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Message from the Minister of Health  
 

It is with heartfelt pleasure that I, the Minister of Health, on 
behalf of the Government of Bermuda present Bermuda’s 
National Health Plan 2011.  The purpose of this Plan is to 
establish the foundation for a 21st century healthcare system 
for Bermuda, and to reset the founding values and principles 
of our health system. 
 
“A community is judged by the way it treats its weakest 
members”.  This is so in all aspects of physical, emotional and 
social well being.  For this reason, it is essential that we treat 
health and healthcare as fundamental human rights.  It is not 
befitting of a fair and humane society to treat healthcare as a 
privilege of employment or as welfare for the poor.  It must 
be a right endowed equally on every resident, based on need.  
This National Health Plan sets the stage for this renewed 
direction for Bermuda’s health system. 

 
The vision for this plan was initially conceived under the direction of my dear friend and 
colleague, the late Minister of Health, the Honourable Nelson B. A. Bascome, Jr, JP, MP, 
months before his passing.  It was under his successor, the Hon. Walter Roban, JP, MP, that the 
Plan was developed, under the capable and discerning leadership of then Permanent Secretary of 
Health, Warren Jones.  The humble privilege of completing the task and presenting it to the 
public falls on me and the team at the Ministry of Health, the Bermuda Hospitals Board and the 
Bermuda Health Council.  I am honoured to do so. 
 
The reforms intended to follow from the National Health Plan will be wide-ranging and 
profound.  As they are based on the core values of equity and sustainability, I have utmost 
confidence that they will bring about long-acknowledged, and much needed improvements in 
our health system.  It will require all of us pulling together to contain the growth in healthcare 
costs and make the system affordable for all.  But with the solidarity and spirit of the Bermudian 
community, I know it will be possible. 
 

  
The Hon. Zane De Silva, JP, MP 
Minister of Health 
Bermuda 
  



National Health Plan 2011 
Ministry of Health Consultation Paper 

 

  Page 4  
  

Executive Summary  
Purpose: The purpose of the National Health Plan 2011 is to reset the direction of Bermuda’s 
health system.  It lays the foundation to make healthcare more affordable and improve access 
and quality. 
 
Context:  Bermuda’s healthcare system has served the island well for forty years.  We have a 
healthy population and good quality of services in many areas.  However, healthcare reviews 
over the past fifteen years have identified areas for improvement.  In particular, increasing 
healthcare costs and lack of affordability for some have become major concerns.  The Plan 
builds on the recommendations of past reviews, on current priorities, and existing strengths to 
establish a platform for reform. 
 
Core values:  The core values for our health system will be equity and sustainability.  Equity is 
defined as equal access to basic healthcare and proportional financial burden.  Sustainability is 
defined as spending growth in line with inflation and a health system resourced to be affordable 
for the economy, payors, providers, employers and individuals.  These values will be the 
founding principles for all health system decisions in Bermuda. 
 
Health sector goals:  There are eleven health sector goals that provide the roadmap for reform: 
1. Universal access to basic health coverage shall be assured for all residents of Bermuda. 
2. Basic health coverage shall include urgent physical and mental health care, hospitalization, 

primary care, preventive care, and health maintenance. 
3. Health coverage contributions shall be based on ability to pay to ensure equitable access to 

healthcare. 
4. Streamline use of overseas care to efficiently meet the needs of the population. 
5. Mechanisms to pay healthcare providers shall ensure optimal quality to patients and 

maximum efficiency to the healthcare system. 
6. An integrated health IT system shall be established throughout the health sector to improve 

efficiency and quality. 
7. Implement strategies to meet the healthcare needs of people with chronic illnesses, and 

physical, cognitive and mental disabilities. 
8. The quality of healthcare provision shall be monitored and regulated. 
9. Bermuda’s health system shall be financed through the most cost-effective means available. 
10. Introduction of health technology shall be regulated to ensure adequate level and mix of 

resources to efficiently meet the healthcare needs of the population. 
11. Health professionals and organizations shall assure the promotion of healthy lifestyles and 

maintenance of health conditions 
 
Building on strengths:  Three areas will be enhanced through the reform goals, while retaining 
their basic structure:  the delivery of healthcare by private and public providers, Government 
run public health services, and the commitment to subsidize vulnerable populations. 
 
Implementation & Evaluation:  Implementation of the National Health Plan will take place in 
phases over seven years.  Leadership for each goal will be given to specific agencies which will 
develop and implement action plans.  Short-term, interim solutions will be developed to address 
urgent priorities around cost-containment.  The Ministry of Health will coordinate overall 
implementation.  The Bermuda Health Council will monitor implementation and the outcome of 
reforms. 
 
Consultation process:  Feedback and comments on this Plan should be sent in writing to the 
Bermuda Health Council by 30th April 2011.  Contact details are in page 36.  
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Purpose 
 

“A community is measured by the way it treats its weakest members” 
 
The purpose of the National Health Plan is to lay the foundation for a 21st century health 
system for Bermuda, outline the goals for the organization of our healthcare sector, 
establish the context and direction of future reforms, and provide for all stakeholders 
unequivocal clarity that the founding principles of our health system shall be equity and 
sustainability. 
 
I. Context 
 
Why a National Health Plan? 

In 2009 the Government’s Throne Speech announced that a new National Health Plan 
would be developed.1

Current Strengths & Weaknesses 

  The need for this initiative arose from ongoing long-term 
concerns about healthcare costs, weaknesses in our health system and its inability to 
meet the needs of contemporary Bermuda. 
 
The core structure of Bermuda’s health system was established by the Health Insurance 
Act 1970.  The system served Bermuda well for four decades, particularly in the context 
of a small-knit, affluent community, during many years of economic growth and high 
employment.  However, after forty years, that structure is no longer enough. 
 
Numerous health sector reviews have repeatedly identified gaps within our health 
system; and although there have been changes in the health sector, the core structure 
has remained, with proposed reforms focusing on isolated aspects.  Over the years, 
many improvements have been seen but, as in health systems around the world, many 
challenges have also emerged, often as a result of economic, social and demographic 
shifts, and sometimes as unintended consequences of the system itself.  With limited 
containment measures, healthcare costs have been increasing significantly above 
inflation; and with rising unemployment an increased number of individuals are being 
left without coverage.  In a global context, Bermuda compares unfavourably to most 
other high-income nations in its failure to secure universal health coverage despite a 
comparatively high level of expenditure.  The need for reform has been long identified.  
The time for reform is 2011. 
 
The purpose of this National Health Plan is to bring Bermuda’s health system into the 
21st century.  The aim is to build on our strengths, establish new goals for our health 
system, and set on course the necessary reforms to modernize the health sector, correct 
existing gaps and lay the blueprint for a fairer and sustainable healthcare system for 
Bermuda. 
 

The Health Insurance Act 1970 provided for Bermuda’s health system to be financed 
primarily through compulsory private insurance for employed persons and their 
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spouses, and secondarily through government subsidies for children, indigent 
individuals, and elderly persons (aged 65 years and over).  The Act mandates that 
employers provide health insurance and finance 50% of a minimum package – the 
Standard Hospital Benefit (SHB).  The subsidies established were to cover SHB for the 
specified populations.  This has been the core structure of Bermuda’s health system for 
four decades. 
 
The first large-scale review of Bermuda’s healthcare sector was commissioned in 1993.  
Seventeen years and numerous reviews later, the health system remains largely 
unchanged in its basic structure.  For the past forty years, it has been delivered through 
a mix of private and public sectors in both provision and financing, with significant 
reliance on private health insurance.  Appendix I provides a summary of the healthcare 
reviews produced between 1996 and 2010, covering 15 known reportsi,  starting from 
the seminal Oughton Report, which was commissioned in 1993 and completed in 1996.  
Some of the reports cover similar ground, and others have specific areas of focus.  
However, reviewing them as a collective highlights the commonality between them in 
the problems they identified in Bermuda’s health system, and in the recommendations 
they made to correct these challenges.  In particular, the common themes repeated 
throughout the reviews are: 
 
Box 1: Summary of recurrent themes in healthcare reviews between 1996 and 2010 

Recommendations / Observations Reports including recommendation 
 Review the Standard Hospital Benefit Oughton Report 1996, Morneau 

Sobeco 2008, PwC Report 2009 
 Contain the rate of increase in healthcare costs Oughton Report 1996, Arthur 

Andersen 1998 & 2000, Ernst & Young 
2004, PwC 2009 

 Address the inequitable access to insurance 
coverage for some populations 

Oughton Report 1996, Essential Public 
Health Functions Assessment 2005, 
Ramella 2005, Health Accounts Report 
2010 

 Place greater emphasis on prevention and health 
promotion 

Oughton Report 1996, Essential Public 
Health Functions Assessment 2005, 
Well Bermuda 2006 

 Reform the reimbursement methodology for 
providers 

Oughton Report 1996, Arthur 
Andersen 1998 & 2000, Ernst & Young 
2004, PwC 2009 

 Establish a central electronic data repository for 
all healthcare data 

Oughton Report 1996, Arthur 
Andersen 1998, Ernst & Young 2004, 
PwC 2009 

 

                                                           
i These are the Oughton Report (Health Care Review Sub-Commitee, 1996), Creating Solutions that Work (Arthur 
Andersen, 1998), Bermuda Healthcare Redesign Initiative (Arthur Andersen, 2000), Physician reimbursement review 
(Ernst & Young, 2004), Health Priorities Report (Department of Health, 2005a), Health Systems and Services Profile 
(Ramella, 2005), Essential Public Health Functions Assessment (Department of Health, 2005b), Well Bermuda: A 
National Health Promotion Strategy (Attride-Stirling, J., 2008), A Tale of 2 Hospitals (Ombudsman for Bermuda , 
2007), Actuarial Review for BHeC (Morneau Sobeco, 2008), Estate Master Plan Review (Johns Hopkins Medicine 
International, 2008); Bermuda Fee Schedule Project (PwC, 2009), Health System Profile 2009 (Bermuda Health 
Council, 2010), the Mental Health Plan (Bermuda Hospitals Board, 2010), and the National Health Accounts Report 
(Bermuda Health Council, 2010). 
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These recommendations, covered to a greater or lesser extent in each of the stated 
reports, are the common themes that have appeared systematically in reviews over the 
past fifteen years.  This National Health Plan includes each of these points in the goals 
set out for a 21st century health system for Bermuda. 
 
But ultimately, these issues must be addressed not just because past reports have said 
to do so, but because current evidence continues to demonstrate the need.   In assessing 
the performance of Bermuda’s current health system its core challenges reflect the 
tenor of the recommendations of past reviews.  Different models exist to evaluate the 
performance of a health systemii

 

, but they generally share a focus on assessment of 
health status, access or responsiveness, cost and financial risk protection.  Bermuda’s 
health system can be crudely assessed on some of these variables and benchmarked 
against other high-income countries with strong economies and sophisticated 
healthcare systems such as Bermuda’s.  The Organization for Economic Cooperation and 
Development (OECD) provides a suitable point of comparison.2 

Health status:  Bermuda compares well with the OECD on 2007 life expectancy at 
birth (Bermuda 79.0; OECD mean 79.1), and infant mortality rates (Bermuda 3.0iii

 

; 
OECD average 3.9). 

