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In 2009, the United States Government (USG) supported a process to develop the United States
Caribbean Regional HIV and AIDS Partnership Frameworkd@mi@! (Partnership Framework)

together with 12 Caribben countries: Antigua and Barbuda, the Bahamas, Barbados, Belize, Dominica,
Grenada, Jamaica, St. Kitts and Nevis, St. Lucia, St. Vincent and the Grenadines, Suriname, and Trinidad
and Tobago. Development of the framework involved participation from nniessof health, national

AIDS programs, regional organizations such as the Pan Caribbean Partnership Against HIV and AIDS
(PANCAP) and the Organization of Eastern Caribbean States (OECS), and nongovernmental and private
sector stakeholders. The Partnershtpamework is aligned with national strategic plans and the

PANCAP Caribbean Strategic Framework.

A major goal of the Partnership Framework is to move the region toward greater sustainability of
HIV/AIDS programs. Obtaining results in this area will ballelnging, given that most country
governments currently provide limited national budget resources to their own HIV/AIDS programs,
relying to a large degree on external aid. Although there are six USG agencies supporting
implementation of the Partnershipdmework, United States Agency for International
Development/Barbados and the Eastern Caribbean (USAID/EC) provides support for health systems
strengthening, with particular emphasis on health financing and private sector engagement. Both these
efforts areclosely linked to sustaining the HIV response in the region.

As a part of the Partnership Framework, USAID/EC asked the Health Systems 20/20 and the
Strengthening Health Outcomes through the Private Sector (SHOPS) projects to conduct integrated
health syeem and private sector assessments in Antigua and Barbuda, Dominica, Grenada, St. Kitts and
Nevis, St. Lucia and St. Vincent and the Grenadines. The aim of the assessments is to document existing
strengths and weaknesses affecting health systems perfaeraaddo identify opportunities for

technical assistance to address these gaps. Improving country capacity to effectively lead, finance,
manage, and sustain the delivery of quality health services, including HIV prevention, care, and treatment,
underpins he efforts of USAID/EC and its implementing partners.

As the USAID global flagship project on engaging the private sector, SHOPS has a mandate to identify
opportunities to strengthen private sector contributions to health and to facilitate private sector

invol vement based on individual country assessment
strengthening project, Health Systems 20/20 identifies opportunities for improving health financing

systems, ensuring the sustainability of funding fetHRV/AIDS response, and strengthening financial

tracking and management procedures in the region. The integrated health system and private sector
assessment approach employed by Health Systems 20/20 and SHOPS seeks to pinpoint areas where the
private seobr can be leveraged to strengthen health systems, sustain national HIV responses, and

contribute to improved health outcomes. The two projects collaborated closely to implement the

assessments.

The assessment methodology is a rapid, integrated approaecéring six health systems building blocks:
governance, health financing, service delivery, human resources for health, management of
pharmaceuticals and medical supplies, and health information systems. Special emphasis is placed on the
current and potenial role of the private sector within each building block. An extensive literature

review is conducted for each country;-gountry interviews with key stakeholders are used to validate
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and augment data found in secondary sources. The assessments atklyuateintensive stakeholder
engagement process. Following the preparation of a draft assessment report, preliminary findings and
recommendations are validated and prioritized atountry stakeholder workshops. Stakeholders
interviewed and engaged thrghout the assessment process include government representatives,
development partners, hongovernmental organizations, professional associations, health workers in the
public and private sector, civil society organizations, and private businesses ingtisditeginsurance
companies.

The assessments have been conducted in cooperation with the Pan American Health Organization, the
USG Health Resources and Services Administration, the International Training and Education Center for
Health, and the Caribbeanl®/AIDS Regional Training Network. Representatives of these organizations
joined assessment teams, contributed to the assessment reports, and have assisted with identifying
opportunities for technical assistance. Health Systems 20/20 and SHOPS wishdssey@titude to

these organizations, to ministries of health in participating countries, and tecalimry stakeholders

for their intensive engagement and contributions to the assessments.
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Antigua and Barbuda is one of 12 Caribbean countries joining efforts with the United States
Government to sustain its HIV response, as exemplified by the United Statélsbean Regional HIV

and AIDS Partnership Framewo201®2014 (Partnership Framework). To support the Partnership
Framework, the United States Agency for International Development/Barbados and the Eastern
Caribbean (USAID/EC) asked the Health Systems 20/20 and Strengthening Health Outcomes through
the Privae Sector (SHOPS) projects to conduct an integrated health systems and private sector
assessment to identify priorities for technical assistance. Additional partners in this effort include the Pan
American Health Organization (PAHO), thieternational Traiing and Education Center for Health (|
TECH), and the Caribbean HIV/AIDS Regional Training Netwbinke. assessment seeks to improve the
capacity of Antigua and Barbuda to effectively lead, finance, manage, and sustain the delivery of quality
healthservies, i ncluding HIV prevention, care, and trea
these roles is better understanding and catalyzing private sector contributions to health. Although the
functioning of the broader health system was the foolithe assessment, particular attention was paid

to sustaining the countryds HIV response.

Considered an upper middimcome country by the World Bank, Antigua and Barbuda has the second

lowest poverty level among Englisheaking Caribbean nations. Even so, nearly 15 percent of the

population is considered poor, living on less than EC$19 (UB&i7§lay. As a nation known as the

oLand of Sea and Sun, 6 wdorteuasmehe tact thahthe secoriirr avi |y r
steep decline due to the global financial crisis is a major concern. Tourism accounts for nearly 60

percent of gross domstic product (GDP) and 40 percent of investment in the country. With

agricultural production focused on domestic markets and a limited manufacturing sector, economic
growth in the medium term wil|l remai na&PMmendent o
growth was estimated a#4.1 percent in 2010, with national debt increasing from 90 percent to 115

percent of GDP between 2008 and 20{©entral Intelligence Agency 2011).

With the exception of HIV/AI DS, Aentdentpuextermahat. Bar b u
The country has a wefunctioning primary health care (PHC) system and the population enjoys

relatively good access to health care services. However, with the increased capacity to provide

secondary and tertiary care via the newlgic hospitabMount St . Johnds Medical C
and the increased demand for such care due to the rise in chroniecoommunicable diseases

(CNCDs), the health system is becoming overburdened. These developments, coupled with the fact that

the ocountry is fast becoming ineligible for donor funding due to its upper mishdieme status,

reinforce the need to comprehensively assess health system perfornddanckiding both public and

private aspect$ to identify challenges and offer suggestiomgpfomoting greater efficiencies and

strengthening the system.

Health systems and private sector experts from SHOPS and Heath Systems 20/20, as-MelCak |

and PAHO, conducted an integrated r aystendaccardimye ss men
to the building blocks of the World Health Organization (WHO) health systems strengthening

framework: governance, health financing, service delivery, human resources for health, management of
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pharmaceuticals and medical supplies, and heditihmation systems. Examination of the current and
potential role of the private sector in the health system was incorporated into this approach. In an effort
to promote efficiency, an extensive review of the literature pertaining to the health systain, a

HI V/ Al DS services in particular, was conducted
Existing information was then validated and expanded upon through facility site visits and interviews with
a wide spectrum of key stakeholders represegtthe public, nonprofit, and feprofit sectors, and

spanning the health system areas.

Selected findings and recommendations for strengthening the health system for each of the WHO health
systems areas are presented beldwll findings and recommendations (presented as short term and

long term) are presented in separate chapters for each health system area, as well as in summary
chapters on private sector contributions to health and crasgting recommendations.

Governance

Effective governance of a health system ensures that rules for policy development, programs, and
practices for the provision of care are implemented to achieve health sector objectives. The governance
chapter of this assessment looked at state actoeglth service providers, beneficiaries of services, and
regional entities to understand the way that they interact to guide health service delivery. In the case of
Antigua, the Ministry of Health (MOH) is currently responsible for the financing, regulation
management, and delivery of all public health care servicésdamd; the Barbuda Council manages its
respective health services. Notable gaps exist in the legislation and policy that govern the health sector,
particularly in the regulation of medicalgetices and pharmaceuticals. A developed system of enforcing
regulation and ensuring quality in the health sector is also lacking, especially for the private sector. The
relationship and lines of authority between the MOH and the MSIMC, as well as betvedi®H and

the Central Board of Health, require clarification and consensus among key parties.

Key findings and recommendations in the area of health governance are as follows:
Findings Recommendations

Secure technical assistance to address
bottlenecks in creating, updating, and/or

The public health system functions and
operates acording to government health

XVI

priorities.

There is insufficient development and
implementation of strategic health plans.
Significant gaps exist in legislation and
regulation of the health sector.

Informal cooperation between the public and
private healthsectors exists but could be
strengthened.

finalizing legislation and regulations, prioritizil
the Public Health Act, the Pharmacy Act, and
the Medical Practitioners Act.

Normalize relations between the public and
private health sectors. Develop and impleme!
a publieprivate partnership strategy for the
health sector.

Develop a regular process of strategic planni
and create a health sector strategy,
incorporating the HIYAIDS service delivery
plan.

Establish a policy and planning unit within the
Ministry of Health.
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Health Financing

Financing of the health systeéhspecifically mobilization, pooling, and allocation of funds to cover the
health needs of the populatiahis a critical element to ensuring access to quality health care. In terms

of resource mobilization, Antiguan law provides for a Medical Benefits Scheme d¥B8kd by a

payroll tax of 7 percen® that provides a substantial and dedicated revenuec®targeted at

secondary care and necommunicable diseases. However, the assessment team found gaps in
government financing of MBS. Limited external (donor) funding for health is available and is primarily
directed toward HIV/AIDS services. Understandoasts associated with delivering health services is
crucial to planning, and this was noted as an area of weakness for Antigua and Barbuda. Given the lack of
National Health Accounts, expenditure data were also limited. Approximately 15,000 residents have
private health insurance, largely provided through employers. The government has expressed interest in
adopting a national health insurance system. Although this currently seems ambitious given the pressing
financing challenges that emerged through trsesEment, preliminary steps can be taken to lay the

ground work for such a scheme.

Key findings and recommendations in the area of health financing are as follows:

Findings

Historically adequate funding and services in
the PHC system ar¢éhreatened by high
demand for PHC services at MSIJMC.
MSJMC is underfunded.

MBS lays a foundation for a social health
insurance system but more data and funding
are needed to implement a comprehensive
system.

There is higHevel interest in the establishme
of a national health insurance scheme to
promote higher quality and greater cest
effectiveness of health services, initially at the
secondary level.

Recommendations

Conduct a National Health Accounts
estimation, including a household survey, to
better understand halth expenditures,
including the proportion financed privately.
Determine the actual costs of MSIMC to
deliver all the services it is required to offer.
Reevaluate user fees and consider economic
incentives to improve service delivery
efficiencies.

Conside costing the defined basic package o
services.

Develop a feasibility study for a national heal
insurance scheme, including a timeline of
necessary steps.
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Service Delivery
Service delivery systems should aim to ensure access, quality, safety, and continuityAdftigue.and

Barbuda has a sufficient number of health facilities, both public and private, distributed evenly across the
country. There is adequate availabilityd access to PHC, and most types of specialized health services
are available woountry at MSIJMC and at a number of modern private clinics. Immunization and antenatal

care coverage are universal and 99 percent of deliveries occur in hospitals. Thepkey g#e service
delivery system are in the areas of quality assurance and efficiency of service provision.

Key findings and recommendations in the area of service delivery are as follows:
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Findings

Antigua and Barbuda enjoysvall-functioning
PHC system.

The number and distribution of facilities is
adequate.

Gaps in the patient referral process are
evident, as indicated by informal referrals anc
limited followrup between levels of care withir
the public sector and uneven refetdrpractices
between MSIJMC and the private sector.
Quality assurance of health services is uneve
Efficiency of service delivery is not optimal, a
exemplified by an overeliance on MSJMS for
minor health issues and centralized HIV/AIDS
treatment.

Recommendations

Egablish and enforce a referral system
between levels of care in the public health
sector 0 this may require expanding access
(e.g., hours of operation) at PHC clinics.
Enforce a referral process between the public
and private sectors.

Strengthen quality aarance practices by
developing and implementing national
treatment guidelines.

MOH should implement and enforce quality
oversight function over MSIJMC through
amending the management contract.
Address the provision of primary health
services at MSIMC to sare that expansion of
secondary health care does not interfere with
availability of essential PHC delivery.

Pursue the integration of ambulatory HIV/AIC
care into PHC system.



Human Resources for Health

Human resources for health (HRH) impacts the availability, costs, and quality of health service delivery.
Although evidence collected through the assessment suggests a sufficient number of clinical care
providers, significant personnel gaps and challeexjes This is especially true in the complement of
physician specialists, nurses with public health training, and family nurse practitioners. The legislative
framework for registration and regulation of the health workforce is antiquated and a comprebkensi

HRH plan is not in place. The government of Antigua and Barbuda should consider development of such
a plan to ensure that an evidenbased approach is taken to achieve optimal results in health service
delivery.

Key findings and recommendations in tea of human resources for health are as follows:

Findings

Supply and deployment of health care worke
is uneven, with the greatest deficit in
specialists.

The MOH engages in only limited HRH
planning, and management and processes tc
utilize data for decisiomaking are largely
lacking. This is because the Establishment
Department manages public workers.

Only a few practitioners provide HIV/AIDS
treatment on the island, posing a risk to
sustainable service delivery.

Recommendations

Build HRHplanning capacity at MOH by
developing a Human Resources Unit and
maintaining a Human Resources Information
System

Address policy issues related to Establishme
Department authority over health workers
Implement a comprehensive HRH plan and
strategy.

Devdop and implement partnership strategie:
(regionally and between the public and privat
sectors) to meet the need for specialists (e.g.

pharmacists).

Operationalize plans to train additional healtr
workers about HIV prevention, testing, and
treatment.
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Management of Pharmaceuticals and Medical Supplies

Consistent access to essential, higlality medical products and technologies is a critical component of
a weltfunctioning health system. To adequately address public health needs, pharmaceutichés must
available and affordable. Effective pharmaceutical management is also important to containing costs
associated with procurement and distribution. Antigua and Barbuda participates in the Organization of
Eastern Caribbean States Pharmaceutical Procure8emwice (OECS/PPS) to ensure access to and
reduce the cost of medicines and to provide for some regulation and oversight of procurement.
Although the use of OECS/PPS is a clear strength of the procurement and distribution system, the
country faces manyhallenges to effective and efficient management of pharmaceuticals and other
medical products. Chief among these challenges are the weak enforcement of the Pharmacy Act,

minimal regulation of the private sector, cash flow constraints, limited managenpatitya and the
lack of standardized procurement systems to improve efficiencies.

Key findings and recommendations in the area of pharmaceutical and medical supplies management are

as follows:
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Findings

Consumer access to essent@iarmaceuticals
on the island is adequate.

Enforcement of the Pharmacy Act is impedec
by a lack of regulations.

Public sector procurement is done via three
agencies, with limited/ineffective coordinatior
and resulting inefficiencies.

Monitoring and regutéon of drugs is
inadequate, especially in the private sector.
Forecasting is hindered by poor information
management systems and a lack of data for
decisioamaking.

Rational drug use and pharmacovigilence
practices are limited and not prioritized.

Recommendations

Prioritize the establishment of regulations for
the Pharmacy Act.

Consider options for streamlining public sectt
procurement of medicines and supplies (e.g.,
through a single entity).

Build pharmaceutical management capacity,
especially in the area of foresting.

Revise the Pharmaceutical Act and develop ¢
National Medicines Policy to strengthen quali
control of drugs.

Implement strategies that promote rational
drug use.

Reinforce the existing pharmacovigilence
system and encourage/incentivize active
participation of the private sector.



Health Information Systems

A health information system (HIS) is essential for generating information to improve health care
management decisions at all levels of the health system. HIS strengthening was identified as a priority
area by key stakeholders as well as in the Nationairiggs Plan for Health 2068010. Despite this
prioritization, little progress has been made in recent years (e.g., no strategy, action plan, or policies
have been developed).

Key findings and recommendations in the area of health information systems fitoas:

Findings

An adequate routine data collection and
reporting process exists in the public PHC
system.

The public sector surveillance system functio
well.

Important gaps exist in centrégvel data
collection, including routindata from MSIJMC
not being collected; private facilities not bein¢
part of the data system; and the existence of
separate data collection and processing
systems for different types of HIV/AIDS data.
Physical resources for HIS are relatively
adequate, althaygh some computers and
software systems are lacking. Capacity buildi
of personnel is needed to improve the
functioning of this system.

Recommendations

MOH should develop a national strategy for
health information systems, including
strengthening statistical capacitytiealth.
Identify MOH training needs on health systen
data analysis, quality, and usage and prepar¢
follow-through plan.

Prepare and publish an annual report on hea
outcomes and service utilization to inform
dialogue on implementation moving forward
Establish routine reporting of utilization data
from MSJMC to the Health Information
Division.

Streamline data collection on HIV/AIDS, and
ideally integrate this into an overall HIS.
Explore strategies to incentivize private sectc
reporting, especiallfor communicable disease
such as HIV/AIDS.
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Private Sector Contributions to Health
Despite its potential to contribute to public health goals, the private health sector tends to be
overlooked. Similar to other countries in the region, Antigua and Barbuda is simultaneously facing
domestic budgetary constraints, growth in CNCDs, and déagjrdonor support for HIV/AIDSGiven
these trends, the government of Antigua and Barbuda may wish to consider more actively engaging the

private
including both pulic and private sector elemengscan help to identify ways in which the sectors might

sector to helop

addr ess

the coundryds

complement each other to improve overall health impddte assessment attempted to document the

current size, scope, and rolef the private sector, with a view toward identifying strategies to maximize

collaboration between the sectors to address identified health systems gaps.

heal

The private health sector in Antigua and Barbuda appears to be growing, based on the recent imcrease
private medical/surgical practices on the island. Antigua and Barbuda has a sizable private health sector,

including numerous private physician offices, labs, and pharmacies. The recent development of the
private sector belies the fact that it is largelnregulated, a point of concern for both public and private

sector stakeholders. The lack of government oversight of the private sector in the areas of service
delivery, continuing medical education, and pharmaceuticals has largely resulted in sspsiatielas
opposed to the private sector delivery of health services being integrated into the overall health system.

Despite the apparent separation of the sectors, some informal cooperation exists, and private
practitioners interviewed for this assessniesignaled a willingness to improve communication and
collaboration with public sector counterparts in the interest of improved patient care. However, true
partnership can only be achieved if the public sector shares this intent to improve relationgthed b
engage the private health sector.

Key findings and recommendations to promote private sector engagement are as follows:

XXl

Findings

There has been steady growth in the private
health sector in Antigua and Barbuda.

Dual practice in bth the public and private
health sectors appears to be common, but
guidance on such practice does not exist.
Formal interaction between the public and
private health sectors appears limited and les
than optimal.

There is little regulation or oversight dhe
private health sector by the MOH.

The private health sector has expertise and
resources that the public sector could utilize
to improve service delivery.

Recommendations

Conduct a rapid survey of private sector
providers and facilities to inform a central
registry of resources.

Improve coordination between the public and
private sectorsd use professional association:
and councils as a starting place, and focus ol
specific areas of mutual interest (such as du
practice). Eventually establish a formal faru
supporting communication and cooperation.
Clarify and enforce guidelines on dual practic
between sectors.

Formalize and enforce the referral process ai
communication between private providers an
MSJIMC.

Foster publieprivate collaboration on
identifyirg key health indicators to report.
Conduct a rapid household survey (as part of
National Health Accounts) to quantify private
health expenditures.



Although recommendations specific to each component of the health sysemsdeveloped in

response to noted gaps and challenges, a specific objective of this assessment was to synthesize
information from each building block to inform cresatting recommendations to address the most
pressing health systems needs in AntiguhBarbuda. The team proposes the following set of
recommendations, clustered around four central themes, as a first step toward strengthening the health
system and sustaining the HIV response. The key themes are the following:

Invest in financial analy$t®sting) to inform strategic planning

Prioritize updates and passage of key legislation and gazette (officially document) regulations to

enforce enacted laws

Improve access, efficiency, and quality at all levels of care

Pursue opportunities to engadlee private sector as a partner.

TABLE 0.1: CROSS -CUTTING FINDINGS AND

Findings

RECOMMENDATIONS

Recommendations

1. Investin financial analysis (costing) to inform strategic planning

The MOH is in urgent need of detailed
health services cost data to make
informed funding decisions in the short
term as well as to develop a lorigrm

plan for funding MSIMC while preserving
primary health services.

Without such planning, there is a riskat
MSJMC may go bankrupt, or the
management contractor may exit. Primar
care may suffer because of the pressing
demands of secondary and tertiary care
patients, as is already happening with HI
and cholesterol tests.

Determine the estimated costs of operating
MSJIMC, with specific costing of certain Higth
services such as MRIs.

Develop a financial and service plan that balance
reasonably expected health care resources and
commitments. Consider expected higech

medical expenses within the context of this plan
and protect primary care services and purchases
essential drugs.

Develop a regular process of strategic planning, ¢
create a health sector strategy. Integrate the
HIV/AIDS strategy into the broader hehlsector
plan.

Cost the basic package of services.

2. Prioritize updates and passage of key legislation and gazette regulations to enforce

enacted laws

A scarcity of financial and human
resources at the MOH, and the need to
rely on the legal department of the
Ministry of Justice to assist with the
legislative process, have resulted in lack
movement on critical legislation and
regulations.

Secure tehnical assistance to address bottleneck
in finalizing legislation and gazetting regulations.
Priorities include passage of the Pharmacy
Amendment Act, revising the Public Health Act,
and developing regulations for the Medical
Practitioners Act.

Review ad develop legislation and policies to lay
the ground work for a national health insurance
scheme. (This is a lonterm recommendation.)

1 Thesetests were unavailable due to a lack of reagents at the time of the assessment.
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Improve access, efficiency, and quality of care at all levels of care

There is overrelia
Emergency Department for minor healtt
issues.

There is no systematic quality
improvement process at the PHC level.
MSJMC tracks some performance
indicators, but there is currently no
oversight by MOH.

There is limited ftlow-up of referrals
between levels of care in the public
sector and strained relations and
communication between private and
public sector providers.

Establish and enforce a referral system from
community clinics to MSIMC, which couddituce
reliance on MSJMC for primary care.

Consider extending clinic hours at selected public
health facilities.

Implement an enforceable referral policy to ensure
that patients use the appropriate primary care
facilities. Combine this and the above twiess with
public education on health services access and
quality at the PHC level.

Explore the feasibility addjusting fees for nen
referred ambulatory patients at MSIMC.

Pursue integration of ambulatory HIV/AIDS care in
the primary health care systeecentralization
would require an initial investment in staff training
(medical officers and pharmacists) but would be
cost-efficient in the long term. This should be guide
by a cost analysis as well as by input from-HIV
positive clients. Efforts should&ebmade to address
stigma and discrimination concerns.

Pursue opportunities to engage the private sector as a partner

The private sector is growing in Antigua
and Barbuda.

The private sector is an untapped
resource that could help address identifie
gaps in the health system.

Private sector specialists could be
contracted out to help fill human
resources gaps and provide specialty cal
to patients at MSIJMC.

The Medical Council and the Medical
Association could serve as an entry for
greater engagemenind collaboration
between private and public sectors.

Normalize coordination between public and priva
sectors.

Document and acknowledge private sector
contribution in the health sector.

Involve the private sector in MOH operations.
Convene heads ofsgociations, boards, and
councils, which could provide a good foundation
for engaging private stakeholders.

The MOH could formalize an arrangement with tt
private sector (e.g., contracting, leasing) to make
use of medical equipment, which could defray it
future recurring costs of depreciation and
maintenance of hospital equipment.

Engage private providers to provide input and he
guide long overdue legislation and regulations
pertaining to the private health sector. Priorities
include gazettingegulations for the Pharmacy Act
and developing regulations for the Medical
Practitioners Act.

Formalize the referral process between private
providers and MSJMC. Ensure continuity (and
quality) of individual patient care, as well as optin
use of speciaed health resources available in
country.



The commissioning of MSIMC was a significant achievement for Antigua and Béoleleer,

considerable challenges related to financing and effectively managing and ensuring the quality of services
at MSIMC, some of which are highlighted above, remain. The assessment team recommends the
following revisions to theurrent MSIMC statut@perating procedures, and management contract with
American Hospital Management Company. Please see Chapter 10: Discussions artlirass
Recommendations for more details.

Although ultimately the MSIMC Act should be amended, given the length of ismaight require, the
assessment team recommends amending the management contract in the near term, while pursuing
permanent changes to the legislation over the long term. Critical modifications include the following:

The government should require annuallghic financial reporting by the hospital, with audited
accounts to be published within six months of
also require reporting of key hospital performance indicators to MOH on a periodic basis,

relating to vdume and types of services provided.

MOH should enter into a direct contract with MSIMC for any services performed by MSIMC on
behalf of the primary care system.

Any new investments by MSIMC (such as the proposed radiation therapy unit) should be

subjectel to a Certificate of Needview and licensing by the MOH, to prevent MSJMC from
increasing secondary/tertiary care obligations
health care strategy and ability to pay for such services.

The firdings and recommendations presented in this report are intended to serve as a basis for dialogue
among key stakeholdedsrepresenting both the public and private sectdren the way forward

toward strengthening the Antiguan and Barbudan health systemefiésted by the Partnership

Framework, USAID recognizes that courdad efforts to strengthen national health systems and HIV
responses are most likely to be sustained over the long term. To this end, the SHOPS and Health
Systems 20/20 projects, subseaqtito the drafting of this report, convened a wide spectrum of
stakeholders in February 2012 to validate the results and findings of this assessment. During the
workshop, participants developed a plan of action to begin to address critical health sgstpsand

sustain the HIV response in Antigua and BarbUdi. assessment team will use the results of the
prioritization to identify areas of technical assistance for USAID.
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Health Systems 20/20 a®trengthening Health Outcomes through the Private Sector (SHORS)

collaboration with the Ministry of Health (MOH), used a combination of the Health Systems Assessment
(HSA) and Private Sectdtssessment (PSA) approaches to undertake a rapid assessment of the Antigua

and Barbuda health system. The HeS8tASystgmp Asseasmént was a
Approach: A Hetio Manuaflslam 2007), which has been used in 23 countries. The Hgoach is

based on the World Health Organizationds (WHO) he
(WHO 2007). The standard PSA approach has been used in 20 countries and SHOPS is currently

developing a hovto guide for future assessments.

The integated approach used in Antigua and Barbuda covered the six health systems building blocks:
governance, health financing, service delivery, human resources for health, management of
pharmaceuticals and medical supplies, and health information systemal &ppbiasis was placed on

the current and potential role of the private sector within and across each health system building block.
In addition, the ability of the health system to support the HIV response was examined throughout each
dimension.

The objecives of the assessment were the following:

Understand key constraints in the health systems and prioritize areas needing attention

Identify opportunities for technical assistance to strengthen the health system and private sector
engagement to sustain ti#V response

Promote collaboration across public and private sectors

Provide a road map for local, regional, and international partners to coordinate technical
assistance.

During the preparation phase, the assessment team worked with the MOH and the National AIDS
Program (NAP) to build consensus on the scope, methodological approach, data requirements, expected
results, and timing of the assessment. Recagmitie importance of building strong partnerships among

the government, donors, private sector, and nongovernmental and community organizations, team
members held a prassessment workshop in conjunction with the MOH to meet with stakeholders.

The objecties of the workshop were to (1) explain the methodology to be used, (2) identify key issues

for further investigation during data collection, and (3) clarify expectations for the assessment.



A team of technical specialists in each of the six building blaskvell as private sector engagement was
assembled. Emphasis was placed upon priority areas that were identified in the stakeholder meetings. In
Antigua and Barbuda, these priority areas incluldedlth financing, governance, human resources for
health,health information systems, and private sector engagenidr team of seven consisted of
representatives from Health Systems 20/20, SHOPS, the International Training and Education Center for
Health ()TECH), and the Pan American Health Organization (PAHO)

Much of the health systems and private sector data were collected through a review of published and
unpublished materials made available to the team by the MOH and development partners and obtained
online. Team members pduced a literature review for each of the health systems building blocks to
develop an initial understanding of the system and identify information gapsst8erired interview

guides were developed for each building block based on the noted informgaios, standard PSA

interview guides, and the indicators outlined in the HSA approAdbcal logistics coordinator was
employed to assist in identifying informants and arranging interviews.

Key stakeholders in both the public and private sector wereagegl to provide input and validate

preliminary findings gathered from secondary sources. Informants also provided additional key

documents and referred the team to other important stakeholdédsrring the oneweek data collection

period, the incountry asessment team interviewed more than 50 stakeholders. Interviewees included
representatives of government, professional associations, health training institutions, nongovernmental
organizations (NGOs), private businesses, health providers, pharmacistsaaggmfessionals from

the MOH. Site visits included public hospitals an
and private pharmacies. Responses were recorded by the interviewers and examined for identification of
common themes acrosstakeholders while kzountry. The team presented a preliminary overview of

the emerging findings and recommendations to the

Following ircountry data collection, the asssment team transcribed the responses of the stakeholders
and reviewed the additional documents collected. The lead for each building block and the private
sector lead drafted a summary of the findings and recommendations for their respective areasaihhe t
lead, together with input from the rest of the team, identified key findings and -@at$gg issues and
further developed recommendations. A final draft was submitted to the MOH for review and approval.

The assessment team used the findings in this draft report to conduct a workshop at which the MOH
and key local stakeholders discussed and validated assessment findings and prioritized the
recommendations. Special emphasis was placed on recommendatianerall health systems
strengthening and engaging the private sector. The assessment team will use the results of the
prioritization to identify areas of technical assistance for USAID.



