Portland Males — Adult Urban]

Others felt it would be more convenient and less expensive, but expressed concern about
having sufficient staffing in place.

“Yeah, ‘cause maybe we wouldn’t have to have so much visit, cause | mean, if you
go there on a Tuesday, maybe you haffi go back pon a Wednesday, coulda just do
it on the one day. Personally me never go a the scheme, but me carry my step
daughter, and me haffi go more than one day.... From you go and you get
through the same day. Not a problem. It’s the going back and the going back that
we can’t manage.” [Portland Males — Youth Rural]

“It would save them the travelling because they can use the one in a them
community...’cause all of them offer the same thing...It would a more
cheaper...like how the fare raise now... Because if you don’t have to
leave from Runaway Bay come a St. Ann’s Bay, that a cost you eighty
dollars...” [St. Ann’s Bay Men - Youth Urban]

“Well, financially it would assist because clients, they wouldn’t be paying
fares especially if they were out town.... and of course, time as well....The
disadvantages lie if you don’t have sufficient doctors or nurses to deal
with the situation, because then you’ll have a longer time to stay with one
client.” [St. Ann’s Bay Males — Adult Urban]

“You could have it for one day, ‘cause for people who going to work, it’s
difficult to get two days off to come to the clinic. But in that case, they
would need to have more employees. Instead of one nurse doing all the
babies, you probably could have four or so nurses doing the babies, and
another two nurses probably doing the mothers....Because I’ve been here
until four, and it’s just the babies that they’ve taken care of, and that time
they probably close at 5:30, so it’s not much time to deal with so many
persons.” [St. Ann’s Bay Females — Adult Urban]

Perceived Barriers to Reducing the Number of Special Clinic Days
One of the main concerns among both providers and managers was the level of staffing

required to operate combined clinics (Table A-1.5). Seventeen of the 20 managers who
were asked (85%) identified staffing as a barrier. Only four managers (all technical
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managers) thought that policy changes might be needed to reduce special clinic days in
order to offer all services more often. Other factors included culture, inadequate
equipment and laboratory facilities, the location of the centres and transportation, and the
number of clients.

Table A-1.5. Perceived Barriers to Reducing the
Number of Special Clinic Days, According to

Managers

Level N =20 Percent
Policies 4 20.0
Procedures 4 20.0
Staffing 17 85.0
Facilities 8 40.0
Other 9 45.0

One manager from the Central MOH Level explained why she disagreed with eliminating
special clinic days for the Types Il and Types 11 as follows:

“We have very limited staff, and the staff that provide these services are
like the Midwives and the Public Health Nurses. For management of STIs
for example, we don’t have doctors at a Type | health centre; we don’t
have nurse practitioners. Types Il don’t have them there all the time
either. And the Types Il will have them, but they tend to focus on
curative. Now for example, if you talk about reproductive health you have
to consider the other services - like immunization that’s offered. Because
it’s the same staff. If you are going to say every single day, all the
services should be provided by the same staff, then it’s going to include
other services outside of reproductive health that must be available all the
time. For immunization for example, there are certain vaccines that once
you open them, you must use them up within six hours; and if we’re going
to have a system where any day, every day people will come, we’re going
to have a lot of wastage. For logistics, when you’re doing Family
Planning you have to be handling speculum; it’s a dirtier thing when
you’re doing vaginal exams and stuff. Yes, we have hand-wash basins
etc., but if you’re going to be doing that and then turn around and taking a
newborn and giving vaccines and stuff, logistics — it is going to be hard.
The documentation is different, the kind of attention that needs — it’s going
to be difficult. If we had adequate staff that you could have some devoted
to a combined thing... okay you look after the baby, you look after it
probably could work but, given our current resources....Getting rid of the
special would be ideal, but | don’t agree that it can work.”

Providers from both parishes expressed similar concerns about the implications for

staffing of reducing special clinics in order to provide all services more often. Providers
in St. Ann’s Bay said:
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“I would disagree for Type | and Il. Staff would be burdened. Based on
the present staffing situation if all services are offered on a same day the
client come in then the staff will be burdened to offer that service. You
find that you probably have one Nurse working in a Type | to offer all that
care would be almost impossible but if staff is improved then fine.”

Providers in Portland said:

“... for [Types] Il and IV which has a larger clientele, | don’t think that
we should reduce the special visits, [because they have a larger clientele]
and the same amount of staff.”

“Too many patients one time when you not going to have the staff to deal
with so many persons...Because of that you’re going to have a longer
working period and they going to start quarrelling.”

“There is a larger population and for the inflow of clients, presently you
would not have enough staff to cope with that volume of work. We don’t
have the accommodation even for the waiting area will be too small.
There are times when the same nurse who does the prenatal that the same
who does the child health and family planning.”

Offices with Authority to Reduce the Number of Special Clinic Days and Offer
Combined Reproductive Health Services

Thirteen of the 19 managers who were asked thought that the Region would be involved
in the process of authorising the reduction in the number of special clinic days (Table A-
1.6). Nine thought the MOH would be involved and only eight thought the parish would
be involved. Among those eight managers, five or 27.3 percent of all managers sampled
thought that the parish itself had authority to reduce the number of special clinic days on
its own, and that the five included respondents from the central level, regional level and

both parishes.

Table A-1.6. Offices With Authority to
Reduce the Number of Special Clinic Days
and Offer Combined Reproductive Health

Services

Level Number Percent
Central MOH only 1 5.3
COH and NERHA 6 31.6
NERHA only 4 21.0
NERHA and

Parishes 1 5.3
Parish only 5 26.3
All three levels 2 10.5
Total 19 100.0
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43.1.2

Likelihood of Reducing the Number of Special Clinic Days in All Facilities and
Offering Combined Reproductive Health Services within the Next Two Years

Despite the fact that the majority of managers and providers agreed that, to the extent
possible, special clinic days should be reduced, only nine of the 20 managers (45%) who
were asked thought it likely or highly likely that this would be implemented within the
next two years (Table A-1.7).