Access

 

:  Bermuda has approximately 2 physicians per 1,000 population; the OECD 
average is 3.1 per 1000.  Nurses are 8.1 per 1,000 population in Bermuda while the 
OECD average is 10.6.  However, the Bermuda figures have not been adjusted for use 
of overseas physicians and facilities, which will reduce these gaps; and the ratios 
must be interpreted in the context of the island’s size.  Conversely, Bermuda has 3.1 
MRI and 3.1 CAT scans per 10,000, while the OECD average is 1.1 and 2.3 
respectively.  Likewise, medical technology overseas has not been accounted for, 
which increases access and utilization. 

Cost:  Bermuda’s level of expenditure per capita is greater than the OECD average; in 
2007/08 Bermuda spent USD PPP 4,959iv

 

, while the OECD 2007 average was USD 
PPP 2,984.  Health expenditure represented 8.5% of Bermuda’s national wealth; the 
OECD average was 8.9%.  However, this level of per capita expenditure places 
Bermuda as the second-most expensive health system compared to other high-
income countries, surpassed only by the United States (2007 USD PPP 7,290). 

Financial risk protection: Bermuda compares unfavourably to the OECD on health 
insurance coverage for a core set of services, with 90% to 95%v estimated to have at 
least basic insurance coverage in Bermuda, whereas most OCED countries provide 
100% coveragevi

                                                           
ii See, for example (WHO, 2000), (WHO, 2003), (OECD, 2009), and (Roberts, Hsiao, Berman, & Reich, 2008). 

 of a basic package in excess of Bermuda’s.  

iii Based on five-year average between 2003 and 2008. (Bermuda Health Council, 2010) 
iv Bermuda 2007/08 total health expenditure per capita was BDA $7,885. To enable international comparison 
Bermuda dollars are converted to USD Purchasing Power Parity (PPP), resulting in US PPP $4,959, applying 2007 PPP 
rate of 1.59.  
v Bermuda Census 2000 reported that 5% of the population lack any health insurance (Census Office, 2001). A survey 
commissioned by the Bermuda Health Council in 2008 found that 10% of respondents said they were without health 
insurance (Profiles of Bermuda, 2008). Although the exact uninsured population is not knowable at this time, the 
current reality is that health insurance is voluntary for persons who are not eligible through employment or 
subsidies, and survey data indicates that such populations are without coverage despite the availability of a low-cost 
plan. 
vi Of 30 OECD countries studied in 2007, 18 provide coverage to 100% of their population, and a further 8 provide 
cover to 98% of their population. Only 4 countries covered less than 97% of the population: the Slovak Republic 
(95.5%), the United Sates (85.3%), Mexico (82.5%) and Turkey (77.2%). (OECD, 2009) 



National Health Plan 2011 
Ministry of Health Consultation Paper 

 

  Page 8  
  

 
Thus, at the broadest level, it can be said that Bermuda’s healthcare system is delivering 
overall population health outcomes comparable to other high-income countries, and 
that resources may be generally meeting need adequately.  However, the level of 
expenditure is comparatively high, and there is inequity in the financial risk protection 
offered to the population, which compares unfavourably to most high-income countries.  
 
There are, therefore, many strengths in Bermuda’s health system, not least its strong 
public health sector, good personal care provision, good access to high-quality overseas 
hospitals, sufficient manpower and infrastructure capacity, a high overall level of 
financing, and government subsidies for vulnerable populations.  These strengths have 
yielded the positive outcomes enjoyed by the island to date, and they must be 
maintained and built upon.  Further, a strong economy, historically high levels of 
employment and generous insurance benefits from employers have secured good cover 
and access to healthcare for many individuals.  Nevertheless, the system is not without 
challenges. 
 
In 2008/09 Bermuda’s per capita health expenditure was BDA $8,661; which 
represented 9.2% of our national wealth.  Comparison to OECD countries places our 
health system as the second most expensive, while failing to achieve universal coverage.  
Indeed, all but four OECD countries provide health insurance coverage to more than 
98% of their population and spend less on healthcare than Bermuda.  This highlights 
concerns about the cost-effectiveness of our system. 
 
In addition, the level of expenditure is not affordable for a significant number of people.  
In 2008 it was reported that 11% of households were below the low-income threshold 
of $36,605; for these households a per capita health expenditure of $8,661 would 
represent a substantial financial challenge.  In 2004 well-off households spent 4.5% of 
their income on healthcare, while poor households spent 10.3%.3  Likewise, white 
households spent 6.3% versus black households at 8.1%.  These differences result in 
inequitable access to healthcare and inequitable outcomes.  Life expectancy over the 
past half century has increased by 14 years; however, the gap in life expectancy 
between blacks and whites has narrowed by only one year in six decadesvii.  Inequity is 
a significant and material concern in Bermuda’s current health system, a position 
incongruous with the Universal Declaration of Human Rights contention that we “should 
act towards one another in a spirit of brotherhood”viii

Analysis of our performance and comparison to high-income countries indicates where 
the problems may lie.  In Bermuda 72% of healthcare is financed through the private 

.  Inequity may be expected in our 
society with respect to material wealth and consumer goods; but it cannot be accepted 
with respect to basic rights, like care and dignity, in a sophisticated, cultured and 
affluent community such as ours.  Bermuda’s health system must redress this injustice. 
 

                                                           
vii Overall Bermuda life expectancy increased from 65 years in 1950 to 79 years in 2007. In 1950 life expectancy was 
63 for blacks and 68 for whites. In 2007 life expectancy was 76 for blacks and 80 for whites. The gap narrowed from 
5 years in 1950 to 4 years in 2007. 
viii The first article of the declaration states that “All human beings are born free and equal in dignity and rights. They 
are endowed with reason and conscience and should act towards one another in a spirit of brotherhood”. (Universal 
Declaration of Human Rights, 1948). 
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sector, compared to 30% in the OECDix.  Globally, evidence indicates that reliance on 
private insurance is closely associated with higher overall levels of expenditurex and 
greater inequity in healthcare financingxi

                                                           
ix There are wide variations across the OECD; for example private expenditure on healthcare is 10% in Luxemburg, 
25% in the UK, 30% in Canada, and 65% in the USA. (OECD, 2009) 

.  In Bermuda most provider fees are not 
regulated, which is generally associated with higher price levels; and the fee for service 
methodology we apply to reimburse providers is also associated with higher costs, 
particularly where fees are unregulated.4  Additionally, peculiar to Bermuda’s context is 
the use of overseas care, which has contributed the greatest increases to overall health 
expenditure, having risen by 106% between 2004 and 2009 (or an average of 21% per 
year)5. 
 
Furthermore, Bermuda, like most high-income countries, anticipates a future where the 
demographic characteristics and health status of the population will present significant 
financing obstacles for the health system.  As the size of the elderly population increases 
relative to the working population, health systems around the world are grappling with 
identifying sustainable means of financing.  In addition, the growth in chronic non-
communicable diseases like heart disease, cancer and diabetes also places greater 
strains on the system’s capacity, particularly as the population ages.  Significantly, the 
size of the elderly population and health status do not alone determine the overall levels 
of expenditure; for example, the population aged over 65 years is 12% in the United 
States (and Bermuda), compared to 21.5% in Japan where healthcare costs are nearly 
two thirds lower.  Further, rates of obesity or smoking have not been shown to have a 
direct relationship to the overall level of healthcare expenditure of a country.6  
Nevertheless, these factors contribute to the financing stresses faced by any health 
system, as dependency ratios change and fewer able-bodied adults are available to 
provide for the infirm. 
 
Bermuda is not alone in these challenges, but it is unique in its combined characteristics 
of size, affluence, geographical position and political cohesion.  All of which place our 
small island in an inimitable position to bring about positive change. 
 
  

x Private contribution mechanisms have been found to involve limited pooling of risks and to link payment to risk of 
ill health and benefits to ability to pay; further, it is hypothesised that reliance on private finance may exacerbate 
healthcare expenditure growth due to weak purchasing power of private insurers and individuals against providers. 
(Thomson, Foubister, & Mossialos, 2009), pp. xxiii). 
xi Private health insurance has been found to be “highly regressive in countries in which it plays a significant role and 
the majority of the population relies on it for coverage (as in the United States and Switzerland)” (Thomson, 
Foubister, & Mossialos, 2009) pp.33). 
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II. Core Values: Equity & Sustainability  

 
“Everyone has the right to a standard of living adequate for the health and well-being of 
himself and of his family, including food, clothing, housing and medical care and necessary 
social services.”  (Universal Declaration of Human Rights, 1948) Article 25(1) 
 

Equity 

“Equal access to basic healthcare and proportional financial burden” 
 
Health and medical care are fundamental human rights.  As such, a strong and 
successful health system must ensure that every member of the population has equal 
access to them.  Health and medical care are essential to the physical, emotional and 
intellectual prosperity of individuals.  Equal access to health and medical care are 
essential to the economic and social prosperity of a community.  For these reasons, it is 
not sufficient to guarantee health only to some.  Any portion of the population left 
without basic healthcare becomes a burden to their community because, as health 
inequalities take hold, children develop less well, become young people who struggle 
with basic skills necessary to compete in the labour market, and become parents less 
able to provide opportunities for their families, and seniors with greater health 
problems, more likely to die prematurely.  As a country we must ask not only ‘what is 
the price of equity’, but ‘what is the price of inequity’.  Equal access to health and 
medical care are not just social priorities, they are fundamental ethical imperatives. 
 
Significantly, it is essential to note that more equity does not mean greater expense for 
our health system.  International experience of other high income countries provides 
evidence that total health expenditure does not determine equity in coverage and access 
to healthcare.  The more significant predictor of equity is not cost but organization of 
financing mechanisms, and Bermuda should adopt models that satisfy the right of 
equity.xii

                                                           
xii A study by the Commonwealth Fund found that health coverage design affects access to care and health spending 
levels, with the most equitable systems not being the most expensive (Schoen, 2010). 