2. COUNTRY BACKGROUND A ND
HEALTH SYSTEM PROFILE

This chapter provides an introduction to Antigua and Barbuda, presenting information that will help

readers understand the context in which the health system operates. Topics covered in this chapter

include political organization of the country,ljfical and economic environment, demographic and

health overview, and a snapshot of the key stakeh

21 OVERVIEW

The Caribbean nation of Antigua and Barbuda consists of three islands, Antigua, Barbuda, and the
uninhabited island of Redonda, located in the eastern arc of the Leeward Islands of the Lesser Antilles.
The 280 square km island of Antigua and 161 square km island of Barbuda are known for their natural
harbors and beaches. Antigua is divided into six aditn@tive regions called parishes. Barbuda and
Redonda are dependencies, the former having its own administrative division. Figure 2.1 indicates that
neighboring islands include St. Kitts and Nevis to the west, Guadeloupe to the south, and St. Martin to
the northwest.

FIGURE 2.1: ANTIGUA AND BARBUDA IN RELAT ION TO OTHER CARIBBE AN ISLANDS
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With an estimated gross domestic product (GDP) per capita of EC$44,500 (US$16,500), Antigua and
Barbuda is considered an upper midiieome country. However, given ¢firecent global economic
downturn and the fact that the nation relies on tourism for nearly 60 percent of its GDP, real growth
has declined by an average of 6.5 percent in the last two years and national debt has increased
significantlfCentral Intelligene Agency 2011)

Census data from 2011 suggest that the resident population of Antigua and Barbuda was roughly 86,295,
which suggest a 1percent increase over 2000Government of Antigua and Barbuda 2014garly 98

percent of the popudtion currently inhabits the island of Antigua (Central Intelligence Agency 2011).
Estimates from 2011 suggest that the proportion of the population between 0 and 14 years of age is

25.8 percent, with approximately 6.8 percent over age 65. Roughly 30 mest¢he population lives in

the capital city of St. John, with an estimated annual urbanization rate of 1.4 péCesrtal Intelligence
Agency 2011) See details of the Antigua and Barbuda demographic trends compared with regional
averages in Table2below.

TABLE 2.1: DEMOGRAPH IC INDICATORS IN ANT IGUA AND BARBUDA COM PARED WITH
LATIN AMERICA & CARI BBEAN REGIONAL AVERA GE

Indicator Antigua and Barbuda Year of Data LAC Average  Year of Data
Population, total 86,295 2011 19,520,385 2009
Rural population 70.0 2009 36.95 2008
(% of total)

Urban population 30.0 2009 63.05 2008
(% of total)
Population agesdl14 25.8 2011 28.09 2009
(% of total)
Population ages 65 and above | 6.8 2011 6.77 2009

of total)

Source: Government of Antigua alhrbuda (2012), World Bank (2011), Central Intelligence Agency (2011)



Morbidity and mortality indicators in Antigua and Barbuda are largely improving. Life expectancy at birth
has increased from 71.9 years in 2005 toZigears in 2008Available data from 1999 show an infant
mortality rate of 21.1 per 1000 live births. This rate decreased to 17.6 in 2001 and 10.9 in 2006. A
sudden spike in infant mortality rates was seen in 2007 (21.0 per 1000 live births) and litgkisahas

been done to identify potential causes. According to a recent PAHO assessment, extreme prematurity is
the main contributor to infant mortality throughought the country (PAHO 2008). Despite yteayear
fluctuations, undefive mortality has beereduced significantly from 24.1 per 1000 live births in 1999 to
11.7 in 2006. Similar to findings for infant mortality rates, a sudden spike was noted in 2007, with little
analysis to ascertain causality.

The PAHO assessment noted above suggests that thave been zero reported cases of maternal
deaths since 2004. Data from the Health Information Unit of the MOH suggest that crude birth rates
have declined from 17.8 per 1000 population in 2001 to 15.0 in 2007. Total fertility rates have seen a
decline fran 65.8 per 1000 population to 53.5 over the same timeframe. Crude death rates have
remained rather constant, averaging 5.9 per 1000 people (PAHO 2008). (See Table 2.2).

TABLE 2.2: ANTIGUA A ND BARBUDA: SELECTED HEALTH INDICATORS, 2 00182007

2001 2002 2003 2004 2005 2006 2007

Crude birth rate 17.8 15.3 15.6 15.7 14.7 14.2 15.0
Total fertility rate 65.8 56.9 57.9 57.7 54.8 52.9 53.5
Crude death rate 6.0 5.7 5.7 6.4 6.0 5.8 5.9

Source: PAHO (2008)

As indicated by Table 2.3, the current burden of disease in Antigua and Barbuda is dominated by chronic
norn-communicable diseases (CNCDs).



TABLE 2.3: LEADING C AUSES OF DEATH IN AN TIGUA AND BARBUDA, 2 00132005

Cause of Death 2001 2002 2003 2004 2005
Rank # Rank | # Rank | # Rank @ # Rank #

Heart disease 1 83 2 | 68 1 106 8 89 1 90
Malignant neoplasm 2 70 1 77 2 73 1 103 2 67
Diabetes mellitus 3 50 3 52 3 62 3 59 3 47
Hypertensive diseases 4 44 4 | 38 4 35 5 34 4 42
Accidental and intentional 5 38 6 | 25 7 18 6 30 6 30
injuries
Cerebrovascular diseases 6 37 5 |37 5 34 4 54 5 41
Diseases of the respiratory 7 25 8 22 6 28 9 16 7 28
systems
Certain conditions originatingin 8 19 9 18 8 12 7 18 N/A 12
the perinatal period
Septicemia 9 18 10 9 N/A 8 10 10 11 13
HIV/AIDS 10 14 10 9 | NA 4 | N/A 6 8 18
Other disease®f the digestive 11 13 7 24 8 12 7 18 8 18
system
Source’PAHO (2008)

Although the number of immigrants living in Antigua and Barbuda increased from 1990 to 2000 by 25
percent(United Nations 2006)the country struggles to keep an adequate number of health workers.
Some of this can be explained by the active recruitment of Caribbean health workers by facilities in the
United States and Canada. This outward migratioAmtiguans is believed to be one of the largest
contributing factors affecting the supply of human resources for health (HRH) in the public sector.
Currently, efforts are being made to compensate for these shortages via recruitment of health
professional trough an interCaribbean cooperative initiative, including agreements with the
government of Cub&dPAHO 2008) However, shortages of health professionals, especially nurses,
persist and allegedly resulted in a perception of substandard and decreasedtaczasgKairi

Consultants Ltd. 2007)

The Caribbean region has the highest incidence of HIV/AIDS in the Americas and the second highest
regional prevalence in the world behind sBhharan Africa. Regional prevalence rates range from 0.4
percentin St. Kitts and Nevis to 3.0 percent in the Bahamas. According to NAP, a total of 904 cases of
HIV have been reported since 1985. Given widespread stigma and discrimination and the lack of
reporting requirements among private sector labs, it can be sagsdymed that actual prevalence rates

are higher. Per Table 2.4, estimates of overall prevalence have steadily increased over the past six years,
from 0.8 percent in 2005 to roughly 1.4 percent in 20National AIDS Program of Antigua and

Barbuda 2011)Data suggest that the majority of cases reported to the NAP were among persons



between 15 and 49 years of age; some evidence suggests that youth, men who have sex with men, and
female sex workers are most at risk of contracting HIWNAIDS 2009)

TABLE 2.4: HIV/AIDS PREVALENCE IN ANTIGUA AND BARBU DA, 200562011

15 - 121 1.26 1.36 1.39
1.06
1. 08 0.9
Prevalence %
0.5 -
0 T T T T T T 1
2005 2006 2007 2008 2009 2010 2011

Source:National AIDS Program of Antigua and Barbuda (2011)

Antenatal care (ANC) clinics routinely screen for HIV and, as such, persons attending these clinics are
the only population that is regatly monitored. HIV screening tests revealed a sprevalence rate of

0.9 percent among pregnant women in 1998. Data from voluntary counseling and testing (VCT) revealed
that prevalence rates in 2062009 were 1.6 percent, 0.2 percent, and 0.1 percergpeztively

(UNAIDS 2009) (see Table 2.5)

TABLE 2.5: NUMBER OF PREGNANT WOMEN TESTE D FOR HIV AT ANC CLI NICS

2007 2008 2009
Number Tested 186 1112 989
Number Positive 3 2 1
1.60 0.17 0.10

Percent Positive

Source:UNAIDS (2009)

In 2010, AIDS was the eighth leading cause of death in Antigua and Barbuda. Since the inception of free
antiretroviral therapy (ART) in 2004, the death rate among 4gbsitive individuals with access to care

and treatment who properly adhere to therapeuficotocols has slowly decreas¢tdNAIDS 2009) For

more detailed information, refer to Annex A: HIV/AIDS in Antigua and Barbuda.



Antigua and Barbuda is a democratic state with a legislature comprised of a Senbteusedf

Representatives. The chief of state is Queen Elizabeth Il represented by Governor General Dame Louise
LakeTack(Central Intelligence Agency 201The nation is divided into six administrative parishes and

17 electoral constituencies, includinge for Barbuda, overseen by a cabinet of 12 ministers. The

cabinet is appointed by the governor general on advice from the prime minister who is elected through

a process that takes place every five yg@B8HO 2001) Since March 2004, Antigua and Barbhda

been led by Prime Minister Winston Baldwin Spencer. Spencer is a member of the United Progressive

Party, a coalition of three parties composed of the Antigua Caribbean Liberation Movement, the

Progressive Labor Movement, and the United National DeraticiParty. Other leading political parties
include the Antigua Labor P@antrayintetigence Aancyi?old)a Pe o p |

The country is a member of two important regional bodies: the Caribbean Community and the
Organization of Easter@aribbean States. These entities play a vital role in developing policy, including
health, and are often the recipients of resources and technical assistance on behalf of its member
countries in the region.

The economy was severely impacted by the glabalicial crisis that emerged in 2008. Public ebt

GDP increased from 90 percent in 2008 to over 115 percent in 204.04. Best Corporation 2010)
According to recent estimates, Antigua and Barbuda experienced a real GDP growth rdté of

percent in 2A0 and has an }fiercent unemployment ratéCentral Intelligence Agency 201Much of

the impact is due to the collapse of its largest financial institution and heavy reliance on a tourism sector
that is in steep decline. Tourism continues to accountriearly 60 percent of GDP and 40 percent of
investment in the country. With agricultural production focused on domestic markets and a limited
manufacturing sector, economic growth in the medium term will remain dependent on to(yGsmiral
Intelligence Agecy 2011)

Antigua and Barbuda is considered an upper migdieme country by the World Bank and has the
secondlowest poverty level among Englisheaking Caribbean nations, behind Barbados. A joint Living
Conditions and Household Budget Survey (280%) combined qualitative and quantitative

methodologies to assess the extent and location of poverty in Antigua and Barbuda. The assessment
found that approximately 3.7 percent of the population was living belmnindigent line of EC$6.78 per

day (US$2.51). An additional 14.6 percent were classified as poor and living on less than EC$18.90 per
day (US$7). The country was dropped from the 2010 Human Development Index due to a lack of
internationally compiled anckvifiable datgUnited Nations Development Program 2010)

Among the districts, Barbuda has the lowest poverty level at 10.5 percent (2007 estimates). This is

thought to be the result of recent economic activity, including government services and increased

touri sm. Poverty | evel sCity(22.3pdicent) and 8t. Ptilip26.9 percenty of S
exceed the national averagkairi Consultants Ltd. 2007).

In 2005, the Gini coefficient, which is a measurement of inequality baseddinsa#le (with a

coefficient closer to 1 reflecting greater inedjtyd, was estimated at 0.50. This is considered relatively
high by any standard, is above the regional average of 0.38, and is the third worst behind Haiti and St.
Vincent and the Grenadines. Analysis suggests that this is primarily the result of govepotiees that
promote inequitable tax collection combined with expenditure consumption that greatly favors the
richest quintile of the population (Kairi Consultants Ltd. 2007). (See Table 2.6).



TABLE 2.6: ECONOMIC INDICATORS IN ANTIGU A AND BARBUDA COMPAR ED WITH
LATIN AMERICA & CARI BBEAN REGIONAL AVERAGE

Health System Indicator Antigua and Year of LAC Year of
Barbuda Data Average Data

GDP per capita (constant 2000 US$) 12,047 2008 4,823 2009
GDP growth (annual %) -4.1 2010 -2.0 2009
Per capita total expenditure on health (US$) 653.00 2008 787.54 2009
Private expenditure on health as % of total 30.90 2008 43.36 2008
expenditure onhealth
Out-of-pocket expenditure as % of private 87.20 2008 68.78 2009
expenditure on health
Gini coefficient 0.50 2005/6 0.38 2007

Source: Kairi Consultants Ltd. (2007), World Bank (2011)

The health sector in Antigua and Barbuda is characterized by a mix of public and private sector actors,

but is dominated by the public sector provision of services. Public health services in Antigua and Barbuda
are organized according to the British Westmater model and are spearheaded by a minister and

member of the cabinet. The public sector is divided into six geographic medical districts, which are
overseen by a governmeappointed district medical officer. The MOH is responsible for the financing,
regulation, policy, guidance, human resources management, and delivery of all public health care services.
The Central Board of Health (CBH) overseas the management of public health issues such as food

safety, sanitation, and some public health educatiorpa@ns. The Barbuda Council manages health

services in Barbud@entral Intelligence Agency 2011)

Like most countries of the world, the contributions of the private sector are not as-kediwn as those

of the public sector. In 2001, PAHO estimated thla¢ private sector was growing rapidly and consisted

of a 2kbed acute care institution, four private laboratories, at least 10 pharmacies, an orthopedic

center, two group practices, and 10 physicians in solely private practice. At that time, all pemates

were centralized in the captutpadl saenmd iwerse twi swed oa
sector in times of need, including drug stealts or equipment failur¢PAHO 2001) Estimates in 2011

suggest that the private sector includeg thforementioned plus an additional private lab and numerous

private practitioners and nursing home facilities.

The government maintains a commitment to providing health care for all citizens, as represented by the
implementation of a Medical Benefits Sulee(MBS) that offers financial assistance toward the cost of

medical services and pharmaceuticals for those suffering from certain chronic ddsaseheme is

funded by a 3.5 percent personal contribution deducted from earnings and a matched donation by
employersHowever, the country lacks a formal national health sector strategy, and the annual planning
process is seemingly based on predetermined budget allocations derived from historical expenditures

and current budget coffers. Moreover, the healtlstgyn is currently challenged with multiple priorities.

The recent opening of Mount St. Johnoés Medical Ce



contribution to ensuring quality health care for all citizens. This new facility absorbs a large percentage

ofthe popul ationds health care needs and a | arge pe
health care budget. Primary health care is at the foundation of the national health care system, and

efforts are currently underway to repair and upgrade fingav clinics in 2011 in order to alleviate

service delivery constraints at MSJNEpencer 2011)

In terms of financing, the MOH, via allocations from the Ministry of Finance, provides the main revenue
streams for the operation of public health services20®8, government spending made up 69 percent

of total health expenditures, while private spending made up 31 percent. External donor funding did not
make a significant contribution to funding in 2008. @fpocket expenditures made up 27 percent of

total health expenditures and 87 percent of private expenditures. The government spent an estimated
EC$700,000 (US$259,000) on HIV programming in ZQ08AIDS 2009)

The health system is only minimally dependent on donor funding, with HI& Atogramming receiving

the bulk of funds in recent years. Some of the development partners working in Antigua and Barbuda do
so through regional mechanisms, such as through the United Nations Development Program based in
Barbados. Historically, memberasés of the European Community active in Antigua and Barbuda

include France, the United Kingdom, and Germany. A 2002 publication suggests that the United
Kingdom Department for International Development provided Antigua and Barbuda with EC$5.398
million (US$2 million) to build four health clinics. German Technical Cooperation (GTZ) provided
technical assistance in heattflated technical and vocational training. It also provided unspecified
technical assistance to t he Chbean Heblth bgiitutéEoropeanni t y d s
Community 2002) The government of Japan has provided scholarships to Antiguans to receive training
in nursing manageme(itovell 2010) PAHO continues to provide technical assistance and financial
support to facilitate heléh systems strengthening efforts.

NAP of Antigua and Barbuda was allocated EC$703,751(US$260,649) in 2009 via funding from the
government of Antigua and Barbuda and the Organization of Eastern Caribbean States (OECS) Global
Fund Project. The internationdbnor contributions for HIV/AIDS programming was EC$440,318
(US$163,000). Though actual expenditures are not itemized, this represents approximately 63 percent
of all spending on HIV. A Round 3 grant from the Global Fund to Fight AIDS, Tuberculosis land Ma
(Global Fund) provided financial support to roll out education programs and workshops that included a
wide crosssection of stakeholders, until funding ended in February 2011. The loss of grant funding has
had significant impacts on testing and oatile services. The Round 9 grant to the Pan Caribbean
Partnership Against HIV/AIDS (PANCAP) supports fiestd secondine antiretrovirals (ARVS) for up

to five years with an expectation of increased government contributions. It does not include a budget
for prevention activities. Brazil has an agreement with OECS/Pharmaceutical Procurement Service (PPS)
to provide free firstline ARVs through 2013 with shipment costs picked up by the United Nations
Chil drends Fund (UNI CEF) .
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Table 2.7 outlines foreign astance in terms of technical support and monetary contributions to the
health sector in recent years.

TABLE 2.7: DONOR CON TRIBUTIONS TO HEALTH SECTOR DEVELOPMENT I N ANTIGUA
AND BARBUDA

Donor Technical Support Year of Monetary Contributions
Estimate (US$)

USAID Investment programs (no direct 2008 $1.6 million
assistance to health sector)

PAHO Training, research, and 2008 $41,500
equipment

Caribbean Epidemiology Training and research 2008 NA

Centre

Caribbean Research Council Research 2008 NA

Global Fund Grant to scale up HIV 2008 $130,501

prevention, care, and treament

Source: PAHO (2008)
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Key Findings

The public health system seems to function and to operate according to government health
priorities (maternal anahild health, public health and sanitation, etc.)

There are serious gaps in planning as evidenced by lack ofgstrglan for the health sect@and
extremely limitedhuman resources for healtiHRH) planningRecent health plans, such as thq
busineslan, were not implementedso followthrough is also an issue.

There are significant gaps in legislation and regulation of the health d€etolegislatioris not
in place or updated to regulatechanging health sectdncluding pharmaceuticafg,blic fealth,
mental health, dugdublic and privat@ractice,midwifery, nursing, and continuiegucation for
physicians.

Informal cooperation between the public and private sectors exists, but this relationship could
be improved for greater consistency and leampact.

Effective governance of a health system can ensure that rules for policy development, programs, and
practices for the provision of care are formulated and implemented to achieve health sector objectives.
According to the conceptual framewouiding this assessment (see Figure 3.1), health governance
involves three primary sets of actors:

1. State Actors: Public sector officials are central to governing the system and include the health
ministry, health and social insurance agencies, and mhialicnaceutical procurement and
distribution entities. Other public sector actors beyond the health sector can play a key role, such as
parliamentary health committees, the Ministry of Finance, various oversight and accountability
entities, and the judicizystem.

2. Health Service Providers This group typically consists of a mix of public, private, and voluntary
sector providers such as faitbased organizations. The provider category also includes organizations
that support service provision: insurancesagies, the pharmaceutical industry, and equipment
manufacturers and suppliers. Health service providers are often represented by professional
associations.

3. Beneficiaries, Service Users, and the General PublicThis group can be represented informally
or formally (e.g., NGOs, patient groups) and be stratified by services and/or type of patient.

13



FIGURE 3.1: PRIMARY ACTORS IN HEALTH GOV ERNANCE
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In the case of Antigua and Barbuda, the actors outlined above are supplementsgidnal entities,

which provide guidance and support for governance of the health sector. Some donors and international
organizations provide policy formulation support and some service delivery support, yet these actors
have little influence on the ovall performance of the health sector. This is particularly true in the case

of HIV/AIDS.

This assessment of governance and leadership speaks to how well these actors are able to carry out the
activities that support the other essential components of tlealth care system. Criteria include Voice

and Accountability, Political Stability, Government Effectiveness, Rule of Law, Regulatory Quality, and
Control of Corruption.

As a former British colony that becanas independent state within the British Commonwealth of
Nations in 1981, Antigua and Barbuda is still a relatively young nation. It is politically stable and enjoys
cooperative relationships with other countries in the region.

Antigua and Barbuda is past the Eastern Caribbean Currency Union. The Eastern Caribbean dollar is
legal tender and is pegged to the U.S. dollar. Public sector debt is high at approximately 115 percent of
GDP and the government has adopted a fiscal austerity plan in 2010 ando2€drhbat its growth.

A review of World Bank governance indicators reveals that Antigua and Barbuda has made some

progress in Rule of Law and Control of Corruption between 1998 and 2009. In terms of Voice and
Accountability and Political Stability, thdras been slippage of progress made between 1998 and 2004.
Government Effectiveness has steadily declined over this timeframe g$\Vieelll Bank 2011) The
governance indicators used in Table 3.1 abtyotf | ect
governance given by a large number of enterprises, citizens, and expert survey respondents in industrial
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and developing countries, as compiled by a number of survey institutes, think tanks, NGOs, and

international or gani EhadaiaomAstigua@ndB8arbudh arB preséntedwiti 1 ) .

regional and economic group comparisons. Although these indicators are for overall governance in a
country, they can be viewed as relevant to the health sector.

TABLE 3.1 WORLD BANK WORLDWIDE GOVERNANCE  INDICATORS FOR ANTIG  UA AND
BARBUDA (2009)

Antigua and Regional Income Group
Governance Module Barbuda Comparator Comparison &
(Average Value) Upper Middle

Voice and Accountabilit§ 0.51 0.23 0.24
Point Estimate
Political Stability 0.75 -0.12 0.27
Point Estimate
Government EffectivenegsPoint 0.49 -0.10 0.13
Estimate
Rule of Lawd Point Estimate 0.98 -0.34 0.07
Regulatory Quality) 0.63 -0.11 0.05
Point Estimate
Control of Corruption o Point 1.36 -0.10 0.04
Estimate

Source: World Bank2011)

The MOH is responsible for the financing, regulation, policy, guidance, human resources management,
and delivery of all public health care services. The provision of health care is spearheaded by a minister
and membeof the cabinet. The Barbuda Council manages health services on that island.

There are some notable gaps in the legislation and policy that governs the health sector, particularly in
the regulation of medical practices and pharmaceuticals. This cart imepattributed to the relative

youth of the country and the fact that it is a common law legal sydtamed on the British model.
Table 3.2 describes the policies and legislation governing the health sector and their
status.

According to a 1997 healtholicy statement, the government is committed to providing universal health
care to the population. There seems to be a popular view among the populace that the provision of
health care is the government 6s r fees, pooassibielandlofi t y
good quality. However, resources pose a constraint to offering universal free access to health services,
especially in light of the shifting burden of disease toward CNCDs and the associated treatment costs.

15



The MOH is governed by a number of key positions:

Minister of Healtfhe minister oversees the Medical General Division, MSIJMC, Holberton

Hospital, the Health Information Division, National Emergency Medical Services, Central Stores

and ProcuremenServices, and the CBH (responsible for environmental health services, water
management, food safety, and sanitation). I n g
i mpl ementing the nationds Essenti al Public Hea
Permanent Setaey (PS)The PS is responsible for the administration of the public health care

system, including oversight of human resources. There has been frequent turnover in this

position in recent years, which serves to undermine the effectiveness of the position

Chief Medical Officer (CMT)e CMO serves as the chief technical advisor to the MOH and is
charged with coordinating health services del.
including oversight over private health care delivery. The C8it®on the board of the MSIMC

as well as on the various professional councils.

AIDS Secretariat/National AIDS Proghenmational response to HIV is under the direction of

the CMO and the PS in the MOH through the functioning of the AIDS secretariat. AIDS

secretariat is headed by the AIDS program manager and serves as the coordinating body for all
HIV/AIDS efforts. The NAP works closely with other government ministries, people living with
HIV/AIDS, and civil society to implement HIV/AIDS strategied programs. It also serves as

the focal point for the collection and dissemination of information about HIV/AIDS, other

sexually transmitted infections (STIs), and related is§Ras1O 2008)

There is no specific MOH department or other public institution the country with the mandate or
capacity to oversee or conduct program monitoring and evaluation (M&E) according to international
standards, such as WHO methodological guidelines.

Although the CBH functionally reports to the MOH, there is no law&ect mandating the roles and
functions of the CBH/isavisthe MOH. The CBH, according to the Public Health Act, is meant to be
governed by a board; however, this board did not exist at the time of the writing of this report.

Figure 3.2 below depicts ¢hgovernance structure of the health sector.
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FIGURE 3.2: MINISTRI ES AND GOVERNMENT EN TITIES INVOLVED INT HE GOVERNANCE
OF ANTIGUAANDBARBU DA®S HEALTH SYSTEM
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Although Antigua and Barbuda is committed to providing health care for all citizens, a national health

sector strategy, with goals and milestones and financial projections, does noflédsnost recent

health sector business plan, which extended throRgh 1 0, acknowl edges that o(n)
direction has been documented and circulated as a guide for the operation and management of the

health sector. However, most disciplines have plans and policies, which guide their area of

r es p o n $Antigua bnd Baybada MOH 2007)

Both the process of creating a national health sector strategy and its use would benefit the health sector

a great deal. The absence of an overarching guiding document reflecting stakeholder input contributes to

the disjointed and weak annual planning @sx; which seems to involve predetermined budget

allocations based on historical expenditures, as opposed to cost and utilization data. A UN General

Assembly Special Session on HIV/AIDS (UNGASS) report in 2010 noted that one of the major
challengesintheount ryds HIV r-dapedsbBatwaenabhnSbuouategic Pl
which was developed in 2001 for the period 2@2R05(UNAIDS 2009) The creation of a planning unit

within the MOH charged with strategic planning in the health sector as deyhad HIV/AIDS

specifically, would improve the effectiveness of the health system.

The MOH is the main regulatory body for the health system and is responsible for providing data and
information for setting national h#h policy, as well as the monitoring, planning, and management of the
health system. The MOH is challenged by a scarcity of resources, including financial and human
resources. For example, the government would like to create a new strategic plan butssaiaoed by
limited human resource personnel. This can also be said of the need for regulations to govern the
Pharmacy Act and the Medical Practitioners Act. Without a legal department in the MOH, the ministry
relies on the legal department of the Minigiof Justice to assist with drafting laws and amendments and
submitting them for approval. The limited resources and conflicting priorities at the Ministry of Justice is
a contributing factor to the lack of updated and complete regulations and policike imealth sector.

National planning is led by the Ministry of Planning, which is charged with identifying strategies for
human resource and infrastructure development. Responsibility for creating and managing national social
policy B split between the MOH and the Ministry of Labor and Home Affairs. The MOH is specifically
tasked with formulating health programs based on national health g8l&iylO 2001) and the PS is the
overarching champion of the MOH legislative agertagional bdies, including CARICOM, PANCAP,

and PAHO, also impact the formulation of policies at the national |&vEhmework of legislation

developed to govern the health sector is outlined in Table 3.2. Note that acts and regulations must be
0gazet t ehkypcarbbe énforces. t
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TABLE 3.2: LEGISLATI ON AND POLICIES GOVE RNING THE HEALTH SEC TOR

Title

Allied Health Professionals
Act

Food Safety Act

Private Medical Facilities La

Pharmacy Amendment Act
(2011)

Medical Benefits Act (2010)

Medical Practitioners Act
(2009)

Mount St. Joh
Centre Act (2009)

Medical Act

Health Policy for Antigua anc
Barbuda (1997)

Description

Governs health care workers who are not
nurses, doctors, dentists, or pharmacists.

Governs regulations to ensure food safety.

This law is being drafted.

Widens the functions of the Pharmacy
Council and forces registration of licensed
pharmacies and wholesale pharmaceutical
businesses. The legislation also requires thi
premises designated for the storing of
medications are up to national standards.
Establishes the Medical Benefits Board
consisting of government, business, and he,
sector representatives, and the managemer
and operations of the MedicBlenefits
Scheme, including rates of contribution,

benefits, and beneficiaries.

Provides for the registration, licensing, and
regulation of the practice of medicine in
Antigua andBarbuda. Establishes the Medic:
Council and its functions, which include
enforcing licensing and a code of ethics.
Establishes a Disciplinary Committee.
Establishes MSIMEDard to be responsible
for the administration, management, and
organization of the hospital in an efficient
manner, and for connected purposes.

Governs dentists and opticians.

Created in 1997 as an update to a 1984 pol
document. States government commitment
to the universal provision of health services
as a right to all residents and citizens, and ti
the creation of furthe policies and legislation
to support this very brief document.
Prioritizes community involvement, health
information systems, and health promotion.

Status

Not yet drafted, althouglihe
need is recognized and
championed by the CMO.

Work is ongoing to draft this act
and ensure that is it in line with
CARICOM requirements. Chief
health inspector is championing
this update as ian Ad Hoc
Committee on Food Safety.

This law is in draft form, has bee
championed by the CMO, legal
affairs has been consulted, and i
is nearly ready for enactment.
Passed Upper House of
Parliament, April 2011. Not fully
enacted.

Fully enacted with regulations
gazetted.

This law has been enacted, and
regulations are now being
written.

Enacted 2009.

Outdated and in need of
updating.

Intended to govern a fivgear
period (through 2001), but never
updated. Still considered valid.
PAHO has pedged to assist with
the creation of a health sector
strategic plan to replace this
document.
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National Business Plan for
Health (20082010)

Pharmacy Act (1995)

The Constitution of Antigua
and Barbuda (1981)

The Caribbean Regional
Drug Testing Laboratory Act
(1979)

International Health
Regulation Act

The Misuse of Drugs Act
(1975)

Midwifery Act (1959)

Mental Treatment Act (1957)

Nursing Act

The Public Health Act (1957

The Antibiotics anterapeutic
Substances Act (1951)

20

Detailed plan for health sector improvement PAHO has pledged to provide

including the establishment of a health
information system strategy and improved
HRH planning. Most activities described we

not acted upon.

