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1. CONTEXT AND JUSTIFICATION
Over the past five years, Barbados has been grappling with economic challenges while trying to provide
universal health coverage for its population. Economic growth has been below 1 percent (except in
2016), the fiscal balance has been negative, and the government debt to Gross Domestic Product ratio
has been over 100 percent, making Barbados one of the most indebted countries in the world. At the
same time, an aging population, rising incidence of non-communicable diseases, and the population’s
desire for new and innovative treatments are contributing to increased health care costs. In addition, the
country’s income level makes it ineligible for concessionary lending from multi-lateral institutions and
Global Fund for AIDS, Tuberculosis and Malaria (GFATM). Furthermore, United States government
support for the HIV response, provided by PEPFAR, is scheduled to end within the next three years.
These challenges are putting an increasing strain on a tax-based system for financing health care, where
health spending fluctuates according to government revenues, with gaps being funded by households out
of pocket.
The Ministry of Health and Wellness (MHW) needs sound health financing data to identify options to
address the challenges highlighted above and to monitor whether policies are achieving their intended
objectives. In this context, in 2014 Barbados conducted its first Health Accounts for fiscal year 2012/13.
The intent was to understand, for example, who was funding health care and how that spending was
used. For the HIV response, the ministry wanted to understand HIV spending to effectively plan for the
upcoming reduction in external support, and to inform its HIV Sustainability Plan.
Since the 2014 Health Accounts, significant changes have created a need for updated information on
health expenditure. The MHW is currently finalizing its health financing strategy, and is seeking updated
health spending information to provide context and inform the strategy. Historic health spending data
can:
i.

Provide a useful proxy for current resources available for health; this proxy can be used to
calculate potential future financial gaps

ii.

Demonstrate the results that have been achieved with existing spending, in order to inform
improvements in spending efficiency

Such analyses provide strong reference points for the MHW on how additional domestic resources
could be mobilized and be used efficiently for the health sector.
In addition, the National HIV/AIDS Program is preparing a sustainability plan that will outline how
Barbados will increase domestic resources for the national HIV response, and direct those resources
efficiently to meet the needs of key populations. This updated analysis of health spending will help the
National HIV/AIDS Program to understand where current funding is coming from (government, donors,
etc.), where it is being spent, how much additional resources are needed, and how resources for HIV
and AIDS are being used. It will help the MHW to understand (i) where it needs to assume greater costs
related to the HIV response as PEPFAR programs end at the end of September 2018; and (ii) how future
resources can be used efficiently to maximize the impact of HIV prevention, care, and treatment
services.
In this context, USAID’s Health Finance and Governance project (HFG) supported the MHW in 2018 in
conducting a high-level estimation of health expenditure to provide an update to the 2012/13 Health
Accounts.
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2. SCOPE OF 2016/17 HEALTH SPENDING ESTIMATION
The estimation includes:


Total health spending by key sources, e.g., government, household, and private sector (e.g., NGOs,
employers, and insurance)



Analysis of how health spending is distributed between different public and private health providers



Analysis of how health spending is used to purchase different types of goods and services



HIV and AIDS spending sources and allocations by provider type and type of service

The analysis of health spending was conducted for fiscal year 2016/17, the most recent year for which
audited government data was available. Given the limited time and resources available1, estimation of
health spending was predominantly through existing (secondary) data. The use of secondary data
necessitated that certain assumptions be made for spending by households and the private sector (see
section 3.b, Key assumptions).

3. METHODOLOGY
The estimates of 2016/17 health spending used the System of Health Accounts 2011 framework2. This
framework had also been used to conduct the 2012/13 Barbados Health Accounts. The 2016/17 health
spending estimation was conducted between June and September 2018. Figure 1 shows key steps
followed.

1 The study began in April 2018, and the global HFG project was ending in September 2018.
2 Bhuwanee, Karishmah. 2018. Barbados 2016/17 Health Spending Estimation: Final Results. Rockville, MD: Health Finance &
Governance Project, Abt Associates Inc.
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Figure 1. Key steps for estimating 2016/17 health spending
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The software used to import and analyze the data, the Health Accounts Production Tool, was developed by WHO, USAID, and other partners. It is available free
here: http://www.who.int/health-accounts/tools/HAPT/en/
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3.1 Data sources
The key data sources used, including adjustments made to the data, are outlined in Table 1.