  
 
A core value of Bermuda’s 21st century health system, therefore, will be equity.  Equity 
is defined as equal access to basic healthcare and proportional financial burden.  
The structure of the system, the provision of healthcare and the mechanisms for 
financing it will be founded on the ethical principle that “everyone has a positive right to 
the minimum level of services and resources needed to assure fair equality of 
opportunity”7.  Thus, Bermuda’s health system will provide universal coverage, 
solidarity in financing, and equal access to basic and essential healthcare.  This shall 
recognize that individual healthcare needs differ according to factors such as age, 
gender and disability, and that capacity to contribute financially is least among those 
with the greatest need.  All residents shall have access to essential care based on need, 
and contributions to healthcare financing shall be based on ability to pay.  To achieve 
this core value, significant changes are needed in the way the health system is 
structured. 
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Sustainability 

“Spending growth in line with inflation and resourced to be 
affordable for the economy, payors, providers, employers and individuals” 

 
The second of the two core values for Bermuda’s 21st century health system is 
sustainability.  The growth in health spending as a proportion of gross domestic product 
(GDP) must be contained.  Health spending cannot be permitted to threaten other areas 
of economic activity; it must be economically and fiscally sustainable if it is to serve its 
purpose and achieve the ultimate goal of assuring a healthy population.  Significant 
reforms will be needed for Bermuda to achieve this, revolving largely around cost-
containment.  The proportion of national wealth we dedicate to health is comparable to 
other countries, but more efficiency can be gained, and the rate of increase can be 
slowed with appropriate cost-containment measures. 
 
Sustainability, therefore, shall be a priority in all decisions about Bermuda’s healthcare 
system.  Sustainability is defined as spending growth in line with general inflation, 
levels of expenditure that continue to be affordable to the economy, coverage 
levels that are affordable to public and private payors, reimbursement levels 
affordable to providers, and financial contributions affordable for employers and 
individuals. 
 
Sustainability also refers to the need for individual responsibility among the public and 
healthcare providers with respect to wellness and preventive care, which together 
contribute to a healthier population with reduced need for expensive medical 
interventions.  Furthermore, sustainability requires that healthcare resources be 
sufficient to meet the healthcare needs of current and future generations, and assure the 
economic and social prosperity of the island.  Thus, sustainability in all aspects of the 
health system is paramount to Bermuda’s prosperity, which will require prudence in 
resource utilization, and significant cost-containment efforts across the health system. 
 
Balancing the requirement for sustainability with the need to maintain high quality in 
the delivery of healthcare, and with the realities of an aging population, the increase in 
chronic non-communicable diseases, and the ever-growing availability of complex and 
expensive medical technologies is a tremendous challenge; but not an insurmountable 
one.  With solidarity, innovation, knowledge of local trends, vigilance of international 
experience, and an ability to capitalize on current strengths, Bermuda can achieve a 
sustainable healthcare system. 
 
 
III. Health Sector Goals  
 
The Ministry of Health of the Government of Bermuda, as the primary steward of the 
island’s health system, has established the following as the goals for Bermuda’s health 
sector.  These are grounded on the founding principles for the health system:  equity and 
sustainability.  The aim of these goals is to set the agenda for reform and developments 
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in the health sector, and to provide unequivocal clarity to all the stakeholders on what 
the priorities are for our health system as of 2011. 
 
The goals have been produced through collaboration with numerous stakeholders 
under the Ministry of Health, comprised of the Department of Health, the Health 
Insurance Department, the Bermuda Hospitals Board, the Bermuda Health Council, the 
National Office for Seniors and the Physically Challenged, the Corporate Services Unit, 
and the Minister of Health.xiii

Access 

  They reflect current priorities and address existing 
problems, but have been grounded on historical identification of the reforms needed, 
and represent evidence-based policy imperatives. 
 
The goals are built around three themes:  access, quality and efficiency.  Equity and 
sustainability resonate as the foundation of each goal. 

 

1. Universal access to basic health coverage shall be assured for all residents of 
Bermuda 
 
Beginning from the premise of the Universal Declaration of Human Rights that 
everyone has a right to health and medical care, the National Health Plan pledges to 
ensure basic and essential healthcare coverage for 100% of Bermuda’s residents.  
Coverage enables financial access to healthcare8 and, globally, the relationship 
between access to healthcare and improved health outcomes is irrefutable9.  Thus, 
for Bermuda to achieve better health outcomes, improve life expectancy, and reduce 
disparity, universal access is a necessary condition.  Eligibility shall be determined 
according to residence which shall be defined in law, and the package of services 
covered shall be defined in law and sufficient to meet the basic needs of the 
population. 
 Implementation of this goal is dependent on achievement of other goals, which are 

anticipated to require three years to complete.  It is expected that this goal will be fully met 
in 2013. 

 
 

2. Basic health coverage shall include urgent physical and mental health care, 
hospitalization, primary care, preventive care, and health maintenance 
 
To enable universal access to basic and essential health coverage, a core set of 
services will be defined as the basic level of healthcare or essential healthcare.  
OECD countries that have achieved universal coverage of healthcare costs do so by 
prescribing the services covered.  Defined benefits packages generally include acute 
in-patient care at 100% and outpatient primary and specialist care at varying levels 
of cover, sometimes requiring co-payment.  Pharmaceuticals and dental care are 
often partially covered, but countries vary greatly in the extent of cover available.10  
Bermuda’s current minimum package, the Standard Hospital Benefit, covers most 
acute in-patient care, excluding fees of non-salaried professionals.  The basic 
package will be reformed and enhanced to ensure it provides financial risk 

                                                           
xiii See Appendix II Strategic Planning Process, for a summary of the planning and development process. 
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protection and appropriate access to essential healthcare beyond hospitalization.  
Bermuda’s basic health cover shall be defined in law to include urgent physical and 
mental health care, medically-necessary care required in acute in-patient settings, 
basic primary care, health maintenance, and clinical preventive services including 
screening, counselling and treatment.  In Bermuda’s context, portability of coverage 
for medically-necessary treatment not available locally will be required.  Benefit 
package design will be guided by the principles of equity and sustainability, to 
ensure the level of coverage is accessible, appropriate and affordable. 
 Designing a level of coverage appropriate and affordable for Bermuda is anticipated to 

require one year of development.  The cover shall be implemented in 2012.  
 
 
3. Health coverage contributions shall be based on ability to pay to ensure 

equitable access to healthcare 
 
Equity is a founding value of the National Health Plan.  It is defined as equal access to 
essential healthcare and proportional financial burden.  The goal of universal access 
will be of limited value if achieving it impoverishes the sick, the old and the socio-
economically disadvantaged.  Indeed one of the core goals of health systems, as 
defined by the World Health Organisation, is to exact a fair financial contribution 
from the population11.  Equity, therefore, shall not be undermined in the pursuit of 
universal coverage in Bermuda.  Empirical analysis of international experience has 
concluded that “to truly provide risk protection, a universal system based on ability 
to pay is required”12.  The move to proportional contributions represents the most 
significant reform of the National Health Plan.  It will enable healthcare costs to be 
affordable by all members of the community, and it fundamentally changes the way 
in which healthcare is defined, abandoning its treatment as a consumer good or 
commodity, and accepting its position as a merit good13 - a public good; one which 
must be accessible based on need. 
 Like universal access, this goal is dependent on completion of other goals in the Plan with a 

timeframe of three years.  It is anticipated that proportional contributions will be 
implemented in 2013 alongside universal coverage. 

 
 

4. Streamline use of overseas care to efficiently meet the medical needs of the 
population 
 
Bermuda is like other small-island nations, and unlike other high-income countries 
in its need to access overseas hospitals for specialist care not available locally.  The 
Bermuda Hospitals Board provides the major part of acute care needed by residents, 
but a community hospital in any jurisdiction is not capable of developing the 
volumes or economies of scale necessary to provide complex, tertiary treatment.  
However, overseas care represents the most significant area of increase in health 
expenditure in Bermuda, having risen by 106% since 2004.14  This is unsustainable 
for all payors.  Resources must be redirected to streamline the use of overseas 
hospital care to medically necessary cases where high quality, cost-effective 
treatment is not available locally; and patients must be directed to facilities with 
proven clinical quality that are cost effective.  Providers, payors and patients will 
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have a role in curtailing the use of overseas facilities to contain the increase in 
healthcare costs, while assuring quality care for the population. 
 Strategic development to address this systemic challenge is expected to require two years 

to implement. 
 

Quality 
5. Mechanisms to pay healthcare providers shall ensure optimal quality to 

patients and maximum efficiency to healthcare system 
 
International experience demonstrates that no payment system is without flaws.  
Different mechanisms to pay healthcare providers, such as fee-for-service, salary, 
case rates, capitation or pay-for-performance, each produce a set of incentives and 
distortions to behaviour, which impact on the cost of healthcare and the quality of 
care.  Decisions on which reimbursement methodology to employ have to be 
appropriate for the context of a particular jurisdiction, and must be adopted with the 
knowledge of which disadvantages the system is prepared to tolerate.15  
Nevertheless, evidence indicates the advantages and weaknesses of each 
methodology16, which Bermuda must consider to determine appropriate 
reimbursement mechanisms for the various providers in the healthcare systemxiv

 It is anticipated that this work will take three years to develop and implement, and to be 
rolled out in 2013 alongside universal coverage. 

.  
As part of the review and reform of reimbursement mechanisms, fees to providers 
shall be regulated to ensure affordability and financial sustainability.  This will 
address recommendations of numerous past healthcare reviews and introduce an 
essential component to cost-containment17.  Jurisdictions that regulate provider fees 
have lower healthcare costs18 with no negative impact on outcomes or resources19.  
International experience demonstrates that application of regulated fee schedules is 
associated with greater success in containing healthcare costs; more so than 
variables such as ageing, health status or utilization of services.20  In Bermuda more 
than half of healthcare expenditure is attributable to services with unregulated fees.  
Mechanisms shall be implemented to review regulatory oversight of regulated fees 
and expand the scope to include non-hospital care.  Furthermore, following 
successful experience in other jurisdictions, the cost impact of increases to regulated 
fees shall be prevented from escalating above inflation21.  

 
6. An integrated health IT system shall be established throughout the health 

sector to improve quality of care and efficiency 
 
Health information technology (IT) system is used here to refer to digital records of 
patient data designed to enable the systematic collection of information about 
healthcare for individual patients and populations.  Such systems can apply to a 
single institution or be shared across a range of healthcare settings.  They may 
include a range of information including demographics, medical history and billing.22  
Integrated health IT systems have been found to improve healthcare quality by 

                                                           
xiv Reforms will monitor and build on the Bermuda Hospitals Board’s 2009 switch to a diagnostic related groups 
(DRG) billing methodology (Bermuda Hospitals Board, 2010) to ensure this change produces tangible cost-
containment results in the health system. 
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reducing medical errors23, streamlining the patient journey, and providing evidence-
based decision support; they have also been found to reduce healthcare costs and 
improve reporting24.  Such systems must ensure confidentiality and may enable 
improved patient access to relevant information.  Bermuda’s healthcare sector 
requires improved communication and coordination between stakeholders, to 
which an integrated health IT system can contribute significantly.  Collaboration 
between providers and payors will be required to build on current electronic data 
interface capability, and extend it further to include integrated electronic health 
records. 
 Moving Bermuda’s health sector to an integrated health information system is estimated to 

require five years to develop, design and achieve a phased implementation in 75% of the 
health sector.  Initial developments to establish infrastructure requirements and build on 
electronic claims submission will take place in the first two years. 