Table A-1.7. Likelihood of Reducing the
Number of Special Clinic Days in All Facilities
and Offering Combined Reproductive Health
Services Within the Next Two Years

Response Number Percent
Highly likely 2 10.0
Likely 7 35.0
Unlikely 5 25.0
Highly unlikely 1 5.0
Don’t know 3 15.0
No response 2 10.0
Total 20 100.0

Study Findings on Access-1b (Using Mobile Teams)

Opinion of Using Mobile Teams of Providers to Reduce the Number of Special
Clinic Days in Types I, 11 and 111 Health Facilities

There was confusion among the respondents about the meaning of this intervention which
was intended as: “In both parishes, one possibility could be to form a mobile team of
healthcare providers that would visit Type I, Il and/or 111 facility sites. The team could be
composed of a physician/nurse practitioner, midwife, pharmacy tech., lab technician,
cashier etc. This team could provide all health care services to clients. “Essential medical
supplies and medications would be transported with the team.” (see Section 4.3.1) While
the parishes currently have staff to travel from higher-level health centres to Types | and
Il health centres, the team concept for the proposed intervention would be to have a larger
roster of health care staff, including a physician/nurse practitioner, etc as noted above,
travel in mobile teams. The proposed intervention did not include purchasing a special
vehicle such as mobile clinic van to transport the team.

The confusion about this intervention was evident in responses from some managers,
who said a system of mobile teams currently exists. One manager indicated that:

“Again, there are mobile teams, because outreach clinics are held. In

terms of some of these smaller type centres, we don’t have the full-time
staff that’s most typical, and what happens is they are covered from the
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next level centre. | am aware of these too, there are some communities
that don’t have a health centre and mobile teams are what they depend on
for some of these services.”

However, the majority of managers who were asked agreed with using mobile teams to
reduce the number of special clinics in Type | facilities, but disagreed with this model for
Type Il and Type Il facilities (Table A-1.8, A-1.9 and A-1.10). On the other hand, the
majority of providers agreed with the mobile model for all three types of facilities,
although more providers agreed for Type | (20 of 27 or 74.1%) than for Type 11 (18 of 27
or 66.7%) and Type Il (17 of 27 or 63%).

Table A1.8. Agreement on Using Mobile Teams to Reduce the
Number of Special Clinic Days in Type | facilities

Response Managers Providers
Number | Percent | Number | Percent
Strongly agree 7 35.0 5 18.5
Agree 11 55.0 15 55.6
Neither agree nor disagree 0 0.0 1 3.7
Disagree 2 10.0 6 22.2
Total 20 100.0 27 100.0

Table A-1.9. Agreement on Using Mobile Teams to Reduce the
Number of Special Clinic Days in Type Il facilities

Response Managers Providers
Number | Percent | Number | Percent
Strongly agree 2 10.0 3 111
Agree 6 30.0 15 55.6
Neither agree nor disagree 4 20.0 2 7.4
Disagree 8 40.0 7 25.9
Total 20 100.0 27 100.0

Table A-1.10. Agreement on Using Mobile Teams to Reduce the
Number of Special Clinic Days in Type Il1 facilities

Response Managers Providers
Number | Percent | Number | Percent
Strongly agree 1 5.0 3 111
Agree 3 15.0 14 51.9
Neither agree nor disagree 3 15.0 3 111
Disagree 13 65.0 7 25.9
Total 20 100.0 27 100.0
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Recommended Providers for Mobile Teams

Several respondents indicated that a Family Nurse Practitioner could travel with the team
instead of the Physician. Suggestions for other members of the mobile teams included:
Contact Investigators, clerical officers such as Cashiers or Record Clerks, Public Health
Inspectors, Pharmacists, Laboratory Technicians and Health Educators.

Offices with Authority to Approve the Use of Mobile Teams

Fourteen of the 19 managers asked (73.7%) indicated that the Regional Authority would
participate in the authorisation process whether as the sole authority (6 or 31.6%), in
conjunction with the Central MOH Level (5 or 26.3%) or in conjunction with the Parish
(3 or 15.8%) (Table A-1.11). Only seven (36.8%) of the respondents thought that the
Central MOH Level would be involved in the approval process, and of these, only two
(10.9%) thought that they would have sole authority. Only four respondents (21.1%)
thought that the Parish would be involved in the approval process, and only one, a
manager at the Regional level, thought that the Parish would have authority to approve
the use of mobile teams without involvement of other levels.

Table A-1.11. Offices With Authority to Approve the
Use of Mobile Teams

Level Number Percent
Central MOH only 2 10.5
MOH and NERHA 5 26.3
NERHA only 6 31.6
NERHA and Parishes 3 15.8
Parish only 1 5.3
All three levels 2 10.5
Total 19 100.0

Perceived Barriers to Forming Mobile Teams to Reduce the Number of Special
Clinic Days

All fifteen managers who were asked indicated that staffing is a barrier to forming mobile

teams (Table A-1.12). Forty percent each also noted procedures and facilities as barriers.
Around one quarter (26.6%) noted policy as being a barrier.
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Table A-1.12. Perceived Barriers to Forming
Mobile Teams to Reduce the Number of
Special Clinic Days, According to Managers

Level N =15 Percent
Policies 4 26.6
Procedures 6 40.0
Staffing 15 100.0
Facilities 6 40.0
Other 9 60.0

The majority of the “other” responses (6 of 9) or forty percent of the fifteen managers
who were asked, indicated that transportation would be a barrier, and four (26.6% of the
total sample) identified funding as a barrier.

It is obvious from the following quotes that there was confusion about the term “mobile
teams.” The proposed intervention did not include the idea that the medical team would
use a special vehicle like a mobile clinic van to travel to the health facilities.