Establishes the Pharmacy Council, Registel
Pharmacists, and the licensing of pharmacie
Some aspects of the act have been amende

Provides the foundation for the structure of
government and policymaking processes.
There is no language in the constitution
regarding government provision of health

care.
Establishes

Laboratory, with the power of law.

Is bringing public health regulations in line

with international guidelines.

Outlines controlleddrugs and their

classification and subsequently provide
guidance and associated penalties for the
production, supply, and possession of

controlled substances.

Establishes a midwifery board and registry.
Obliges parents to sdeprofessional
assistance in deliveries and obliges midwive
to offer support when requested. This act is
very outdated, with low fees for membershiy
and references to Holberton Hospital that

are no longer relevant.

Governs all treatment of mentally ill patients

in the country.

Governs the nursing profession.

Extremely detailed law, which establishes tt
Central Board of Health and the role of the

state inprotecting public health, with a focus
on disease prevention and sanitation. Does

not mention Ministry of Health.

Outlines provisions for the preparation, sale
distribution, and importation of antibiotics

and therapeutic substances.

Ant i
participation in a Regional Drug Testing

technical support for a health
sector strategic plan to replace
this document.

Regulations have been written
but not yet gazetted by legal
department of the Ministry of
Justice.

Signed/enacted in 1981.

Signed/enacted by 14
governments (including Antigua
and Babuda) in 1979.

Chief Health Inspector working
with PAHO support to draft this
act.

Enacted.

Needs to be amended/updated,
but there are apparently no
current initiatives to do so.

Updated act has been drafted ar
is on the 2012 agenda of the
Parliamentary Council for
consideration and approval.
Needs updating and new
regulations. Nursing Council is
championing this act.

This law is extremely outdated
and requires updating. A circular
has been prepared for the cabint
to work on this act.

Enacted and being enforced by
the Pharmacy Council.



In addition to the above laws, the country has committed to a number of international agreements and
accords that guide the provision of health services. These include the Caribbean Cooperation for Health
I1l, the Caribbean Charter for Health Promotion,dthe Alma Ata Declaration.

Antigua and Barbuda does not have a developed system of enforcing regulation and ensuring quality in
the health sector. This is a particular concern in the area of pharmaceutical management, &stloere
regular inspection of drugs entering the country. Public health and sanitation seems to be well regulated
and generally in accordance with international standards, including regular training and education on
food safety and other public health andekse prevention messages. This is logical given the importance
of tourism to the economy. Private facilities are not governed by national health standards or
regulations. However, private providers interviewed by the assessment team signaled a wiltimgness
comply with regulations should they be established.

Individual private health care providers are regulated through the professional councils, which establish
requirements for licensure and develop and enforce codes of conduct and disciplinary actions in the case
of substandard performance. There are nostixig standards, regulations, or legislation for private

health facilities. Enforcement functions are handled by the Medical Council, Disciplinary Committee,
Nursing Council, Midwifery Board, and Pharmacy Council.

The Mount St. Johnds Medical Centre Act outlines
overlap between this act and the authority granted to the American Hospital Management Company
(AHMC) in the management contract, and this contributes &paradically strained relationship

between the MOH and AHMCT he Mount St. Johnds Medical Centre
between MSIMC and AHMC governs the management of MSIJMC. The contract was signed in 2009 and

is valid through 2014'he managemerdontract stipulates the responsibilities of both parties and the

payment terms. The management company receives fees and is eligible, as an incentivpefoenat5

increase after the first two years of the contract, provided that the hospital is pliéitand yeaon-

year profits increase by at | east 5 percent. Rega
agrees to take all steps necessary to keep Mount
Both parties have expressedifitration with the management structure. The MOH, for example,

occasionally seeks to exercise greater control, as it historically had greater direct management authority
than mandated in the legislation and agreements.

The potential benefits of the managent contract at MSIJMC have not been fully realized. While
managers wanted to have the pick of staff in opening the new hospital, the government insisted that the
facility take most of the public employees from Holburton Hospital. The managers have libetabi

hire new workers on contract, and have done so, but the full efficiency of private sector personnel
management has not been achieved.

The contract does not define a basic package of services that the hospital should offer, nor does it
specifyqualt y st andards aside from a somewhat vague ref
procedures. 6 There is also a stipulation that the
Commission International (JCI) standards, although there is nditien®r achieving JCI accreditation.

The contract does not require the collection or reporting of health information to the board of

directors by hospital management. It bodes poorly for the oversight of the hospital that at the time of

this assessmentpraudited financial statements were available for review.
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This section will provide an overview of how citizens and civil society interact with all levels of
government, and how the government respond<ctizen demands and requests. In addition, the ability
of civil society and citizens to act as credible partners with government in improving health services will
be explored. Transparency is a key issue for this section, as government willingness tkeyake
documents available to the general public and address specific questions is an indicator of its
commitment to good governance.

Civil society, including provider groups, NGOs, and the media, provide a watchdog functionealtr h
providers and institutions in the way they deliver services, equity, access, and quality. There are a
number of faithbased organizations and civil society organizations (CSOs) in Antigua that provide
needed health education and supportive servipeasticularly for vulnerable groups such as youth and

the indigent. It is difficult to assess the exact number of civil society groups in the country. Because
there is no formal requirement that nonprofit organizations register in order to raise funds eraip

in the country, few bother to do so. According to the recently established Volunteers United, an
umbrella group of volunteer organizations, there are currently about 40 active organizations. There may
be as many as 100 NGOs, although the number ofenly active organizations is likely much lower.
Although these groups appear to offer valuable services, their activities are not systematically
coordinated with government services and messages, nor do they coordinate activities with each other.
Capadiy of these groups is limited, as most are mainly volunteer driven, do not have a permanent office
or staff, and have low capacity for fundraising. There is no government office charged with working with
the nongovernment sector in health, although infotrm@mmunication on health education seems to

exist.

The public and other key stakeholders have a somewhat limited capacity and opportunity to advocate

for health issues and participate effectively with public officials in the establishmentiafspafid plans

for health services. Government health sector goals are unevenly communicated to the public, which is a
common challenge in many health systems. In addition, as in many countries, civil society, technical
experts, and health services consumare not highly organized, thus they have limited opportunity to

use, analyze, and provide feedback to government on health sector goals.

Provider associations are grouped by specialty and vary in size as well as irsgermembers. The

most active associations are the Medical Association (of Physicians) and the Nursing Association. There
is also a Pharmacy Association and a Dentist Association. Associations play an active role in advocating
for policy change, when neasy, and providing information and updates to members. Association
members sit on the various councils that oversee professional licensing, continuing medical education,
and discipline of medical professionals.

Relative to the size of the populatipthere is a large number of print and radio media outlets, in

addition to several locally produced television stations. Media regularly report on health care issues and
display a relatively high level of technical ability to report on the sector. Thexr@arceptions that

some publications may report in a manner that places one political party in a more favorable light than
another.
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The government periodically solicits input from the public and concerned stakeholders, sudviaepr
groups, CSOs, and commercial sector leaders. However, national government health data, budgets, and
goals are not readily available to the public. Although data are not widely available, the media are actively
engaged by the government for sharireatth education and health policy updates and information.

The organization and financing of health services appears to be functioning at the primary level, although
there are problems with continuity of supply at some centers. A notablestraint to the sustainable
functioning of the system is the hours of operation of the health centers, which close in the late
afternoon, and availability of physicians at these centers. Some public sector physicians reportedly do
not keep the length ohours they are required to, which impedes access. There is no requirement for
referrals for care at MSIMC, and the facility is perceived to be of good quality and free. Thus, there is
overuse of the hospital by those who could receive care at one of tt@theenters. In 2010, there

were 30,000 emergency visits to MSIMC, an extraordinarily high number in a country of this population
size.

Technical oversight of public health center performance appears to be functioning, with regular

reporting and the enggement of the Community Nurses Organizatidhh e nur ses® organi za
a useful annual report to the PS with epidemiological information, and information about human

resource needs, constraints, and other challengésre is a need for greater follv-up and supportive
supervision when problems are identified. For example, a recent chart audit found that most patients
with diabetes and hypertension attending Antiguan health centers did not have their condition under
control. It was found that the piices outlined in the revised clinical guidelines were not carried out at

the recommended levels. It was expected that the introduction and proper use of these protocols will
make a positive difference. No follewp survey was conducted to ensure thatghias the case.

The private commercial health sector is growing and provides specialist and some generalist services for
those with private insurance or willingness to pay-offpocket. The private sector has some resoas

that the government occasionally utilizes in lieu of sending patienisiafid for services. For example,
patients are sometimes sent to private providers for services temporarily unavailable at MSIMC, such as
MRI and cholesterol tests. Better coortdition with the private health sector could increase access to

key health services in a more systematic manner than currently exists. This could potentially result in a
cost saving for services that would otherwise be obtainedstfind. See Chapter 9 féurther

information on publigprivate engagement.

At the primary health care level, public sector providers supply accurate and relevant financial,
surveillance, and program data to the government for the sufficient monitoritigpeé dimensions of
the health system. There are significant gaps in reporting, however, as secondary and tertiary care
information is not regularly reported or used by the government. As noted earlier, MSIMC does not
provide routine data to the MOH, nodo private health providers. Public sector providers appear to
occasionally use evidence on program results, patient satisfaction, and otherrestithl information

to lobby government officials for policy, program, and/or procedural changes. Ther®talale gap in
financial information on health sector performance and the use of program and financial data for
planning. There does not seem to be analysis of the-effsttiveness of interventions and expectations
of disease burdens in budget planning.
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Government provides overall direction to the health system. Currently there are some gaps in

legislation, policies, and regulations that need to be addressed. Government officials do not have access
to reliable researls and evaluation studies. The existing health information system (HIS) can be used to
formulate laws, policies, strategies, and operational plans, regulations, procedures, and standards for the
health sector. They are informed by some regional studiesaavite on best practices. Neighboring

country laws and regulations are a good resource as well. Procedures exist for reporting, investigating,
and adjudicating misallocation or misuse of resources. Applicable regulations and laws are enforced by
the Ministy of Justice.

Donor funding accounts for a very small percentage of total health spending in Antigua and Barbuda.
Recent donor funding has been concentrated on policy support and HIV/AIDS programming. In addition,
international organizans and regional entities such as UN agencies and PAHO provide technical advice
to the MOH.

There are a number of regional actors that have a supportive function for the Antigua and Barbuda

health sector. PAHO is a resource to the government for health policy, M&E, and other guidelines

related to the health sector. Caribbean Network of Peopleihgvwith HIV/AIDS was a Round 4 Global

Fund recipient. PANCAP helps inform the governmen
Business Coalition is the regional private business sector response to HIV, although they are not active

in Antigua andarbuda. The Caribbean HIV/AIDS Regional Training Institute provides training to

countries in the region on HIV/AIDS prevention and treatment. Regional branches of international

NGOs work with those marginalized by stigma and discrimination. For exanmgleGaribbean

HI V/ AI DS Al liance (CHAA) recently received a new
Emergency Plan for AIDS Relief (PEPFAR) and will be redoubling its efforts in Antigua and Barbuda.

Impro ve the physical work environment for MOH.  The government should prioritize establishing
workable office facilities for the MOH, to enable longer working hours and reliable Internet access for
the staff located there.

Seek technical support for regulation  formulation . Priorities would be regulation in support of
the Medical Practitioners Act, Pharmacy Act, the Public Health Act, and the Medical BenefRa\AHQ.
would be a potential source of expertise, possibly by seconding a legal analyst to the M@ FHinfibe
period to draft regulations.

Establish a health steering committee composed of public and private sector stakeholders

to develop priorities for the health sector. Facilitate meetings with public and private sector actors
to develop an action plafor cooperation. The goal of the steering committee is to depoliticize some of
the difficult decisions that need to be made in the health sector, build political will, increase
accountability, and mobilize greater resources by taskingMoid actors withsome duties.
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Formalize a private sector supply of services when the public sector is unavailable . There

should be a registry of private sector services and assets, particularly diagnostic equipment, at the MOH.
Formal contractig mechanisms can be developed to allow public sector patients to access services that
should be provided by Antigua and Barbuda on the islands, as opposed to going abroad, when available.
Going handn-hand with this greater cooperation would be provisiohimport tariff waivers for private
medical companies importing equipment that is not currently available in the public sector.

Develop a regular process of strategic planning, and create a health sector strategy,

including the plan for HIV/AIDS service  delivery . Antigua and Barbuda could seek technical
support to establish a Strategic Planning Unit charged with developing a sustainable planning process
within the MOH, potentially using the resources of a health steering committee. The technical support
could focus on the collection, analysis, and reporting of health sector information for the purpose of
planning and policy decisionaking.
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Key Findings

The primaryhealthcare system has historically been adequately fundecaective, but
this is threatened by inappropriate demand and inadequate funding for MSIJMC

A 7-percentpayroll taxis committed to healthcarethrough the MBS.
Approximately15320 percentof the population has private insurance

MSJMC is seriousbinderfunded: the governmehtas in the pastaceal challenges in
meeting obligations to MBS; MBS is unwilling to negotiate a higher level of financial
support to MSIMCand theamount that the governmerays in capitation to MSIJMC
appears to be insufficien

MBS provides important elements of a social health insurance system. To establish|{such
an insurance system, Antigua and Barbuda needs a better understandisgsodind of
current flows of outof-pocket and private health insurance payments and camgist
contributions to MBS.

This chapter presents an overview of health financing in Antigua and Barbuda. WHO defines health
financing as the o0function of a health system con
allocation of money to cover the health needs of the peopldividually and collectively, in the health
system. 6 It states that the oOpurpose of health fi
right financial incentives to providers, to ensure that all individuals have access to effectivbgnltiic

and per s on a(lslanh20GvHealth firmarcinginkludes three interrelated tasks: revenue

collection (fund generation), pooling of funds leading to allocation, and purchasing of services. The

sections of the chapter below will discuss eatlietail.

The most recent available data suggest that total health care spending in Antigua and Barbuda is about 5
percent of GDP. As a percentage of GDP, health expenditures appear somewhat lower than in the

other islands of thé&eastern Caribbean, even though Antigua has the highest per capita income of any of
its sister nation states. Public health spending was 10.2 percent of total government health spending in
20009, fluctuating between 3.5 percent and 4.5 percent of GDP oweta$t decade. This translates to

about EC$972 (US$360) per capita in public health spending and over EC$1,350 (US$500) per capita in
total health spendingsovernment spending made up nearly 75 percent of total health expenditures

while private spending age up 25 percent in 2009 (World Bank 201The government spent

EC$700,000 (US$259,000) on HIV programming while donors provided EC$440,318 (US$163,081) in
2009. See Box 4.1 below for an explanation of the Medical Benefits Scheme, the primary method use
by the government to pay for health care.

27



Primary health care is available for free
to all citizens in Antigua and Barbuda.
For most citizens, hospital services are| The MBS is a@vernmentrun program that provides financial
free or low cost, with the MBS making @ assistance and medical supplies to qualified residents of
monthly negotiated payments to MSIJMC Antigua ad Barbuda suffering from a mteterminedlist of

on behalf of its members. Private health Chronic disease, namelsthmacancey cardiovascular
insurance policieare available in the disease,s:ertified Iunacydiabt_atesglaucomahypertension,
market. WHO data from 2008 indicate leprosy,and sickle cell anemi@ihe scheme is funded by a 3.5

that 87 t of privat dit . | percentcontribution deducted from earnings of insured
a percent of private expenditure 1S persomel and a matched donation by employegelf

Box 4.1: Medical Benefit s Scheme

out-of-pocket, suggesting a very low employed contribute Jercentof earning to the scheme
level of private insurance. Because most Every beneficiary is required to register with the MBS by
health insurance provides indemnity presenting an original birth certificate or passport alomith

payments after a patient incurs user fees his/her Social Securityaod. Nonrcontributors must also
this may understate the extent to which present a cerficate from a medical practitioner certifying the
medical costs are covered by insurance. they suffer from one of the listed diseas&s1998, the at

was amended to expand the scope to include prongd

In the health sector as a whole, costly financial assistance towattte following activities:

secondary services, such as dialysis, . .

appear to be crowding out primary care The cost of medical benefits to uclass of persons
services, such as HIV testing or in such circumstances and subject to such conditions
cholesterol management. The number of asmay be pre_scr'bed by Fegu'a“O” .

patients on routine dialysis has increased The construction and maintenance of hospitals and

. . other medical and hetdd care facilities approved by
from five when HolburtorHospital the cabinet

closed to more than 40 today. This The supply of medical, surgicaid dental supplies
number will continue to increase, unless and laboratory equipment to hospitals and other
dialysis capacity is constrained, given the medical and health care clinics and eest

age structure on the island and burden The management and administration of hospitals and
of disease. The MRI machine at MSIMC health care facilities.

is used for only two or three patients

per day. Ths is likely due to a high Source: MBS officialebsiteaccessedh May, 2011.

the government or MBS and the
existence of a second machine in the private sector.

Costs of offisland care are sometimes covered by the government of Antigua and Barbuda, typically
funded through MBS. Requests for financial support foisiééind care are routinely directed to the

CMO, who has the authority to approve or disapprove requests. In recent years the annual budget to
support those seeking care outside of Antigua and BarbudaB&$3 million (approximately US$1.1
million). However, given the economic situation in 2011, the budget was reduced to EC$500,000
(approximately US$185,000) in 2011. As of May 2011, the budget had been depleted, and the CMO
planned to request an additiohallocation so that some assistance would be available for the remainder
of the year.

The reality of health care financing in Antigua and Barbuda is not encouraging. There is no current set of
National Health Accounts (NHA), so isidifficult to determine just how much is actually spent on health

in the country, be it public or private expenditures. Interviews suggest that few Antiguans forego

primary care or services at MSIMC because of cost. Labor unions express general satisfdcthe

access to MSJIMC provided through the MBS, but there are no estimates of the distribution of health
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expenditures across income groups or the extent of catastrophic health expenditures. WHO reports
levels of public and private health spendingAatigua, but no interviewed official recalled a household
health expenditure survey from which aggregate private health expenditures could be estimated. No
official accounts have been published by the MBS for several years, so there is ho way to datemine
actual amount collected and disbursed from the payroll tax or any shortfall in MBS colledtiatike

most countries with a similar scheme, collection of health care payroll taxes is not coordinated with
collection of Social Security contributions imcome tax.

Mor eover, Antigua and Barbudads finances are unde
Monies budgeted are not disbursed if revenue collections do not meet targets. For example, the

ministry budget includes a negotiated conttibn of EC$3.1 million (approximately US$1.15 million)

per month to cover the costs of free care at MSIJMC, but the government is paying only EC$2 million
(US$740,740) per month. The aggregate shortfall in payments is at least EC$13 million (US$4.8 million)

The planned contribution was based on expenditures at Holburton Hospital at the time that MSIMC

opened in 2009. It is unlikely that this amount is adequate to cover the operating costs of the new and
expanded facility, nor the added costs of extra serginow available at MSIJMC.

The annual budget of the MOH is EC$96.8 million (US$35.9 million) for 2011. This is down from
EC$116.5 million (US$43.15 million) in the revised 2010 budget, but 4 percent above 2009 expenditures
of BC$92.5 million (US$34.26 million). Some of the environmental health budget is used for solid waste
collection and disposal, and there are minor appropriations for social affairs. Funds in the budget have
traditionally been adequate, with some support friime MBS, to provide free and accessible primary

care for the entire population.

A very positive feature of the health finance landscape is that Antiguan law provides for &aVIBS
dedicated payroll tax for health of 7 percent (8rcent paid by the employer, 3.5 percent paid by the
employee) for employees ageddB®, and 5 percent (2.5 percent employer, 2.5 percent employee) for
those aged 6870. All employed persons, including the satiployed, are required to pay into the fund

The sefemployed contribute 5 percent of earnings. The law and regulations do not appear to cap the
amount of salary subject to these assessments. Revenue should be fairly elastic with economic growth as
formal sector employment expands. These fundsratincluded in the MOH budget, although they are

used to support purchases of essential drugs and maintenance of some community health facilities.

The fund extends benefits to enrolled workers and to children under 16, studerd®11,Gnd the

disabled. The MBS appears to provide a substantial and dedicated revenue source targeted at secondary
care and CNCDs. Listed diseases for which the fund pravidieigs include hypertension, diabetes,
cardiovascul ar di sease, sickle cell, cancer , l epr
It is worth noting that HIV/AIDS is not included on the list of diseases for which drugs are available.

Benefits are payable to recognized hospitals, including private hospitals, in Antigua, and for overseas care
not available ofisland at rates determined by the minister of health. A maximum amount can be set for
overseas payments for a beneficiary.

2 MBS officials think they collect about 70 percent of the contributions owed from the private sector.
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It appears that the MBS is underpaying for the cost of services received by its beneficiaries at MSIMC.
Although the hospital estimates these patients cost about EC$3 million (US$1.1 million) per month, at
the time of the assessment in May 2011, MBS was paglgd=C$575,000 (US$212,963) per month.

The ability of MBS to pay full cost is constrained for a number of reasons, including gaps in government
financing.

The health system is minimally dependent on donor funding. PAHO provides tecsscEhnce to
Antigua and Barbuda to support the health system and priority health areas, anchored by a
representative stationed on the island. The assessment team identified outside funding only in the
HIV/AIDS program. Plateaus in foreign aid budgetswilhave a major adverse effect on Antigua. The
costs of necessary HIV/AIDS care should be manageable within national health resources.

ARVs for AIDS patients are currently obtained through the Eastern Caribbean cooperative purchasing
arrangement using Global Fund monies and distributed through a single point of service at MSIJMC.
Currently, 123 patients are receiving ARVs. The government is looking to make ART and HIV/AIDS care
available at multiple locations. Such improved accesgelhas new protocols for starting ART, would
expand the number of patients requiring ARVs. Even if the number tripled to include the full number of
HIV patients currently registered (about 400), drugs should be available for a cost of about EC$810
(US$300 per patient per year, or about EC$324,000 (US$120,000). This is much less than is currently
spent on the 40 dialysis patients at MSIMC, or the salaries of the redundant laundry workers transferred
to the Fiennes Institute. If HIV were added to the liftahronic diseases for which the MBS provides

drugs, Antigua could easily afford to purchase ARVs via the OECS/PPS. This, of course, is contingent
upon all parties, including the government, paying their MBS contributions. (See Box 4.2.)
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Box 4. 2: Mo s Medicdd €enterdJ o hn 6

With the condruction of MSIMC, the oisland inpatient facility, the country has completed the large investme
necessary to provide good quality hospital care, including some tertiary seiesgite the popularityf the

c ent er 0 andelativelyifreae accedor Antiguans, 2010 occupancy was onlypéBcent. However,
admisins amounted to approximately 9 perceoit the population that yearThe government pays a fixeper-
admission subsidy for MSJMR®e publicly owned, privately managed hospital alsogelsafees, and the adequac
of government payments is in dispute

No audited financial statements are currently available at MS3®/iCis difficult to determine the amount
collected from insured Antiguans and touridt$SIMC managers estimate that mnesipatients are 1820 percent
of the total duringtourist seasorand kss than 1(@ercentthe rest of the yearAlthough a schedule of modest
user fees is posted in the hospital, it is not clear if these are actually collected for all beneficiarieMBSiAd!
children and pensioners are specifically exempted from any chargeMSJIMC facility is attractifer a number
of reasons, resulting ithe hospital outpatient department sieg many patients that could be treated in primary
care facilities. The emergency department recorded almost 30,000 visits in 2010, while the total number of
primary care visits iministry clinics was only 90,00Patients are supposed to be referred from public primary
care facilities, but many se#ffer. The hospital andgovernment have so far been unwilling to impose user fees
approximating cost on setéferred patients as a maa of reducing this burden, and overuseM®JMGor

routine primary care continues.

MSJMC is run under a management contratiich potentially provides the benefits of private hospital
management in a modern facility that is obligated to meet publiatments for accessible hospital cafdis
comes at a cost 0fJSp774,000 per year for the management services provided (three senior managess)
are additional incentives if MSIJMC should operate at a profit, which it almost certainlydsing atthe moment,
at least on a standard accrual accounting basis, including deprecidtgofee is not necessarily excessive if
hospital management is actually delivet@d high internationastandard However, themanagement contract is
rather vague abouthe standards of performance to which the hospital manager will be held accountable.

The potential benefits of the management contract at MSIMC have not been fully retieédl efficiency of
private sector personnel management has not been achi@eshuse of the funding shortfalls describ&dve
MSJMC has not been able to fund any depreciation, giving a poor prognosis for the continuation of its curre
level of service.

In some cases, savings achieved at MSIMC are offset by unnecessatgawbtsein the health systet1SIMC
uses a contract linen service, but laundry workers from Holburton Hospital were reassigned to the Fiennes
Institute, where the need is for nursing and activities staff. The Fiennes Institute's budget increaseeogri0
with the staffing transfeHowever, the level of service remained essentially the same. As a result, this home
the elderly has 1.65 staff per bed, and a cost of nearly1IBE&(US$50)per patient day, higher than charges in
private sector care homs that must also cover the cost of their facilities

MSJIMC is investigating the possibility of building a cancer treatment,fatiitl would includeadiation therapy
on its campus, but it is hard to see where the money will come from to providdipal MBS patients with these
additional serviced he government is also considering a new diagnostic center at the Holburton Hospital site
However,neither anestimate of the capitaindoperating costs for such a facility, nor a comparison to the ads
selective service expansion at MSJIMC in order to reduce any badlduvgdeen undertakelVith inpatient
occupancy below 5fercent and the excessive level of outpatient care that could be redirected to primary ce
facilities, it should be possibier MSIMC to find room for any truly critical diagnostic servideisiatives like the
diagnostic center and the cancer radiation facilityapparenthh ot bei ng exami ned i n
capacity to finance health care.
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Approximately 15,000 residents have private health insurance, usually through their employers, and pay
monthly premiums of EC$160 (US$59) per person, up to EC$430 (US$159) per family. Companies that
provide health insurance to their employees are usually either multinationals or companies run by
Antiguans that have worked in countries with health insurance. Through this mechanism, over 15
percent of the population would appear to have effective risklmg for major private sector medical
expenses, with health insurers collecting about EC$29 million (US$10.74 million) in premiums.

Although the government has expressed interest in adopting a national healtarinswsystem, the

status of such a development is unclear. A regional health insurance scheme has been proposed, with
actuaries providing some estimates of the required premiums. However, health officials in many
Caribbean countries, including Antigua aratl®ida, have voiced concerns about the feasibility of such a
scheme and about the timeline for implementation. The MBS provides a proven method of collecting
payroll contributions, and may serve as a foundation for national health insurance in the Ifutuge.

MBS was fully funded based on current obligations for public employees, it might be possible to extend
insurance coverage to Antiguans outside the MBS scheme with little or no funding beyond the MBS and
existing public health budgets.

The dayto-day exigencies of running the MOH, combined with inadequate financial information, have
made it difficult for Antigua and Barbuda to develop an affordable health care strategy that takes into
account the burden of disease with the ongoing dgnaphic and epidemiologic transition, the existing
base of facilities and professional manpower, or realistically available funding streams.

With this information, the ministry could prioritize expenditures within the envelope of available

funding. In theabsence of such planning, the health care system is in jeopardy of continually confronting
crises, with serious consequences. MSIMC may go bankrupt, or the management contractor may exit,
leaving the ministry ill prepared to pick up the slack. Primarg caay suffer because of the pressing
demands of secondary and tertiary care patients, as is already happening with HIV and cholesterol tests.

To sustain good primary care performance and address the chronic diseases of éigiaggial analysis
combined with a revised health care strategy is clearly necessary. In the short run, the government
should undertake the following:

Construct a set of NHA that show the full amount of funding flowing into the Antigua and Barbudan
healthcare system from various sources, including MBS, health insurance, and private payments. A key
aspect of this will beonducting a rapid and limited household health expenditure survey to

guantify the amount and distribution of private health expenditureluding health insurance premiums

and benefit payment, as well as aftpocket payments.

3 These tests were unavailable due to a lack of reagents at the time of our visit.
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Determine the necessary cost of running MSIMC , with specific costing of certain higéch

services such as MRIs. Such an analysis should include the necestsafygoipment maintenance and
replacement as the facility ages. (Hospital management probably has most of the necessary data, which
should be reviewed by an independent economist or accountant working for the government.)

Determine the likely funding a vailable from the annual budget over the next several years
(given economic projections), as well as likely collections by the MBS.

Develop a financial and service plan that balances reasonably expected health care
resources and commitments. Consider allnew hightech medical expenses within the context of
this plan. Protect primary care services and purchases of essential drugs.

Prioritize payment of government contributions to the MBS . Amend the MBS Act to add HIV
to the list of covered chronic diseases; this could be phased in as Global Fund funding, through
PANCAP, is phased out.

Explore opportunities for cost savings within the existing health care system . Potential

projects include 0or i glhstitutesviitl a shifgid staff fo mara effdctiva patignt at F i
services and a collection of pension and Social Security payments to offset the cost of care at Fiennes.
Efforts might also be made to combine the collection of MBS payroll taxes with incomeatiacté&es

Social Security payments or using a private insurance company to process MBS claims under a
competitive Othird party administratordé contract.
referral manager to screen requests for support dfshiore medical treatment, monitor and negotiate

fees of offshore providers, and maintain data on cost, diagnosis, and treatment providers.

Candidate projects might include those listed below. These are offered not as a criticism of current
management, iwo show that, even though the system is generally underfunded, there are
opportunities to realize savings within the current structure.

Reevaluate user fees and consider economic incentives for more efficient service

utilization, especially at MSIJMC. Asnoted elsewhere, there is a need to formalize the referral
process between primary and secondary/tertiary care to reduce the burden on MSJMC. Imposing, and
enforcing, user fees for nonemergency use of MSIJMC by those not referred by a primary carefacility
physician may be one way to achieve this. This is of course predicated on improving access to primary
health care on the island, which should be a first step. For more discussion, refer to the
Recommendations section of Chapter 5: Service Delivery.