Health
Insurance

Employers

Donor

NGOs

Household

Government

Table 1. Data sources and adjustments made

Data Collected

Source of Data

Adjustments/Comments for 2016/17
Spending

Government health
spending

Appropriation Accounts
(Ministry of Finance)

Drugs spending

Barbados Drugs Spending
(Barbados Drugs Service)
Barbados National Insurance
Scheme

Some clarifications with individual ministries
about what is health and non-health spending
were required, e.g., prisons, police, Juvenile
Center.
Confirm primary use of each drug to enable
disaggregation of spending by disease.
Ensure spending for medical expenses only
(exclude income-support).

National
Insurance—health
spending
Utilization data to
disaggregate health
spending

Queen Elizabeth Hospital,
polyclinics, Ladymeade
Reference Unit, Psychiatric
Hospital, Bayview Hospital
Barbados Statistical Service

Used to calculate distribution keys

2010 Living
Standards Survey
(raw data and
survey instrument)
NGO spending
from 2012/13
Health Accounts

Barbados Statistical Service

Used to compare household spending between
2012/13 Health Accounts and 2016/17 estimate.

2012/13 Health Accounts

Removed spending for NGOs that were no
longer operating in 2016/17.

PEPFAR health
spending

PEPFAR office (Barbados)

No adjustments made

Employers’ health
spending from
2012/13 Health
Accounts

2012/13 Health Accounts (that
was weighted to all employers
in Barbados)

Adjusted for average annual inflation rate
between 2012/13 and 2016/17.

Insurances’ health
spending from
2012/13 Health
Accounts

2012/13 Health Accounts (that
was weighted to all health
insurance policy holders in
Barbados)

Adjusted for average annual inflation rate
between 2012/13 and 2016/17.

2016 Living
Standards Survey
(raw data and
survey instrument)
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Living Standards Survey questions relate to
spending in the last 30 days. This was adjusted
for 12 months of spending.

3.2 Key assumptions and considerations for interpreting health
spending results
Given that secondary data was used to conduct this estimation, certain assumptions had to be made.
1.

Private insurers: By using private insurance spending for health from the 2012/13 Health
Accounts data, the team assumed that no significant changes had occurred since 2012/13 in the
benefit packages for health insurance and the number of health insurance policyholders. The
Health Accounts used survey data to calculate the average health spending per health insurance
holder, and then weighted this to the total number of health insurance holders in Barbados.
However, an updated number of insurance holders in 2016/17 was not available from the
Financial Services Commission. Therefore, the number of insurance holders from 2012/13 was
again used for the weighting, which underestimates private health insurance spending.

2.

Private employers: The 2012/ 13 Health Accounts used survey data to calculate the average
health spending per employee and then weighted this to the total number of employees in
Barbados. Because the Chamber of Commerce did not have an updated number of employees in
2016/17, using the number of employees from 2012/13 underestimates employer health
spending.

3.

NGOs: Adjusting 2012/13 Health Accounts data for NGOs assumed that the NGOs’ activities
and spending patterns had not changed significantly since 2012/13.

4.

Household survey: The 2016 Living Standards Survey’s Health Module asks the household
where they sought care and, separately, how much they spent for health care. The following
questions relating to health expenditure are asked:


5.15: Where was your LAST visit to a medical practitioner made?



5.20: Did you buy private medical services for yourself during the last 30 days?



5.21: How much did you spend for these private medical services for yourself in the past 30
days?



5.22: Did you buy other medical care services for yourself during the past 30 days?



5.23: How much did you spend for these other medical care services for yourself in the past
30 days?



5.24: Did you buy other medical products for yourself during the past 30 days?



5.25: How much did you spend for these other medical products for yourself in the past 30
days?



5.26: Did you buy medicines for yourself during the past 30 days?



5.28: How much did you spend for medicines for yourself at a private or public source in
the past 30 days?

The questions relating to spending relate to which services were bought (e.g., medical services,
medical products, medicines), but not to where the spending took place (5.15), which makes it
difficult for the MHW team to determine household health spending by type of provider. For
this purpose, the team assumed that spending had taken place at the provider that the
household had last visited.
5.

Disaggregating non-earmarked health spending: Some health spending is not always
earmarked to a specific provider, service, or disease. In order to unpack such spending—e.g.,
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salaries or general operating costs—and in accordance with the Health Accounts methodology,
distribution keys were used to disaggregate spending to classifications such as type of provider,
type of service, and disease. These distribution keys use health utilization data at different
providers (hospitals, polyclinics, etc.), and weight these by their cost, as a proxy for how health
spending is distributed. For example, to distribute hospital health spending by type of service
(inpatient care, outpatient care, prevention services, etc.), utilization data for those same
categories were collected, and weighted by cost, to derive proportions. To weight inpatient care
by cost, the average length of stay was used as a proxy. The proportions derived were applied
to the hospital spending.