Managers at the Central MOH Level said of mobile teams:

“In many instances, it won’t make sense. You need to have adequate
transport. Transportation is a major issue. The amount of time you spend
on the road; number of hours. Sometimes you actually spend more time
on the road going to the place, than actually in the clinic seeing the
patients. Now that can’t make sense either. Certain things you’re going
to have to refer a better location where you can... if you’re not set up. So
as | said, it depends on what you’re tryng to do. Routine services for a
population of 20,000 or 15,000 people, or 10,000 people, I cannot see
mobile being effective. Because our same people need to see other
problems that the people are facing, not just this.”

“Again, if it is mobile, where they go from place to place, if they’re going
to function outside of a clinic that is already set up; for example, if you’re
going to insert IUDs, you need certain facilities. So if the health centre
has that, fine. Other than that, is it going to be a mobile unit like the
Colgate, where they could provide the services from inside that unit? So
to me, the barriers would be the transportation in terms of how you decide
—is it that the staff drive their own cars to the site, or they go together? If
you’re going to have separate teams, we have to make sure that they are
adequately trained to provide all the services. In terms of procedures,
again to decide what services going to be provided, how to do it, how
you’re going to do it on a mobile unit, documentation — where you put the
patients’ documents. The records must reside at a particular centre and
which one will it reside at.”
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“Staff inadequacy — that’s the first one. Staffing. | think second is the
money. And if you’re talking about mobile teams, certainly you’re talking
about the availability of transportation. And that is also a barrier.”

Managers at the Regional level had similar reactions regarding mobile teams:

“The barriers are financial resources to acquire the vehicle, and
staffing...a mobile team, the vehicle, much like an ambulance, is an
extension of the hospital. When you’re in an ambulance, you’re simply in
a mobile portion of the hospital, and the mobile team is for the similar
service.”

“... if we got a little bit more sophisticated, and we had a proper vehicle,
the road conditions most of the times does not facilitate the, you know, like
the mobile trucks, you know which is completely equipped? I’ve seen that,
but it is not ideal for where it is, where the mobile team would go, it would
be a place that is a straight road like here, and the accommodation and
space and things might be here. But where it might be needed, up in hills,
maybe the vehicle can’t go there because of the road conditions, and that
sort of thing.”

Likelihood of Using Mobile Teams to Reduce the Number of Special Clinic Days
within the Next Two Years

Of the twenty managers who were asked, only half thought it likely or highly likely, that
the use of mobile teams would be implemented within the next two years, compared to
five who said it was unlikely or highly unlikely (Table A-1.13).

Table A-1.13. Likelihood of Using Mobile Teams to
Reduce the Number of Special Clinic Days Within the
Next Two Years

Response Number Percent
Highly likely 2 10.0
Likely 8 40.0
Unlikely 4 20.0
Highly unlikely 1 5.0
Don’t know 2 10.0
No response 3 15.0
Total 20 100.0
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4.3.2

Extend Evening Hours St. Ann’s Bay Health Centre and Buff Bay Hospital (Access-
2)

Background

Current Situation. St. Ann’s Bay Health Centre, Portland Health Centre and Buff Bay
Community Hospital are currently open five days a week during the day. Clients come
early in the morning and stay until they are served. They may not be served for several
hours. Currently, nursing services are offered during extended hours at the Buff Bay
Community Hospital, however, employed individuals, unless they are severely ill, often
cannot devote so much time to obtaining health services. This situation is especially
negative to men who seek health care.

Proposed Change. St. Ann’s Bay Health Centre could extend the clinic hours and offer
services two evenings a week in order to make it more convenient for employed people
(especially men) and to offer services to people who would otherwise use the St. Ann’s
Bay Hospital emergency room. The medical officer indicated that this could be done
without a significant increase in staffing. The services offered would be comprehensive
and integrated with no specialized clinic being held. It would be a true primary care,
integrated service.

In Portland Parish, the Port Antonio Health Centre and the Buff Bay Hospital could also
extend the clinic hours and offer services two evenings a week.

Anticipated Resource Requirements. Provider time could be staggered (flex-time) so
that a physician would still only work an 8 hour day. Some over-time salaries would
have to be paid for additional staff such as a CHA, midwife or public health nurse,
cashier, and a security guard. Also a pharmacist or pharmacy technician could be present
or they could prepare pre-packaged medicines for use in the evening clinic if a physician
were present or if the policy changed regarding allowing medications to be prescribed by
nurse practitioners. Utility costs would also increase.

|Costs: J$1,524,848 (See Appendix E)

Study Findings on Accesss-2
Opinion on Extending Clinic Hours in Some Facilities

The majority of 17 managers and 32 providers who were asked, expressed agreement
with extending clinic hours in some facilities (Table A-2.1). However, providers
appeared to be less enthusiastic than managers, as only 68.7 percent or 22 of 32 providers
agreed or strongly agreed, compared to 82.4 percent or 14 of the 17 managers. Only five
(15.6%) of the providers strongly agreed, compared to eight (47.1 %) of the managers,
and five (15.6%) of the providers disagreed, while no managers disagreed.
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Table A-2.1. Agreement That Clinic Hours in Some (Type 1V)
Facilities Should Be Extended to the Evening

Response Managers Providers
Number | Percent | Number | Percent

Strongly agree 8 47.1 5 15.6
Agree 6 35.3 17 53.1
Neither agree nor 3 17.6 5 15.6
disagree

Disagree 0 0.0 5 15.6
Total 17 100.0 32 100.0

The idea of extending health centre hours appears to be more popular among managers
attached to Portland, while it is more popular among providers in St. Ann’s Bay. In
Portland, two of the four managers who were asked strongly agreed and two agreed,
while in St. Ann’s Bay, of the four managers who were asked, none strongly agreed, one
agreed, and the remainder constituted the three “neither agree nor disagree” responses in
the entire sample of managers. Among providers, 81.8 percent or nine of the 11
respondents in St. Ann’s Bay agreed or strongly agreed (Table A-2.2). In Portland only
61.9 percent or 13 of the 21 providers agreed or strongly agreed, and four (19%)
disagreed. Only one (9.1%) disagreed in St. Ann’s Bay.