Address provision of primary health services at MSIJIMC . Because of the importance of the public
health laboratory functions performed at MSIMC, the MOH should sign a separate perfornzeece
contract with MSJIMC, which defines the tests that must be peréatfior public health and primary care
purposes. The contract would be adequately funded from the primary care budget and require MSIMC
to make these tests available at all times. This would prevent the phenomenon the assessment team
observed, where presgjnfinancial needs at the hospital resulted in a failure to provide essential public
health tests.
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Key Findings
The primary healthcare system is functioning wepartiaularly for infectious diseases and
maternal and child health
There is an dequate number of facilities, distributed evenly across the country (both public
and private), including a new hospital apecialized tertiary care.
Quiality assurance of health servigesineven. Quality is tracked internally at MSIMC,
without MOH oversight, and there is no systematic quality improvement process at the
primary level.
Efficiency of service deliveiynot optimal as exemplified by an oveeliance on MSIMC foi
minor health issues and centralized HIV/AIDS treatment.
Gaps inthe patient referral procesgxist: there are informal referrals and limited follayp
between levels of care within the public sector and limited/strained referrals between the
public and private sectors.

This chapter assesses health service delivery in Antigua and Barbuda. Health service delivery is the most
visible aspect of the health system because it is often where the users interface with the health system.
Service delivery in the health sector isideid as howinputs and services are organized and managed. A
well-functioning service delivery component of the health system ensures access, quality, safety, and
continuity of carg(WHO 2007).

The vision of the MOH is to pvide integrated and costffective health care services for all. The public
sector service delivery system is built on the principles of primary health care, endorsed by the
government as oOessenti al heal t h desecially acbeptade d on p
met hods and technol ogyd f or he(®ihidsthof idealth of dritigua n  a n
and Barbuda 2007)

ra
d

This vision is reflected in an established network of public PHC facilities, which are evenly distributed
across he county and adequately staffed by medical officers, nursing, and auxiliary staff. The public
sector health centers hold specialized clinics on a weekly basis or more frequently for the management
of diabetes, hypertension, psychiatric disorders, prersgalices, child health, and family planning. The
PHC system is particularly strong in the areas of maternal and child health care and infectious diseases,
as evidenced by the nearly universal immunization, antenatal, and postnatal coverage and the low
mortality from infectious diseases. MSIJMC provides an increasing number of specialized services. A
significant private health care sector provides a complement to public health services in dental,
outpatient, inpatient, specialized, and diagnostic servicedifficult to adequately assess the size and
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role of the private health sector in Antigua and Barbuda as there is no formal registration required for
private health care facilities. While most facilities are registered businesses, many providerd@ppear
operate on an informal basis, particularly those doctors with {iane public health facility positions.
Table 5.1 provides a summary of health service providers in both the public and private $emtor.
more detailson private health providers refen Chapter 9: Private Sector Contributions to Health.

Some large employers (e.g., hotels) have a nurse on site or a doctor on contract who provides health

services to employees. However, such programs account for a small share of service deliveryeas work

are often rel uchtoaunste & op rsoevei dtehress ef oori nconf i denti al it
groups involved in health primarily conduct health education activities; an exception is Planned

Parenthood, which provides a substantial share ofljapanning services in the country, filling a gap in

such services in the public sector. Supply of contraceptives in the public sector has been very limited and
most women are referred to the Pl an-peatdredPar ent hood
counseling and a full range of contraceptive methods are available at highly subsidized prices. The heavy
reliance by the public sector on Planned Parenthood for affordable family planning services poses a

potential sustainability issue. It is unclear Hamily planning coverage in the country will be affected in

the event of future funding interruptions of the NGO.

TABLE 5.1: SUMMARY O F HEALTH SERVICE PRO VIDERS IN ANTIGUA AN D BARBUDA

Public Sector

Health Facility Staff Services Provided
Mount StJ o h n 6 s About 500 staff Primary health care
Medical Centre 185 beds Advanced critical care (including dialysis, oncology)

Surgery: six operating theaters

Emergency department

Diagnostics (including MRI, EKG, mammography)
National laboratory

Pharmacy
STl ad HIV blood screening
VCT
Holberton Hospital Autopsy department
Abandoned children care center
Fiennes Institute 114 staff total Longterm/institutional geriatric care
69 beds
Claireview Mental About 55 medical, nursing, Psychiatric services
Hospital and ward staff pluauxiliary
and management/
administrative staff
150 beds
Eight health centets About 100 staff total across  Ambulatory services (including some chronic disease
all clinics, including management)
resident medical officer and ANC, prenatal care, and chilealth services (incl.
district medical officer (in immunization)
five main clinics only), Family planning services
environmental health Pharmacy (in five main health centers only)
officers/public health Community psychiatric services

4 Includes Hannah Thomas Hospital in Barbuda, which has eight beds but operates primarily as an outpatient facility.
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inspectors, family nurse Dental care
practitioners, public health = Nutrition

nurses, district nurse VCT

17 satellite clinics midwives, community Primary health care services (health promotion,
nutrition officers, and clinic = preventive servicegurative, some rehabilitation
aides services)

Private Sector

Type of Facility Number and Capacity Services Provided
Private medical/surgica 4 facilities; staffing varies Inpatient care (ranging from 2 to 20 beds)
facilities according to facility Minor/major surgery

Obstetrics and gynecology

Diagnostics (including ultrasoundray, CT scan, MRI,
EKG, digital mammography)

Pharmacy

Ambulatory services

Private nursing homes Approximately 10 homes; = Longterm/institutional geriatric care
staffing varies by facility;
some have registered nurse
family nurse practitioners,
and nurse aids, in addition t
auxiliary staff

Private physician Between 20 and 64 General family medicine
practices Dental care
(individual/small Gynecology
outpatientpractices) Pediatrics
STI diagnosis and treatment
HIV testing
HIV/AIDS outpatient care
Private laboratories 5 labs; staffing varies by Laboratory diagnostics (including STI &hd blood
facility screening)
Private pharmacies Approximately 20 Retail sales of pharmaceuticals and medical supplies

pharmacies; staffing varies
Planned Parenthood 1 clinic; 5 fulltime staff and 1 Sexual and reproductive health seas, including family
part-time OB/GYN doctor planning (oral and injectable contraceptives, condom:
emergency contraceptives, intrauterine device),
pregnancy tests, pap smear tests, and VCT. Sales of
contraceptives at highly subsidized prices.

5 There are three health centers and one clinic equippegrovide certain secondary care services that would normally
be handled at the hospital.

6 Yellow pages listed 20 physicians, eight specialists; Medical Association reported 64 members in private practice.
7 Provided by a single practitioner.
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As the country continues to develop and the burden of disease in Antigua and Barbuda shifts away from
communicable diseases, the emerging health concerns are now CNCDs, health education/promotion,
HIV/AIDS, and mental health.

CNCDs now represent the leading causes of death on the istambst notably heart disease, cancer,
and diabetes. As mentioned in Chapter 4, due to the rise inro@mmunicable diseases (NCDs) on the
island, demand for services like dialysis has increasedatcatty in recent years, to the point where 40
patients now receive dialysis regularly. Costly secondary services, including dialysis, appear to be
crowding out primary care services such as HIV testing or cholesterol management.

Health education and promotion activities, including community outreach, are conducted by the
Community Nursing Services, the MOH Health Information Division (HID), MSIMC, MBS, the Medical
Association, private companies (through Corporate Sdeedponsibility [CSR] programs) and a large
number of NGOs. The activities cover a wide range of health topics including reproductive health,
HIV/AIDS, cancer, eye and dental health, and priority NCDs (such as diabetes and cardiovascular
diseases). Althougtoordination between the public and private NGO sectors in some of these areas
appears to work well (e.g., in HIV/AIDS), many initiatives are planned without coordination with others
conducting similar activities. A 2010 assessment of EPHF conductedHty $Aight to identify
strengths and weaknesses of the country®ds public
more effective and efficient approach to public health. The report, which looks at 11 essential functions
of the health system, noteal weakness in national planning and coordination of information education
and social communication to promote hea(tflichael 2010)This assessment team, for example, found
that the MBS designs and conducts screening and prevention programs for otiiesigtes, and

cholesterok but does not jointly plan such activities with MOH health education, NGOs, or CSR
programs focusing on these topics. This lack of coordination limits the potential of awareness and
Behavior Change Communication (BCC) activities for impact in aeffisient manner.

The increasing burden of CNCDs urgently calls for greater prioritization of health education and BCC

by the MOH and for a focus on approaches in line with best practices. This is supported by EPHF
findings that suggest that MOH prioritizatiom lbealth promotion is only slightly above average. The

focus of the HID within the MOH appears to be on producing brochures and columns for local

newsprint publications on epidemiologic trends and prevention of diseases tracked by the MOH
surveillance systn (such as gastroenteritis or dengue); a glaring gap is the lack of a comprehensive BCC
strategy targeting the CNCDs that pose the greatest burden and cost to the public health system.

HIV/AIDS services are provided through a vertical programpragch managed by the AIDS secretadat

a unit at the MOH that serves as the focal point for HIV/AIDS in the country. HIV testing is routine in
ANCs, but providerinitiated counseling and testing protocols are not currently integrated in PHC.
Outreach pragrams for VCT are conducted by the AIDS secretariat, NGOs, and some employers who

8 The schem has a medical officer specifically appointed for such programs, and collaborates with international
organizations to design its BCC campaigns (e.g., the University of Florida assisted MBS Taltettidarge of Your
Diabetegampaign).
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sponsor VCT days osite encouraging staff to get tested, using rapid tests. HIV/AIDS treatment is highly
centralized and available from a single providl#re private offie of the clinical care coordinator,

contracted by the Ministry of Health. ARVs are only accessible at the MSIMC pharmacy. The AIDS
secretariat conducts activities targeting marginalizedstgroups and appears to be coordinating well

with NGOs and CSR igrams related to HIV/AIDS. The recent closure of the CHAA office has left an
important gap in prevention and outreach services, given that the current Global Fund funding from

Round 9 does not include a budget for prevention activitidse assessment &n learned, however,

that USAI D funding for CHAAGs activities in Antig
has since reopened.

Mental health services are provided at the Claireview Psychiatric Hospital and at FlitiedaPHC

facilities offer the services through psychiatric clinic hours held seven or eight times a month in each of

the five main public clinics. A private facility provides rehabilitation care for addictions. A lack of social

support programs for paents discharged by Claireview Hospital appears to result in inefficient service

delivery and quality of care unaligned with international best practices. Although a social health worker

has recently been appointed at the hospital, there are no governeeninitiatives to support the

process. As a result, many patients who can live independently with falioineatment available at the

PHC level either remain or return to the hospital for a lotgrm stay. This has the added impact of
diminishingthe pate nt s qual ity of | ife compared to the al't

There is no defined basic benefit _ . o
package of health services that are Box 5.1: The Medical Benefits Scheme: Beneficiaries
covered by the government either-in and Services Covered

country or abroad. Services in the public

PHC clinics and most drugs prescribed, The Medical Benefits Scheme has two groups of beneficiaries:

at this level are free for all patients,

although there are occasionsthortages | - Group I: Persons who have paid contributions for 26 weeks in any
of some drugs in public sector calendar year or in any period of 12 mostlthildren under 16and

. A opersons who are permanentldg |incapable
pharmacies. For more detalils, refer to

Chapter 7: N_Ianagement O_f . - Group lI:Persons certified by a medical practitioner to baffering
Pharmaceuticals and Medical Supplies. from any of the following chronic diseases: asthma, cancer,
The MBS has a defined benefits packagesardiovascular diseases, certified lunacy, diabetes, glaucoma,

(see Box 5.1) but routinely pays for hypertension, Parkinsonds disease, epi
drugs and services outside of the
package (e.g., all drugs dispensed at
public clinic pharmacies and treatment

The MBS package of services covers all inpatienbatghtient care
including drugs,-xays, laboratory tests, electroardiogramsand
other diagnostic services provided at MSIMC or at public climids a

off-island). MSIMC does not strictly MBS pharmacies. In cases wheregs or services for Group Il
enforce payments for services not patients are not available at publicifities (e.g.due to shortage of
covered by the MBS for its MBS lab reagents or broken equipmenguch patients are eligible for

reimbursement from MBS for obtaining these drugs/services in the

cardholder patients. private sector, at the rate charged for such services in MSIMC.

HIV/AIDS services in the public sector

are free, 'nCII_Jd'g VCT,'pr'eventlon of Source: MBS official websjtaccessed May 2011

mother-to-child transmission (PMTCT), | (nttp://mbs.gov.ag/information/benefits.php)

and care and treatment, including ARVS,

for residents and citizens of Antigua and Barbuda. Patients with psychiatric conditions receive free
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treatment in the public sector under the MBS.

Privae health providers are widely used and serve all segments of the population. Although recent data
on the proportion of patients who seek care in the private sector are not available, data from 2006
showed that 39 percent of patients first sought care frarprivate doctor or dentist (Kairi Consultants

Ltd 2007). Specialists and inpatient care providers tend to be used more by wealthier segments of the
population as well as tourists and those with private health insurance.

Some specialized treatment sengda cardiology, oncology, neurology, and other clinical areas are not

available #tountry. Patients who need such services can apply for financial assistance from the

government to receive treatment abroad. Governmgaatid treatment abroad is organizeg the office

of the CMO, which pays providers directly and arr
which patients to sponsor for treatment abroad and how much of their expenditures to cover is highly
discretionary, and based on areviewtoh e pati ent ds fi nanc-ofpdcketsi t uati on
urgency of the condition, and availability of funds fofigiind treatment in the budget.

The free services and medicines in the public PHC sector, th&lamd sporadically enforced feas

MSJMC for MBS cardholders, and the broad coverage of MBS have so far ensured adequate access to
affordable essential care for most of the population and a broad range of specialized care in the public
sector. However, as discussed further in Chapteth® current model of free service provision in the

public sector is rapidly becoming financially unsustainable.

An essential ingredient for efficient service delivery in the public sector is a functioning referral system
between the primary and higher levels of care, which ensures that the primary level provides a

gatekeeping function toward hospital services that are either unnecessary or can be provided at the

primary level. This, however, is a key missing piece inthenorgza at i on of the country?o
delivery system.

Although referrals from PHC to MSJMC are required for nonemergency care, they are not enforced in
practice; as a result, patients routinely seek care at the hospital for minor conditions thaedasaled

at health clinics. For example, there were nearly 30,000 visits to the Emergency Department of MSIMC
in 2010, which equates to about one visit for every three residents and is equal tthodeof the total

visits in public clinics. Main reasdps this pattern of selreferral to the hospital are outlined below.

The opening hours of public clinics are inconvenient given that they close at 4:30 p.m., allowing
only early morning visits for patients who work ftithe hours.

Although PHC clinicenay be open, often no doctor is on the premises and/or supplies may be
inadequate to deliver some services.

Quiality of care is perceived to be better at MSIMC.

There is unrestricted free or lowcost access to ambulatory hospital services for those who
choose to seHrefer.

9 New mental hedh patients are immediately assigned a temporary MBS number at first contact with the public health
system, to ensure that they can receive free medication.

10 For example, the MSIMC fee for an MBS cardholder for a lab or ultrasound test is EC$20, aedftrarfpatient
surgery/endoscopy is EC$100, which is a significant cost given average salaries in the country.
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Because public clinics do not preschedule appointments, patients at clinics may have a long wait to see a
physician. Conversely, a physician may come to the clinic at a time when there are few or no patients
and thus leave for his/hgrivate practice where time may be seen as being more efficiently spent.

Neither situation is efficient and both discourage access.

As mentioned earlier, the lack of a functioning social integration program for mental health patients
results in ovesreliance on longterm institutional psychiatric care, which is an inefficient use of health
sector resources. Fiennes Institute, with its excessive amount of ancillaryh@wadth) staff inherited
from Holburton Hospital, is another example of inefficiency.

The quality of health care services is determined by a combination of factors including adequacy of
infrastructure, drugs, and supplies in health facilities; availability of trained health workers who receive
regular skills updates and adexe supervision; and procedures for producing, enforcing, and monitoring
use of upto-date clinical standards. Quality assurance standards and processes must be in place for all of
these factors.

Public healthacilities infrastructure varies by facility. MSIMC has an impressive set of diagnostic and
treatment equipment. The facility itself appears to have a low occupancy rate (43 percent), which
indicates overcapacity in some service areas. Although infrasteuist adequate in most clinics, some,
particularly in rural areas, await mudeeded repairs. Shortages of supplies and materials in public

clinics are frequent (e.g., disinfectants, syringes, supplies for glucose measurement), and there are
occasional stck-outs of lab supplies and certain drugs at MSIJMC. Stotskof HIV test reagents and

some ARVs also occur, which often means patients on ARVs have to switch to another drug when the
one they are prescribed is not available. This has potentially senguigations, including the

development of drug resistance. These shortages are attributed to a combination of budget limitations
and supphchain bottlenecks. For more information, refer to Chapter 7: Management of Pharmaceuticals
and Medical SupplieshTer e have been suggestions to redistrict
and close some facilities to ensure that more resources per clinic are available, especially in light of the
worsening government budget situation.

Budget shortages at Clairew Psychiatric Hospital result in poor quality of care due to lack of essential
supplies, crumbling infrastructure, and lack of necessary facilities such as separate higher security
guarters for patients who have committed crimes and are being detainetefatment.

There are no facility standards, requirements, or guidelines that must be met in order to open or run
private forprofit or nonprofit facilities. The private sector is often challenged to acquire equipment, as
all equipment and most suppliesrs, reagents, and even service agents must be imported, often at a
high cost. There is no medical equipment lease financing available in the country, a common financing
vehicle for private providers in larger countries. There are no governmentonor-sponsored

incentives (such as reduced import tariffs for medical supplies or equipment) to offset these challenges.
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There are no national treatment guidelines, with the exception of PMTQTe lack of evidencbased
treatment protocols is a key constraint that needs to be addressed before several related important
problems in service delivery can be tackled, including updated training of health workers on the latest
international clinical standards, developing anfibrcing a quality monitoring and supervision system,
and strengthening pharmaceuticals supply and management, which is also affected by the lack of
treatment standards. For more information on treatment guidelines, refer to Refer to Chapter 7:
Managemedrof Pharmaceuticals and Medical Suppliggre is a structured protocol for monitoring and
surveillance of communicable diseases, but capacity for rapid laboratory testing of suspected cases is
limited (PAHO 2008)

Quiality assusince for health services is one of the areas with the most substantial gaps. Among the
activities included in the 20862010 business plan is the establishment of a quality assurance system
networked with all levels of care and health providers. At the tiofi¢his assessment, this system was

not in place and was not being developed. There are no existing standards, regulations, or legislation
related to quality of care for public or private health facilities of any type. The EPHF further suggests

that Antigua and Barbuda had below average scoring in the areas of defining standards and evaluations to
improve quality of care, improving user satisfaction with services, and possessing available technical
assistance to strengthen service quality (Michael 2010).

Government regulations require that medical practitioners, in both public and private practice, have the
appropriate degree for the services they provide. The Medalncil licenses and registers physicians.
Licenses are given every three years, and dactoust apply for renewal. Doctors must have a certain
number of continuing education points to get relicensed. There is a formal Medical Disciplinary
Committee made up of MOH and medical association representatives that handles egregious cases of
malpracice and may serve to fine or revoke the license of a member.

A notable gap is the lack of a systematic or formal process for quality monitoring and improvement at
the primary care level: there is an unstructured process of observation by supervisorihatattlies on
their knowledge of and experience with practice standards and protocols. There are no monitoring
tools or structured processes for review of quality of care. Supportive supervision process of health
workers in public clinics is also lackifithere are no facility or staff supervision guidelines or checklists.
There is also no specific focal pomitthe MOH tasked with creating or managingservice training
programs.

While quality of care at public clinics, particularly for CNCDs, is fremtly mentioned as needing

improvement, there is lack of a strategy for continuous improvement and monitoring of quality in this

area. For example, before introducing the Clinical Guidelines for the Management of Diabetes and
Hypertension in Primary Carm the Caribbean in 2009, MOH conducted a health chart audit for
community clinics®d patients with diabetes and hyp
captured adequately and monitoring and follapy were appropriate. The results revealed that mos

patients did not have their condition under control. This prompted MOH to convene a committee to

plan for addressing the identified gaps and the intention was to do annual-igl@ifvprogress.

However, there has not been a folleup audit (or a similaactivity) to assess to what extent quality of

11 Standardized clinical guidelines for care and treatment of HIV/AIDS and for PMTCT are in place and will be updated in
the upcoming regional eeting organized by OECS HIV/AIDS Project Unit (which will be attended by the clinical care
coordinator).
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care had improved. Similarly, a drug utilization review found that about 30 percent of MBS drugs were
prescribed or dispensed inappropriately, but no follag training or monitoring was conducted.

A qualityimprovement process oriented toward the JCI accreditation standards is in progress at
MCJIMC and followed up on at monthly internal meetings of the hospital management. This process
includes a comprehensive list of improvements that are implemented insstiagesources permit.

While quality of care is monitored internally at MSIMC, there is no oversight of the quality assurance
process by MOH to ensure that services are provided adequately. A notable gap is the lack of quality of
care indicators in the canact agreement between MOH and the management company of MSIMC.

Quality of individual patient care requires a functioning ci@dsrral process that includes folloup of

(1) patients referred by the primary level for specialized/irgratireatment and (2) patients who are
referred back to the primary level for followsn care after hospital discharge. This is currently lacking in
Antigua and Barbuda.

Formal discharge summaries that refer a patient from MSJIMC to the community cliniost aoaitinely
used. MSJIMC reports an initiative of individual foligmof patients discharged from the Emergency
Department to check that they continue with follean care at the PHC, and the center has started a
dialogue with the public clinics on how ensure that discharged patients continue treatment at the
primary level. While these are positive developments, a functioning referral system cannot be in place
without addressing two important gaps in the system. These gaps are as follows:

Lack of integated patient information system within the public sector to support the cross

referral process. Although public clinics keep individual patient files on site that are updated at

each visit, it is the patientpilatedwitheggseonsi bi |l ity
management information for care obtained in another facility.

Limited oversight functions of MOH with regards to monitoring and enforcing quality of care
standards at MSIJMC (which would include providing discharge summaries for atkjpatie

Referrals between the private and public sectors are insufficiently practiced and, in most cases, are self
referrals by patient. Formalizing and strengthening the referral process between private providers and
MSJMC would be particularly important émsure continuity and quality of patient care as well as

optimal use of specialized health resources availatieuntry, such as services not available at MSIMC
but provided at some private clinics. This more formalized and consistent process maystsvbyc

more thoroughly seeking to acquire care for patientsountry before sending them overseas.

Establish and enforce a referral system from primary health clinics to MSIMC. This should be
accompanied by aintroduction of incentives that discourage sedferral to MSIMC for minor health
issues (such as enforcement of fees formeferred ambulatory patients).

Formalize and enforce the referral process between private providers and MSIJMC . This is

particularly important to ensure continuity and quality of individual patient care, as well as optimal use of
specialized health resources availabledantry.
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Institute and enforce an oversight function by MOH of the quality of services at MSIJMC. A

formal process for monitoring MSIMC service quality by MOH is important to ensure accountability for
public funds spent for services at the hospital, not just in terms of the amount of services purchased but
also in terms of the quality of these services. 8gilledicators on quality of care should be routinely
reported by MSJMC to the MOH, and should also be
concerns with occasional gaps in quality of some services (e.g., due teostiscif lab supplies) and put

such gaps in the context of the overall qualdfscare track record of the hospital. Because MSIMC

already has an established internal system for monitoring service quality, such a requirement will not
impose a significant additional burden on hospitalagament. Implementing this recommendation

would require adding a clause in the existing MSIMC management contract.

Consider expanding hours of operation of primary health clinics (e.g., two shifts or extended

hours in select clinics). To test uptake @frgices and overall effectiveness of this recommendation, this
could initially be piloted in one or two clinics based on higher patient load, location, and cost/ease of
change in working hours there (e.g., due to staff availability). Another option wetiid ¢donsider late

hours on alternate week days among clinics in adjacent areas. Given concerns raised by MOH officials
about crime, arrangements should be made to ensure the safety and security of health staff working at
night. The MOH might want to condér hiring contractors to staff the evening shifts.

Pursue integration of ambulatory HIV/AIDS care into the primary health care system.

Integration of HIV/AIDS services, largely though decentralizing these services, was suggested by several
stakeholdersnterviewed during this assessment. This can be achieved by making such services available
in a few public clinics with a resident medical officer and an MBS pharmaitg o8uch a model would

require an initial investment in staff training (medical effi@nd pharmacists) but would be cost

efficient in the long term. However, this option should not be considered without first exploring and
adequately addressing potential issues with breach of patient confidentiality in public clinics and MBS
pharmacieshat would provide HIV/AIDS treatment. A starting point could be an anonymous survey of
patients receiving treatment at the office of the
attitude toward the proposal to decentralize HIV/AIDS serviceso#er early step would be a costing

of HIV/AIDS services.

Strengthen quality assurance practices in the public sector through the introduction of

National Treatment Guidelines . The first step would be to develop National Treatmeatiidelines,
ideally working from existing guidelines in the region. It would be important to establish an official policy
for periodic revision of clinical guidelines, which should stipulate by whom, how often, and how
guidelines should be reviewed. ltoshd also address how the updated version will be rolled out to

health workers.

Design and roll out a quality assurance process for PHC clinics . This should include design of a
supportive supervision process for PHC health workers, which would inclu@lines and forms. The

next step would include the design and rolit of facility quality assurance guidelines, including

checklists and manuals that can be adapted for both public and private sector facilities. Antigua can build
on materials already deloped by PAHO or other countries in the region and convene a working group

to adapt these materials to local needs and develop a plan feowbland training.

Strengthen MOH capacity and leadership role in health promotion and education. With the

onsetof CNCDs and the burden they place on the health system, the importance of health education
and disease prevention cannot be emphasized enough. To fulfill this objective, the MOH should establish
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and staff a Health Education Unit. Given constrained bsdget unit is not feasible, appointing an
individual within the MOH to lead these efforts would be a step in the right direction. The Health
Education Unit/Officer could serve to ensure that health education/promotion is integrated into
strategic healtiplans and mobilize technical assistance from relevant sources.
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Key Findings
Antigua and Barbuda has an uneven supply and deploymitbfAmong categories such
as general medical practitioners, registered nurses, registaueskemidwives and
pharmacists there appear to be adequate numbers. Howepercialists are needed in both
primary and secondary/tertiary health care.
HRH planning and managemeithin the MOH is limited, due in part to the structure in
place for mandgg government workers more broadly.
There is no process for the integrated use of data to inform decisi@king and limited
institutional capacity in thMOH for HRH planning to address staff recruitment, retention,
deployment, development and trainiragnd staff evaluation and promotion.
The fact that there is a single health provider offering HIV treatment on the island pose$ a
major risk for the sustainability of HIV/AIDS services.

HRH impact the costs and quality oédlth service delivery and, ultimately, the health outcomes in a

country. As such, an examination of the HRH situation is a critical component of a comprehensive

health systems assessment. This chapter seeks to determine the status of HRH in Antiguebadd Ba

and to make actionable recommendations for improvement. For the purposes of this analysis, the team
uses the WHO definition of the health workforce,
whose primary i nt e(slam2003.). This inotudeh thasewdho prometd anch 6

preserve health as well as those who diagnose and treat diseases, manage health services and support
workers, and those who educate health workers. The assessment addresses such factors as numbers

and distributin of health personnel; the status of HRH policy, planning, and management; and

leadership, education, and training.

In the health system profile for Antigua and Barbuda (2008), PAHO notes that:

onl general, clinical care standards in the public health sector have improved with the increased number of
doctors in the public sector and improved infrastructure. Health care in the private sector has improved
significantly with the return of highletdiin and entr epr eneur i a(PAHO200B)onal me

This trend of improvement is critical to sustain the good level of PHC that Antigua and Barbuda has
achieved and to improve secondary and tertiary care services.

This assessment fountdt there are generally sufficient numbers of clinical workers, especially general

practitioners and registered nurses, a sufficient number of pharmacists, and a cadre for community
health promotion. However, there are still significant personnel gapshalienges.
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Though current data on the ratio of health personnel per population by category were not available, key
informants interviewed as part of this assessment reported shortages in the complement of nurses with
public health training as well agrfity nurse practitioners; medical specialists such as neurologists and
oncologists; and categories of personnel such as dental surgeons, anesthetists, nutritionist/dieticians,
epidemiologists, medical technologists, radiographers, environmental healtheatal health

professionals including psychiatrists, psychiatric nurses, and occupational therapists.

A technical cooperation agreement exists with the government of Cuba to facilitate recruitment of

health professionals to address some gaps. Howeueh gecruitment is taking place in the absence of a
specific HRH plan. A comprehensive HRH needs analysis and plan would enable a rationalized process
for human resources recruitment, deployment, training and development.

The legislative framework for registration and regulation of the health workforce of Antigua and
Barbuda dates back to 1938. The government has taken steps to modernize this framework through
such pieces of legislation as the Pharmacy Act (198b}ee Medical Practitioners Act (2009). These

steps are incomplete in a number of instances, as the accompanying regulations for key pieces of
legislation have not yet been brought into force through gazetting. For details on health legislation, refer
to Chapter 3: Governance.

A national health policy document speaks briefly to issues pertaining to health promotion, accessibility of
guality care, organization and management, infrastructure development, human resources development,
environment, and legisian. This assessment found that a much more detailed and comprehensive plan
inclusive of an explicit HRH policy and plan is urgently needed, but the MOH faces the significant
challenge of weak institutional capacity for developing such a policy and plan.