 
7. Implement strategies to meet the healthcare needs of people with chronic 

illnesses, and physical, cognitive or mental disabilities 
 
Care for vulnerable populations has been a challenge for Bermuda, as for other high-
income countries.  These can be individuals of any age, but are often primarily 
seniors and persons with physical, cognitive or mental disabilities.  With changing 
cultural values, growing dependency ratios, and weakening family ties, individuals 
and their families can suffer unduly and face dire financial challenges to meet long-
term care needs.  While aging, mental health and disability can be discrete 
populations, the challenges surrounding them in Bermuda often overlap around 
long-term care and home care.  In particular, three issues are of concern:  
availability, coordination, and financing.  Many of the needs have been identified in 
reports on aging25, disability26 and mental health27, but a strategic approach is 
required to develop a coordinated network of services to assure availability of 
appropriate institutional and community care through the private and public 
sectors.  With respect to financing, subsidies are an appropriate mechanism but 
concerns exist about the level of financing available and structural challenges in 
meeting this need.  Evidence from other jurisdictions indicates that private 
insurance solutions have not succeeded in addressing this gap28.  The mechanisms of 
actuarial insurance appear to not be suitable to the risks associated with needing 
long-term care29.  Indeed, the circumstances of this need are increasingly seen as 
better suited to financing from general taxation and social insurance which enable 
broader risk spread and better financial security for the population.  Bermuda is 
currently using this mechanism, but not by design.  Reforms are required to 
implement strategies to meet the health needs of these populations, and formalize 
financing mechanisms to ensure fiscal and economic sustainability. 
 Development and implementation is expected to require four years to complete. 
 

8. The quality of healthcare provision shall be supervised and monitored 
 
Outside the hospital setting, Bermuda’s healthcare system has limited mechanisms 
to monitor the quality of healthcare offered by individual professionals and 
providers.  Statutory Councils allow for professional self-regulation and oversight, 
but there is limited accountability and, in a small, tight-knit community, the 
challenges of self-regulation are especially marked and evident30.  Existing 
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regulatory structures establish mechanisms for setting standards of behaviour, 
competence and education of health professionals, keeping of registers of licensed 
professionals, and provide for handling cases of poor practice.  However, there are 
insufficient mechanisms to deal with patients’ concerns with respect to quality and 
billing, and inadequate provision for professional peer review or clinical audit.  
Some categories of service provision are closely monitored, and a small number 
require accreditation.  It is the aim of the National Health Plan to broaden the scope 
and quality of oversight and the coordination of care in order to assure patient 
safety. 
 Development is expected to require four years, starting after other key reforms are in 

place. 
 

Efficiency 
9. Bermuda’s health system shall be financed through the most cost-effective 

means available 
 
The Ministry of Health will identify the most cost-effective mechanisms to finance 
healthcare using international experience and benchmarks of financial performance 
in comparable jurisdictions.  The academic and policy literature indicates that 
financing healthcare via numerous disparate agents can have negative implications 
for cost containment31, efficiency32 and equity33.  International experience has 
demonstrated empirically that healthcare access and cost are determined greatly by 
the way in which coverage is financed.  Indeed, countries that rely less on voluntary 
health insurance can be less expensive and provide better access to healthcare.34  
Assuring equitable universal coverage of a sound basic package requires application 
of health financing arrangements that provide value for money for the health 
system, proportional financial burden for individuals, and solidarity in financing for 
the community.35  Importantly, private insurance will continue to play a significant 
role in healthcare financing in Bermuda; however, the scope and function will reflect 
the priorities and imperatives necessary to achieve equity and sustainability.  
International experience globally provides evidence of efficiency measures available 
that may be applied in Bermuda.  Detailed financial modelling to reform and 
optimize Bermuda’s financing mechanisms will be undertaken to enable evidence-
based decisions on coverage and funding sources, including grants, subsidies, and 
private insurance. 
 Formulation of financial models to identify cost-effective financing mechanisms is 

anticipated to require three years to complete and implement. 
 

10. Introduction of health technology shall be regulated to ensure adequate level 
and mix of resources to efficiently meet the healthcare needs of the population 
 
Bermuda currently has limited control on the introduction of new health 
technologies to the system.  Health technologies refer to medical equipment, 
facilities, pharmaceuticals and professionals.  Internationally, high rates of 
availability of high-cost technologies are associated with increased health system 
costs with no corresponding benefit on outcomes36.  Conversely, high rates of human 
resource are not associated with increased utilization or costs37.  The lack of 
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regulatory control of high-cost equipment in Bermuda has been identified as a 
priority area to assist in containing costs and preventing unnecessary duplication of 
services.38  While entry of professionals is regulated by statutory Councils under the 
Ministry of Health, past reviews have raised concerns about the need for processes 
to make evidence-based decisions on Bermuda’s human resource needs39. 
 
Pharmaceuticals are a specific area of concern within the context of health 
technology.  As new drugs are developed and population demographics and health 
status change, expenditure on pharmaceuticals has accounted for a growing 
proportion of healthcare costs across health systems.  Policy makers globally have 
been addressing the challenges presented by the growth in pharmaceutical 
expenditure, relative to the economy.  Bermuda’s pharmaceutical expenditure was 
10% of total health expenditure in 2004.40  In 2007 the island spent 1.4% of gross 
domestic product on prescription drugs alone, compared to the OECD average of 
1.5% for all pharmaceuticals including over-the-counter drugs41.  Significant 
challenges are faced by Bermuda as a small, isolated jurisdiction with respect to 
importation, control and pricing42, which have negatively impacted access for some 
sectors of the population.  Review of this sector will identify policy options to 
enhance the affordability of prescription drugs, and may consider development of a 
list of essential drugs with regulated prices to ensure affordability. 
 Mechanisms shall be implemented to control the entry of new technologies with a phased 

approach prioritising high-cost medical equipment, followed by facilities, pharmaceuticals, 
human resources, and services.  It is estimated that the initial phase will take two years.  
Subsequent developments are estimated to require a further three years to implement. 

 
11. Health professionals and organizations shall assure promotion of healthy 

lifestyles and maintenance of health conditions  
 
Over the last forty years, chronic non-communicable diseases have replaced 
infectious diseases as the major causes of mortality in Bermuda, as in other high-
income countries.  In 2007, 77% of all deaths in Bermuda were due to chronic non-
communicable diseases, specifically heart disease (47%), cancer (25%), and 
diabetes (5%)43.  This is believed to be directly linked to the obesogenic 
environment44 prevalent within the community, characterised by inactivity and poor 
nutrition, which has resulted in 64% of the population being overweight or obese45.  
In addition, health professionals share concern over the prevalence of other health 
problems that are induced or exacerbated by poor lifestyle choices and socio-
environmental conditions, including respiratory diseases, sexually transmitted 
infections, mental illness, and substance abuse.46  No health system can address 
these challenges with an exclusively curative approach to healthcare.  Health 
promotion and health education have been identified as priority areas globally and 
in Bermuda to tackle these wholly preventable problems, which are placing 
unnecessary stress on limited healthcare resources.47  The Well Bermuda Strategy 
has set out the agenda for health promotion on the island, with broad community 
support.48,49  The National Health Plan embraces the progress made across the 
health sector in this regard, with the expectation that further gains will be made and 
monitored, resulting in a measurably healthier population. 
 This goal is already underway; the objective is to encourage, and monitor, greater 

progress. 
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IV.  Building on Strengths 
 
Despite the broad reforms of the National Health Plan, key elements of the current 
health sector will continue to be the bedrock of the system’s structure:  the way in 
which healthcare is delivered, the public health infrastructure, and the principle of 
subsidizing vulnerable populations.  In all areas, review and reorganization will be 
essential to ensure continued improvement in their execution, but overall there has 
been no historical precedent identifying them as significant challenges to the sector, and 
there is no evidence to indicate a need for overarching reforms.  Indeed, international 
evidence supports adherence to the current organisation in these core areas.50  These 
existing strengths have been omitted from the health sector goals which focus on areas 
where significant reforms will take place.  By contrast, the National Health Plan will 
pursue maximum improvements in efficiency and effectiveness in the organisation of 
healthcare delivery, public health services and subsidies, without reforming them 
fundamentally. 
 

Organisation of healthcare delivery  
Currently healthcare is delivered in Bermuda by a mix of private and public providers.  
In total 47% of expenditure is by the public sector, with 40% accounted for by the 
Bermuda Hospitals Board.  The remaining 53% of expenditure is by private sector 
healthcare providers, including pharmaceuticals and overseas care.  None of the 
reviews of the healthcare system over the past fifteen years have identified weaknesses 
or challenges with respect to this distribution.  Further, there is no empirical evidence 
to suggest that this mix has a negative impact on quality of care or healthcare costs51.  
Past reviews have highlighted a need to enhance coordination of care between the 
various sectors and providers, and it is anticipated that introduction of an integrated 
health information system will assist in this regard.  Consequently, the current 
organisation of the healthcare delivery system will be maintained, with a majority of 
healthcare delivered by private providers, public health services by the government, 
and hospital care by the Bermuda Hospitals Board as a quasi-autonomous non-
governmental organisation.  Essential components requiring review are communication 
and coordination between stakeholders, and organization of the medical community, in 
particular primary care, in order to optimize the capacity within the system, reduce 
duplication, eradicate information gaps, and improve the patient journey and 
population health outcomes.  Any necessary changes in this area will be subsumed 
under various reform goals including #5 on reimbursement, #6 on health IT, #7 on 
long-term care, and #8 on quality of care. 
 

Public health services  
The public health authority of any jurisdiction lies within the state.  This is also the case 
in Bermuda.52  The role of public health is to assure the conditions in which people can 
be healthy.  Its focus is on the health of the population, as opposed to individual patients 
or personal care.  The Department of Health is responsible for promoting and protecting 
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the physical, psychological and social well being of the community to enable the island’s 
residents to realize their optimum quality of life53.  It achieves this through numerous 
public health programmes delivered in large part at no charge to the public and 
financed through taxation.  Unlike personal care, which benefits primarily the 
individual, public health benefits the population as a whole, for example, by keeping it 
free of vaccine preventable diseases, and controlling infectious diseases such as 
HIV/AIDS.  The 2005 assessment of Bermuda’s public health functions highlighted 
strengths in public health provision54.  Consequently, the financing and delivery 
structures for public health shall be maintained, ensuring adequate resources are 
available to meet the changing needs of the population. 
 