Table A-2.2. Agreement of Providers that Clinic Hours in Some
(Type 1V) Facilities Should be Extended to the Evening, by

Parish

Response St. Ann’s Bay Portland
Number | Percent | Number | Percent

Strongly agree 3 27.3 2 9.5

Agree 6 54.5 11 52.4

Neither agree nor 1 9.1 4 19.0

disagree

Disagree 1 9.1 4 19.0

Total 11 100.0 21 100.0

The idea of extended hours also received favourable responses among clients in both
parishes, but some expressed concern about having adequate staffing arrangements in
place to avoid overextending the staff. In Portland, clients said:

“Maybe if you work during the day, you will have time to go in the night.”
[Females — Youth Urban]

“Definitely... It depends on the time that you had to come to clinic and depends
what time you get the vehicle or etcetera....Even the pharmacy can be open little
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later. Because | guess is two o’clock it lock. So if it can lock say five, or five-
thirty, it more better.”” [Females — Adult Rural]

“It wouldn’t be a bad idea; it would be a good idea....As long as they have enough
workers. Because they don’t have enough workers and the same workers have to
be working late, and they have to go home and do their business, they are going to
be tired next day.” [Females — Adult Urban]

“No man nah go nowhere a evening you know. Rum we start drink them
hours deh.” [Males — Adult Urban]

“Nuff young man might be ashamed [shy] of what they coming to deal with, so
they would probably come later.” [Males — Youth Urban]

Clients in St. Ann’s Bay said:

“The working class people, persons, rather, they would have instead of going
somewhere else, they can just go to the clinic and it would be cheaper ... Instead
of going to the private doctor at the time they might get off work, you can just go
to the health centre” [Females — Youth Rural]

“Yes, it would be more convenient for people who is working and have to leave
work certain time... But then, the staff probably would be stressed, unless you
gonna have a rotation.” [Females — Adult Urban]

“I like that. It would be easier for like people who are working late. You know you
come off at work at four, four thirty, five... then you have a better chance of
catching the clinic one time. It would be good, a long time they could have done
that. All you do is, you have shifts... workers if them tired, you have a next
person to work. Or you may be tired, yes, and confused, because you working
with so many people from the morning if you went. So therefore, it better if you
do shift also, better for you... because some workers argue in the clinic...Do a
shift.”” [Females- Youth Urban]

“If it go till eight o’clock, the only reason, you nuh have to rush, go kill off
yourself when it full up during the day. You just wait till evening kinda come
down more easier, because who was there in the day would be gone.... So, it
would be more easier.... And some people might have things doing in the day...
Can make it in the evening still, can’t make it in the day.” [Males — Youth Urban]

Responsibility for Approving Changes to Clinic Hours

Fourteen of the 15 managers who were asked (93.3%) indicated that the Regional Office
would be involved in approving having clinic hours extended in the evening (Table A-
2.3). Of these, only four (26.7%) thought that the Central MOH would be involved in the
approval. Only one respondent, at the Regional Level, indicated that the decision could
be taken independently at the parish level, indicating:
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“That is a local initiative. It really doesn’t have anything to do with the
national [or] the regional perspective. It has to do with a local decision
where the staff would come together and look at the services offered, look
at the user rate of the facility and look at the clientele, and determine if
the community would be better served by having extended services for
clients in the afternoon.”

Table A-2.3. Office(s) Responsible for Approving
Changes to Clinic Hours

Level Number Percent
Central MOH only 0 0.0
MOH and NERHA 3 20.0
NERHA only 7 46.7
NERHA and Parishes 3 20.0
Parish only 1 6.7
All three levels 1 6.7
Total 15 100.0

Policies and Procedures and Other Factors to be considered in Extending Working
Hours

One of the major issues in extending clinic hours appears to be the implications for staff
working hours and the possible need to renegotiate the working hours outlined in union
agreements, if a shift system were to be introduced. Otherwise, one respondent indicated
that:

“There are no policies that need to be changed for that. ... in the Western
region, we established them in Lucea, Green Island and Sandy Bay - Type
IV and Type Il locations... We got into trouble with money. Because
we’d have to pay session fees to staff who stayed four hours after five [0’
clock]. So that was the only problem.”

Security and staffing also appear to be major concerns, as six of the seven managers who
were asked indicated that security would have to be considered and five of seven (71.4%)
noted staffing as an issue (Table A-2.4).

Table A-2.4. Factors to be Considered in
Extending Opening Hours of the Health Centre

Level

N=7 Percent
Security 6 85.7
Cost 5 71.4
Staff 5 71.4
Other 2 28.6
No response 1 14.3




Professional Associations’ Rules Regarding Extended Working Hours

Eight of the nine managers who were asked believed that the rules or constitutions of
providers’ professional associations allow members to work extended hours (Table A-
2.5). The majority of the 24 providers asked (75%) agreed. Only two providers, both
physicians, indicated that the rules do not allow members to work extended hours. It
should be noted that a total of six physicians were interviewed, of which three indicated
that the rules do allow members to work extended working hours. One did not know.

Table A-2.5. Do the Rules or Constitutions of Health Providers’
Professional Associations Allow Members to Work Extended

Hours?
Response Managers Providers
Number Percent | Number | Percent

Yes 8 88.9 18 75.0
No 1 111 2 8.3
Don’t know 0 0.0 3 12.5
No response 0 0.0 1 4.2
Total 9 100.0 24 100.0

Staff Opinion on Working Extended Hours

Eight of the nine managers who were asked did not feel that any category of staff would
object to working during evening clinic hours (Table A-2.6). Only one respondent, a
regional manager, felt that some categories of staff may object, but did not identify any
specific category. Other respondents indicated that objections would more likely occur
on an individual basis, due to possible conflicts with an individual’s personal
circumstances or commitments.