There is some foundation on which to build. There are existing documents that could assist in the
development of a comprehensive plan, including the current sectoral plans, targets, and goals that are
set out in a MOH business plan. The National Businées for Health 20082010 was put together in
response to a 2007 mandate from the cabinet.

Basic sectorand divisiorspecific plans are developed as part of the annual national budget exercise and
are published in the annual Estimates of Expenditure.€Blimates for 2010 include a narrative and
matrices with some specific goals for the budget year for each of the divisions under the MOH. In
relation to HRH, these goals address recruitment of specialist staff at institutions such as the Claireview
Psychiaic Hospital and the Environmental Health Division. There are also goals-B®rince training

to improve the quality of care and retention of staff in areas such as community nursing, as well as goals
for increases in remuneration.

Although the businss plan contained goals related to improving the planning and management of HRH
and increasing access to trained professionals in a number of service areas, including HIV treatment,
care, and support, these goals were not met and there is little evidehaetmns taken to further these
objectives.

The management of HRH in Antigua and Barbuda is primarily driven by civil service considerations and
not by an evidencéased determination of what is needed to achieve optimal reguligalth delivery.

As noted earlier, the MOH has responsibility for public health care in Antigua and Barbuda. HRH
matters are, for the most part, determined by the Establishment Division of the Ministry of Finance,
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which has overall responsibility forimg and deployment of public sector workers, and by the PS of the
MOH on the advice of senior technical staff and heads of departments. Ultimate decisions concerning
hiring and deployment of staff rest with the Ministry of Finance.

The EPHF found that Imian resource training and development are weak in Antigua and Barbuda. The
areas of improving the quality of the health workforce and training existing professionals to ensure
culturally appropriate delivery of services scored especially low.

In additionthe current assessment noted the following findings:

A clear, objective process for hiring has not been established in the MOH.

There are two categories of personnélestablished and neestablished with some anomalies
in terms and conditions of emplayent.

There is no overall, comprehensive health policy with related the HRH policy and plan.

Health personnel are subject to transfer where, when, and as needed within the public service
with limited forewarning, succession planning, or considerationskitis/lknowledge transfer.

The business plan indicates that health services are available within a 3.2 km radius of every major
community in Antigua and Barbuda. This coverage is enabled by eight health centers and 18 health clinics
and MSJMC iAntigua, Hannah Thomas facility in Barbuda, and theb&dCgeriatric Fiennes Institute.

There are also four private facilities with less than 25 beds @slihistry of Health of Antigua and

Barbuda 2007)

Primary health clinics have personnel providiaryiees in maternal and child health, general health,
community mental health, dental care, diabetic and hypertension screening and care, communicable
disease control and surveillance, and home visitations. The human resource cadre includes a resident
medcal officer and district medical officer, environmental health officers, family nurse practitioners,

public health nurses, district nurse midwives, and clinic aides. Some clinics also offer pharmacy services.

Deployment of personnel across the primary aedtiary care services was a matter of contention

among a number of persons interviewed for this assessment. The challenges identified include the
transfer of personnel to fill gaps in the wider public sector, issues related to established versus non
estallished workers, and the nature of the redeployment of Holburton staff that were not absorbed by
MSJIMC. This redeployment was reported to have been without considerations of adequacy of existing
staff complement and/or gaps in needed skill sets. As a reghile stafto-patient/client ratios may be

high, the quality of care in some instances has not improved.

Nursing and auxiliary staff are among the established anast@blished personnel employed in the
health services. This assessment found thatdlae concerns with respect to the following:

Employment procedures for established and +sstablished personnel within the MOH:
Respondents suggested that the hiring process differed considerably between the two groups
and observed a general lack of teparency in overall hiring practices. A lack of competitive
recruiting practices, especially among restablished personnel, was also observed.

The overall lack of clarity in the contractual status of personnel at MSIJMC: Nurses, for example,
have dual cotracts with the government and the hospital. As such, they are unclear about the
expectation inherent in being seconded with the entitlements of being public sector employees
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but within the confines of the personnel terms and conditions of employmentepitda the
privately managed facility.

In general the Caribbean region has a high rate of outward migration of skilled profesgéionals

particularly nurses and medical doctors. Although information is limited, there is sulization that

Antigua and Barbuda fares better than other Caribbean countries in retaining and even recruiting nurses
0 often from other Caribbean nations. In a country of this size, each professional holds an important
role, thus small attrition changecan impact the sector. For instance, in early 2011 a community nurse
passed awa§ she was the only one in the cadre with psychiatric care training, and she was covering the
entire country with her outpatient care services. At the time of the assessraleathad not yet been
replaced.

No comprehensive, national HRH training plan has been developed. Howeveseipiee training is
available at the Antigua State College, which offers University of the WestI{idiVI}accredited

degree courses. The college has a School of Nursing providing training up to themidrsie level.
Advanced nursing training, such as the {y@ar Bachelors of Science degree in Public Health Nursing, is
typically pursued in Jamaiddne college also has a School of Pharmacology. At present the
pharmacology program is suspended pending adequate numbers of registered students. An enrollment
target of 12 has not been met for the current academic year (nine students were registeredsand

result the course did not commence.

The American University of Antigua and Barbuda, an offshore training institution, also offers health
degree programs. Its College of Medicine, which opened in 2003, prepares students for the United
States Medicalitensing Examination. The university is required to offer a small number of scholarships
to Antiguan students; however, few are enrolled.

For pre-service training, government scholarships are awarded based on a priority list of studies,
including in the ieas of public health, management, health statistics, epidemiology, and other pertinent
fields. However, current budgetary constraints are impacting the number of scholarships available.

For medical doctors and other specialized practitioners, trainingpigally obtained abroad at the UWI
or in OECD countries, primarily in the United States, Canada, or the United Kingdom.

Some irservice training is done but is limited in key areas such as HIV treatment and care and mental
health sevices.

In relation to mental health, a 2009 report indicates that:

OApart from the psychiatrist, no other category o
related to psychiatry/mental health. The resident psychiatridsathe isledical Superintendent of the

Mental Hospital, had at least two days of refresher training in the rational use of psychotropic drugs and on chil
and adolescent psychiatry. There were no training activities related to the applicationl skpsyohosocia
behavior al(WHO2008) venti onsé
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In 2005, a care and treatment manual and a procedure manual were developed by the AIDS secretariat

8 MOH to ensure that all groups providing care and treatment to PLHIV used a standardized protocol.
Howeve | with the MOHOs care and treat ment response
extent of training of primary health providers has been limited. With support from the Global Fund, the
clinical care coordinator has been spearheading trainimpators since 2005 in preparation for the
decentralization of treatment.

Job descriptions are developed and, according to stakeholders interviewed, are routinely provided to all
public sector health personnel. Interviews with activesing personnel, however, indicated that this

was not always the case. Supervisory personnel in the primary health service appear to be insufficient.
Public health nurses primarily serve as supervisors in the field. Of the 12 established positions,ronly fou
are currently filled. As a result, senior nurse midwives, district nurse midwives, and clinic nurses are
appointed to act as supervisors. Performance evaluations appear to be ad hoc. It was reported that both
the instruments and process are currently @mdeview.

Undertake a comprehensive HRH audit  to establish information on the actual complement of

health workers by category and level of qualifications/training in both the public and private sectors. This
shauld be a relatively straightforward task, and is important given the dearth of information on health
workers in the country. Collection of this information will enable analysis of the ratios of cadres of

health workers per population and can help inforranpting to ensure an adequate supply into the

future. In late 2011, PAHO conducted an assessment of HRH, which may provide the needed
information, although the report has not yet been made public.

Develop a comprehensive HRH policy and implementation plan and strategy , taking into

account existing HRH plans in OECS/CARICOM and existing regional HRH goals and how these may be
applied in the Antigua and Barbuda context. Technical support fronP&dO HIVandAIDS Caribbean

Office may be available to support this recommendation.

Develop and implement partnership strategies to meet needs for specialists on -island. As a

small nation, Antigua and Barbuda may not have the fiscal space and economies of scale to be able to
support thecosts of fulltime specialists in a wide range of areas. There are, however, opportunities to
create strategic partnerships to meet the manpower needs in health. The ministry should seek to
develop and implement partnerships with local medical and apieciaists in private practice and

regional (OECS, CARICOM) partnerships for medical and nursing staff. Deploying Cuban health
professionals is another option to explore while being mindful of potential language issues. In addition,
partnerships with nonmfit and corporate entities, including the media, can strengthen the health
promotion efforts of the MOH.

Strengthen HRH planning capacity of the MOH: It will be important for the sustainability of
subsequent plans and strategjtbat an individual/unit is established to lead this important function and
that sufficient funding be allocated to support this position/unit. One of the key tasks of this position will
be to establish and maintain a Human Resources Information Systéetter track health personnel in
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both the public and private sectors. In addition, this position can formalize the process for HRH
recruitment, hiring, transfer, and promotion in consultation with the Ministry of Finance and the
Establishment Division.

Build leadership and management capacity at the MOH.  Leadership seminars, training, technical
exchanges, and other options may be available to assist the upper management of the MOH to build
their leadership and management skills.

Increase complement of supervisory staff within the MOH in order to support quality assurance
practices and mechanisms in primary health services. This would include the development and regular
updates of appraisal instruments and a mandated schedule of performance appraisals.

Strengthen training institutions.  Antigua and Barbudaas important, orsland training institutions

for nursing and pharmacy personnel. These should be strengthened. In particular, appropriate capacity
building of thepharmacy school is recommendezlensure adequate studergnrollment and capacity to
sustain a viable program.
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Key Findings
Althoughoutdated, a legal framework to guide the pharmaceutical sector exists. Howevegr,
the Pharmacy Act lacks the regulations required for sgsful policy enforcement.
Procurement of medicines and medical produstdone via three agencies in the public
sector and multiple private sector pharmacies. Efforts to coordinate procurements are
limited and ineffective, resulting in system inefficies
Monitoring and regulation of facilities and pharmaceuticals are inadequate, especially in the
private sector.
On the whole, information management and data for decisi@king are inadequate and
have serious implications for proper forecastinghetd.
Rational drug use is not prioritized and is exacerbated by a general lack of standard
treatment protocols.
Pharmacovigilence practices are limited and inconsistent in both sectors.
Continuing education opportunities are limited and not required toimtein licensure.

Access to essential, higiuality medical products and technologies is a critical component of a well
functioning health system. To adequately address public health méeds)aceuticals must be available
and affordable, and effective pharmaceutical management is key to containing costs associated with
procurement and distribution of drugs and medical supplies. This chapter explores the pharmaceutical
landscape in Antiguand Barbuda with an emphasis on ensuring the availability and appropriate use of
safe, effective medicines and medical products.

The escalating costs of medicines and the increased burden of NCDs in Antigua and Barbuda have
motivated the governmedno look for more efficient procurement, management, and distribution

systems for medicines to ensure everyone has access. Finding lower priced medicines challenges a
country with a small population because of limited economies of scale. To increasmeyfi@ntigua

and Barbuda participates in the OECS/PPS. The PPS has assisted all OECS countries in reducing the cost
of medicines and provides for some regulation and oversight of procurements. It also plays a critical role

in ensuring access to medicineghe public and, to some extent, the private sectors.

Although the use of pooled procurement is a clear strength of the pharmaceutical procurement and
distribution system, the country faces many challenges to effective and efficient management of
pharmaeuticals and other medical products. Chief among these challenges are the weak enforcement of
the Pharmacy Act and standardized procurement systems to improve efficiencies. The latter has resulted
in a system in which pharmaceutical procurement and 8istidn is independently being carried out by
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the MOH via Central Medical Stores (CMS), MSIMC, the MBS, and private pharmacies to varying
degrees.

A Pharmacy Council has been charged with monitoring and registering public and private pharmacies in
Antiguaand Barbuda. This effort has been hindered by the lack of regulations to enforce activities and
collect registration fees. Recent estimates suggest that medicines are currently being imported and
distributed by 10 wholesalers. In the public sector, phareudicals are available at two hospital
pharmacies, district health centers/clinics, and six pharmacies run by MBS. The number of registered
private pharmacies was not available. According to a 2009 publication, a total of 70 pharmacists are
registered wih the Pharmacy Coundifbbott and Bannenberg 2009)

Existing legislation consists of the Pharmacy Act (1995), the Misuse of Drugs Act (1975), and the
Antibiotics and Therapeutic Substances Act (1951). The Pharmacy Act established aclyHaounacil

to regulate the practice of pharmacy and the sale of drugs, and to make provisions for the registration
and oversight of pharmacies and pharmacists. The Pharmacy Council currently consists of seven
persons: two representing the Pharmacy Societyg from the Medical Association, one representative
from civil society, the registrar, one nominee from the Pharmacy School, and the director of Pharmacy.
As an extension of the council, the Pharmacy Act also established a board of inspectoratesngpaosisti

the Director of Pharmaceutical Services (DPS) and two pharmabisfgectors are employed on a part

time basis and reports of completed inspections are submitted to MOH and MBS. A national medicines
policy does not yet exist for Antigua and Barbuda.

In general, pharmaceutical regulation is very weak in Antigua and Barbuda. Regulations pertaining to the
Pharmacy Act have been drafted and are awaiting final approval from the Ministry of Justice. Until these
regulations are gazettednfrcement of the act is seriously impeded. For example, the council created
under the Pharmacy Act currently reports to the minister of health and is supposed to make
recommendations for the licensure of pharmacists, wholesalers, and retail pharmaoseagityn

licensing documents are not issued because fees cannot be collected without the associated regulations
in place.

Mor eover, the Pharmacy Council s mandate is ai med
medicines. The country lacks National Drug Regulatory Authority charged with regulating medicines,
including their registration, market authorization, and posirket surveillance. Although the DPS works
closely with customs to vet the importation of pharmaceuticals, the countrysdoat have any formal
regulations or mechanisms in place to prevent and control the illicit trafficking of pharmaceuticals via the
internet (Organization of American States 2008)edicines procured through the OECS/PPS have come
via prequalified suppliemnd random sample testing prior to importation. OECS/PPS performs- post
market surveillance on a limited basis and makes an effort to do more surveillance on newer suppliers.
However, the lack of guidelines pertaining to the importation of medicines nibahshe private sector

is left to selfregulate its imported products or purchases from local distributors. Most informants who
procure medicines in the private sector took this responsibility seriously and avgidethasing from
unknown or questionablesuppliers. Most respondents also expressed concern about the ease of
bringing medicines into the country.

Antigua and Barbuda itself does not have a quality control labuntry. Outside of OECS/PPS,
medicines are tested when there are reports of adseedrug reactions (ADR) or product complaints
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but not periodically to maintain quality. These are usually sent to the Caribbean Regional Drug Testing
Lab (CRDTL) in Jamaica. The CRDTL is the regional lab used by many CARICOM countries, and
informants repoted some difficulties with delays in testing due to volume at CRDTL and with quality
issues. The average lead time was 108 days in @ECS/PPS 2011Funding limitations hinder the use

of more testing postmarket.

Proceduredor registration and licensing of pharmacies are outlined in the Pharmacy Act; the Pharmacy
Council is tasked with overseeing the process. The process was characterized as straightforward by
respondents and includes an application and inspection of stosagiation, sterility, pharmacy

apparatus, and general service capacity. Registration must be completed annually in order to practice.
The estimated time required for inspection and receiving a business license was approximagély 14

days. The businedisense is reviewed every three months by the national revenue service. While
ongoing inspections are supposed to take place,
capacity impacts the number of annual inspections performed.

Pharmacists areequired to register with the Pharmacy Council, at which point they are given a unique
registration number. The average time for completing a pharmaceutical registration is approximately one
month. There were no perceived obstacles to registering as amhaist with the councilThere are no

links between licensing and continued education or renewal requirements to practice pharmacy. In
order to address these gaps, regulations are being drafted to address these deficiencies.

Pharmacovigihceis the science and activities relating to the detection, assessment, understanding, and
prevention of adverse effects or any other drtejated problem.Essentially, its necessary to detect,
assess, under st and, and prevent ADR. Anti gua
pharmacovigilance mechanism, which is a spontaneous reporting system. As such, health care
professionals are encouraged to complete the ADR forntritisted by PPS to identify and address any
drugrelated problems. In reality, reporting of ADR to ensure patient safety is loosely structured and
inconsistent at best. The MOH monitors patient complaints and relies upon the expertise of the
Pharmacy Couricto advise on an appropriate response. The DPS at CMS is also charged with
monitoring and addressing reported ADR for patients receiving medicines and supplies within their
pharmacies.

Many respondents, in both the public and private sectors, statatttiey regularly track advisories

from the U.S. Food and Drug Administration and other regional and international soumc® event

of a recall, private distributors and pharmacies are able to utilize their electronic information system to
provide rapd data on affected batch numbers. For example, a distributor can rapidly identify where the
drugs from an affected batch have been distributed and quickly advise the pharmacies to pull these
supplies from the shelves. As an additional precautionary measome respondents collect contact
information from general consumers who come to distribution sites to buy in bulk. This facilitates rapid
communication with all patrons in the event that a specific medication or medical supply is recalled.
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Figure 7.1 provides an overview of the supply of medicines and medical products in the public and

private sectors.

AND PRIVATE SECTORS
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FIGURE 7.1: SUPPLY OF PHARMACEUTICALS A ND MEDICAL PRODUCTS IN THE PUBLIC
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MSJMC. Both CMS and MBS then distribute medicines and products through a pull system ilithe pu
sector. Like other OECS countries participating in the PPS, roughly 90 percent of pharmaceuticals
procured in the public sector are done so through this mechanism. Regional procurement is done on a
guarterly basis, at which point CMS sends a forengdiorm to all public facilities requesting quarterly
projections of need. The individual requests are collected and consolidated before being submitted to
OECS/PPS. Purchases outside of the cartel are infrequent but do happen. Most often, these purchases
occur for specialized drugs outside of the OECS/PPS Formulary or when the OECS/PPS suppliers delay
delivery. OECS/PPS has a formal competitive bid process that includes sample testing. Funding is not
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available for CMS to procure outside of PPS. A speelest to the MOH and additional approval
from the MBS board are required to purchase anything outside of the PPS Formulary.

The OECS/PPS has greatly reduced the cost of procuring drugs. However, late payments to suppliers of

OECS/PPS threatenthe systemed Anti guads supplies. OECS countri

been late in replenishing their accounts with the OECS/PPS. Payment lead time for Antigua and Barbuda

increased by nearly 35 percent between 2008 and Z@MBCS/PPS 20113ince supplie view PPS as
one unit, late payments from any country can be used to withhold an order to any of the OECS

countries, regardless of that countryds account

the more reputable, prequalified suppliense increasingly declining to submit tenders for new bids and,
as such, are reducing competition and impeding access to new m§KeGS/PPS 2011Budgetary
constraints limit the funds available up front to put out bids, and OECS/PPS is developintagomepu

for late payments. Higher end suppliers are not as willing to take the risk on such small tenders. The
lower end suppliers do not have the same reputation for quality products and, given thatnaokét

testing is limited, there is concern that quigers can send lower quality goods after the qualifying sample
test. In addition to delayed delivery of supplies, the quality of drugs is threatened by tardy payments.
Respondents also indicated that there were serious concerns with back orders. Suppdigystting

paid for orders but are not able to provide the products because they are overextended. Certain
suppliers are overbidding on tenders and are unable to keep up with the commitments. To compensate,
these countries then try to send shipments thvag¢re supplied by an outside source that was not vetted
by OECS/PPS, thereby leading to obvious quality control issues.

Though limited and relegated to certain types of pharmaceuticals, -siatskexist. When they occur,

CMS has the capacity to trade witlther OECS countries engaged in the PPS. Some stotkare
reportedly due to the fact that certain companies send skiated pharmaceuticals. If known in
advance, these pharmaceuticals will be accepted via air freight because the importation process is
relatively quick. Sea freight is much more difficult to accommodate, given the bureaucracy involved in
clearing materials from the Port Authority. The latter has resulted in pharmaceuticals being left at the
port for up to four months. The most common saik-out at CMS is ARVs. This has resulted in patients
at MSIMC being prescribed secdime drugs before they are clinically required. However, it was
suggested that the stoedut might also be attributed to the fact that projections and requests for
procurement are sent to CMS long after quarterly deadlines have passed. If the ARV order is not

submitted in a timely manner, then it is unlikely that the required ARVs will be produced and available as

needed, as they are not pimanufactured and readily avalafor shipment.
Medical Benefits Scheme

Procurement in the public sector is also carried out via the MBS. For the formally employed population,
membership in the MBS is mandatory and is financed through tax deductions. MBS carries out
procurements for medications required to address nine NCDamnely, hypertension, diabetes,
cardiovascular disease, sickle cell anemia, cancer, leprosy, glaucoma, certified lunacy, and asthma. A
policy is currently being finalized to remove
nine diseaseshe MBS procurement officer estimates needs based on estimated usage patterns and
develops tender documents to submit to the Tenders Board. The Tenders Board reviews and submits
to a vetted list of approximately 21 distributors. Any new supplier must afptiie Tenders Board and

be properly vetted before bidding on a tender. The Tenders Board, which is an arm of government
without pharmacists, then creates a subcommittee of health professionals, both public and private, to
evaluate the bids. According taiplic sector respondents, a supplier is subsequently selected based on
such factors as reliability, cost, ethical practices, suitable generics, track record, and therapeutic index.
However, it should be noted that private sector respondents felt that agat the primary priority,

making it difficult for local distributors to compete with the global market. One method of rectifying this
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discrepancy might be to increase transparency around the selection process or engage local
pharmaceutical distributors idialogue about methods of strengthening tender documents. Once the
vendor is selected, MBS distributes the pharmaceuticals to MSIMC, satellite clinics, Fiennes Institute, the
prison, and Claireview Psychiatric Hospital, which then provide them to patimts cost.

Stockouts exist within MBS but are oftentimes accommodated by a pphbiate partnership of sorts.

If a medication is on the formulary and not currently available in any of the MBS pharmacies, a patient

can be reimbursed for costs assoce@t@ith procuring it in the private sector. A patient first needs to

get a stamp from MBS indicating that the prescribed medication is not available in any of the MBS
pharmacies. After obtaining the stamp, a patient can get a prescription filled in & piatnacy and be

rei mbursed at 100 percent of the cost. The maxi mu
it is assumed that any medication can be obtained by MBS within 10 days of a reportedgtotkis is

also because private pharmaciey lusmall quantities, so if a drug is not available at MBS, the

government aims to ensure that as many people get a short supply of the essential medicine as possible.

MSJMC

PPS and CMS formulary drugs are provided to MSIJMC at no cost. The remainiggsdr on MSJ MC0 s
formulary, which include 189 additional items not listed on the PPS Formulary, are purchased using
hospital funds from user fees and capitation payments. The hospital procures these additional drugs on

the private market, generally througHacal distribution agent. While MSIMC seeks multiple quotes

from trusted suppliers, they do not utilize an open tender system of any kind.

Inventory management in public sector facilities ranges from a fagsed system at CMS todluse of

a basic accounting software package at MBS that has tracking and inventory monitoring capabilities but

lacks a forecasting function. The pajbarsed system at CMS involves pulling bin cards and entering data
manually into a spreadsheet for tracffir-orecasts are generally made from historical consumption data.
According to the 2010 OECS/PPS Annual Report, Ant
acceptable levels of inventory managem@iECS/PPS 201LIPECS/PPS continues to prioritize

developing and rolling out an electronic inventory management system that is consistent throughout the

six PPS countries. A 2010 attempt on the part of Management Sciences for Health to install Orion
software at Member St at es Becdldd® failecdhits meetlOEGSmat el vy di s
information technology requirement©ECS/PPS 201IpECS/PPS has been exploring other options

for an integrated and computerized pharmaceutical inventory management system but none have been
successful to date.

Private angublic pharmaceutical agencies all utilize stock level audits, examine physical stock, and
examine papebased information to forecast needs. The public sector undertakes an audit once per
guarter while some private sector entities do so monthly. Incredandhe frequency and efficiency of
audits are warranted and could have a positive impact on accurate forecasting of needs.

The Round 9 Global Fund grant to PANCAP supports fiestd secondine ARVs for up to five years

with an expectatia of increased government contributiorfsunding for ARVs was extended under

Global Fund Round 9 and, as such, CMS feels they have aldl@ fidnths of funding security.
According to CMS, the government i s oOwendthéagrengd t he
is a need to identify other sources of funding for the regim@razil has an agreement with OECS/PPS

to provide free firstline ARVs through 2013 with shipment costs picked up by UNICEF.
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The private sector in Antigua and Barbuda procures the majority of their medicines and medical

products directly from manufacturers and local distributors. All private pharmacists interviewed stated
they only work with 0r ep aitufadiuress that dré WHOrpretualified,big and/
they do not follow any guidelines from the MOH. The private pharmacies import very few generics and
expressed a great deal of hesitancy in purchasing pharmaceuticals manufactured in India, as there is a
general ense of mistrust and limited postarket surveillance to ensure quality.

Storage at both the private pharmacies and medical facility are unregulated, so procedures are at the
discretion of management. Managers of the private facilities interviewed mahagestock

electronically; several through a fairly comprehensive inventory management system via Counterpoint
software. The software provides information on stocks, tracks supplies, and includes identifying
information and expiry dates. The system alsdpls track drugs with short dates. In addition to the
electronic stock management practices, the systems is aided by pharmacists at distribution sites who
audit stock from one pharmaceutical supplier each week and the whole warehouse at the end of each
yed.

The government of Antigua and Barbuda makes medicines available for free, or for a nominal fee,

through public pharmacies. The government policy provides for free access for persons under 16 years

old and over 60 years old. Although a policy exists wherefs can be col |l ected by t|
worthy to note that no pharmacy collects over EC$100 (US$37) per day. While a defined fee structure

exists, it is seemingly clear that they are not consistently collected and costs are not recovered.

There is o price control of pharmaceuticals. The Consumer Affairs Department is responsible for price
control of goods and services.

ARVs are available free of charge and can only be accessed from the MSIMC pharmacy. The drug cannot
be accessed from the privateder or other public facilities. In an effort to facilitate better access, the
government is conducting ongoing talks to decentralize the distribution of ARVs via other public
pharmacies. At the time of this assessment decentralized distribution had noorye to fruition and

would require training of pharmacy personnel before being implemented.

Respondents indicated that treatment protocols are developed regionally within the OECS. A single,
national Essential Medicines List does not exigtritigua and Barbuda, so there is no official document
tying national priorities and health problems to pharmaceutical needs. An informal Essential Medicines
List, which is a combination of the OECS/PPS Formulary and a list formulated within the departmen
exists in the MBS. CMS is guided by the seventh OECS Medicines Formulary. This suggests that no
efforts are needed to modify the list for countigpecific needs. There is also no National Medicines
Palicy, so the country relies on OECS directives anidiglines to plan for pharmaceutical needs. In

order to promote rational use, the formulary provides tools that providers can use, such as standard
treatment guidelines and information on drug interactions. Beyond these tools, there does not appear to
be agreat deal of rational drug use promotion.

With the exception of PMTCT guidelines, no other treatments have national guidelines to align
treat ment protocols and prescribing practices. Pr
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treatment. Withthe formulary and OECS/PPS mechanism in place, rational selection and procurement
are also in place. As previously indicated, issues with the procurement of ARVs have resulted in the
inappropriate use of secodihe treatments.

A National Pharmacy and Trepeutic Committee composedf the medical superintendent, chief

pharmacist, a medical specialist, the director of nursing, and four consultants meets to analyze drug

usage patterns and review the formulary. Although ¢cbenmitteereviews the formularyalack of

relevant policies prevents the committee from having any regulatory authority. Morelowéed data
flowing to thecommitteef r om poi nts of service I mpactTher@e ¢ ommi
is also no policy in place to regulate peeibing practices or promote the use of generic

pharmaceuticals.

Total expenditures on medicines and medical supplies per annum are unknown. Much of the difficulty in
guantifying the overall public expenditure is due to the fact tha¢¢ agencies handle drug procurement

and distribution in the public sector. Total expenditures in the private sector are also unknown. While

data exist for some pharmacies in both sectors, there is no consolidated data collected on total
expenditures. Eghated expenditures at MBS in 2011 was EC$21,043,503.12 (approximately US$7.8
million.) Although this is an increase from an actual expenditure of EC$13,796,000 (US$5.1 million) in
2010, the budget for next fiscal year is set to decrease to approxim&@§20 million (US$7.4 million).
Respondents suggested that the decrease is due to several factors, most notably, increased availability of
generic brands, reduced costs associated with greater availability of combination therapies, and
decreased costs assiated with greater competition in the tender process.

The budget for purchasing pharmaceuticals and medical supplies was EC$2.5 million (US$925,925) in
2009 and subsequently decreased to EC$2.1 million (US$777,777) in 2010 and 2011. Actual
expenditures hAve declined from EC$2,488,870 (USD$921,803) in 2009 to EC$1,826,152 (US$676,353)
in 2010. Expenditures saw a further decline in 2011 to EC$1,692,467 (US$626,840).

Prioritize the gazetting of regulations for the Pharmacy Act to ensure full implementation

and enforcement of the legislation.  Legislation is only as strong as the policies in place to regulate

it. A Pharmacy Act exists in Antigua and Barbuda and accompanying regulations have been drafted.
However, theg regulations cannot be enforced until they have been reviewed and formally gazetted.
Until the regulations are gazetted, limited oversight is provided by an overextended Pharmacy Council
that lacks a mechanism to perform the most basic of functions (eallecting registration fees).
Moreover, the Pharmacy Council 6s mandate is ai med
and not the actual medicines. As such, there are currently no national regulations or enforcement
mechanisms in place to digbss medicines, such as registration, market authorization, or-pesket
surveillance. Given the obvious implications, a formal, gazetted document that addresses both practice
and products in the public and private sector is essential. To this endisetiould be made to engage
private pharmacists to provide input and champion the effort.