6

4. CONSIDERATIONS FOR FUTURE HEALTH SPENDING
ESTIMATIONS
4.1 Refine Living Standards Survey
The Living Standards Survey provides a methodologically sound and regular source of data to measure
household health spending. In order to increase the accuracy of data on household health spending, it
would be useful to adjust some of the health expenditure questions in the survey. Annex A provides the
health expenditure module that is part of the Demographic and Health Survey (including interviewers’
instructions). This module provides the basic health expenditure questions (and in their logical order) to
provide a good estimate of the health spending as well as the disaggregation by provider and function,
limiting the need for assumptions in the disaggregation. It is recommended that the MHW discuss this
module in more detail with Barbados Statistics Service to see what changes are feasible and affordable to
the Living Standards Survey.
The main elements to note in this module are:


Questions about inpatient and outpatient visits are kept separate.



For each of the inpatient and outpatient sections of the survey, the household member is asked
where his or her last visit took place and how much he or she spent for this last visit. This avoids
the need to assume where household’s health spending took place.



Since hospitalizations tend to occur more rarely than outpatient visits, it is generally recommended
that the recall period for hospitalization spending be longer than for outpatient spending. Where a
household member had an inpatient visit, the Demographic and Health Survey module asks for
details on the visits and spending for each and every inpatient visit in the last six months, and
spending for outpatient visits in the last 30 days.

4.2 Work with umbrella organization to collect private nonhousehold data on a routine basis
Umbrella organizations such as the Chamber of Commerce are an important partner for the MHW in
conducting health spending analysis. They can provide a cost-effective way to collect health spending
data from their members (private employers) on a regular basis. For example, the MHW could explore
ways that (i) employer health spending and (ii) data on number of employers and the number of
employees could be captured through the Chamber of Commerce’s existing communications with its
members.
Similarly, the MHW may want to work closely with the Financial Services Commission to collect data on
health insurance spending on a regular basis. Data on health insurance spending may be captured
through the Financial Services Commission’s existing communications with its members, and to obtain
updated numbers on number of health insurance policyholders.
NGOs are very active in Barbados and play an important role in prevention work, especially for noncommunicable diseases. The 2012/13 Health Accounts and 2016/17 update have relied on the NGO
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surveys conducted by the MHW; the response rates these surveys achieved could be improved. For this
reason, the use of these data underestimates NGO spending, especially for prevention and noncommunicable diseases. Going forward, the MHW may want to think about how to collect data on
NGOs’ spending, and their activities, on a regular basis: this will help not only to coordinate the national
health response but also to provide data with which to estimate health spending and conduct other
analysis. For example, some countries have explored linking annual NGO registration on the condition
that they submit annual reports, including spending information, to the government.

4.3 Ensure consistent recording and reporting of utilization
data to facilitate disaggregation of health spending
During the 2016/17 health spending exercise, the level of detail for utilization data differed from that of
the 2012/13 Health Accounts. Some utilization data were less detailed, and some more. This meant that
disaggregation of health spending was not completely comparable in 2016/17 and 2012/13. The team
understood that not all utilization data from 2016 had been transferred to the MedData system, and
therefore the data available were incomplete. For example, in 2012/13 the team obtained detailed
utilization data for patients who attended a polyclinic for diabetes (approximately 24,000), while in
2016/17 the data received for diabetes treatment was re-labelled as “Diabetes clinic” and amounted to
only 4,000. For future health spending exercises, it is recommended that the MHW team work closely
with the public health facilities to obtain complete utilization data, broken down by inpatient/ outpatient,
and by diagnosis or ICD-10 classifications.

4.4 Conduct costing exercise to better understand cost of
essential package of services
Furthermore, a comprehensive costing exercise by type of provider is needed to support the weighting
of the utilization information for more-robust distribution keys. Such a costing study should cover all
services provided at the provider, and should not be limited to a particular disease or type of service, so
that the distribution key can be complete. Such accurate costing data can provide MHW the base
information to inform future resource allocation decisions, as well as provide a strong distribution key
to disaggregate health spending for future exercises.
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ANNEX 1: SAMPLE HEALTH EXPENDITURE QUESTIONS
FROM DEMOGRAPHIC HEALTH SURVEY FOR POTENTIAL
INCLUSION IN LIVING STANDARDS SURVEY
4

Inpatient Care

Out-of-Pocket Health Expenditure Module: Questionnaire and Interviewer’s Module. USAID/ MEASURE. Available at
http://dhsprogram.com/publications/publication-dhsqm-dhs-questionnaires-and-manuals.cfm
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Outpatient Care
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