Managers’ views are consistent with the response of providers, as 78.1 percent or 25 of
the 32 who were asked, indicated that they would not object to working during evening
clinic hours. Only four providers (12.5%) indicated that they would object to working
evening hours, as they had other commitments in the evening or interests to pursue after
normal working hours. However, it should be noted that the seven (21.9%) who objected
or were undecided, included physicians, midwives, public health nurses and pharmacists,
all specialized categories that are likely to form a core part of a late shift team, with
limited staffing available for substitutions.
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Table A-2.6. Would Staff Object to Working During Extended
Evening Hours?

Response Managers Providers
Number Percent | Number | Percent
Yes 1 9.1 4 12.5
No 8 72.2 25 78.1
Don’t know 0 0.0 3 94
No response 0 0.0 0 0.0
Total 9 100.0 32 100.0

Providers’ attitudes appear to be fairly consistent across the two parishes, but a relatively
higher percentage of providers in Portland than St. Ann’s Bay indicated that they would
object to working during extended evening hours (Table A-2.7).

Table A-2.7. Providers’ Objection to Working During Extended
Clinic Hours by Parish

Response St. Ann’s Bay Portland
Number | Percent | Number | Percen
t
Would object 1 9.1 3 14.3
Would not object 10 90.9 15 71.4
Don’t know 0 0.0 3 14.3
Total 11 100.0 21 100.0

Overtime Pay vs. Flexible Schedule

The majority of managers who were asked (9 of 11) felt that providers would prefer to
receive overtime pay to working on a flexible schedule (Table A-2.8). The provider
responses confirmed that the majority (59.4%) would prefer to receive overtime pay.
However, a significant proportion (31.3%) indicated that they would prefer to work on a
flexible schedule. One respondent cited the example of a Type Il facility in St. Mary:

“that offered those kinds of services [family planning, immunization] ...
They went up until about 8 o’clock at night. But one of the things that
prevented the services from continuing was the ... financial aspect of it,
where persons are required to be paid for sessional hours, and so funding
became a problem, as that could not continue.”
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Table A-2.8. In Working the Evening Shifts, Would Providers
Prefer to Operate on a Flexible Schedule or to Receive Overtime

Pay?
Response Managers Providers
Number | Percent | Number | Percent

Flexible schedule 1 9.1 10 31.3
Overtime pay 9 81.8 19 59.4
Don’t know 1 9.1 2 6.3
No response 0 0.0 1 3.1
Total 11 100.0 32 100.0

Providers’ preference for receiving overtime pay was fairly consistent across the two
parishes, 54.5 percent of respondents in St. Ann’s Bay and 61.9 percent in Portland
would prefer to receive overtime pay (Table A-2.9).

Table A-2.9. Providers’ Preference for Working on a Flexible
Schedule or Receiving Overtime Pay if Working Extended

Hours
Response St. Ann’s Bay Portland
Number Percent | Number | Percent

Flexible schedule 4 36.4 6 28.6
Overtime pay 6 54.5 13 61.9
Don’t know 1 9.1 1 4.8
No response 0 0.0 1 4.8
Total 11 100.0 21 100.0

Likelihood of Implementing Extended Clinic Hours within the Next Two Years

Some respondents noted that extended clinic hours have already been implemented on a
small scale. However, only 50 percent of the ten managers who were asked thought it
likely or highly likely that clinic hours would be extended into the evening to improve
access to integrated reproductive health services within the next two years (Table A-
2.10). The remainder thought it unlikely, or did not know, as they felt that the cost of
overtime pay, limited staff availability and possible objections from unions might present
obstacles.
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4.3.3

Table A-2.10. Likelihood of Implementing Extended
Clinic Hours Within the Next Two Years

Response Number Percent
Highly likely 2 20.0
Likely 3 30.0
Unlikely 1 10.0
Highly unlikely 0 0.0
Don’t know 4 40.0
Total 10 100.0

Need to Operationalise an Appointment System (Access-3)

Background

Current Situation: Currently there are no appointment times set for individual clients to
be seen by a service provider at health facilities in both parishes. As stated in Access-2
(extended evening hours), clients come early in the morning to health facilities and stay
until they are served. They may not be served for several hours. Employed individuals,
unless they are severely ill, often cannot devote so much time to obtaining health
services. Also, clients from other health facilities that are referred for STI diagnosis and
treatment cannot arrange for an appointment time. According to the FBA Study, 2001,
STI clients report that they are generally satisfied with the services provided but say that
waiting times are too long.

Proposed Change: Both parishes could explore the option of setting up an individual
appointment system starting initially in the Type 11l & 1V facilities. Adopting such a
system would help facilitate access to these types of facilities by clients. It would assist
in strengthening the referral system between Type | & I facilities to Type Il & IV
facilities (See Referral-1, strengthening STI referral). In those Type | & Il facilities that
have telephone service, the referring provider could actually help the client set up an
appointment time, or the client could more easily call the facility and know that they will
be seen at a stated time and not have to wait for hours to be served. In order for this
system to work, the providers would need to be disciplined and be at the facility on time
and adhere to the working hours of the facility. In addition, a media campaign targeted to
clients attending the facilities would have to be conducted to raise awareness regarding
the new system.

Anticipated Resource Requirements: Procedures for operationalising the appointment
system would have to be written; provider and ancillary staff would have to be trained
and sensitized to the new system of appointments. Costs associated with a media
campaign.

Costs: J$1,052,472 to J$4,327,501 to write procedures, conduct training and carry
out media campaign (See Appendix E)

40




Study Findings on Access-3
Support for an Appointment System

Managers and providers were overwhelmingly in favour of an appointment system, and
felt that clients would also prefer such a system, which they anticipated would result in
reduced client wait times (Table A-3.1). Fourteen of the 19 managers (73.7%) and 24
(80%) of the 30 providers agreed or strongly agreed. The managers expressed stronger
agreement (52.6%) than the providers (30%) regarding the importance of setting up an
appointment system.

Several providers expressed concern about the wait times currently experienced by
clients, noting that ““when they come in and can’t get through they are miserable” and
one provider in Portland observed that ““right now we have quite a few patients who
prefer to go to private doctors because they can’t wait so long.”