Streamline public sector procurement of medicines and supplies. Procurement of
pharmaceuticals in the public sector is currently carried out by three separate agefdiorts have
been made to coordinate procurement requests to OECS/PPS, with CMS taking the lead. However,
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poor forecasting, late requests, and other issues have resulted in-statskand, in some cases, required
alternative treatment methods to be udeEfforts should be made to better streamline public sector
procurement in an effort to ensura wellcoordinated, coseffective, and efficient procurement system.
One potential activity could include exploring the possibility of merging MBS and CM8rttirate and
rationalize procurements to PPS while simultaneously promoting greateretestiveness.

Prioritize the promotion of rational drug use. At the time of this assessment, promotion of
rational drug use was not identified as a priority withie national health system. This is despite the
fact that it would help ensuréhat patients receive medications appropriate for their clinical needs, in
doses to meet individual requirements, for the correct period of time and at the lowest cost to the
paient and provider. Potential opportunities to strengthen rational drug usage include the following:

Incorporate training on rational drug use into pservice and ifservice training requirements
for all cadre of health personnel, including those from piniwate sector

Adapt the regional Essential Medicines List for the Antiguan and Barbudan context to decrease
cost and increase rational drug use

Encourage relevant associations (Pharmacy Association, Medical Association) to initiate a public
campaign onational drug use.

Reinforce the existing pharmacovigilance system and encourage the active participation of

the private sector. Sound pharmacovigilance practices are required to detect, assess, understand, and
prevent adverse effects and other drtgjated problems. While Antigua and Barbyghkticipates in the
OECS06s pharmacovigil ance mec haniSema responegnts cldaimed g i
that limited reporting was due to the lack of ADR claims made by patients. In response to this, efforts to
reinforce the existing pharmacovigilance system should include increasing efforts to consistently
distribute PPS ADR fors and building capacity to identify and track ADR at the national level.
Opportunities to incentivize reporting into the system by private sector pharmacists should also be
explored.

Revise the Pharmaceutical Act and develop a Nat ional Medicines Policy. Stakeholders

recognize the deficiencies in the current legislation, specifically the lack of formal regulation. Prioritizing
revision of the Pharmacy Act and gazetting of associated regulations provides an opportunity to also
produce a National Medicines Policy. The process of creating a National Medicinesviralicyallow

the MOH to engage relevant stakeholders and discuss how to control the quality (e.g., requiring WHO
pre-certified producers only) and cost of drugs in both thelgtic and private sectors. Consistent

dialogue between the sectors should be actively encouraged.

Build capacity for pharmaceutical management.  The current process for inventory management
among public sector providers of pharmaceuticals is inefficiahteaus to poor forecasting of need.
Implementing a national electronic inventory management system and providing technical assistance to
build sufficient capacity to use the system would dramatically improve current inefficiencies. The private
sector andPPS are both viable sources of technical assistance.
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Key Findings

A routine data collection and reporting processthe public primary health care
systemexists.

The public sectorhas a welfunctioning stoveillance system.

There are mportant gaps in data collected thte central level (HID)including
routine data from MSJMC not being collected by MOH, private facilities not part (
the system, separate data collection and processing systems existitiffdoznt
types of HIV/AIDS data, lack of data on household health expenditures and cost
health services, and incomplete data on public sector health expenditures.
Adequate physical resources exist for health information systems in the public se
(staff and information technology at central level, integrated information system g
MSJIMC), but there is room for HR capacity building.

There is a need for strengthenirtige efficiency of data management and the analysi

interpretation, and publication ofatia atthe central level
Data atthe central level, especially for planning, budgeting, and quality improvem
are rarely used.

f
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th information system is defined as

a

0set

objective of generating information that will improve health care management decisions at all levels of
t he heal ({islam 20979TheeHiSotypically sees four functions: (1) data generation, (2) data
compilation, (3) data analysis and synthesis, and (4) data communication and use (WHO 2008). The HIS
collects data from the health sector and other relevant sectors; seeks to analyze the data and ensure
their overall quality, relevance, and timeliness; and converts the data into information for-hedatéd
decisionmaking. The functioning of the HIS at the national level provides a strong indicator of the
overall health systems functioning. The followsegtion provides an overview of the key structures,
findings, and recommendations relevant to the Antigua and Barbuda HIS.

Participants in the launch meeting for this assessment in March 2011 listed HIS as one of the main health
system areas thateed strengthening. Although HIS strengthening was identified as a priority area in the

National Business Plan for Health 262810, no strategy, action plan, or policies had been developed

toward this goal at the time of the assessment. The key HIS isdaasfied by the 2008010 business
plan included the following:

Absence of a health information policy document governing the procedures for data flow and

coverage from data entry point to data dissemination

Absence of legislation on data collectionpgessing, and dissemination, and for the protection

and respect of confidentiality of information
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Negligible computerized linkages between health care providers

Inadequate training of staff in data collection

Inefficient allocation and utilization of tn&d staff (in terms of workload and qualifications)
Limited compliance with international standards.

The assessment found that these issues remained, and identified several other important gaps in the HIS,
some of which can be addressed relatively quickly

The processes for data collection, management, and analysis within a health system generally fall in one
of two categories: a routine HIS, or a system for program M&E.

The routine health information system (RHIS) of Antigua and Barbuda is managed by the HID of the
MOH, which is responsible for collecting, analyzing, and disseminating public health information. The
HID receives and processes several types of health, dacluding the following:

Disease surveillance data . There is active surveillance of vacepreventable and other
communicable and infectious diseases. Disease surveillance is the responsibility of a national
nurse epidemiologist attached to the MealiDivision at MOH, who collects and compiles
surveillance reports on a weekly basis and forwards the reports to HID. The country report is
submitted weekly to the Caribbean Epidemiology Center.

Service utilization data from public community clinics . A set of standard monthly

reports are submitted to the HID by eight community clinic districts that compile the reports
from a number of clinics in their zone. The reports cover prenatal and postnatal care, child
health (including immunization), and adulaltie (including anemia and obesity screening,

chronic diseases, and cancer). The HID does not enter these reports in any electronic database
or produce a routine report based on these data. Data are aggregated manually and on an ad
hoc basis for select inchtors.

HIV/AIDS data. HIV data ardragmented: data on VCT visits and H¥gsitive cases identified

are collected by the AIDS secretariat from all public VCT sites, the MSIMC lab, outreach events,
and some NGO providers (such as Planned Parenthood). DatdlV/AIDS treatment
indicators are collected by the HID directly
AIDS secretariat only receives aggregated reports from the HID.

Births and deaths. Birth and death databasase maintained in an elgonic format at the

HID. The division receives copies of all birth and death certificates, and enters the data in its
database. The causes of death are coded according tell@rhe HID staff notes that AIDS
deaths are underreported due to stigma andeatipts to investigate suspect cases to ensure that
cause of death is accurately reported. An issue with proper recording of neonatal deaths on the
death certificates was also mentioned by previaasessment$@HO 2008)

Some public facilities or programs have internal patient or integrated information systems. For example,

MSJIMC is in the process of rolling out an integrated electronic information system across all
departments, which includes individual patient recortls,ttacking of quality of care indicators (such as
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patient waiting time), and service utilization and financial reporting functidnsomputerized HIS
developed with PAHO support was rolled out at the Claireview Psychiatric Hospital at the time of the
asessment, providing data on incidence of mental diseases and other indicators to the HID. The AIDS
secretariat has a papdrased system of tracking the number of VCT visits and pt§itive cases

identified.

Private facilities have their own internal infeation systems, with the four larger clinics keeping more
sophisticated computerized integrated systems. They do not, however, share information with HID.

The Statistics Division at the Ministry of Planning, which is in charge of compiling nationatstatis

key indicators, receives some data from the HID (e.g., on causes of death, number of births and deaths)
that are used for calculation of life expectancy and population growth rates. However, the format and
guality of the data are often of limitedility (e.g., some reports or datasets are submitted in Word

format, or data do not allow for disaggregation by geography, gender, and other factors).

The assessment found several important gaps in the RHIS that affect the completeness and quality of the
data and the efficiency of the data management process. These gaps include the following:

No reporting of service utilization or health outcomes data from MSJIMC into the RHIS of MOH.
Although MSJIJMC submits surveillance reports, the facility does not prawviglether routine
statistical reports to MOH. Detailed utilization and other data are collected at MSIJMC and used
for management decisiemaking. However, the MOH does not require that the hospital report
such data routinely to the HID using any standeggdorting proceduress

Exclusion of most private providers from the RHIS. Private facilities are not required to provide
any utilization or disease surveillance reports to the RHIS of the MOH. They are not subject to
mandatory reporting of HIV cases. Thenission of private health facilities from the RHIS

reflects the exclusion of the private sector from the national statistics in general: there is no
enforcement or a targeted incentive process to encourage statistical reporting by the private
sector in general. The growing number of private providers in the country means that the data
collected by HID are not covering a substantial portion of health care services. Of particular
concern are notifiable STls, including HIV; many patients prefer to seelodisagmd care for

STls from private providers (where confidentiality is perceived to be better than in the public
sector), so a substantial portion of STI cases likely do not make it into the official surveillance
system.

Lack of a process for routine spprtive supervision and quality control at the community

clinics. This likely affects the quality of the data collected at the clinics, although this is one area
that the assessment team did not investigate in detail due to limited time. Many of those
interviewed were of the opinion that confidentiality of patient records is an issue at community
clinics and there is a need to establish procedures and train staff to ensure confidentiality of
patient information.

Lack of a process for routine electronic dagatry of the data from the community clinics
collected at HID. This reflects inefficiency in data management at this unit and points to an
urgent need for capacity building and technical assistance.

12 At the time of this assessment, some departments were already using the system, while others were at various points
of introducing it following a threstage roHout and testing process.

13 The HID makes informal and dtbc requests to MSIMC for certaitilization data (e.g., number of patients on

dialysis).
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No process for routine analysis and reporting of the aoomity clinic data compiled at HID.
This reflects lack of demand by MOH leadership for routine health information reports.

Lack of formal referral process. As discussed in Chapter 5, the referral process within the public
sector is not formally enforced (ich results in, among other issues, a lack of exchange of
patient records among facilities), and there is no formal referral process between the public and
private sectors.

As discussed further in Chapter 7, the Pharmaceutical Management Informatiom $y/stadequate,
and data for decisiomaking in this area are lacking.

There is no specific MOH department or other public institution in the country with the mandate or
capacity to oversee or conduct program M&E accogdia international standards, such as WHO
methodological guidelines. Although somehad assessments related to specific MOH interventions or
specific health system problems have been initiated, these were typicaltyrenée.g., baseline)
assessmentsny; the team did not find evidence of any folloyy monitoring or evaluation of solutions
that may have been implemented in response to specific problems.

Lack of data on cost of services that could support budgeting for health services was anothse nota
gap identified by the assessment. No data on the cost of health services are collected by MOH or by the

MBS, which | imits both institutionsd ability to a
costefficient services when funding is liadit The management of MSIMC reported that data on cost of
services were available from the hospitaldés HIS a

budget allocation from MBS and the national budget. However, such data were not made available
routinely to the MOH or the MBS, and it did not appear that either the MOH or MBS had ever formally
requested such data from MSJMC.

As already discussed in Chapter 4, no data exist onadyiocket health expenditures by the population.
Populatiorbased sureys (which would be the source of such data) are conducted rarely, due to
budgetary limitations at the Statistics Division. In addition, no complete data exist on total public health
expenditure or their distribution (i.e., where the money goes).

Overall, the public sector has adequate physical resources for HIS. The HID has a staff of five in its data
analysis section, overseen by a statistician/data manager. Each of these staff members has a computer,
and the division is welupplied with additional supporting resources such as information and
communication technology (e.g., laptops, printers), Internet connection, transport, and administrative
staff. There are no notable shortages of staff to colead compile HIS data, nor is there a lack of

related supplies (reporting forms) at public health facilities.

14 For example, as mentioned in Chapter 5 of the HS/PSA, before introducing the Clinical Guidelines for Diabetes and
Hypertension in 2009, MOH conduct ed waverptteete has notbeghac hart audi
follow-up audit (or a similar activity) to assess to what extent quality of care has improved. Similarly, a drug utilization

review found that about 30 percent of MBS drugs were prescribed or dispensed inappropriately, bilbneuje training

or monitoring was conducted.
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However, inadequate training of staff in data collection and analysis has been identified as a key HIS

issue, resulting in data quality issuesHlO 2008; UNAIDS 2009; Ministry of Health of Antigua and
Barbuda200y. As noted by PAHO (2008): O0OA national stre
health is one of the greatest challenges for the health sector, a point not missed by the otajsrand
stakehol ders in the sector. 6 However, three years
been developed, and it remains on the list of our priority recommendations for HR in the health sector.

The lack of a degree training programstatistics is one factor that constrains the availability of trained

data analysts and statisticians. Prioritizing scholarships for overseas training in this area (as part of an HR
strategy) should be considered. Another issue that poses a significaterade for the availability of

trained HIS staff is the nonstrategic transfer of employees in establishment posts (e.g., the M&E officer of

the AIDS secretariat was transferred suddenly to another institution after receiving specialized M&E

training and \@s never replaced).

Previous assessments of HIV/AIDS services have found that gaps in staff skills result in breaches of
confidentiality of HIV status and lack of confidential and uniform records and client registers for
HIV/AIDS patient§UNAIDS 2009) There was no evidence that targeted$ervice training to address
these issues has been implemented.

A major gap in the HIS is the lack of key HIS products, most importantly, an annual report of thesMOH
and a health statistics profile or a similar publication by the Statistics DiviSibe. absence of these
HIS outputs directly translates into two major issues related to governance of the health system:

Decisionrmaking at MOH on programs, policy, anddgets is not based on evidence. This
makes the allocation of resources unresponsive to actual population needs (e.g., what types and
amount of services are required in a given facility).

Routine standard reports on health sector performance are not availabthe public, which

limits the ability of CSOs and the population at large to effectively participate in the dialogue on
health care. However, there are no resdHriction
HID compiles customized data refs (e.g., number of patients on dialysis) in response to ad

hoc requests it receives from the media, researchers, or other organizations; the issue is the

lack of readily available and published routine data summaries at HID, and the gaps in the data

HID collects routinely (MSIJMC and private sector data).

The HIS products that were available at the time of this assessment included the following:

Printed series produced by HID. As mentioned in Chapter 5, the primary HIS products of

the HID are brochures ath columns for local newsprint publications on epidemiologic trends

and prevention of diseases tracked by the MOH surveillance system (such as gastroenteritis or
dengue). The divisi onds HedltlaViewsothiresarles)ismmtl ook pu
to be of interest to health providers, but its contents (e.g., total number of cases of notifiable

diseases) are unlikely to make it a useful resource or an incentive factor to improve quality of

reporting for the community clinics producing the data.

The Census. The Population and Housing Census was being conducted on schedudd(iay
2011) at the time of this assessment. The Statistics Division of the Ministry of Planning was

15 The last annual report from the CMO was published three or four years ago.
16 The last statistical yearbook was published by the Statistics Division 15 years ago.
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leading the process, with some technical assistance from the United Ndbothe more
complex analyses. There was significant coverage in the press, as well as visible public
information campaigns encouraging participation.

An important crosscutting issue identified in this assessment is the overall lack of evitbasee

planning or decisiomaking at MOH. There were relatively few cases identified in which HIS data were
used adequately by MOH, and in some key areas data were not used. For example, health budgets
submitted to the Ministry of Finance are not accompanied hyyaralysis of workload or cost data that
would make the case for an increased allocation.

Data from the RHIS do not appear to be in demand for routine management purposes at any level of
the system (which in turn reduces incentives for quality of rep@tiAn exception is MSIMC where
comprehensive data reports are reviewed monthly to identify problems and to guide decisions.

The key recommendations that emerged from the findings of this assessment include severadrahort
activities thacan be implemented more or less immediately or over the course of a year and several
longterm activities that would require more time to implement comprehensively but should also be
initiated promptly.

Establish routine report ing of utilization data from MSJMC to HID.  This would require a

simple communication by HID to the hospital on the type of data that the hospital should provide on a
monthly basis (as all other public health facilities already do). A meeting between HID and the hospital
managers in charge of data collection should address the following topics:

Review of the of the type of data (indicators) that are already routiceliected by the hospital
and are thus easily available in compiled reports

Identification of any gaps in the type of data that HID collects on service utilization (e.g., by

comparison with what is collected from other public facilities, and/or by disogisghat other
indicators could be relevant for HIDG6s nationa
making)

Discussion of the rationale and need for MSJMC to add (or not) the indicators identified in the
preceding step to the list of data alreadymgicollected at the hospital

Mapping out of the process, persons responsible, and frequency of the reports to be submitted
by MSJMC to HID

A otestod round of r ep o rupmeetng comducteetoigentdyn ned and
anything that may needtobmeodi fi ed i n the initial reporting
meeting should be prescheduled at the beginning to ensure timely progress.

Seek technical assistance for computerizing data entry of routine reports at the HID and

at the Al DS affeee The somtion caulddbe an easy-build and use database (e.g., in

Excel or Access format) that can be implemented relatively quickly and include training of HID and AIDS
secretariat staff to use and maintain the databases.

Identify training needs across the health system on data analysis, data quality, and
information usage, and prepare a plan for securing technical assistance for training (e.qg.,
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from PAHO, USAID). This planning process should be a collaborative activity among HID, MOH staff
in key positions that require use of data for decisioraking, and the Statistics Division staff in charge of
health statistics. HIS areas that emerged in this assessment as priorities for capacity building include the
following:

Statistical, analytic, and infieation presentation capacity for health sector data

MOH capacity in the area of effectively using data for evidéased decisiomaking (for
senior leadership and technical leads).

Prepare and publish an annual MOH report on health outcomes and service utilization.

This comprehensive report will be a showcase for HID, and will highlight the power of data and inform
the dialogue on the health sector among government decision makers, civil society, and the public at
large. Consider seeking technical assist for the completion of the first such report (that will help
establish a report template and may assist with capacity building for specific, more complex analyses).
The HID should take the lead, and collaboration with the Statistics Division (partictda more

complex statistical analyses) should be considered. Examples of such reports from other countries in the
region could be considered in the initial preparatory stage.

Initiate the development of a national strategy for strengthening statistical capacity in

heath. Thi s should be part of the MOHO6s overall HR
strategic plan. Prioritizing scholarships for overseas training in this area is essential and should be
advocated wittappropriate government and donor (e.g., PAHO) agencies.

Develop and implement a plan for systematic routine health information dissemination.

This plan will build on existing initiatives already implemented by HID and should take into consideration
the slort-term activities outlined above. One specific recommendation is to improve the functionality of
the MOH website and regularly post current data, reports, and other information products.

Establish routine private sector data collection.  To generate intrest and support from private
providers in data sharing, consider the following steps:

Initiate a publigrivate dialogue on data usage and data needs.

Highlight the value of complete (public and private) health sector data for efficient service and
resource coordination across both sectors (e.g., select a few service delivery categories and
collect utilization and service cost data from both sectors to showcase how such information
can be used for effective and evide#imsed decisiomaking).

Ensure thathe reporting burden for private providers is minimized by involving them in the
process of developing the reporting forms and procedures they would use.
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Key Findings
The private health sector in Antigua and Barbuda is stegdiying.
There is little or no formal interaction between the public and private health sectors

There is minimal regulation or oversight of the private health sector.

The private health sector has resources and expertise available for the public sectq

This chapter synthesizes data on the private sector in Antigua and Barbuda, incorporating information
presented in previous chapters supplemented by additional information to provide a comprehensive
description of the sector. The chapter begins by describing the policy and business environment in which
the private health sector operates, including the
sector. Next, the scope, size, and breadth bétprivate health sector and its human resources is

presented, including a discussion of linkages with the public health system. Private health financing and

the private sector role in the supply chain are also reviewed. The chapter concludes with

recommertations on how to better coordinate and integrate the private health sector into the overall
health sector, harnessing the private sectords re

The private health sector in Antigua and Barbuda appeabe growing, based on the recent increase in
private medical/surgical practices on the island. Considering the population size, and compared to other
OECS countries, Antigua and Barbuda has a sizable private health sector, including private physician
offices, labs, and pharmacies. Physicians that staff private medical/surgical clinics are more likely to be
specialists and practice solely in the private sector, whereas those that have private physician offices are
often general practitioners who also woik the public sector.

The recent development of the private sector belies the fact that it is largely unregulated, a point of
concern for both public and private sector stakeholders. The lack of government oversight of the

private sector in the areas afervice delivery, continuing medical education, and pharmaceuticals has
largely resulted in a parallel system, as opposed to the private sector being an integral part of the overall
health system.

Despite the apparent separation of the sectors, some infdroooperation exists, and private

practitioners expressed a willingness to improve communication and collaboration with public sector
counterparts in the interest of improved patient care. However, true partnership can only be achieved if
the public sectoshares this intent to improve relations and better engage the private health sector.
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The establishment and functioning of private health facilities are largely a function of the overall business
climate, as well as govermmt regulations at both the facility and individual level.

The business environment for private commercial health providers is relatively friendly in Antigua and
Barbuda. The country ranks high on tBbeing Busines=port, ranking number 64 out of 183 countries
(International Finance Corporation 201@lthough gening a hew business is fairly easy, paying taxes is
a relative challenge (earning the country a ranking of 132 out of the 183 countries in the quality of its
business environment), as businesses on average pay 56 payments a year and nearly 42 percent of
income goes to taxes.

Private practitioners reported varying experiences with regard to accessing credit from local banks to
establish or improve their health facility. Overall there appear to be challenges in accessing loans for
private health practicesn-island, in some cases causing provider owners tefselhce or use creative

means to finance their private practices. The main disadvantage that practitioners in Antigua and
Barbuda face in terms of access to finance is the complete lack of medigainent leasing, thus

requiring practices to seek alternative financing for such capital investments. Some bank financing for the
private health sector does exist, although, as is true for most small businesses, medical practices are
challenged to acceds There are no tax incentives or other government incentives for private health
providers in Antigua and Barbuda.

As noted in Chapter 3, opening a private facility does not require any special goverpeterissions or
facility licensure. Moreover, at present there are no standards, regulations, or legislation governing the
operation of private health facilities. In response to this gap, Antigua has drafted a Private Medical
Facilities law based on ldgiton enacted in Guyana. Although this legislation is a positive first step to
addressing the lack of oversight of private health practice in Antigua, it is currently in draft form and
plans for formalizing this law are unclear.

As individual health practitioners, private health providers fall under the Medical Practitioners Act, which
was enacted in 2009. This act provides for the registration, licensing, and regulation of the practice of
medicine in Antigua and Barbudaalko established the Medical Council, which is tasked with enforcing
licensing of health workers and a code of ethics for medical practice. The Medical Council consists of
seven members, two of whom are private sector representatives. Although therBisciplinary

Committee as part of the Medical Council, systematic enforcement has been uneven. At the time of
assessment, a timeline for development and passage of regulations guiding enforcement of the Medical
Practitioners legislation was not available.

The extent to which private health providers have a voice in governance of the health sector is an
important indicator of collaboration, and involvement in medical councils and professional associations is
one way to exercise such a voice. It is worth noting that private practice physicians play a key role in
both the Medical Council and the Medical Association in Antigua and Barbuda. The current chair of the
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Medical Council owns a private medical/surgicalcinic t he out skirts of St
Association, which serves as a professional membership body for physicians on the island, is currently
headed by a private practice physician. According to association records, there are 64 physicians solely
in private practice on the island, although the assessment team was not able to verify this information,
given the lack of a central registry within the MOH.

An important aspect of this assessment was to assess the currermiatadtial contributions of the

private sector to health. The extent to which the private health sector is engaged in service delivery is a
key element of measuring private sector involvement. However, information on private service delivery
was somewhat ifficult to obtain, given that no central registry of private health facilities exists in

Antigua and Barbuda. Information presented in this section primarily reflects interviews with private
sector stakeholders, as well as information obtained from yefpage listings.

The majority of private facilities are registered businesses, although there appear to be informal (part
time) private practices that are not registered. Table 9.1 presents information on various private health
sector actors in Antigua anBarbuda. Given the lack of available data on private health businesses, and

the variation in estimates between individual stakeholders and phone book listings, ranges are provided.

Documenting the private health sector in more detail is one area for ptesfuiture technical assistance.

TABLE 9.1: OVERVIEW OF PRIVATE HEALTH SE RVICE DELIVERY IN AN TIGUA AND

BARBUDA

Facility

Adelin Medical Centre

Medical Surgical Associatt

Belmont Clinic

Winter Medical Centre

Private laboratories

Private pharmacies

Private physician practices
(individual/small outpatien

Capacity and
Staffing
Staffo N/A
20 beds

304 physicians
Bedsd N/A

1 fulltime
physician,
specialists on call;
7 beds

Approximately 5
physicians;
Bedsd N/A

5 labs; staffing
varies by facility
Approximately 20
pharmacies;
staffing varies
Between 20 and
64 practicey’

Services

Inpatient care

Surgical procedures

Obstetrics andgynecology, including deliveries

Surgical procedures, including general, laparoscopic, bariatric,
vascular, trauma, and breast

Diagnostics and radiology (ultrasoundiay, CT scan, digital
mammography, MRI, EKG)

Surgical procedures (2 operating theaters)

Inpatient care

Pharmacy orsite

General surgery

Otolaryngology

Urology

Obstetrics and gynecology, including deliveries

Breast cancer screening (mammography)

Laboratory diagnostics (incl. STI and HIV blood screening)

Retail sales of pharmaceuticals and medical supplies
General family medicine

Dental care
Gynecology

17 Yellow pages listed 20 physicians, eightsists; Medical Association reported 64 members in private practice.

73

Joh



practices) Pediatrics
STI diagnosis andeatment

HIV testing
HIV/AIDS outpatient careé
Planned Parenthood 1 clinic Sexual and reproductive health services, including family plann
5 fulHime staff (oral and injectable contraceptives, condoms, emergency
and 1 paritime contraceptives, intrauterine device), pregnancy tests, pap smee
OB/GYN doctor  tests, and VCT; sales of contraceptives at highly subsidized pri
Caribbean HIV/AIDS N/A HIV outreach services and testing to highk populations

Alliance

As evidenced by Table 9.1 gtlprivate health sector in Antigua and Barbuda includes private health
facilities (with surgical capabilities), private health practices (consultation), private labs, private
pharmacies, and nonprofit organizations such as Planned Parenthood and Cafbb@dBS Alliance

that provide education, outreach, and health services, particularly related to sexual and reproductive
health. The assessment team identified four private health facilities that provide surgical procedures and
visited three of the fourdcilities. Despite numerous attempts, the team was not able to reach Adelin
Medical Centre. Several stakeholders indicated that the facility may be experiencing some financial
difficulty, but it was not possible to confirm this with representatives offtmlity. As of 2007, more

than 7 percent of births occurred at Adelin Medical Centre, and for many years it was reported as the
only private medical center on the twin islan@AHO 2008) Although a recent UNGASS report
indicated there were four privatéabs in operation, at the time of writing, a fifth private lab had opened
its doors and is currently in operation. The number of pharmadiestimated at 2@ has reportedly
remained fairly stable in recent years, with only one or two closures in receamhary.

In the absence of a populatidrased Demographic and Health Survey, data on health care seeking in the
private health sector is lacking. However, a recent Country Poverty Assessment conducted in 2007
does offer some information on utilization of privatedih services. Table 9.2 provides data on where
residents first sought care for a medical need, broken down by type of facility. Over 40 percent of
respondents initially sought care in a private facility, with the majority going to private clinics. Bhis wa
most notable for the top two wealth quintiles, although even among the poorer respondents,
approximately onajuarter sought medical treatment from a private provid&airi Consultants Limited
2007)

18 Provided by a single practitioner

19 At the time of the assessment, Caribbean HIV/AIDS Alliance was not in operation, as previous project funding had
ended. However, it is our understaing that funding from USAID/Barbados and the Eastern Caribbean reopened the
local Caribbean HIV/AIDS Alliance office in June 2011.
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TABLE 9.2: FIRST -PLACE MEDICAL ATTENT ION SOUGHT INA NTIGUA AND B ARBUDA, BY
WEALTH QUINTILE

Place First Visit Per Capita Consumption Quintiles All Antigua
Was Made and
Poorest Il 1" v Richest Barbuda
% % % % % %
Public hospital 24.2 30.9 27.7 17.7 17.6 22.2
Private hospital 3.4 0.0 2.5 1.6 0.0 13
Community health 47.6 34.2 40.1 35.0 21.3 33.3
clinic
Private 24.8 28.6 20.7 42.4 57.9 39.1
doctor/dentist
Out-of-state 0.0 0.0 0.0 0.0 1.7 0.5
hospital
Pharmacy 0.0 0.0 3.2 0.0 0.0 0.5
Not stated/other 0.0 6.3 5.8 3.3 1.5 3.1
Total 100 100 100 100 100 100

Source: Kairi Consultants Limited (2007)

While informative, these data should be considered with caution, given that they are somewhat dated
and key changes (such as the establishment of MSIMC and free care in public primary fadilities for
ages) have occurred since the survey was conducted.

Information gathered during the assessment indicated that the profile of clients at private facilities is
concentrated among wealthier residents, those with private health insurance, and touristevelpw

most private practitioners noted that they serve a cresction of patients and not strictly the wealthy.

As discussed below, there are reasons why less wealthy clients may seek services in the private sector,
even with the advent of the new publiospital.

A previous report noted that Antiguans have personal choice of health care providers, further pointing
to anecdotal evidence of mobility of clients between private and public pne/fde medical care.