Essential public health functions requiring review and improvement include:  
monitoring and reporting on population health status, implementation of health 
promotion strategy, promotion of public health principles and health-promoting 
environments in government, the private sector and civil society, enhanced 
organizational capacity, research, evaluation and quality assurance of public health 
services, and fuller enforcement of public health laws.  Any necessary changes will be 
identified through various health sector goals, including #1 on universal access, #2 on 
basic and essential cover, #5 on quality of care, #6 on health IT, #7 on long-term care, 
and #11 on wellness. 
 

Subsidies for vulnerable populations 
Communities have an ethical imperative to provide for those among them who, for 
circumstances beyond their control, cannot provide for themselves.  In Bermuda’s case, 
this is the purpose of the subsidies provided by the Ministry of Health, which ensure 
public coverage, through taxation, of basic healthcare for the youth, the aged, and the 
indigent (under the Health Insurance Act 1970). This is in keeping with the Universal 
Declaration of Human Rights which, after establishing the right to health and medical 
care, states that everyone has “the right to security in the event of unemployment, 
sickness, disability, widowhood, old age or other lack of livelihood in circumstances beyond 
his control.  (Universal Declaration of Human Rights, 1948), Article 25(1) 

 
The declaration goes further to identify two special categories of population: mothers 
and children, which are entitled to additional care and attention.  Specifically, all 
children are to be granted equal social protection: 
 

Motherhood and childhood are entitled to special care and assistance.  
All children, whether born in or out of wedlock, shall enjoy the same 
social protection”.  (Universal Declaration of Human Rights, 1948), Article 
25(2) 

 
The subsidies provided in the health system, and the mechanism to finance them, shall 
be strengthened to enable Bermuda to protect the right to basic healthcare for 
vulnerable, dependent populations, and ensure solidarity in financing for the long-term 
benefit and security of Bermuda as a whole.  The subsidy programmes shall be 
enhanced to optimize the principles of equity and sustainability.  This must include a 
review of eligibility criteria, consideration of means-testing where appropriate, cost-
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containment measures for providers and patients, and commitment to adequate levels 
of financing by Government.  Measures to optimize sustainability shall continue to 
provide for the vital protection of Bermuda’s children.  Any necessary changes will be 
identified through goals #7 on long-term care, and #9 on cost-effective means of 
financing our healthcare system. 
 
These three areas of the health system will be retained, as they represent strengths in 
the health sector, and contribute to the quality of health outcomes and the achievement 
of equity and sustainability of the health system.  However, continued improvement in 
all areas is expected to address known gaps and adapt to National Health Plan reforms.  
Improved administration in these three areas of the health sector should contribute to 
greater efficiency and sustainability.  However, their conceptual role and basic structure 
will be retained in Bermuda’s reformed health system. 
 

V. Implementation  
 
The goals set out for the health sector are extensive in scope, conceptually profound and 
technically complex.  Implementation will thus require a phased approach, aiming for 
broad implementation over a seven-year period overall, but anticipating achievement of 
the core principles of universal access and proportional financial burden by 2013.  
Priority will be given to the goals requiring more urgent action, ordering priority 
according to technical requirements. 
 
Table 1 shows the timeline intended for development and implementation of each 
health sector goal; however, implementation details are not included here.  The National 
Health Plan is a medium-term plan, but implementation of short-term, interim 
measures will be essential to address urgent and pressing challenges in Bermuda’s 
health system regarding affordability and growth in health spending.  These will be 
identified and implemented alongside the development of detailed action plans to meet 
each reform goal. 
 
The Ministry of Health will oversee rollout by assigning responsibility for each goal to a 
specific agency within the health sector.  The lead agency will be tasked with developing 
a detailed action plan in collaboration with health sector partners.  The guiding 
principle will be to assign responsibility for each goal to one entity with relevant 
expertise, which will be required to work collaboratively with relevant stakeholders 
and technical experts to develop and implement an action plan with specific objectives 
and resource allocation to address the goal.  Some goals will be rolled-out concurrently 
due to their overlap as necessary precursors to other goals.  Lead agencies will be 
responsible for rolling out both action plans to achieve the goals by the stated deadline, 
and short-term, interim measures to address cost-containment and affordability. 
 
The Ministry of Health will report bi-annually on progress towards the goals to ensure 
accountability and timely completion. 
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Table 1: Timeline for implementation of health sector goals  
Health Sector Goals Due 2011 2012 2013 2014 2015 2016 2017 
11. Health professionals and organizations shall assure the 
promotion of healthy lifestyles and maintenance of health 
conditions 

In 
place X       

2. Basic health coverage shall include urgent physical and mental 
health care, hospitalization, primary care, preventive care, and 
health maintenance 

2012 X X      
4. Streamline use of overseas care to efficiently meet the needs of 
the population  2012 X X      
9. Bermuda’s health system shall be financed through the most 
cost-effective means available 2013 X X X     
5. Mechanisms to pay healthcare providers shall ensure optimal 
quality to patients and maximum efficiency to healthcare system 2013 X X X     
1. Universal access to basic health coverage shall be assured for all 
residents of Bermuda  2013   X     
3. Health coverage contributions shall be based on ability to pay to 
ensure equitable access to healthcare  2013   X     
7. Implement strategies to meet the healthcare needs of people 
with chronic illnesses, and physical, cognitive or mental disabilities 2014 X X X X    
10. Introduction of health technology shall be regulated to ensure 
adequate level and mix of resources to efficiently meet the 
healthcare needs of the population 

2012 
2015 X X X X X   

6. An integrated health IT system shall be established throughout 
the health sector to improve efficiency and quality 2015 X X X X X   
8. The quality of healthcare provision shall be monitored and 
regulated  2017    X X X X 
 
 
Significant technical expertise will be required in the development of the action plans.  
The nature of each goal will define the expertise required; however, given the centrality 
of equity and sustainability as the founding values, which demand the most significant 
reforms, much of the initial work will require detailed policy, economic, financial, 
actuarial and technological analyses.  Health policy and economic analyses will be 
required to identify the financing and reimbursement mechanisms that will achieve the 
efficiency gains needed in the system.  Financial modelling will be required to establish 
financing sources and levels, with future projections allowing for demographic changes.  
Actuarial, policy and medical expertise will be required to design a new package of 
defined benefits for Bermuda, to replace the current standard hospital benefit.  
Expertise in information and communication technology, and knowledge and 
understanding of the health sector’s readiness for transfer to an integrated health 
information system will be essential to its successful design and implementation.  
Pharmacoeconomic and medical expertise will be required to develop an effective 
national drugs formulary.  Lastly, continued public health leadership, and the 
collaboration of all healthcare professionals, community stakeholders, and the public 
will be needed to shift Bermuda’s culture with respect to health and healthcare. 
 
The National Health Plan is intended to set in place the direction of reforms; it is not 
intended to provide technical detail on activity towards implementation.  The purpose 
is to establish the conceptual direction for Bermuda’s health system in the 21st century 
in a brief document, to be developed with public consultation and political support.  
Notwithstanding, accountability in its roll-out, monitoring of implementation, and 



National Health Plan 2011 
Ministry of Health Consultation Paper 

 

  Page 22  
  

evaluation of outcomes will be essential to ensure minimum disturbance necessary to 
the most important elements of our health system:  patients and the public, and the 
professionals who care for them. 
 
 
VI. Evaluation  
 
Assessment of performance is essential to any health system.  The Ministry of Health 
will report bi-annually on progress towards the health sector reform goals to ensure 
accountability and timely completion.  However, to proceed in the delivery of healthcare 
without measures of performance is unlikely to result in success.  Therefore, evaluation 
of the performance of Bermuda’s health system shall be an integral part of monitoring 
the outcome of reforms.  To this end, mechanisms shall be established to assess 
performance across time and in comparison to other sophisticated health systems. 
 
The Bermuda Health Council and the Department of Health have published the first 
report on the quality of healthcare in Bermuda in the report Health in Review55.  The 
model utilized is a compilation of over 100 indicators of performance developed by the 
OECD56.  It provides reliable information on measures across most OECD countries on 
key indicators of performance including health status, quality of care, access, cost and 
financial risk protection.  They include, but go considerably beyond, the crude measures 
provided in section I of this document.  Bermuda has been benchmarked against those 
jurisdictions which have similarly strong economies and sophisticated health systems.  
This shall be the mechanism to evaluate the performance of the health sector and the 
impact of the National Health Plan reforms. 
 
Following the priority given to equity in the Plan, data collection will require bolstering 
to enable comparisons on core demographic variables:  gender, age, income and race.  
By and large, the first two are generally covered in existing data collection mechanisms; 
but income and race are less frequently collected variables.  It is anticipated that 
development of an integrated health information system will enhance data availability 
and Bermuda’s capacity to accurately measure and report on performance. 
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VII. Conclusion 
 
If we are to prosper as a country we must ensure the health of the population is 
protected first and foremost.  Why?  Because without health we perish:  we perish 
physically, mentally, intellectually and economically. 
 
The National Health Plan, thus, starts from the assumption, as stated in the Universal 
Declaration of Human Rights, that:  
 

“All human beings are born free and equal in dignity and rights.  They 
are endowed with reason and conscience and should act towards one 
another in a spirit of brotherhood”. 

 
It is in this spirit that the Plan has been devised:  in the spirit of individual responsibility 
within community solidarity; to protect the right to dignity, the right to care and the 
right to physical and emotional integrity for every resident man, woman and child of 
Bermuda.  The goal is to leave no one behind, because our community will only be as 
strong as the weakest among us.  Equity, therefore, is a founding principle of Bermuda’s 
National Health Plan, and it is expressed in the inclusion of goals to achieve universal 
access and solidarity in financing. 
 
Further, experience over the past forty years, exemplified in fifteen healthcare reviews 
over the past fifteen years, has repeatedly highlighted the need for sustainability.  To 
control increases in healthcare costs beyond growth in national wealth will require 
significant reform to the system and considerable sacrifice for some healthcare 
providers, administrators, and the public.  But these challenges pale in comparison to 
the insurmountable problems Bermuda would face should it fail to contain these costs.  
Thus, sustainability is the second founding principle of this Plan, which is expressed in 
the priority given to reforming the way in which we finance and pay for healthcare. 
 
Finally, the National Health Plan has sought to establish the conditions necessary to 
ensure that every resident of Bermuda has a right to health and healthcare.  Because 
this is not only about money, it’s about prosperity for all. 
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Appendix I: Summary of Healthcare Reviews 1996 to 2010 
 
It can be said that Bermuda has been engaged in a process of healthcare reform since 
the early 1990’s when the need for a review of our healthcare system was first 
commissioned.xv

Oughton Report 1996 

  Since that time, several reviews and studies have been conducted 
outlining a series of observations, reforms and recommendations deemed necessary for 
our healthcare system to continue to thrive.  From the 1996 Health Care Review (the 
“Oughton Report”), to the most recent 2010 Health Accounts Report, numerous reports 
have focused on various aspects of Bermuda’s healthcare sector, which provide 
invaluable history, background, findings, verdicts and, above all, common themes.  The 
2011 National Health Plan must begin from the lessons learned and outlined in those 
reports, consolidating repeated themes to ensure this plan sets on course the 
implementation of, both, reforms long-identified as necessary and new priorities for 
21st Century Bermuda. 
 