It was felt, however, that a benefit to the current system was that *“...if you want to do
public education on all of them (the clients) you just use that opportunity to do a public
thing.”

If an appointment system was to be put in place, one manager felt that a campaign of
public education would need to precede its introduction to prepare clients to accept it.

Providers in Portland and St. Ann’s Bay were equally likely to prefer an appointment
system. Among the managers, administrative managers were more likely to agree that
an appointment system is needed. Among managers, the strongest agreement was at
NERHA and the weakest agreement in St. Ann’s Bay.

Table A-3.1. Agreement that An Appointment System Should be Set Up
in Types 11 and 1V Health Centres, According to Managers and Providers

Managers Providers
Agreement Number Percent Number | Percent
Strongly agree 10 52.6 9 30.0
Agree 4 21.1 15 50.0
Neither agree nor disagree 2 10.5 2 6.7
Disagree 3 15.8 4 13.3
Total 19 100.0 30 100.0

Potential Barriers to an Appointment System

Only four providers were opposed to an appointment system, raising concerns about the
adequacy of staffing levels, and the potential difficulties if clients do not arrive at the
appointed time. The managers shared concerns of the providers regarding the adequacy
of staffing for this system and the failure of clients to comply with the system. One
manager in Portland noted that the reason is ““Cultural. What happens, most persons in
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Jamaica are accustomed to getting out of their beds early and coming to a health
centre.”

Other potential barriers to instituting a patient appointment system included:

Staff resistance

Staff resistance could be due to culture, unwillingness or inability to organise the
system, or having other commitments in the evening. A Manager from St. Ann’s
Bay contended that “certain hours people programme their minds that they’re
coming out and they have to go back and to go to the children, and to get them
home from school”

Limited availability of transportation for staff and clients

A Manager from St. Ann’s Bay noted “because some of them live in remote areas
and if they have the transportation leaving at a certain time, then they are forced
to come at that time, whether they get a one o’clock or two o’clock appointment.™

Limited access to telephones

A Manager from St. Ann’s Bay commented that, ““a lot of people who are in need
of primary health care do not have access to telephones, which is usually the
means by which you would make an appointment ...It wouldn’t make sense
coming to the health centre to make an appointment, as that would defeat the
whole purpose. So the appointment system would basically be restricted to a
certain category of people, whereby the health facilities are there for the public in
general”

Resistance by clients who are accustomed to attending the health facility from
early in the morning

This may be a result of their living in remote areas and having limited
transportation, as well as limited communication to allow them to set
appointments. One Manager from Portland explained, “Sometimes the patients
are accustomed to a certain system, so it’s going to take a little time to get them
used to coming at a certain time. Depending on the area they are coming from,
sometimes it might be a regular transport that leaves at that time so they have to
catch the transport to come down. They prefer to come from early and it and wait
all day.”

The current system of giving out limited numbers of tickets
The current “ticket” system leads clients to believe that they need to be at the
facility early or they will not receive service. This system will be difficult to

dispel among clients.

Conflict with the current system of group counselling, e.g. VCT for PMTCT,
which is a staff resource efficient approach
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Provider Preference for an Appointment System

Twelve of the 18 programme managers (66.7%) when asked, thought that providers in
types 111 and IV facilities would prefer a system with appointments (Table A-3.2). The
others thought that providers may prefer to continue with the current system as the
change may require greater punctuality, and some providers want to leave early in the
evenings. One programme manager expressed the need for “follow through’ if such a
system is instituted, indicating that sometimes things start *“...and there isn’t the
continuity, because you start off well, and then the staff member doesn’t follow, leaves
the service and you can’t continue...so it has to go with change about the staff as well.”
The manager anticipated provider acceptance of an appointment system because it would
facilitate “crowd control.”

Among the 29 providers asked, 24 (82.8%) said they would prefer a system of
appointments for Types I11 and IV health facilities (Table A-3.2). One provider from
Portland explained the rationale for an appointment system, saying it would be “more
comfortable for the patients. The patients don’t have to spend long hours here.”
Another provider from Portland expanded on the idea of reducing waiting time, saying,
“You don’t have this crowd of clients in clinic, which I think poses a fire risk, and a noise
hazard. And it assumes right now that the client has nothing better to do but to stay at
the clinic and wait “til six.”” A provider from St. Ann’s Bay indicated that an
appointment system would help clients because “Clients, like all of us they have their
work so that they know that they have an appointment and they can ask for a specific
appointment time so they can plan their work around the appointment. Right now
[clients] have to take a day.”

Only two providers said they would not like a system of appointments and one nurse

from Portland said the appointment system should be a block system whereby the
patients are given a two-hour block in which to come to the clinic.
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Table A-3.2. Providers’ Preference for An Appointment System
in Types 11 and 1V Health Centres, According to Managers and

Providers
Managers Providers

Agreement Number Percent Number Percent
Yes 12 66.7 24 82.8
No 1 5.6 2 6.9
Don’t know 4 22.2 3 10.3
No response 1 5.6 0 0.0
Total 18 100.0 29 100.0

Barriers to an Appointment System

The few managers and providers who did not think providers would want a system of
appointments indicated that clients might not show up on time, and that such a system
would require a change in work habits, that there might be insufficient staff, some
consultations or treatments might take longer than others and that an appointment system
might result in fewer clients being seen.

Client Preferences for an Appointment System

Most clients agreed that clients would prefer an appointment system, ““so long as they
understand”” the system, according to a woman from rural Portland. They welcomed the
possibility of not waking up at 5:00 am in order to queue for a number and not needing to
spend the whole day at the clinic waiting to be seen. Some clients were concerned that
the system should be flexible to handle emergencies. A young man from St. Ann’s Bay
suggested having some providers deal with appointments and others with emergency
cases. “...you can have three, four doctor deal with appointment, and you going to have
like two a deal with emergency.” Some suggested setting appointments for certain days
of the week rather than every day.