Choice of provider was determined by the need for a second opinion and/or the availability and cost of
servicef PAHO 2001) Based on interviews with a broad spectrum of stakeholders, this assessment also
found evidence of client mobility between the sectors, underscoring the importance of effective
communication and cooperation between public and private health providerse Tere numerous

reports of patients seeking care from private providers due to unavailability of services, procedures, or
supplies at MSIMC. For example, patients needing an MRI could get this from a private clinic given that
the MRI at MSIJMC was not fuimnal until May 2011, and since cholesterol reagents were not available
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at MSIMC at the time of the assessment, many patients were directed to private clinics for the test.
Some patients expressed dissatisfaction with the costs charged by privategaltvith the limited or
nonexistent reimbursement from MBS. Other challenges reported were related to physician
communication and referrals between private physicians and MSJMC physicians. For example, a patient
may go to a private clinic to have diagtio tests, and when the problem is diagnosed, may decide that

the cost of the procedure is too high in the private clinic and ask to be referred to MSIMC. In some
instances, the patient may face difficulty getting admitted, or the admitting physicianoneay 0t r ust 6 t
diagnosis of the private physician, insisting that diagnostic testsdmmmistered, thus delaying

treatment, perhaps unnecessarily. In other cases, MSIMC patients who might benefit from specialist care
or consultation from a private plejcian have either not received such care or received it only after a
lengthy delay, causing negative repercussions.

Related to patient referrals is the issue of reporting health information. Private health practices have
various sysms for storing information about their patients, with the larger clinics keeping more
sophisticated electronic patient data systems. As previously noted, private providers are not required by
law to report incidence of communicable diseases, including ttiMany other information on service
provision. Although some private labs reportedly do provide data to the MOH, for example, on positive
HIV test results, compliance is not uniform given the lack of a legislative mandate. (See Box 9.1)

BOX 9.1: Private Contributions to the HIV Response in Antigua and Barbuda

HIV Preventi on and Testing

HIV testing is offered at eight public health facilities across the island, as well as at the Planned Parenthood clinic
and through various community outreach events, including the regional HIV testing day, which occurs each year
in June.

In recent years the local affiliate of CHAA has been a significant partner to the NAP, particularly in efforts to

reach out to highrisk populations and encourage HIV testingand follow . CHAA/ Anti gua empl oys
d trained peer educators/counsakd who provide community outreach in the form of education and HIV

counseling and testing to the meatrisk populations, especially immigrants and sex workers. CHAA provides

tents for community HIV outreach events organized by the NAP, including tedtigs and targeted outreach in

response to recent concentrated outbreaks. The nonprofit also contributes condoms to protect-atagtk

populationsagainst contracting HIV.

As part of a regional pubhprivate partnership between ministries of healBtotiabank, and the Caribbean
Broadcast Media Partnership (CBMP), the NAP has collaborated with the local Scotiabank branch to organize
testing days on Antigua and Barbuda since 2008, and was poised to launch the fourth event at the time of this
assessmenScotiabank opens up its branch for HIV testing and counseling, and senior staff are present anc
throughout the testing days, to project acceptance and encouragement for all to know their status. Bank staff
volunteer throughout the day and Scoteilik helps to promote the event, along with support from CBMP, in the
form of radio ads. Local media also give free time to the NAP to air both TV and radio spots promoting the
events. The previous record for number of HIV tests during a single event wasa@8 the partnership was

aiming to surpass this in 2011.
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HIV Workplace Policies

Despite the fact that a recent report cited the existence of an HIV workplace policy in Anéigd@arbuda,
dating back to 2001, the assessment team was not able to secure a copy of this policy (PAHO 2008). The
prevailing view among respondents is that the majority of workplaces do not have an HIV policy or prograr
is there any enforcement afuch. During a meeting with several trade unions, a relatively new discrimination
policy (which includes HIV/AIDS) developed by one of the unions was circulated. This is a positive development,
but it is not clear the extent to which the policy has beeroated and, furthermore, whether the government ¢
Antigua would be able to enforce such a policy. The assessment team learned of an International Labor
Organization consultation planned for May/June of 2011 with the stated intent of developing a newaserkpl
policy covering HIV/AIDS, in collaboration with the Ministry of Labor. As a recent update to this initial meet
technical working group was formed to develop an HIV workplace policy for Antigua, and a-fgdloneeting
has been scheduled for Septber 2011.

HIV Treatment

Most HIV treatment, including ART, is provided by a single private health practitioner, Dr. Prince Ramsey, who
also serves as the clinical care coordinator for the AIDS secretariat. The clinical care coordinator position was
originally created and funded by a Global Fund grant in 2005, but is now supported by the MOH. While some
HIV patients receive treatment from their private physician for care, most who seek care and treatment do

the private office of Dr. Ramsey. AR purchased from the pharmacy at MSIMC. Antigua has considered
decentralization of HIV treatment in the past (e.g., providing care and treatment in the six public health clinics),
but all of the necessary training has yet to happen.

The latest UNGASSmgort, which is prepared by the AI DS secretar
products for HIV and other STl is carried out at the public and private laboratories and reports are submitted to

t he AI DS Secr et ar(UNAIDS 2009)Howeres, grecénbDaily BDlzseniarsiafe suggested

disagreement between the AIDS secretariat and Dr. Ramsey as to whether or not private labs are reportin

on HIV-positive cases. The official position of the AIDS secretariat is that two of the nevpfivate labs on

island do report positive cases to the National AIDS Program. Two of the remaining private labs have refused to
provide such information, noting that there is no legal requirement to do so. The fifth lab has only recently
opened,andits. not yet known what this | abds policy will be.
this subsector to report HIV test(i)ftherdimanyt[govetnieat] NAP, wi t
program, we would be willing to get on board Wit t (Barjamin 2011)Such a position suggests there may be

room to bring the public and private sector stakeholders together to openly discuss the importance of inclusive
reporting of HIV cases, and next to agree upon a strategy to implement thictiellgprocess. As an example of

the willingness of this subsector to contribute to public health goals in Antigua, private labs recently participated

in World Blood Donor Day (June 14, 2011), which aims to create wider awareness of the importance of

voluntary blood donation and encourage more people to become regular blood donors. Private labs were gpen

to the public on June 13, 2011 (World Health Organization, 2011).

Another informal partnership with the private sector involves private pharmacies. NAPRSrelfi&/-positive
clients to two private pharmacies for drugs to treat opportunistic infections (not ARVs) using coded
prescriptions to ensure confidentiality. The pharmacies then submit monthly invoices to NAP for
reimbursement.
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Much as there is no existing registry of private health facilities in the countsg-dpte information on
private practitioners is also nonexistent. Through stakeholder interviews with private sector informants,
the assessment team wasealb piece together the following information about private health
practitioners in Antigua and Barbuda:

TABLE 9.3 HUMAN RESOURCES IN THE PRIVATE SECTOR

HRH Cadre Number
Private surgeons Less than 10
Private gener al pr aafficastf i oner s (pri Upto60
Private pharmacists Approximately 30
Private nurses No data

Information emerging through stakeholder interviews suggests that dual practice (i.e., practicing in both

the public and private sectors) is common in Antigua and Barbuda. The practitioners most likely to

engage in dual practice are those who work partdii a public health facility and part time in a private
doctords office. However, reportedly no |l egislati
One prevailing view from the general public is that long delays in the Emergency RoodMECME:

the result of hospital doctors beginning their days in their private practice and therefore not arriving at

the hospital until later in the day.

In some other Caribbean countries, private physicians, oftentimes specialists, have privileges to see
patients in the public hospital. This is a good use efstemd resources, particularly if the private

physician has a specialty not available among thenfellstaff at the hospital. In the case of Antigua and
Barbuda, it was difficult to come to a cdasion regarding the ability of private surgeons to gain

privileges at MSIMC. Although the official statement from MSJMC is that any private physician can apply
and get privileges to see patients admitted to the hospital as long as the physician agredsria

rounds for their patients, some private physicians suggested that this policy is not uniformly enforced,
and in fact reported they had been denied privileges. Ideally, MSIMC would allow private physicians full
privileges, while setting reasonalpi@rameters.

As noted in Chapter 7, pharmaceutical regulation is relatively weak in Antigua and Barbuda. Until
regulations pertaining to the Pharmacy Act are ¢fazk enforcement of the act is seriously impeded.

For example, in effect there is no licensing of pharmacists, wholesalers, or retail pharmacies without
these regulations in place. In addition, although the MOH verifies/checks that a specific typeisf drug
licensed, there is no formal procedure for assuring the quality of drugs imported through the private
market. This raises questions about the safety of private provision of medicines, a concern shared by
public and private sector stakeholders alike.

The lack of guidelines on the importation of medicines means that the private sector is left-to self
regulate its imported products or purchases from local distributors. Most informants who procure

78



medicines in the private secttook this responsibility seriously and avoided purchasing from unknown
or questionable suppliers. Many respondents also expressed concern about the ease of bringing
medicines into the country. Individual procurement is generally more expensive, andctistsare
typically passed on to the client.

Use of electronic inventory management systems is common among private pharmacies. Storage of
drugs at private pharmacies and clinics are not regulated, so procedures are at the discretion of
management. Someiyate facilities interviewed utilize a comprehensive management software
system/program known as Counterpoint. The software provides information on stocks, tracking
supplies, identifying information, and expiry dates, and helps track drugs with shblivaselUse of
electronic information systems aids in forecasting of drugs and as a result helps contain costs.

Certain drugs are not procured by or dispensed from private pharmacies. In fact, ARVs can only be
obtained from the MSJIMC pharmacy. Intereg§inMBS originally considered the option of dispensing
covered drugs through private pharmacies and then reimbursing beneficiaries, as has been the practice in
other countries. However, this never took effect and instead MBS opted to open and operairits
pharmacies.

When MBS pharmacies experience stamks, through an informal agreement with private pharmacies

MBS beneficiaries can be reimbursed for costs associated with procuring the drug in the private sector.

To be reimhursable, the drug must be on the formulary and the client needs to get a stamp from MBS
indicating that the prescribed medication is not available in any of the MBS pharmacies. After the client
obtains the stamp, he/she can fill the prescription in a pipharmacy and be reimbursed at 100

percent of the cost. The maxi mum rei mbursabl e amo
any medication can be obtained by MBS within 10 days of a reported-stacRhis is also because

private pharmaciesuy in small quantities, so if a drug is not available at MBS, the government wants to

ensure that as many people get a short supply of the essential medicine as possible.

As noted in Chapter 4, da on health expenditure are limited, and this is particularly true for private
expenditure. According to the most recent available data, in 2009 government spending made up nearly
75 percent of total health expenditures while private spending comprisededinaining 25 percent?

WHO data from 2008 indicate that 87 percent of private expenditure in Antigua isodyiocket,

suggesting a relatively low level of private insurance.

It is estimated that 15,000 residents have private health insurance, usually through their employers,
paying monthly premiums ranging from EC$160 (US$59) per person to EC$430 (US$159) per family.
Companies that provide health insurance to their employeesugually multinationals, or companies

run by Antiguans that have worked in countries with health insurance. Through this mechanism, over 15

20 World Health Organization National Health Accounts data supplemented by national data at
http://data.worldbank.org/indicator/SH.XPD.PUBktcessed September 1, 2011)
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percent of the population would appear to have effective risk pooling for major private sector medical
expenses, Wth health insurers collecting about EC$29 million (US$10.7 million) in premiums.

Among the companies interviewed during the assessment, many offered private health insurance benefits
to their employees, although most policies excluded HIV/AIDS sen@es.exception was Scotiabank,

which has a strong reputation in the region for nondiscriminatory practices related to HIV/AIDS.

According to one source, whereas five years ago formal sector workers were less interested in health
insurance, now they are regsting it in collective bargaining, and companies would rather provide
insurance coverage voluntarily and not include it in collective bargaining agreements. Reportedly poor
conditions at the nowdefunct Holberton Hospital may have driven this interespiivate health

insurance, which by and large covers services delivered by private physicians. While it would seem that
the opening of MSIMC might alleviate this interest, respondents had mixed opinions as to whether this is
the case.

A discussion with several trade unions revealed that approximately 50 percent of the workforce is

unionized, with at least 15,000 members in the two largest unions (Antigua and Barbuda Workers Union
and the Antigua Tr ade an dthdalthlbomaernid occupation healfhbhned uni on
safety. From the point of view of the workers, they seem relatively happy with the health care system

and view it as essentially free, thus it does not seem likely there will be pressure for national health

insurance from this group.

OMap6é the private sect orhisassessmeatprovaesarsinitial inbeatayof i n e .
private sector facilities and providers. Technical assistance could be provided by the $idfeeSto

develop a simple database, which contains: (1) name of facility, (2) staffing, (3) services offered, (4)
location, (5) hours, and (6) contact information.

Normalize coordination between public and private sectors . Both sides, public and privaadike,
would like better communication and more interaction between the sectors. The following actions
could help institutionalize publjarivate interactions:

Document and acknowledge private sector contribution in the health sector. This report can
start the process of documenting and formalizing collaborative activities, even if informal.

Start involving the private sector in MOH operations. Set a goal (e.g., once per month) to
identify opportunities to invite private sector participation and act uploese goals. The CMO
signaled plans to convene heads of associations and councils; this would provide a good
foundation for engaging private stakeholders.

Mobilize private sector champions to promote current policy proposals. The Pharmacy Act
presents arideal opportunity to involve the private sector and to tap into its expertise. One
consideration is to invite the Caribbean Association of Pharmacists in Antigua and Barbuda to
facilitate a participatory discussion between public and private sector stilerh@and

consumers. A Caribbean Association of Pharmacists consultant could also help bring regional
and international best practices to the discussion. Private pharmacists could be enlisted to help
the MOH build support to fastrack the Pharmacy Act.
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Clarify and enforce guidelines on dual practice in the public and private sectors . There is no

clear guidance on terms and conditions for dual practice, which has resulted in individual interpretations
and missed opportunities to leverage specialist hesdtivices orisland. SHOPS proposes assisting the
MOH to establish clear and transparent guidelines and can serve as a third party to facilitate negotiation
between the public and private sectors.

Establish, in stages, the terms and conditions for private  provider use of public facilities.
The MOH and private sector need to reach an agreement on terms for hospital privileges that are fair
to both parties.

Formalize the referral process between private providers and MSIJMC . This is particularly
important to ensure continuity (and thus quality) of individual patient care, as well as optimal use of
specialized health resources availabledantry (such as services not available at MSIMC but provided
at some private clinics). (See also service delivery recordatems.)

Work with the private sector to agree on health indicators to report. Private sector providers
indicated they would be willing to report to the MOH on key health indicators, and case reporting of
positive HIV tests is bparticular importance. The SHOPS project proposes convening a small group of
MOH officials and private sector providers to agree on a short list of key health indicators and an easy
and quick reporting format. (See also HIS recommendations.)

Conduct a r apid household health expenditure survey to quantify the amount and distribution of
private health expenditure, including health insurance premiums and benefit payments. This could be
conducted as part of an NHA exercise, which would show the full amo#ifireding flowing into the
Antiguan health care system from various sources, including MBS, health insurance, and private
paymentsd both at MSIJMC and in private facilities. (See also health financing recommendations.)

Explore establishing standard rates f or copayments per health procedure through MBS |, and
then include private facilities in this arrangement.

Tap one of the private insurance companieson -i sl and under a cmanypetitive
admini stratoro6 contract to process claims for the

Gauge inte rest in a regional network of private practitioners , and if interest substantiates it,

help establish such a network. Informal relationships (e.g., between an Antiguan private surgical practice
and Tapion private hospital in St. Lucia) already existthmre may be a benefit to formalizing and
expanding these networks.
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Specific findings within each of the six building blocks are important to address individually. However,
there are anumber of crosscutting, interrelated issues that are impeding the functioning of the health
system and its ability to offer sustainable, quality health services. Addressing these challenges holistically
will result in positive and sustained impact and @ohtribute to a more effective health system in the

long term. These issues and related recommendations for action are summarized below.

In developing crossutting recommendations to strengthen the health system and ensure sustainability
of the HIV respnse, the team focused on the objectives of improved access, improved quality, and
increased financial sustainability. Overall, achieving these objectives will require a renewed focus on
sustainable resource allocation and quality, which will include taldeg the following:

Investing in financial analysis (costing) to inform strategic planning

Prioritizing updates and passage of key legislation and gazetting of regulations to enforce enacted
laws

Improving access, efficiency, and quality at all le¥eiare
Pursuing opportunities to engage the private sector as a partner.

The findings behind these craesstting themes and corresponding recommendations are presented in
Table 10.1.

TABLE 10.1: CONSOLI DATED FINDINGS AND C ROSS-CUTTING RECOMMENDATI ONS

Findings Recommendations

Invest in financial analysis (costing) to inform strategic planning

The MOH is in urgent need of detailed health Determine the estimated costs of operating MSIMC,
services cost data to make informed funding with specific costing of certain highch services such as
decisions in the short term as well as to develop | MRIs. Such an analysis should include the necessary cos
longterm plan for funding MSJMC while preservit equipment maintenance and replacement as the facility a
primary health services. Improved cost data will
enable the MOH o prioritize health expenditures
within the envelope of available funding.

Determine the likely funding available from the annual
budget over the nextseveral years, given economic
projections and likely collections by the MBS. Based on tt
In the absence of such planning, the health care | develop a financial and service plan that balances
system is at risk of being in continual crisis, with | reasonably expected health care resources and

serious consequences. MSIJMC may go bankrupi commitments. Consider all new higitech medical

the management contractor magit, leaving the | expenses within ta context of this plan (e.g., expansion of
MOH ill-prepared to pick up the slack. Primary | renal dialysis, expanded cancer care) and protect primary
care may suffer because of the pressing demand care services and purchases of essential drugs.
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Findings

secondary and tertiary care patients, as is alread
happening with HIV and cholesterol teéts.

To sustain good primary care performance and

address the chronic diseases that are increasing|
burdening the country, a financial analysis combi
with a revised health care strategy is necessary.

Prioritize updates and passage of key legislation

The MOH is challenged by a scarcity of resource
including financial and human resources. Moreov
the MOH must rely on the legal department of the
Ministry of Justice to assist with drafting laws anc
amendments and submitting them for approval.
These fators combined have resulted in lack of
movement on critical legislation and regulations,
is evident in Table 3.2.

Recommendations

Develop a regular process of strategic planning, and
create a health sector strategy, including a plan for
HIV/AIDS service delivery . Antigua and Barbuda could
seek technical support to establish a sustainable planning
process within the MOH, potentially using the resources ¢
a health steering committee. The contents of this report
could be utilized to infornthe national strategic plan.
Although there may be advantages to developing a sepat
HIV/AIDS plan, the assessment team recommends
integrating the HIV/AIDS strategy into the broader health
sector plan.

and gazette regulations to enforce enacted laws

Secure technical assistance to address bottlenecks

in finalizing legislation and gazetting regulations.
Priorities include passage of the Pharmacy Amendment
developing regulations for the Medical Practitioners Act,
and amending the Medical Benefits Scheme Act. Counci
and professional associations could serve as a resource
supporting these effort®2 AHO could be a potential sourct
of expertise, through seconding a legal analyst to the M(
for a finite period to draft regulations.

Improve efficiency and quality of care at all levels of care

Antigua and Barbuda has a sufficient number of
health facilities (both public and private), distribut
evenly across the country. There is adequate
availability and access to primary health care, an
most types of specialized health services are
availablen-country at MSJMC, as well as at a
number of modern private clinics. However, the
assessment team found gaps in terms of the
efficiency of service delivery and quality assuranc
Lessthan-optimal efficiency is exemplified by an
over- reliance on MSJMfr minor health issues,
as evidenced by 30,000 visits (nearly one visit fol
every three residents, and equal to ottgrd of all
PHC visits) to the Emergency Department of
MSJMC in 2010. Also, HIV/AIDS treatment is
provided by a single provider. In terno$ quality
assurance, there is no systematic quality
improvement process at the primary health care
level. And although MSJMC tracks some
performance indicators, there is currently no
oversight by MOH. Finally, patient referrals are
marked by limited follev-up between levels of care
in the public sector and strained relations and

Establish and enforce a referral system from

community clinics to MSIJMC, which could r educe
reliance on MSJMC for primary care. Consider
extending clinic hours at select public health facilities.
Implement an enforceable referral policy to ensure that
patients use the appropriate primary care facilities. Explol
the feasibility/acceptability aftroducingfees for non
referred ambulatory patients at MSIJMC.

Pursue integration of ambulatory HIV/AIDS care

into the primary health care system.  Decentralizing
these services is nhecessary to ensure the sustainability o
HIV/AIDS care into the future, given declining external aic
while also expanding the human resource pool capable o
responding to the epidemic, which is currently the sole
responsibility of one individual. Decentralization would
require an initial investment in staff training (medical offict
and pharmacists) buteuld be costefficient in the long
term. This should be guided by input from Hpdsitive
clients, and efforts should be made to address stigma anc
discrimination concerns.

21 These tests were unavailable due to a lack of reagents at the time of the assessment.
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Findings

communication between private and public secto
providers.

Recommendations

Pursue opportunities to engage the private sector as a partner

There are many idications that the private sector
is growing in Antigua and Barbuda, as evidenced
particular by the increase in private surgical clinic
in recent years. The MOH should consider this
growth a positive development and view the
private sector as an untapd resource that could
help address identified gaps in the health system

The private sector has a number of specialists w}
could be contracted out to help fill human
resources gaps and provide specialty care to
patients at MSIMC. Currently sucbllaboration
appears to be constrained, but interviewed privat
physicians signalled willingness to pursue such a
arrangement.

Private providers currently hold leadership roles «
the Medical Council and the Medical Association.
Both entities could servas an entry point for
greater engagement and collaboration with the
public sector.

Normalize coordination between public and private
sectors. Both sectors, public and private alike, would like
better communication and more interaction between the
sectors. The following actions could help institutionalize
publicprivate interactions:

Document and acknowledge private sector
contribution in the health sector.

Involve the private sector in MOH operations.
MOH plans to convene heads of associations ant
councils, which could provide a good foundation
for engaging private stakeholders.

Given that stateof-the-art medical equipment is available ii
the private sector, and the health system depends upon t
equipment at times, th&OH could formalize an

arrang ement with the private sector (e.g.,

contracting, leasing) that could defray its future recurring
costs of depreciation and maintenance of hospital
equipment.

Engage private providers to provide input and help

guide long -overdue legislation and regulation s
pertaining to the private health sector. Priorities include
gazetting regulations for the Pharmacy Act and developin
regulations for the Medical Practitioners Act.

Formalize the referral process between private

providers and MSJMC. This is particularly important to
ensure continuity (and quality) of individual patient care, ¢
well as optimal use of specialized health resources availa
in-country (such as services not available at MSIMC but
provided at some private clinics).

*SeeBox 10 below for further recommendations related to MSIMC.
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Although we recognize that the government of Antigua and Barbuda has a strong interest in national
health insurance, pursuing this objective is not recommended now given the concerns presahied in
report. If the recommendations outlined in this chapter are implemented, they could serve as a
foundation for developing a national health insuramaeyram. Specifically, to financially stabilize the
system the government must pay what it owes to 818 hen it will be possible to determine what it
would cost to cover individuals not currently in the MBS system. In order to fully expand MBS into
national health insurance, the MOH/government would need to explore options for rreatiag to
ensure coveage of the poor. However, we believe that consideration of national health insuramuo#
realistic in the near term.

The findings and recommendations presented in this report are intended to serve as a basis for dialogue
between key stakeholde&representing both the public and private sectérsn the way forward

toward strengthening the Antiguan and Barbudan health system. As reflected by the United States
Caribbean Regional HIV and AIDS Partnership Frameworkdm@t, USAID recognizes that country

led efforts to strengthen national health systems and HIV responses are most likely to be sustained over
the long term. To this end, the SHOPS and Health Systems 20/20 projects convened a wide spectrum of
stakeholders to validate the results and findiofghis assessment and, more importantly, to develop a

plan of action to address critical health systems gaps and sustain the HIV response in Antigua and
Barbuda. See Annex C for the Workshop Report on Health Systems and Private Sector Assessment
(March 2a2).

USAID funding for technical assistance is available to support health financing activities, as well as efforts
to engage the private sector to strengthen the health system and sustain the HIV response. PAHO, a
partner in this assessment, is anotheylgource of technical assistance for Antigua and Barbuda,
particularly in the areas of policy and regulatory environment and pharmaceutical management.

PANCAP may also be able to provide support for strategic health planning. Other U.S. government
agenciesnd their implementing partners also support health systems strengthening efforts, including
HRH, lab strengthening, health information systems, and stigma and discrimination issues, and may serve
as additional resources for Antigua and Barbuda.
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Box 10. 1: Recommendati ons to | mprove Operations
Centre into the Health System

Establishing the modern and wetjuipped MSIMC was a significant achievement for Antigua and Barbuda and a
welome addition to the countryds health system. However
considerable challenges related to financing and effectively managing and ensuring the quality of services a

The current MSIMC statute, operating prdcees, and management contract with AHMC require revision. In this
process it will be important to safeguard the benefits of private management of MSIJMC. The most immediate
needs are for the MOH to fully fund the current capitation agreement and for MB8deive payroll taxes in full

and in turn meet its current obligations to MSJMC. In the longer term, the level of MBS payments to MSIMC

to be reassessed. As discussed in Chapter 5 and above, efforts should be taken to divert primary care cases to
PHC facilities and away from MSJMC, and to charge user fees foraferied, nonemergency patients who seek
care at MSJMC. To strengthen the relationship between MSJIMC and the national health system, the following
actions should be taken:

In recognition ofoversight gaps in the MSIMC Act as well as in the AHMC contract, several key modifications are
strongly recommended. Although ultimately the act should be amended, given the length of time this might
require, the assessment team recommends amending thegeament contract in the near term, while
pursuing permanent changes to the legislation over the longer term. Critical modifications include the foll

a. Require annual public financial reporting by the hospital, with audited accounts to be published
withi n si x months of the end of the hospital &8s fi
depreciation allowances and indicate the extent to which such depreciation is funded or use
other purposes.

b. Require reporting of key hospital performantlicators to MOH on a periodic basis. At a
minimum, this would include

i. Admissions and number of inpatient days by age, sex, insurance category, and diag

ii. Total number and type of outpatient visits, with specific totals for fugbt services
(such adglialysis); and

iii. Outpatient statistics on the number of nemeferred, nonemergency visits and the
number for which user fees are collected.

MOH should enter into a direct contract with MSIMC for any services performed by MSIJMC on behalf of the
primary caresystem. In particular, this contract should dictate the following:

c. Obligate MSIMC to perform public health laboratory tests

d. Provide for direct payment to MSIJMC by the MOH for these tests at agreed rates

e. Set minimum response times for such tests

f. Make paymenconditional upon performance of tests within the contract

g. Require MSIMC to establish a separate bank account and set of accounts for public health

laboratory services

Any new investments by MSIMC (such as the proposed radiation therapy unit) should be subjed@exitificate
of Needeview and licensing by the MOH. This is to prevent MSIMC from increasing secondary/tertiary care
obligations without conforming suchvine st ment s t o Anti guads health care si
services.
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The Caribbean region has the highest incidence of HIV/AIDS in the Americas and the-higtoest

prevalencen the world behind sufSaharan Africa. Adult prevalence rates range from 0.4 percent in St.

Kitts and Nevis to 3.0 percent in the Bahamas. A total of 904 cases of HIV have been reported in

Antigua and Barbuda since 1985. Given the lack of reporting reqpaints among private sector labs, it

can be safely assumed that actual prevalence rate is higher. Estimates of overall prevalence have steadily
increased over the past six years from 0.8 percent in 2005 to roughly 1.4 percent in 2011. Data suggest
that the majority of cases are among persons between 15 and 49 years of age. To address this issue, the
Ministry of Health (MOH) in Antigua and Barbuda has established the National HIV/AIDS Program

(NAP) with a functioning secretariat, spearheaded by the AIDSrpmgnanager, to facilitate a

coordinated response to the epidemic.

The AIDS secretariat within the MOH is the coordinating body for all HIV/AIDS efforts and serves as
the focal point for the collection and dissemination of information about HIV, AIDS, and other sexually
transmitted infections (STIs). It is tasked with working with governnmeiniistries, people living with
HIV/AIDS (PLHIV), and civil society to implement national HIV/AIDS strategies and programs. The
National Strategic Plan for HIV/AIDS was developed and enacted in 2011 -tardape strategic plan
supports t heespomse by enswirdshat Bhé National response is efficient, effective, and in
line with national health priorities.

Though not systematically organized, numerfaith -basedandcivil society organizations work with

NAP to provide HIV/AIDSrelated health education and support services; many target vulnerable
populations like youth and the indigent. The Health, Hope and HIV Network is a support group for
PLHIV that works on education promotion. The Caribbean HIV/AIDS AllianceA@HAntigua has
historically supported outreach efforts, including education and voluntary counseling and testing (VCT),
to the mostat-risk populations. USAID funding for CHAA lapsed in early 2011 and the organization was
forced to cl dieseegempotasly. CEspite sdnree Betbacks, reldtionships among key
implementers have been strengthened in recent years, leading to perceived improvement in HIV/AIDS
advocacy efforts.

Public-private partnerships to address HIV/AIDS exist, including one beemghe MOH, Scotiabank,

and the Caribbean Broadcast Media Partnership to organize annual testing days in Antigua and Barbuda.
Another informal partnership with the private sector involves two private pharmacies. NAP refers HIV
positive clients to these plnanacies for drugs to treat opportunistic infections (not antiretrovirals

[ARVs]) using coded prescriptions to ensure confidentiality. The pharmacies then submit monthly
invoices to NAP for reimbursement.
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A Round 3 grant from the Gloal Fund to Fight AIDS, Tuberculosis and Malaria (Global Fund) provided
financial support to roll out education programs and workshops that included a wide-seati®n of
stakeholders. It supported the purchasing of nutritional supplements for nursargsntesting kits,
outreach programs, prevention of moth#o-child transmission efforts, and a Patient Monitoring System
to monitor treatment. This funding ended in February 2011 and had a significant impact on testing and
outreach services. The Roundg®ant to thePan Caribbean Partnership against HIV/A$Dports first

and secondine ARVs for up to five years with an expectation of increased government contributions. It
does not include a budget for prevention activities. Thrganization of EastarCaribbean States

(OECS) Round 10 proposal was not approved, but efforts are currently underway to improve and
resubmit. Brazil has an agreement with OECS Pharmaceutical Procurement Service (PPS) to provide free
first-line ARVs through 2013 with shipmecsts picked up by UNICEF.