The purpose of this Appendix, therefore, is to provide a brief outline of fifteen 
healthcare reviews in Bermuda over the past fifteen years, in order to lay the context for 
the reforms to be sought over the next fifteen years. 
 

In 1993 the Health Care Review Sub-Committee was formed by the Minister of Health, 
Social Services and Housing in response to community concerns over the escalation of 
healthcare costs and the quality of healthcare locally.  The purpose of the Health Care 
Review was to determine whether Bermuda’s healthcare system satisfied the healthcare 
needs of the population, was cost-effective, was efficient and provided an appropriate 
minimum level of care that was accessible to and affordable by all residents, with due 
regard to age, income and health status.  The review was to make recommendations to 
optimise the delivery of healthcare services and to implement recommendations, where 
possible, in the process of conducting the review.  The Committee completed its final 
report in 199657, formally entitled Health Care Review Final Report, but otherwise 
known as the “Oughton Report” after Senator Alf Oughton who headed the committee. 
 
The Oughton Report advocated for a healthcare philosophy focused on nurturing a 
healthy nation by promoting good health, providing affordable basic healthcare services 
to all residents, promoting personal responsibility for health, reliance on market forces 
to improve services, and intervening in the health sector where market forces failed to 
keep healthcare costs down.  In this regard, the report acknowledges that “we cannot 
allow market forces alone to structure our health system.  The Government has to 
intervene to prevent over-supply, moderate demand and create incentives to keep 
healthcare costs under control”58. 
 
The review was conducted by four expert task groups, which together produced 104 
technical recommendations. The report advocated for the basic structure of Bermuda’s 

                                                           
xv Healthcare reform had in fact been the object of public and political attention since the 1980’s, as evidenced by 
studies to review healthcare for the elderly (Chappell & Marshall, 1991), (Department of Management Services, 
1992), (Department of Management Services, Undated), and emergency services (Department of Management 
Services, Undated), as cited by Ramella 2005. 
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health system to remain unchanged, but to enhance home care and preventive care 
programmes.  Overall, the 100-plus recommendations focused on enhancing 
coordination of the health system to:  improve quality of care; control costs; enhance 
data availability through integrated, electronic systems; and enhance financial 
structuring through various mechanisms affecting subsidies, coverage for the indigent, 
overseas care, and pricing of the standard hospital benefit.  Key among their 
recommendations was the improvement of the “basic medical care package”; this was 
seen as necessary because, even at that time, “the standard hospital benefit [fell] short 
of what might be considered in today’s world [1996] as being reasonable coverage”59. 
 
Arthur Andersen Report 1998 
Following publication of the Oughton Report, the Government commissioned Arthur 
Andersen Healthcare Services in 1997 to review its 104 recommendations, and 
investigate and prioritize various strategic initiatives.  The outcome sought was to 
improve quality and access to health care in Bermuda while maintaining or reducing 
total healthcare expenditure.  Their report, Creating Solutions that Work60, was 
completed in 1998. 
 
Arthur Andersen’s findings conclude that the growth in healthcare expenditure taking 
place in Bermuda was due to the growth in the elderly population, inflation in medical 
costs due to demand and technological developments, dramatic increases in the cost of 
pharmaceuticals and ancillary costs, inappropriate delivery of site of care utilization, 
public demand for highest-level of care in the world, and use of overseas facilities for 
tertiary and elective care.  In addition, the report identified that:  the quality of 
healthcare services required improved monitoring and benchmarking; the focus of the 
standard hospital benefit on curative medicine and acute episodic interventions 
required broadening to place greater coverage of prevention and medical management 
programmes; and it would be critical to the implementation of changes to the system “to 
have accessible, timely, and accurate data relative to disease management, general 
health planning, health status, cost detail and utilization”61.  The report advocated for a 
central, electronic repository of this data. 
 
The report condensed the Oughton Report’s 104 recommendations into seven broad 
recommendations: 

1. Promote the use of alternative and preventive care services, sites and personnel. 
2. Develop partnering relationships with overseas providers. 
3. Implement diseases management and prevention programmes (for specific 

chronic diseases). 
4. Address physician-owned ancillary services/equipment. 
5. Develop a universal billing and coding format (for hospitals and physicians). 
6. Create a central data repository for all healthcare data (including clinical and 

financial data). 
7. Conceptually evaluate various reimbursement methodologies for hospitals, 

physicians and ancillary providers. 
 
In addition, the report observed an apparent paucity of system-wide vision at that time, 
noting that the provision of healthcare services seemed fragmented and uncoordinated, 
without a central group or body accountable for system-wide healthcare activities. 
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Arthur Andersen Report 2000 
In 2000 the Health Insurance Commission, under the Ministry of Finance, commissioned 
Arthur Andersen to conduct the “Bermuda Healthcare System Redesign Initiative”.62  
This report reviewed the healthcare reimbursement model in place in Bermuda.  It 
followed from Arthur Andersen’s earlier report, focusing on recommendation #7, and 
aiming to develop alternative “reimbursement methodologies for hospitals, physicians 
and ancillary providers”.  The report is presented as an interim update of the redesign 
efforts, which at that time were at the stage of considering alternative reimbursement 
options for the hospital, including tiered per diems, case rates, percentage premium and 
utilization management; and alternative reimbursement options for physicians, 
including fee for service, budgeted fee for service, percentage premium and utilization 
management.  In addition, the review was considering alternatives to other aspects of 
healthcare delivery to lower costs, including a fast track unit for some urgent care, 
overseas care contracts, use of home health rather than extended care unit, disease 
management programmes, and establishment of a pharmacy formulary. 
 
Available evidence suggests this initiative ceased to operate at some time after this 
report was produced, and by 2004 when the next review was undertaken by a new 
contractor, the Arthur Andersen initiative had been abandoned. 
 
Ernst & Young 2004 
In August 2004 Ernst and Young conducted for the Ministry of Health and Social 
Services an analysis and recommendations “to identify a new physician fee-setting 
methodology and fee schedule to better meet the needs of government, providers and 
payers”63.  Their report notes that in 2003 Bermuda adopted a commercial Relative 
Value System employed by Ingenix, a US company that published data reflecting fees 
charged by physicians in various US regions.  Ernst & Young reported that the Bermuda 
Joint Fees Committee (which recommended adjustments to regulated physician fees for 
treatment in hospital or in relation to a hospital stay)xvi

1. Conversion to the RBRVS, which was widely accepted in the USA. 

, was considering whether to 
adopt the Ingenix schedule based on fees for Tampa, Florida (at the 50th percentile).  
Although undecided on this point, the Joint Fees Committee is reported to have agreed 
that a new reimbursement model should be developed in the longer term, and in the 
interim a fee schedule increase should be implemented to the existing regulated fees. 
 
The Ernst & Young report considered the implications of these proposals, and analyzed 
and compared Bermuda 2004 fees, to Ingenix, Tampa 50th percentile charges, and to the 
US Resource Based Relative Value System (RBRVS).  Their report recommended:  
 

2. Use of a single conversion factor for all physicians. 
3. Use of site-of-service differential. 
4. An immediate fee update to reflect inflationary trends; specific rates were 

included in the recommendation. 
 

                                                           
xvi As per the Medical and Dental Charges Order of Bermuda Hospitals Board Act 1970 (Under section 13A). 



National Health Plan 2011 
Ministry of Health Consultation Paper 

 

  Page 27  
  

Ernst & Young did not support the proposed use of the Ingenix Tampa 50th percentile 
for Bermuda on the grounds that there was no basis for using Tampa as a benchmark, 
and estimating that such a shift would result in an 80 percent increase in the cost of 
physician care. 
 
Health Priorities Report 2004 
In 2004 the Department of Health conducted an exercise to establish Bermuda’s Health 
Priorities.  Such a review had been among the recommendations of the Oughton 
Report64.  Community and government organisations were convened to review health 
and population data in the context of an established methodology, the Assessment 
Protocol for Excellence in Public Health (APEX) method65.  APEX is an established tool 
designed to help communities determine priorities among health problems in an 
impartial, systematic and objective mannerxvii

Ramella Report 2005 

.  The group of twenty community and 
government partners reviewed Bermuda’s leading causes of death, the 2000 Census 
information on self-reported health conditions, the 1999 Adult Wellness Survey66 and 
the 2001 Teen Wellness Survey67.  These were considered in the context of Bermuda’s 
social fabric to agree on a prioritisation of our most important health concerns.  
Through a process of discussion and ranking it was established that our most pressing 
health issues, in order of priority, are:  overweight and obesity, heart disease and stroke, 
respiratory diseases, diabetes, accidents and violence, sexually transmitted infections, 
HIV/AIDS, mental illness, back/spine problems, cancer, substance abuse, smoking, 
chronic renal disease, and arthritis.  This process of prioritisation was intended as a first 
step towards creating a common agenda for health across all sectors.68 

 

One of the key recommendations of the Oughton Report, echoed to some extent in the 
first Arthur Andersen Report, was the creation of the Bermuda Health Council.  The 
prevailing view was that Bermuda’s health system would benefit from an independent 
entity to coordinate its various elements.  Thus, in 2004 the Bermuda Health Council Act 
established the Bermuda Health Council as a Quasi-Autonomous Non-Governmental 
Organisation with the mission to regulate, coordinate and enhance the delivery of 
healthcare services in Bermuda.  In preparation for the establishment of the Council, the 
Ministry of Health and Family Services conducted a series of exercises to launch the new 
entity.  Among them was the commissioning of Bermuda’s first Health Systems and 
Services Profile in 2004.  The “Ramella Report”, informally named after its author, 
utilized an established methodology from the Pan American Health Organization69, and 
represented the most comprehensive review of Bermuda’s healthcare system since the 
Oughton Report.  The methodology is not designed to produce recommendations, but to 
describe the current status of the health system and its reform efforts.  The report 
presented, among other analyses, Bermuda’s first update of health accounts since the 
Oughton Report.  The report conducted, for the first time an analysis of household 
healthcare financing and expenditure by income bracket, race and age, demonstrating 
significant inequity in Bermuda’s health system70. 
 
 

                                                           
xvii The tool is a modification of a method developed by J. J. Hanlon in 1954 (Pickett & Hanlon, 1990), (Hanlon, 1954). 
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Essential Public Health Functions Assessment 2005 
In 2005 as part of the work to establish and launch the Bermuda Health Council, the 
Department of Health, in collaboration with the Pan-American Health Organisation, 
conducted the Essential Public Health Functions Assessment71, to evaluate the 
performance of Bermuda’s public health system.72  This assessment was conducted with 
assistance from 23 public health partners and stakeholders from the community and 
other government agencies. 
 