Office Responsible for Developing the Policies and Procedures for an Appointment
System

Among the 18 managers asked, five each said that the central MOH office with NERHA
and NERHA alone had responsibility for changing policies and procedures related to an
appointment system (Table A-3.3). Four others said the parish had the responsibility,
while two indicated that NERHA and the parish shared responsibility. One manager
indicated that only the Central MOH Office would be involved, while one indicated that
all three levels shared responsibility in addition to the relevant professional associations
and councils, and that the councils would also have to impress on their members to accept
it, and there would also need to be education of clients within the communities. One
programme manager did not feel that this was a policy barrier or required a policy
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decision, but related to a Regional decision related to the cost of changing the STI referral
system.

Table A-3.3. Which Office(s) Is/Are Responsible for Approving the
Policy on STI1 Referrals Being Seen the Same Day

Level Number Percent
Central MOH only 1 55
MOH and NERHA 5 27.8
NERHA only 5 27.8
NERHA and Parishes 2 12.3
Parish only 4 22.2
All three levels and professional organizations 1 5.5
Total 18 100.0

Policy and Procedure Changes that Would be Needed to Implement an
Appointment System

Respondents suggested:

A written policy would be needed in order to institute an appointment system

One respondent suggested that the Medical Records area may be assigned
responsibility to set appointments

Signage — signs that say clinics open 8:30 — 4:30 would have to be changed to say
come by appointment

Ensure that the system can still accommodate emergencies
Implications for opening hours and working hours and related human resource

issues including implications for implementation of a shift system or payment for
sessional hours

Steps to Ensuring No Staff Shortages

Managers made the following suggestions for ensuring that staff would be available for
appointments:

Additional staff. Recruit part-time people for a shift system, such as retirees,
institute a substitution programme

Implement sanctions for not following guidelines

Develop a schedule for staff in conjunction with the appointment system.
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= |ntegrate primary and secondary staff

= |ntroduce incentives

One manager said that ensuring staffing ““Cannot be done now.”

Likelihood that a System of Appointments Will be Set up within the Next Two
Years

Thirteen of the 18 managers who were asked (72.3%) thought it likely or highly likely
that an appointment system would be introduced within the next two years, as studies
have shown long waiting times in the health facilities (Table A-3.4). It was also felt that
the NERHA management has been proactive to ensure that high quality service is
provided. However, others expressed concern that there are unlikely to be sufficient
financial resources, and one manager at the regional level felt that this is not a priority.

Table A-3.4. Likelihood that An Appointment
System in Types 11 and 1V Health Centres Will Be
Set Up in the Next Two Years, According to

Managers

Response Number Percent
Highly likely 3 16.7
Likely 10 55.6
Unlikely 2 111
Highly unlikely 1 5.6
Don’t know 2 11.1
Total 18 100.0

4.3.4  Hiring Additional Staff (Access 4-6)

Background

Access 4-Current Situation for Physicians: Currently Runaway Bay is the only Type Il
facility in the St. Ann’s Bay Health District. A physician attends this facility one day a
week to provide curative care. Therefore, the potential for comprehensive integrated care
is limited because of the unavailability of a health care provider who can deliver a broad
range of services.

Proposed Change (St. Ann’s Bay): According to the medical officer for the district, if
another physician could be hired (preferably a Jamaican), Runaway Bay could be staffed
three days a week by a physician. Because of the additional time spent in the clinic, the
physician could provide comprehensive, integrated services and operate as a true primary
health care centre, treating not only curative clients but also all reproductive health clients
with the aid of a nurse/midwife. The physician could spend the other two days reaching
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out to the community with various health promotion activities designed to inform and to
attract clients to the health facility.

Proposed change (Portland): If an additional physician could be hired in Portland, Type
Il facilities as well as the mobile teams described in Access-1, Section 4.3.1 (Eliminate
special clinics) could have better coverage.

Anticipated Resource Requirements: The salary and benefits accorded two physicians.

Costs: J$3,796,192 for two physicians (one in St Ann’s Bay and one in Portland)
(See Appendix E)

Access 5-Current Situation for Public Health Nurses: Currently, St. Ann’s Bay Health
Centre has two physicians, one family nurse practitioner and one midwife present five
days a week. An additional physician is there four days a week. The centre offers
specialized clinic days for family planning, antenatal care, child health and STls.

Proposed Change (St. Ann’s Bay): As stated above in the section on Physicians, the
medical officer for the district states that if one more physician could be hired, not only
could the Runaway Bay facility have extra coverage, but St. Ann’s Bay Health Centre
could also have a sufficient number of health care providers available to offer true
comprehensive, integrated services. In addition, if one more public health nurse could be
hired, the specialized clinic days could be reduced or eliminated except perhaps for the
child health clinic because of the protocols relating to immunization. One nurse could
deal with postnatal, FP and pap smears every day and one nurse could deal with antenatal
clients. In this way, any client could be served for any condition or type of service they
are seeking on any particular day. It could also potentially alleviate some of the
crowding that is occurring now with patients all coming to the health centre early in the
morning for the specialized clinic day. The health centre could also try to set up stated
appointment times for clients to come to be served. (See Access-3, appointment system,
Section 4.3.3).

Propose Change (Portland): If an additional public health nurse could be hired in
Portland, Type Il facilities as well as the mobile teams described in Access-1 (eliminate
special clinics) could have better coverage.

Anticipated Resource Requirements: The additional resources are stated under Access-
4 above (two additional physicians). Also the salary and benefits accorded to two public
health nurses.

Costs: J$2,874,860 for two public health nurses (one - St AB and one — Portland)
(See Appendix E)

Access 6-Current Situation for Pharmacists: Currently there is only one Pharmacist in
the St. Ann’s Bay Health District. Her time is shared with other districts and she
therefore spends only two days a week in St. Ann’s Bay Health Centre. This restricts the
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ability of clients to obtain their medications from the health centre. She does
occasionally pre-package medications especially for the treatment of STIs, but this
activity is not consistent. On days when she is not there, the providers write prescriptions
that must be filled at a local private pharmacy. Depending on the type of drug, this could
be a difficult burden financially for the client. In addition there is also a shortage of
pharmacy personnel in Portland Parish.