HIV testing is offered at eight public health facilities, Planned Parenthood, and through various
community outreach events, including the annual regional HIV tesdijng@ltreach programs for VCT
are conducted by the AIDS secretariat, nongovernmental organizations, and some employers who
sponsor VCT days. Therivate sector also contributes to the response: private practitioners provide
HIV testing and outpatient sep@s; private laboratories provide testing services, including STI and HIV
blood screening; and private pharmacies make medications needed to treat opportunistic infections
readily available.

HIV/AIDS treatment, including antiretrovirtherapy (ART), is provided by a single private health

practitioner who also serves as the clinical care coordinator for the MOH.-ptb¥itive individuals who

seek care and treatment do so at privateydoctors?o
ARVs are only available from the pharmacy at Moun

HIV/AIDS data collection is fragmented and incomplete. The AIDS secretariat gathers data on VCT and
HIV-positive cases from alublic VCT sites, outreach events, and some NGO providers like Planned
Parenthood. Data on HIV treatment indicators are collected from the clinical coordinator and
aggregated for the MOH by the Health Information Division. There is no health informatiécypol
governing the procedures for data collection, processing, and dissemination of findings. The lack of
policy and regulation has resulted in inadequate monitoring and evaluation and irregular reporting,
especially by private sector providers who haveatadigation to do so. However, there seems to be
openness on the part of private labs to report positive tests, if given a reasonable structure in which to
provide this information.

Several interventions carebimplemented in an effort to improve the HIV response in Antigua and
Barbuda. The assessment team recommends the following actions, in order of importance:

Following the newly enactadIV/AIDS strategic plan , Antigua should undertake two related
exercises:
Conduct acosting of the HIV/AIDS program, to determine the funding required to
provide prevention and treatment services in light of withdrawn Global Fund support.
Develop an HIV epidemiological summary  based on available data.
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Considerdecentralizing HIV/AIDS services and integrating the HIV/AIDS strategy

into a broader health plan . Efforts should include:
Integrating services into the public primary health care facilities and creating
linkages between private providers and the publialtresystem
In-service training for both public and private health providers on prevention care
and treatment
Establishment of a referral and reporting system

Initiate a dialogue among the MOH, AIDS secretariat, and private labs to discuss voluntary
reporting. The shortterm goal would be to reach consensus on reporting of positive cases from
all sectors into a single database. In the long term, legislation could be draftedvidgpgreater
leverage to ensure such reporting occurs. Efforts should be made by the MOH to address
private sector concerns, as well as to provide regular feedback on private provision of HIV
testing.

Develop a succession plan for the clinical care coordi nator. One of the risks in the
governance and management of service delivery is the reliance on one individual who provides
all HIV treatment, including ART, and serves as the clinical care coordinator for the MOH. The
plan should include building the cajtg, with training, of other health providets offer this

type of care.
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The Ministry of Health of Antigua and Barbuda along with the USAlded Health Systems 20/20 and
Strengthening Health Outcomes through the Private Sector (SHOPS) projects hosted a workshop on
February 23 and 24, 2012, to discuss the recently conducteiyéa and Barbuda Health Systems and
Private Sector Assessment. Objectives of the workshop included discussing assessment findings,
prioritizing recommendations to strengthen the health system, and creating action plans to move
recommendations forward. Thpurpose of the workshop was to bring together key health sector
stakeholders, including both public and private sector actors, to validate and prioritize the report
findings, inform revisions to the draft report, prioritize technical assistance that tied) States
Agency for International Development (USAID) and other partners may provide to the country, and
agree on next steps that key stakeholders in the country may take to further strengthen the health
system. See Annex A for the workshop agenda.

The Antigua and Barbuda Health Systems and Private Sector Assessment was conducted in April and

May 2011 and included an analysis of the strengths, weaknesses, opportunities and threats inherent in

the health system, according to the six World Health Orgatian (WHO) health system building

blocks: governance, health financing, service delivery, human resources for health, health information
systems, and the management of pharmaceuticals and medical supplies. The assessment team was aided

by the MinistryoHe al t h ( MOH) and included team members fro
project, the SHOPS project, and the Pan American Health Organization (PAHO).

The draft Antigua and Barbuda Health Systems and
Reporh ) out | i n e euttindfiadingseayd recammeandations, clustered around four central

themes, as a first step toward strengthening the health system and sustaining the HIV response. The
following are the key themes:

Investing in financial analy@sesting) to inform strategic planning

Prioritizing updates and passage of key legislation and develop regulations to enforce enacted
laws

Improving access, efficiency, and quality at all levels of care
Pursuing opportunities to engage the private se@sera partner.
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See Annex B for the presentation of the report findings and recommendations presented at the
workshop.

Thirty-six participants, representing key stakeholders in the public and private health sectors, as well as
regional and bilateral develogmt partners, participated in the workshop. See Annex C for the list of
participants.

By and large, the participants agreed with the assessment findings but had some important contributions
and updates to add. Participants subsequently broke into grougsrdimed by interest, knowledge, and
field of work to identify five priority recommendations for implementation:

1. Develop a financial and service plan that balances reasonably expected health care
resources and commitments. Consider expected Higth medial expenses within the context
of this plan and protect primary care services and purchases of essential drugs. Also consider
costing hospital and other services and assessing expenses with a National Health Accounts
(NHA).

2. Develop a regular process of st rategic planning and create a health sector strategy,
including a plan for HIV/AIDS service delivery. Integrate the HIV/AIDS strategy into the broader
health sector plan.

3. Secure technical assistance to address bottlenecks in finalizing legislation  and
regulations. Priorities include passage of the Pharmacy Amendment Act and developing
regulations for the Medical Practitioners Act.

4. Establish an enforceable referralsystem f r om community <c¢clinics t
Medical Centre (MSJIMC) (which cdukduce reliance on MSIMC for primary care) and
between MSJIJMC and private sector health care providers. Explore quality and access
improvement at the primary health care (PHC) level to encourage patients to go there first for
services.

5. Normalize coordina tion between public and private sectors . This recommendation
encompasses a humber of actiitiesiment and acknowledge private sector contribution in the
health sector. This may entail a survey of private sector resources and a partial or full NHA
activty.

The group created action steptkat could be forged into a road map for implementing the top five
priorities, including identifying champions, sources of (hoped for or planned) external support,
resources, and next steps.

After the workshop, the pdicipants agreed that the next stepgould be the following: (1) the
assessment team will incorporate results of the workshop into finalized assessment report, (2) the
report will be vetted once more by the MOH before dissemination, (3) the assessmemi wath create
a report of the proceeds of the workshop and disseminate, and (4) the MOH and donors will
communicate on needed support for implementation of priority recommendations.
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Antigua and Barbuda is one of 12 Caribbean countries joining efforts with the United States
Government in the U.SCaribbean Regional HIV and AIDS Partnership Frameworkdmi@. USAID

is working through two projects, Health Systems 20/20 and SHOPS owige a variety of health

systems strengthening technical assistance to countries in the eastern Caribbean as part of this
Partnership Framework. To identify priorities for this technical assistance, the two projects conducted
integrated health systems apdvate sector assessments in the six Organization of Eastern Caribbean
States (OECS) countries. Additional partners in this effort included PAHO, the International Training
and Education Center for Health-TIECH), and the Caribbean HIV/AIDS Regionalifiry Network
(CHART).

The assessment in Antigua and Barbuda was a first step toward improving its capacity to effectively lead,
finance, manage, and sustain the delivery of qual
carry out these rdes is understanding and catalyzing private sector contributions to health. Although the
functioning of the broader health system was the focus of the assessment, particular attention was paid

to sustaining the countryo0 ssalldiedthegeverpnentsfédntigud he ass
and Barbuda, USAID, and other health partners to understand the key constraints in the health system

and prioritize areas that need greater attention. The assessment also creates a road map for local,

regional, and interational partners, both public and private, to coordinate technical assistance.

The assessment process had four phases. The initial step was a meeting in March 2011 to engage
stakeholders and reach consensus on the topics that would require the most attention during the
assessment. An extensive literature review was also conductexis@tond phase involved collecting
primary data during which an assessment team interviewed over 50 stakeholders and visited health
facilities on both islands during one week in May 2011. Following this, the assessment team drafted a
report. The final stag, which is represented in this workshop report, is the validation and prioritization
of the report findings.

The results of this workshop will inform revisions to the draft report, the prioritization of technical
assistance that USAl&nd other partners may provide in the region, and next steps that key
stakeholders in the country may take to further strengthen their health system. See Annex A for the
workshop agenda. Specificallye objectives of the workshop were to accomplish ttedlowing:

Discuss and obtain stakeholder feedback on the key findings and recommendations from the
Antigua and Barbuda Health Systems and Private Sector Assessment 2011.

Use stakeholdedetermined and agreedpon criteria to prioritize assessment
recommerdations for implementation.

Reach consensus on next steps to address critical systemdgapsugh implementing the
prioritized recommendations, including further clarifying the role of the private health sector.
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PermanenSecretary of Health Edson Joseph opened the meeting by reflecting upon the current state of
health and the health system. He also relayed his vision for the future, including collaboration with the
private sector and USAID. Carol Narcisse and Lisa Tanantvelcomed participants, discussed the
objectives for the workshop, and encouraged active and respectful participation.-Shigparticipants,
representing both the public and private health sectors, as well as regional and bilateral development
partnes, participated in the workshop. See Annex B for a complete list of participants.

Following the welcome, Lisa Tarantino, representing the SHOPS project, highlighted the key findings and
recommendations presented the report. The presentation discussed the findings and

recommendations for topics across all six of the WHO health systems building blocks, including health
governance, health financing, service delivery, human resources for health, health informtgios, sys

and the management of pharmaceuticals and medical supplies. Within each topic, findings related to the

private sectords role were also discussed. Partic
recommendations. See Annex C for the full pretsion.
Foll owing Ms. Tarantinobs presentation, participa

and recommendations. Participants formed small groups based on their interests and specialties. The
small groups focused on the six building blocks listed above. Groups were also asked to reflect on the
findings and recommendations addressing the private sector as they related to their selected building
block as well as the crossutting recommendations.he groups used both a written summary of the
findings and recommendations and the report itself as references to verify if findings matched their
experience. They were also asked to add any points that they felt should have been included. The
groups considred if the recommendations addressed the key findings presented, if there were any
concerns about the recommendations, and if there were any recommendations that were missing.
Participants reported that the findings were generally accurate and made sggessions for
strengthening each module. The participants broadly agreed with the recommendations proposed and

added or further specified some recommendati ons.

96



Paticipants generally agreed with assessment findings and recommendations. Table A below summarizes

t he

wor kshop participantsd comments on the

report, organized by the six health system building blocks.

Table A: Comments on Findings and Recommendations

New information/updates since the assessment field work was conducted:

PAHO intends to fund a consultant to assist the government to create a
health sector strategic plan by the end of 2012.

PAHO is providing support to update/revise the Mental Health Act,
Tobacco Control regulations, Care and Treatment Policy for HIV, Policy
the Aging, and International Health Act.

A National Plan for HIV/AIDS has been developed and adopted.

HIV Care and Treatment Policy needs updating (according to PAHO) ar
protocols for rapid testing, treatment, and advocacy need to be develop
for people living with HIV (PLHIV).

Additions/comments on findings:

Report should reference WHO International taéth Regulations and
Antigua and Barbudads pressing n
Midwifery and nursing laws and regulations need to be prioritized.

Additions/comments on recommendations:

Leadership and management skills among senior MOH stafffaghkdr
discussion as they are perceived to need more strengthening. A
corresponding recommendation for the MOH to seek technical support |
management and leadership training was suggested.

Agreement that technical assistance is needed to help draféwise
legislation and regulations. In addition, the report should recommend th
someone at MOH be assigned to prioritize and push through legal issue
establish a policy and planning department, and help establish compliat
and quality departments.

A recommendation should be added to update legislation dealing with
overall governance of the health system including clarifying roles, authc
etc. Currently, there is no updated overarching law about relative
authorities and relative powers.

It is suggestd that the government engage in creating memorandums of
understanding to guide the management of public and private collabora

22 Note that these comments include feedback from the PAH®resentative submitted in writing to the assessment
team subsequent to the workshop.
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New information/updates since the assessment field work was conducted:
PAHO will provide support toAntigua and Barbuda for the implementatic
and use of National Health Financing information by (1) supporting the
establishment of an intanstitutional task force for NHA, (2) training a tas
force on the NHA methodology, and (3) assisting in the develept of the
NHA report and its publication.

Specific comments on the report:

The assessment team should defin
means.

The assessment team s-avaluale dsefcenenssad
omodi fy user finematianal bestgracticesn si der
A specific package of services has been costed at the hospital level usil
historical data from Holburton Hospital.

The working group fully endorsed the recommendation for an NHA
estimation.

There is a need to developudgeting capacity within the MOH.

The grouped discussed whether a national health insurance scheme would

supplement current MSJMC funding or be a new/different mechanism to fund tl

hospital services.

New information/updates ste the assessment field work was conducted:

PAHO conducted assessment on Human Resources for Health (HRH),
which recommends the establishment of a Human Resources (HR) Uni
PAHO will work with the MOH to create HR plans and policies to impro\
PHC and spport the MOH to establish a basic set of indicators on HRH.
This PAHO report is not yet public but MOH officials have a copy.
Comments/edits on findings:
There is a problem of retaining quality skilled peopkhey get moved
around by the current HRmanagement system, which necessitates costl
retraining.
The team recognized the need for clear guidelines for interactions betw:
private/public sectors, including regulation of private health care provide
and conflict of interest laws for dual publitivate sector practice.
Comments/edits on recommendations:
Participants stressed their endorsement of the recommendation for an t
unit in MOH, and thus provide autonomy for HRH management instead
relying on the Establishment Department for HR managiemGreater
efficiency could be achieved if the MOH has a greater role and utilizes
improved HR hiring, training, and deploying practices.
An assessment of human resources needs to be conducted, including
investigating reallocations that need to be maateer skills sets needed,
roles that should be eliminated based on current health care needs, anc
service delivery structure.
In addition to health education and training on counseling and treating F
there are other training and continuing educatioreds for health
professionals.



Improved efficiency and quality of care needed for the private settwed quality

unit in MOH (to oversee both public and private sectors)

Strengthening of communication, specifically health educatim limited to HIV

specific

Discussion on referrals:

There is a need to develop a patient number/identifier, used with an
electronic system to track patients.

Issue regarding the return of patient referral slips back to PHC provider.
There was debate a® whether there is an operational, formalized referr:
system from Health Centers to MSIMC.

New information/updates since the assessment field work was conducted:
PAHO is providing support to assess and strengthen the capacity for
partnership approach toare, treatment, and advocacy for PLHIV.
During 20122013 PAHO will provide support to Antigua and Barbuda tc
conduct an assessment of the PHC system and an implementation plar
Scaleup of providerd initiated counseling and testing will be supported b
PAHO. Also, PAHO will support publiprivate sector consultation to
develop formal partnerships for advocacy, care, treatment, and manage
of PLHIV and sexually transmitted infections.

There was general agreement with the assessment report recommemdattio

considering extending of hours of PHC centers in order to alleviate the burden

MSJIMC and increase access to PHC at the local level. The hours should be

extended to cover the peak hours 088 p.m. Perhaps doctors could be privately

contracted to wak those hours? Should have doctors until 12 p.m. at satellite
health clinics and fromad8 p.m. at the health care clinic.
The decision to extend hours should be evidefxased. What is the
specific purpose of extended hours? What services will be offerédose
extended hours?
Extended hours may support reduced access to PHC services at the M:
and should be coupled with a communication strategy for the public.
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New information/updates since the assessment field work seaslucted:
PAHO is providing support to Antigua and Barbuda to develop and
implement an integrated Health Information System (HIS), including
development of an HIS plan and initiating implementation of the plan.
PAHO is offering support in the developmesd preparation of a Chief
Medical Officer (CMQO) annual report.
Comments/edits on findings:
Data collection may be adequate but reporting mechanism process nee
improvement, which would be a key foundation to a future national
insurance scheme. There isiaed to bring all sourcedincluding private
sector, Medical Benefits Scheme (MBS), Social Security, and M$iwIC
the reporting system.
Sustained political will would be important to improve the HIS.
Comments/edits on recommendations:
Emphasize aeed for alignment with international standards (e.g., for
coding).
Amend | anguage that oO0Physical re
building of the Health Information Division is needed to improve the
functioning of t hihatphysical eesotrees (suth,as
computers) are indeed limited and that capacity building needs are broe
and extend beyond the Health Information Division in the MOH to the H
The discussion group emphasized the need for standardization of data
collecton.
Develop a process to collect regular Medical Benefits and Social Securi
data and other data from MSJMC.
Strengthen data quality of HIV/AIB&lated information, using improved
technology and capacity building.
An HIS management system needs to bealoped to assist the health car
system be more responsive to emerging health care needs.
Stronger incentives for doctors to report should be implemented.
Legislation is needed to support the HIS and should be coordinated witt
other priority legislation.
Comments/edits to findings:
By 2014, all pharmacists in the region will be required to have at least a
Bachelor of Science in Pharmacy to practice. Antigua and Barbuda is
challenged in that most pharmacists here do not have degtee.
Comments/edits to recommendations:
There is an urgent need to update the Pharmacy Act and develop
regulations.

MBS and others should coordinate better purchasing for improved
inventory management and reduced waste.
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There was debate as to whether the referral system from MSJMC to private
providers is functioning as well as it could. Some patients come to private provi
without a referral, which may have been misplaced or not provided in the first
place.
Comments/editdo recommendations:
A rapid assessment of the private sector should be conducted.
The creation of a central registry of private services should be made
available.
It should be made mandatory that private doctors/institutions report into
HIS using standawid form/format provided by MOH.

After agreeing on additions and changes to the findings and recommendations, the participants formed a
plenary session to develop criteria for prioritizing recommdations. The group agreed that priorities

would be based on whether the recommendations were (1) impaéthdtential for broad impact on

the system; (2) feasibBethere is financial, human, and other required resources to implement the
recommendation(3) importantd the risk to the system if the recommendation is not acted upon. See
Table B for the complete list of criteria used by participants to prioritize the assessment
recommendations.

Table B: Criteria for Prioritizing Recommendations

ri%eria f?r Prioritization Key Components

rieria Key Components
ﬁﬂgggtz ation Breadth of impact across services/ target services/ across populations/ c
Impact Breadth of#9g5ReRIEAIS8Services/
Feasibility target geryice oﬂ%%%ﬁf&ﬂ!rﬂ%mtanon
on target JD g %
le uman and technical resources
o Ease graigoapexmfymplementatio
Feasibility Available human and technical
Important resourf@gresses critical gaps and bottlenecks
Politic&tigkabiisitityis not addressed
R Addre$3ek effdeleyepgngaerchievement
rtance bottlenf; &Ié
Affordability Risk if needﬂfsn%lg ad %Ired

Likelihood of mob|I|zmg total funds from government and donor sources

Risk Risk of failure or underachievement
Additional consideratibleets international compliance requirements
Affordability Total funding required

Likelihood of mobilizing total funds
from government and donor sources
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When it came time to prioritize theecommendations, six groups of participants by and large
independently agreed on the following priorities.

Top 5 Priority Recommendations:

1.

Develop a financial and service plan that balances reasonably expected health care

resources and commitments. Consider expected Higth medical expenses within the context
of this plan and protect primary care services and purchases of essential drugs. Costing the
hospital and other servies and assessing expenses with an NHA should also be considered.

Develop a regular process of strategic planning and create a health sector strategy,
including a plan for HIV/AIDS service delivery. Integrate the HIV/AIDS strategy into the broader
health gctor plan.

Secure technical assistance to address bottlenecks in finalizing legislation  and
regulations. Priorities include passage of the Pharmacy Amendment Act and developing
regulations for the Medical Practitioners Act.

Establish an enforceable referral system from community clinics to MSIJMC (which could
reduce reliance on MSJMC for primary care) and between MSIJMC and private sector health care
providers. Explore quality and access improvements at the PHC level to encourage patients to
go there frst for services.

Normalize coordination between public and private sectors . This recommendation
encompasses a humber of actjvitidading documenting and acknowledging private sector
contribution in the health sector. This may entail a survey ofaig sector resources and a
partial or full NHA activity.

Other issues that were discussed but not included in the top five priorities were the following:
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Management capacity at the MOH should be strengthened, including training in management and
healthsector governance.

A health management information system should be developed. Investments should be made in
HIS resources (technology) and training in using technology as well as data analysis and reporting
to support use of data/evidence for decisioreking in the health sector. The private sector

should be included in data reporting.

An HRH assessment should be conducted. Capacity to develop an HRH strategy/plan should be
built, ideally with support associated with the established of a human resouepastahent at

the MOH.

Efforts should be made to increase the integration of HIV services into the PHC system and
coordinate with the nongovernmental organization sector for outreach, prevention, and
education.

Consider user fees, including an assessmenbsts to clients and international practices.

Establish a quality oversight unit within the MOH. Address quality and establish medical
guidelines.



The following table gives an overview of the working group discussions on the action steps
that could be forged into a road map for implementing the top five priorities, including
identifying champions, sources of external support, resources, and next steps.
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1. Develop a financial and service plan that balances reasonably expected health care resources and commitments.
Consider expected high -tech medical expenses within the context of this plan and protect primary care services and

purchases of essential drugs. Consider both costing hospital and ot

What ongoing initiatives support What action steps have already been
this priority area? (e.g., MOH,  proposed?
PAHO, others)

1 Basket of health services 1 Revise basket of health services and cosi Permanent Secretary
already exist® covered under | them
the MBS flntroduce a 0sinoé6 t
9 Discussions for the 1 Provide cost benefit analysis
implementation of national {1 Redirect more focus on prevention
health insurance strategies
fPAHO has indicated willingnes { Establish a policy and planning unit in the
to support an NHA with MOH

technical assistance
9 USAID regional initiative for
NHAs initiating in May
What additional concrete, next steps are needed?
1 MOH to reach out to USAID to supportosting activities
1 MOH, PAHO, and USAID to coordinate to conduct NHA

1 Conduct costing of MSIMC services and HIV/AIDS serdid¢®H and MSIMC support will be essential

9 Greater cooperation/collaboration between public and private sector

her services and assessing expenses with an NHA.

Who wil Il 0 0 What resources are neded? What external

be the champion) the
next steps?

(PS), CMO

resources could be mobilized?

1 Technical assistance to cost services

9 Technical assistance to conduct NHA
estimation

9 Capacity building among current human
resources

1 Set up interinstitutional task force that specifically addresses health system finance issues (actively involve economic planning artyl policy uni

1 Increase user fees for highch diagnostic procedures at MSIMC
1 Advocate for government to meet its financial obligations WitBS
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2. Develop a regular process of strategic planning and create a health sector strategy, including a plan for HIV/AIDS
service delivery. Integrate the HIV/AIDS strategy into the broader health sector plan.

What ongoinghnitiatives support = What action steps have already been Who wil |l 0 o' Whatresources are needed? What externa

this priority area? (e.g., MOH, | proposed? be the champion) the resources could be mobilized?

PAHO, others) next steps?

1 MOH hasdeveloped a strategic  Need political buyin but also active CMO, PS, Health 1 Additional technical support from PEPFAF
plan proposal for submission t¢  stakeholder involvement Information Division 1 Human resources for technical training ar
PAHO 9 Involve external stakeholders outside of support to help institutionalize the proces:

9 PAHO has provided supportin  MOH and hold meetings every 3 years to 9 Technological resource® facilitate the
the development of specific assess progress andmew the plan process: computers, network access, etc.
strategic plan for the areas of | { Establish a policy and planning unit withir 1 Budget for policy and planning unit within
HIS, mental health, aging, the MOH the MOH

tobacco control
T PANCAP has completed HIV
strategic plan final draft
1 PAHO has indiated that it will
provide technical support to
the development of a strategic
plan in 2012
What additional concrete next steps are needed?
1 Establish an effective planning unit to coordinate execution of a strategic plan
1 Develop apublic communication strategy, including a dedicated information desk to keep public informed of process: surveys, oagtihgH, etc.
1 Identify unified national health priorities from political leadership
1 Involve external stakeholders in the proceEBJAID, PAHO, PANCAP, PEPFAR, OECS Secretariat, CARICOM
9 Evaluate current programs through indicators and qualitative research to inform the strategic planning process
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3. Secure technical assistance to address bottlenecks in  finalizing legislation and regulations. Priorities include passage of the
Pharmacy Amendment Act and developing regulations for the Medical Practitioners Act.

What ongoing initiatives support What action stejg have already been Who wi |l | 0 o\ Whatresources are needed? What
this priority area? (e.g., MOH, proposed? be the champion) the external resources could be mobilized?
PAHO, others) next steps?
Pharmacy Amendment Act & priority
1 Circulate amendment to all stakeholders | Pharmacy council Resources for:
through differentmechanisms (e.g., email, fl Outside legal expert to draft
consultative meetings, etc.) with sufficient {1 Consultative meetings to bring on board

time to formulate feedback MOH stakeholders

1 MOH integrates comments (reconcile
meeting )

1 Circulate final proposal to all stakeholders

9 Finalize amended Public Health Act

1 Send to minister for signature

9 Serd to cabinet for sigroff

fSecure parliamentds
Medical Practitioners Act @ priority
9 Develop regulations Medical council

Establish a legislative agenda & priority (to be part of the Strategic Plan to be developed this year)
Additional acts to be prioritized: Public Health Act (cabinet note preparedNursing Registration Act, Allied Health Professional Act, Food
Safety Act (draft to be reviewed)

What additional concrete next steps are needed?

Newly approved acts and regulations

1 MOH needs to implement then’ Implementers Need to identify Resources for:
as well as inform and engage | § Conduct focus grougiscussions with champion 9 Expert to synthesize new acter
consumers and providers on relevant public and private stakeholders tc different target audiences
the changes in health system assess needed resources (e.g. systems, 9 Produce and disseminate copies of
tools, training) to support implementation guidelines
1 Use provider feedback to draft rethut plan 1 Consultative meetings to bring on board
and to help implement new guidelines. all stakeholders

Alnitial meeting (short) to iform and
_identify plan to roll out new guidelines
AWidespread dissemination
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AConsultative meetings to discuss how ar
when to implement
Aln-service training
AFollow-up to monitor progress
Consumers/general public
1 Use valueadded tax public campaign as
model to raise consumer awareness on ke
policy reforms
1 Translate policies into useriendly language
1 Use multiple vehicles to reach population
(radio, callin programs, press conferences
9 Carry out PR campaigns to keep populatic
updated on policy reforms and
achievements

Need to identify
champion

Resourcesdr:

1 Expert to synthesize new acts for
consumers

1 Funds to carry out PR campaign
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4. Establish an enforceable referral system from community clinics to MSIMC (which could reduce reliance on MSIMC for primary care)
and between MSJMC and private sector health care providers. Explore quality and access improvement at the PHC level to encourage
patients to go there first for services.

What ongoing initiatives support What action steps have already been Who wi |l | 0o Whatresources are needed? External
this priority area? proposed? steps? resources?
9 Expanded hours of operation of PHC MOH, MBS, MSJMC 9 Technical assistance in key areas:
clinics management antaining, information
1 Increased role of public health education/ technology procurement and maintenanc
social media financial systems, research

What additional concrete shosterm next steps should be undertaken?

1 Conduct datadriven assessment that examines and addresses the issues of extending hours of operation (what specific services ddidyestafbv
resources, etc.)

1 Establish electronic network patient identifier system

9 Form quality assurance unit thatovides continued assessment and tracking

1 MOH should implement and enforce quality oversight function over MSIJMC through amending the management contract.
1 Improve education, information sharing, and public awareness of the referral process
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5. Normalize coordination between public and private sectors. This recommendation encompasses a number of activities.
Document and acknowledge private sector contribution in the health sector. This may entail a survey of private sector
resources and a part ial or full NHA activity.

What ongoing initiatives already What action steps have already been Who will 0o Whatresources are needed? What externe
support this priority area? (e.g., proposed? champion) the next resources could be mobilized?
MOH, PAHO, others) steps?
1 MOH must facilitate the process of Multi-sectorial 1 Legal framework
bringing different sectors to work committee (to be 1 Technical assistance PAHO, USAID, and
collaboratively established) others

1 Possible reform of laws and regulations
(create a form contractual relationship)
1 Formalize and standardize referral proces

What additional concrete next steps are needed?
9 Document and acknowledge private sector contribution in the health sector. (This report canteaprocess of documenting and formalizing
collaborative activities, even if informal.)

9 Start involving the private sector in MOH operations. Set a goal (e.g., once per month) to identify opportunities toliveite gector participation and

act upon these goals. The CMO signaled plans to convene heads of associations and councils. This would provide a good foundatigingqurérage
stakeholders.

9 Mobilize private sector champions to promote current policy proposals.
1 Engage private providers to gvide input and help guide long overdue legislation and regulations.
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After the presentation of action steps by each group, Health Systems 20/20 and SHOPS thanked

participants for their engagement ingtlvalidation and prioritization process. Health Systems 20/20 and

SHOPS will use results of the workshop to revise the assessment report. The final report with priority
recommendations highlighted wil!/ be sdion,manggofwi t h U
whom were also present at the workshop, as well as other U.S. government agencies working in the
region, PAHO, t he OECS, and UNAI DS, to further al

Permanent Secretary Edson Joseph closedvitikshop, thanking participants for their enthusiasm and
USAID for creating the opportunity to discuss priorities.
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