The overall assessment was a positive one, indicating areas of strength in: 
 Public health surveillance, control of risks and threats. 
 Institutional capacity for regulation and enforcement. 
 Monitoring, evaluation and analysis of health status. 

 
Areas for improvement were in:  
 Health promotion. 
 Evaluation and promotion of equitable access. 
 Human resource development and training. 
 Social participation in health. 
 Quality assurance. 

 
 
Well Bermuda 2006 
In 2006 the Department of Health produced “Well Bermuda:  A National Health 
Promotion Strategy”, which was updated in 2008.  The strategy was produced in large 
part as a response to the Essential Public Health Functions Assessment result of 2005, 
which identified health promotion as an area requiring strengthening, and in response 
to earlier calls since the Oughton Report of 1996 that Bermuda place a greater emphasis 
on health promotion.  The aim of the strategy was to provide “a unifying vision and set 
of goals for a healthy Bermuda”.73  The strategy is based on three broad themes:  healthy 
people, healthy families, and healthy communities, which outline 18 goals for national 
priorities, objectives and action areas for health promotion.  Examples include 
encourage maintenance of a health body weight, reduce prevalence of diabetes and 
associated complications, promote positive parenting, promote a better quality of life 
for seniors, encourage smoke and drug free lifestyles, and stopping violence before it 
begins.  Implementation of the strategy was to be rolled out in collaboration between 
the Department of Health and various community and government partner agencies. 
 
 
The Ombudsman’s ‘A Tale of 2 Hospitals” Report 2007 
In 2007 the Office of the Bermuda Ombudsman conducted a systemic investigation into 
allegations of discrimination involving medical professionals at King Edward VII 
Memorial Hospital.  While not a review of Bermuda’s health system, and focused 
exclusively on Bermuda’s single, acute hospital, the report does include a 
recommendation that pertains to the health system more broadly.  Recommendation VI 
states that “The Bermuda Hospitals Board (BHB), in conjunction with relevant internal 
committees, the Ministry of Health, the Bermuda Medical Council (BMC) and the 
Bermuda Health council should engage in a strategic review of Bermuda’s clinical 
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manpower needs, including whether BHB, BMC or other entity should hold the work 
permits of the specialists who practice only at KEMH”.  Several recommendations also 
address issues of data collection and systematization.  The Bermuda Hospitals Board 
accepted the Ombudsman’s recommendations and moved swiftly to implement 
necessary changes.74 
 
Morneau Sobeco Actuarial Review 2008 
In 2008 the Bermuda Health Council, having taken over the recommendation of the 
Standard Premium Rate (SPR, the price of the Standard Hospital Benefit (SHB)) from 
the by-then defunct Health Insurance Commission, commissioned Morneau Sobeco to 
conduct the actuarial work to determine the SPR.  As preparation for the actuarial 
review, a report75 was produced analyzing the status of various elements affecting the 
SPR and SHB, including the Mutual Reinsurance Fund (MRF) and the Health Insurance 
Plan (HIP) which, at the time, were legislatively under the management of the Bermuda 
Health Council.  The report reviewed the purpose of the rate setting mechanisms and its 
underlying philosophy, the pooling of risks, equalization, transparency and profitability 
within the system, the rate table structure and cross subsidization, sufficiency of the 
data, and discussion around a desirable rate setting target and the adequacy of 
reserving.  The report described how the system operated and made a number of 
recommendations based on its findings: 
 
 With respect to the Standard Hospital Benefit the report recommended an 

analysis of the aged subsidy, a review of the pricing of supplementary benefits, 
formulation of a policy with respect to the determination of the SPR, and 
obtaining and analyzing more insurance data. 

 
 With respect to the Mutual Reinsurance Fund the report recommended 

reviewing the methodology to determine the MRF premium, reviewing the 
rebalancing mechanisms it intended to provide and the role it played in the 
system, and reviewing whether the benefits covered were appropriate. 
 

 With respect to the Health Insurance Plan it recommended to determine a target 
level of reserving, considering the appropriateness of the rate table structure and 
the effect of the aged subsidy, considering the impact of the upcoming 
FutureCare plan. 
 

 With respect to the Annual review process the report recommended gathering 
data from insurers on a more regular basis, and gathering data by age bands and 
category of coverage to enhance analysis. 

 
Johns Hopkins Medicine International Report 2008 
In 2008 the Johns Hopkins Medicine International, commissioned by the Bermuda 
Hospitals Board (BHB), produced a review of the BHB’s Estate Master Plan76.  Produced 
with public consultation throughout, the report was published in November 2008 with 
a recommendation on how to develop BHB’s acute care hospital over the coming 25 
years. It also concluded that the mental health hospital and continue care services 
required further consultation and collaboration with the community to agree strategies 
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for these populations; consequently, it recommended that these be managed as separate 
projects to ensure appropriate consultation and attention for each one.  Subsequently 
Government approved the a plan to renovate and build 50% more new space at the 
existing King Edward Memorial Hospital building over five years.77  
 
Price Water House Coopers Report 2009 
In 2008 the Bermuda Health Council (BHeC) commissioned Price Water House Coopers 
(PwC) to conduct a review of physician fee setting in Bermuda to analyze physician 
payment levels and arrangements, and develop an alternative fee schedule for the 
existing regulated fees (for physician procedures in hospital or in relation to a hospital 
stay).  The report made numerous findings regarding the availability of physician claims 
data, the quality of the data available, variations in coding practices and the level of 
regulated physician fees in Bermuda.  The study also compared Bermuda rates to the 
US, but the report noted that comparisons between Bermuda and US benchmarks 
should be treated with caution because the cost of doing business had not been taken 
into account (including income tax requirements).  The study found that:78 
 

a) From 2003 to 2008 physician fees in Bermuda increased by an average of 4.8%. 
This fell mid-way between CPI (3.7%) and CPI: health & beauty (6.1%) increases. 

 
b) Compared to Medicare RBRVS

 

 (i.e. public rather than commercial rates), 
Bermuda fees were 23% higher than New York, 28% higher than Chicago, 33% 
higher than Dallas and 26% higher than Boston. 

c) Compared to Medstat commercial rates in the US

 

, Bermuda fee levels overall 
were:  1% lower than NY City, 12% higher than Chicago, and 15% higher than 
Dallas. 

d) Compared to NY City commercial rates (Medstat), Bermuda fees per specialty

 
The PwC Report produced six recommendations to address data quality and 
standardization, and physician reimbursement issues: 
 

 
were:  7% higher for surgery, 15% higher for evaluation & management 
(composite), and 59% lower for obstetricians.  Further, the reports notes that it 
is possible that rates for anaesthesia may have been approximately 50% lower, 
although this could not be demonstrated empirically with the data available. 

1. Develop standard definitions for regulated services. 
 

2. Work to further improve the systematic collection of annual aggregate data 
regarding health care delivery (including physician services) and health care 
financing (including health insurance loss ratios) to facilitate a more robust 
analysis of payment levels in the near future. 
 

3. Work to improve the quality of health care data collected, with a focus on data 
elements required for transparent implementation of current regulations, 
including physician identifiers, physician specialty identifiers, CPT-4 codes and 
CPT-4 modifiers, and units of service. 
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4. Consider reporting of claims processing metrics, e.g. payment, processing and 

financial accuracy rates and turnaround-time. 
 

5. Continue to determine the dollar value of fee multipliers specific to Bermuda. 
 

6. Consider use of US Medicare Resource Based Relative Value Scale (RBRVS) to 
replace the current Ingenix relative value units, including consideration of the 
implication of eliminating variation in payment levels by specialty for the same 
procedure codes. 

 
 
Health System Profile 2010 
In 2010 the Bermuda Health Council produced an update of the Health Systems Profile 
2009, as an update on the original 2004 version.  The report utilized the same PAHO 
methodology to describe the structure of Bermuda’s health system and review reform 
initiatives and updates since the previous publication.  In particular, the report outlines 
key health system changes in the five years since 2004, among which were:79 

1. 2006 the Bermuda Health Council was established. 

2. 2006 the National Health Promotion Strategy was launched. 

3. 2008 the Sylvia Richardson Care Facility was opened to provide residential, 
nursing and day care to seniors. 

4. 2008 approval was granted to expand the KEMH. 

5. 2009 FutureCare was launched to provide a low-cost, comprehensive health 
insurance plan for seniors. 

6. 2009 the Lamb Foggo Urgent Care Center was opened to improve access to care 
for the East End of the island, and reduce the strain on the emergency 
department at KEMH. 

7. 2009 KEMH implemented a new billing system based on Diagnostic Related 
Groups, which replaced the previous per diem billing. 

8. 2009 BHB introduced a hospitalist progamme to enhance the quality of care. 

9. 2009 the Health Insurance Department (HID) engaged in a project to upgrade 
their information technology infrastructure to improve efficiency. 

10. 2009 two of the seven licensed health insurers operating in Bermuda withdrew 
from the market, one voluntarily, the other put into receivership by the Bermuda 
Monetary Authority. 

11. The Ministry of Health introduced reforms to regulations for professionals 
including physicians, optometrists and opticians, and dentists. 

12. 2009 Throne Speech announced the Ministry of Health had been charged with 
developing a National Health Plan, which would represented the first attempt to 
modernize Bermuda’s health system since the introduction of the Health 
Insurance Act in 1970. 
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Mental Health Plan 2010 
In 2010 the Bermuda Hospitals Board published Bermuda’s first Mental Health Plan80.  
The plan aimed to enable the people of Bermuda to receive mental health services that 
are necessary, specialized and coordinated.  The plan devised an approach that focused 
on patient-centred care in the community, and was structured around three segments 
with several supporting strategies:  to expand the community based-care model (via 
home treatment programmes, outreach, long-term residential care, and relocation of 
services); service improvements (in autism, geriatrics and addictions); and reforming 
forensic mental health services.  The broad goal of the Mental Health Plan is to continue 
the progress in deinstitutionalizing the population with mental illness, and halt the 
revolving-door of clients returning due to lack of community support. 
 
 
National Health Accounts Report 2010 
In 2010 the Bermuda Health Council published Bermuda’s National Health Accounts 
Report81, as the first of an annual series.  The report detailed the finance and 
expenditure for Bermuda’s health system for the fiscal year ending 31st march 2009, 
and explained the estimated growth in the system since the 2004 Health Systems and 
Services Profile.  It was the first study since the 1996 Oughton Report to have benefitted 
from comprehensive data provided by all payors in Bermuda’s health system.  The 
health accounts report does not include recommendations or actions, but details the 
total health system costs.  Key findings include: 
 
 In the fiscal year 2008/09 the health system cost BDA$557,739,445, 28% of which 

was financed by government and 72% of which was financed by the private sector.  
In total, 53% of health financing came from health insurance, 14% from out-of-
pocket payments, and 4% from the charitable sector.  This represented 9.2% of 
Bermuda’s 2008 gross domestic product and an expenditure ratio of BDA$8,661 per 
capita. 
 