Proposed change (St. Ann’s Bay): If a pharmacist or pharmacy technician could be
employed, the person could cover the three days in the health centre when the pharmacist
is not there and then spend two days at Runaway Bay during the time the physician is
there, as described in the preceding section on Physicians.

Proposed Change (Portland): If a pharmacist or pharmacy technician could be
employed, the Port Antonio Health Centre could have better coverage also.

Anticipated Resource Requirements: The salaries of two full-time pharmacists or
pharmacy technicians.

Costs: J$2,757,952 for two pharmacists (one - St AB and one -Portland)
J$1,399,222 for two pharmacy technicians (one - St AB and one — Portland) (See
Appendix E)

Study Findings on Access- 4-6
Agreement on the Need to Hire Additional Staff

Among the 14 managers who responded, seven (50.0%) strongly agreed and three
(21.4%) agreed that the regions should hire additional staff for health facilities in order to
improve client access to reproductive health services. Technical programme managers
were more likely to agree with the proposal to hire additional staff than administrative
managers. Six of the 10 technical programme managers strongly agreed (60.0%) and
three agreed (30.0%), whereas one of four administrative managers (25.0%) strongly
agree, three neither agree nor disagree (50.0%) and one disagreed (25.0%) with the hiring
of additional staff.

The majority of providers who responded were in favour of hiring additional staff. Of the
29 providers who responded, 55.2 percent strongly agreed, 37.9 percent agreed, and 3.4
percent each were either neutral (neither agreed nor disagreed) or disagreed with the
hiring of additional staff for health facilities to improve access to reproductive health
services (Table A-4-6.1).
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Table A-4-6.1. Agreement on the Hiring of Additional Staff Within the
Region to Improve Access to Reproductive Health Services, According to
Managers and Providers

Managers Providers
Level Number Percent Number | Percent
Strongly agree 7 50.0 16 55.2
Agree 3 21.4 11 37.9
Neither agree nor disagree 2 14.3 1 3.4
Disagree 2 14.3 1 3.4
Total 14 100.0 29 100.0

Offices in Charge of Approving the Hiring of Additional Staff

Diverse responses were received from 13 programme managers regarding which offices
were in charge of approving the hiring of new staff. Three respondents considered it the
sole responsibility of NERHA, three the joint responsibility of the Central MOH Office
and NERHA, two the responsibility of MOH, NERHA and Ministry of Finance &
Planning (MoFP) and another two the responsibility of the MoFP (Table A.4-6.2.). In
all, 62 percent (8 of 13) said that NERHA would be involved in some capacity in the
approval for hiring additional staff.

Table A-4-6.2. Offices in Charge of Approving the Hiring
of Additional staff

Level Number Percent
Central MOH only 1 7.7
NERHA only 3 23.1
Parishes only 1 7.7
MOH and NERHA 3 23.1
NERHA and Parishes 1 1.7
MOH, NERHA, other — 2 15.4
MoFP 2 15.4
Other — MoFP only

Total 13 100.0

Providers’ Perceptions of Categories of Staff Health Facilities Needed in Order to
Improve Access to Reproductive Health Services

The 29 providers responding identified Midwives, Nurses and Public Health Nurses as
the staff categories most needed by their facilities in order to improve access to
reproductive health services. Within the category “other,” porters and clerical workers
were the most frequently named staff category.
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Number of Responses (29)

Figure A.5-7.1 Perception of Categories of Staff Required
by Health Facilities to improve Access to Reproductive
Health Services
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Staff Categories

Policy Restrictions in Hiring Categories of Staff

Respondents particularly noted policy barriers to hiring additional Contact Investigators
(5 of 12 or 58.3%), Community Peer Counsellors (5 of 12 or 58.3%) and Community
Health Aides (5 of 12 or 58.3%). Fewer than half of the respondents of the 10-12
managers who responded for each type of staff —(see Table 4-6.3) indicated that there
were policy barriers to hiring other types of staff, including Physicians, Nurses,

Midwives, Pharmacists and Laboratory Technicians.

Managers explained that the government-established cadre that determines the number of
posts available in each institution and consequently determines budgetary allocations for
salaries, limits the number of personnel they are able to employ. The cadre was
identified as the primary policy restriction in hiring the following categories of staff

(Table A.4-6.3).
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Table A-4-6.3. Managers’ Perspective on Policy
Restrictions in Hiring Staff

Staff Category Policy restriction
Number | Percen
t
Public Health Nurse (N=12) 5 41.7
Midwife (N=12) 5 41.7
Nurse (N=12) 5 41.7
Community Health Aide (N=12) 7 58.3
Physician (N=12) 5 41.7
Contact Investigator (N=12) 7 58.3
Community Peer (N=12) 7 58.3
Counsellor
Pharmacist (N=11) 4 36.4
Laboratory Technician (N=10) 4 40.0

Policy Changes Required to Facilitate the Hiring Additional Staff

Seven of 11 managers who responded recommended that the policy on the cadre of posts
in the MOH be revised. Three managers suggested an increase in the cadre, which they
thought should be determined by benchmarking staff requirements against population
size. According to one manager, persons are currently employed on a sessional basis if a
post number is not available.

A recent decision by the MoFP to freeze hiring in the public sector has also affected the
MOH’s ability to recruit needed personnel. The MoFP therefore must approve contracts
for the hiring of additional staff.

Other Barriers to Hiring Staff

Table A-4-6.4 below highlights a number of non-policy related barriers to hiring
additional staff in the region. Most respondents noted that a shortage of qualified
applicants was the main factor that hampered their ability to hire Public Health

Nurses (86.7%) and Midwives (80.0%). A high percentage of respondents (86.7%)
thought competition from overseas was also affecting the pool of qualified Registered
Nurses from which the MOH could hire. Some 73.3 percent of respondents believed that
physicians were unwilling to work in rural areas and intimated at some physicians’
preference for secondary care assig