 The expenditure was accounted for in largest part by the Bermuda Hospitals Board 
(40%), overseas care (15.5%) and local physicians and dentists (15.5%).  Health 
insurance administration accounted for 8%, prescription drugs for 7%, non-
physician providers for 7%, public health accounted for 5% and Ministry of Health 
administration for 1.5%.  Overall, 47% of total health system expenditure was 
accounted for by the public sector (including the hospitals), and 53% by the private 
sector. 
 

 Growth in the total health system financing between 2004 and 2009 was 47.5%, or 
an average of 9.5% per year.  The areas of expenditure with the largest increases 
were overseas care with 106% increase over the five years (21% per year), health 
insurance administration with 68% (13.6% per year), Ministry of Health 
administration with 67% (13% per year), and the Bermuda Hospitals Board with 
59% (12% per year).  The area of growth with the slowest rate of increase was 
prescription drugs, with a 2.8% increase over the five years (0.6% per year). 
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 Finally, the report projected that continuation of the 8.1% average compounded rate 
of growth would see Bermuda’s total health system expenditure grow to just over 
BDA$1 billion by 2017.  
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Appendix II: The Strategic Planning Process  
 
On 2nd July 2009 the Ministry of Health held its annual strategic planning session, 
chaired by the late Minister of Health, the Hon. Nelson B. A. Bascome Jr., JP, MP.  At this 
meeting the Minister noted that affordable healthcare should be a fundamental right for 
all citizens of Bermuda.  Agreement was reached among participants that the health 
system must move towards achievement of this goal, while balancing the cost of health 
insurance and the quality and coordination of patient care. 
 
Following the November 2009 Throne Speech announcement that a National Health 
Plan would be developed, on 14th April 2010 the Ministry of Health’s strategy group 
convened to advance this initiative (see box 2 for participants). 
 
Box2: Ministry of Health Strategy Group membership 

The Hon. Zane DeSilva, JP, MP* Minister of Health (2010 to date) 

The Hon. Walter Roban, JP, MP Minister of Health (2009 – 2010) 

Mr Kevin Monkman* Permanent Secretary of Health (2010 to date) 

Mr Warren Jones, Chair Permanent Secretary of Health (2006 – 2010) 

Mr Collin Anderson Assistant Director, Health Insurance Department (HID) 

Dr Jennifer Attride-Stirling CEO, Bermuda Health Council (BHeC) 

Ms Claudette Baisden Project Officer, HID 

Dr John Cann Chief Medical Officer, Department of Health (DOH) 

Mr Dane Commissiong Director of Health System Regulation, BHeC 

Ms Sarah D’Alessio* Policy Analyst, MOH 

Mr David Hill CEO, Bermuda Hospitals Board (BHB) 

Mr David Kendell Chief Environmental Health Officer, DOH 

Mrs Gaylia Landry Chief Nursing Officer, DOH 

Ms Linda Merritt, JP Chairman, BHeC 

Mr John Payne Acting Manager, National Office for Seniors & Physically Challenged  

Dr Cheryl Peek-Ball Senior Medical Officer, DOH 

Mr Jai-Michael Phillips Policy Analyst, MOH 

Ms Shauna Sylvester Policy Analyst, MOH 

Dr Donald Thomas Chief of Staff, BHB 

Mrs Tawanna Wedderburn Programme Manager, BHeC 
* Joined Ministry of Health and Strategy Group in October 2010 
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The 14th April 2010 meeting was presided over by the Minister of Health, the Hon. 
Walter Roban, JP, MP, and chaired by the Permanent Secretary of Health, Mr Warren 
Jones.  Facilitated by Dr Jennifer Attride-Stirling, the group conducted an analysis of 
Bermuda’s health system using the Strengths/Weaknesses/Opportunities/ Threats 
methodology (SWOT), for each of the following domains: Political, Economic, Social, 
Technological, Legal and Environmental (PESTLE). 
 
The Strategy Group met again on 19th May 2010.  Dr Attride-Stirling presented the 
analysis of the SWOT/PESTLE brainstorm and the group deliberated and agreed 
conclusions from the analysis.  Based on this, the group conducted a breakout exercise 
to deliberate health system ambitions with respect to equity, effectiveness, efficiency, 
and sustainability.  Breakout group conclusions were shared with the larger group for 
discussion, and priorities were indicated on the desired direction for Bermuda’s health 
system. 
 
On 16th June 2010 the Strategy Group met to continue the process.  A presentation by 
Mr Ruben Suarez, Senior Advisor in Health Economics and Financing at the Pan 
American Health Organization, was heard by the group entitled, “International 
Developments in Health Financing:  Single-Payer and Multiple-Payer Systems”.  
Agreement was reached on the reform principles to be pursued with respect to equity, 
effectiveness, efficiency and sustainability.  Facilitator Dr Attride-Stirling was tasked 
with producing the first draft of the plan for consideration by the group. 
 
Finally, on 9th December 2010, the Strategy Group met to review the first draft of the 
National Health Plan, circulated by the Permanent Secretary of Health.  Based on 
feedback and discussion, detailed revisions were outlined and agreement was reached 
on the core values, the health sector goals, and the direction of reforms.  The new 
Minister of Health, the Hon. Zane DeSilva, presided over the meeting and determined 
that, following the agreed changes, the National Health Plan would be taken to Cabinet 
for approval, and subsequently to the public for consultation. 
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Appendix III: Consultation Process and Timelines   
 
Public consultation on the National Health Plan will be conducted before finalizing the 
spirit and content of the proposals. 
 
The purpose of this public consultation will be to assure consideration of views from the 
widest range of stakeholders and the public.  The reforms proposed are profound and 
extensive, and will have a significant impact on providers, payors, patients, employers 
and the general population.  Given this breadth of reform, stakeholders views are 
necessary to establish support the proposed direction, or any changes preferred by a 
significant proportion of respondents. 
 
The Bermuda Health Council will lead the consultation process and receive feedback, 
which will be collated for the Ministry of Health to determine next steps in 
development.  Subsequent work will be dependent on the outcome of the public 
consultation.  The aim is to present a revised plan to Cabinet in June 2011, as per Table 
2. 
 
Table 2: Timeline for consultation on National Health Plan  

Consultation step Dec 
2010 

Jan 
2011 

Feb 
2011 

Mar 
2011 

Apr 
2011 

May 
2011 

June 
2011 

July 
2011 

Aug 
2011 

Draft Plan approved by Minister of Health X         
National Health Plan to Cabinet  X        
Public Consultation on proposed Plan   X X X     
Public feedback collated; amendments made      X    
National Health Plan to Cabinet for approval       X   
Implementation plan development        X X 

 
 
Feedback must be provided in writing by 30th April 2011 to the Chief Executive Officer 
of the Bermuda Health Council, at: 
 Street address: BHeC, Sterling House, 3rd Floor, 16 Wesley Street, Hamilton HM 11 
 Postal address: BHeC, PO Box HM 3381, Hamilton HM PX, Bermuda 
 Fax: 292-8067 
 Email: healthcouncil@bhec.bm  
 
  

mailto:bermudahealthcouncil@bhec.bm�
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26 (Committee for a National Policy on Disability, 2006) 
27 (Bermuda Hospitals Board, 2010) 
28 (Joseph Rowntree Foundation, 2005) 
29 (Barr, 2010) 
30 As seen, for example in (Ombudsman for Bermuda, 2007) 
31 (Grabowsky, 2007) 
32 (Woolhandler & Himmelstein, 1991) 
33 (WHO, 2000) 
34 (Schoen, 2010) 
35 (Thomson, Foubister, & Mossialos, 2009) 
36 (Hisashinge, 1999) 
37 (Anderson & Squires, 2010) 
38 (Bermuda Health Council, 2010b) 
39 (Ombudsman for Bermuda, 2007) 
40 (Ramella, 2005) 
41 (Docteur, Ensuring Efficiency in Pharmaceutical Expenditures, 2009) 
42 (Bermuda Health Council, 2010d) 
43 Source: Epidemiology & Surveillance Unit, Department of Health, cited in (Bermuda Health Council, 
2010a) 
44 Egger & Swinburn propose that obesity must be viewed from an ecological approach which “regards 
obesity as a normal response to an abnormal environment”.  In this context, today’s obesity epidemic is 
seen to have resulted to a great extent from environmental conditions that make obesity the most likely 
outcome.  This is referred to as an “obesogenic” environment. (Egger & Swinburn, 1997) 
45 (Department of Health, 2006) 
46 (Department of Health, 2005a) 
47 (WHO, 1986) 
48 (Attride-Stirling, J., 2008) 
49 (Central Policy Unit, 2007) 
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50 See, for example, (WHO, 2000), (OECD, 2009b), (Roberts, Hsiao, Berman, & Reich, 2008), and 
(Thomson, Foubister, & Mossialos, 2009) 
51 See, for example (Roberts, Hsiao, Berman, & Reich, 2008) and (WHO, 2000) 
52 (WHO, 2000) 
53 Taken from www.health.gov.bm 
54 (Department of Health, 2005b) 
55 (BHeC & DOH, 2011) 
56 (OECD, 2009a) 
57 (Health Care Review Sub-Commitee, 1996) 
58 (Health Care Review Sub-Commitee, 1996), point 1.6.7, pp.10 
59 (Health Care Review Sub-Commitee, 1996), point 1.7, pp.10 
60 (Arthur Andersen, 1998) 
61 (Arthur Andersen, 1998), page 6 
62 (Arthur Andersen, 2000). Reported as a “Reimbursement redesign (interim report)” 
63 (Ernst & Young, 2004) 
64 (Health Care Review Sub-Commitee, 1996), point 1.15.3(b), page 18.  
65 (National Association of County Health Officials , 1991) 
66 (Department of Health, 1999) 
67 (Department of Health, 2001) 
68 (Department of Health, 2005a) 
69 (PAHO, 2006)(updated methodology from 2004). 
70 (Ramella, 2005) 
71 (PAHO, 2000) 
72 (Department of Health, 2005b) 
73 (Attride-Stirling, J., 2008)(2nd edition updated from original 2006 version) 
74 (Ombudsman for Bermuda, 2007) 
75 (Morneau Sobeco, 2008) 
76 (Johns Hopkins Medicine International, 2008) 
77 (Bermuda Hospitals Board, 2010) 
78 (PwC, 2009) 
79 (Bermuda Health Council, 2010a) 
80 (Bermuda Hospitals Board, 2010) 
81 (Bermuda Health Council, 2010c)   
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