=" UJSAID

FROM THE AMERICAN PEOPLE

SAINT LUCIA HEALTH S YSTEMS AND
PRIVATE SECTOR ASSES SMENT 2011

-PS Sl’STE 2@ 2.

Strent gthe gH alth l]utco es

3 :an |l;!::neric:an

B £ Training & Education “hiy §
B 4 L8y regonsiOttce ot e
Center for Heall & World Health Organization

January 2012

This publication was produced for review by the United States Agency for International Development. It was preplsiedasf

Rodriguez, Barbara OG6Hanl on, Abigail Yootheidsalth Sixtems20/F0 Lwjecehy ,
Strengthening Health Outcomes through the Private Sector Project.



Health Systems 20/20 Mission

The Health Systems 20/2@boperative agreement , funded by the U.S. Agency for International Development
(USAID) for the period 200&€011, helps USAH3upported countries address health system barriers to the use of
life-saving priority health services. Health Systems 20/20 works to strengthen hestiimsythroughintegrated
approacheso improving financingovernanceandoperations andbuilding sustainable capaditfylocal

institutions.

For additional copies of this report, please enigib@healhsystems2020.orgr visit our website at
www.healthsystems2020.org

Cooperative Agreement No.:. GHSA-00-06-0001600
SHOPS Mission

The Strengthening Health Outcomékrougtthe Private Sector $HOP$ Project is a fiveyearcooperative
agreement (20092014) with a mandate to increase the role of the private sector in the sustainable provision and
use of quality family planning, HIV/AIDS, and other health information, products, and services.

Cooperative Agreement No.: GPO-A-00-09-00007

Submitted to:  Kendra Phillips
Health and HIV Officer
Barbados and the Eastern Caribbean
United States Agency for International Development

Scott Stewart AOTR

Health Systems Division

Office of Health, InfectiouBisease and Nutrition
Bureau for Global Health

United States Agency for International Development

Maggie Farrell, AOTR

Population and Reproductive Health/Service Delivery Improvement
Bureau for Global Health

United States Agency for International Development

Recommended Citation: Mi chael Rodriguez, Bar bar a OaoHNamisseand Abi gai
Jodi CharlesJanuary 201%5aint_ucia Health Systems and Pr&etéor Assessment 2@dthesda, MD: Health
Systems 20/20 project, Abt Associates Inc.

[ 1 Abt Associates Inc.4550 Montgomery AvenuzSuite 800 North
'Abt  Bethesda, Maryland 2081 301.347.5000F: 301.913.9061
1 I~ www.healthsystems2020.orgvww.abtassociates.com

In collaboration with:

Aga Khan FoundationBitran y Asociados BRAC University Broad Branch Associates
Deloitte Consulting, LLPForum One CommunicationsRTI International

Training Resources GroupTulane Universityschool of Public Health and Tropical Medici


mailto:info@healthsystems2020.org
http://www.healthsystems2020.org/

SAINT LUCIA HEALTH SYSTEMS AND
PRIVATE SECTOR ASSES SMENT 2011

DISCLAIMER
The authords views expressed in this publicati

Agency for International Development (USAID) or thimited States Government






1 £0] 0171 0 iX

ACKNOWIEAGIMENTS ...eiiiiiiiiieii i Xiii
(0] =110 o XV
EXECULIVE SUMMANY  ...eiiiiiiie e XVii
1. Assessment MethodolOgy .......coooeioeiiiiiiiiiiiiiie e 1
1.1 Phase 1: Prepare for the ASSESSMENL...........ccevvviimmemmeeeeeeennnnns 1...
1.2 Phase 2: Conduct the ASSESSMENL...........uuvirrirmeecaaeeeerieneaannns 1..
1.3 Phase 3: Analyze Data and Prepare the Draft Report.............. 2...
1.4 Phase 4: Validate Findings and Plarti$teps...............cceeeenneeee 2
2. Health System Profile and Background —............ccccoeeeeeeieeneennn. 3
2.1 Overview Of SAINt LUCIA. .......cevieiiiiiiiiiceeeee e eeeenee e 3.
2.2 Political and Macroeconomic Environment............ccccvvveeeenns. 6.
2.3 Busness Environment and Investment Climate........................ 7
2.4 Health System OVEIrVIEM.............ccoeieiiieeeeeeeieeieeeeeeeeee e emmeeeaas 8.
2.5 DONO0r CoOrdiNAtiON.........uuvririieriieeirmmam e ees s eassnsrnnnnaeeeeaeeens Q..
3. GOVEIMANCE .ciiiiiiiieiieeiiiie ettt e e e e e e et e e e e eeees 13
3.1 Overview of Governance in Saint LUCLa.............ccvvvvammeeeennnn... 13
3.2 Overview of Ministry of Health Governance.............cccccccceeee. 14
3.3 Policy ENVIFONMENL.........uuiiiiiiiiiiii e 19,
3.4 Civil Society Participation in the Health Sectar....................... 20
3.5 Information, Reporting, and LObDYING............cuvvvvicemmeeeeeeennns 22.
3.6 Key Findings anBecommendationS...............eevveeeiccccccnnnnnns 24.
4. Health FINANCING ....uiiiiiiiiiiiiee e 27
4.1 Resource AllOCation PIEESS.........cccccuurriiiiierecee e e e e eeeeeeneeee e eeeeas 27
4.2 Public Health EXpenditures...........ccocoiiiiiceeceeeeiieeeeeeeeeeeee e 28
4.3 Private Financing of Féh..............ccoooiiiiicereeee e, 29
4.4 DONON FUNAING......coiiiiiieiee e eeemm e 29..
45 Financing of NNH........... e, 30.
4.6 HIVIAIDS FUNAING......cceii i eeeeeee e ccmmcme e 31.
4.7 Health INSUFaNCEe..........cooeeeii e eeeeeee e e 32.

4.8 Financing Health Universal Health Care and Other Proposals35

4.9 Key Findings and Recommendations...........cccccvveeeeeeeeeeeennn. 36.



5. Service DeliVEIY ..o 39

5.1 OVEIVIEW....ceiieeiiieeiiee ettt e e 39
5.2 Structure of the Public Service Delivery System.................... 40.
5.3 Priority SErvice Areas........cccccvvevvieiicmeeeiinninninnnseeeeenee . 46
5.4 Private Health Care ServiCes.........cccuvviiiiiceeeee e a7
5.5 Service Delivery Access, Coverage, and Utilization............... 49..
5.6 Quality of Care...........ooooo oot 50..
5.7 Key Findings and Recommendations...............ccvueaacceveeenenn. 53.
6. Human Resources for Health ... 57
6.1 The HRH Profile of Saint LUCIA.............cuvviiimmemeenieeee i 57..
6.2 Allocation of Healthcare Workers..........ccccoeee e eeeeeeeiiiieeee 59.
6.3 Human Resource for Health Policies.........ccccccoiiiiceccccninnnnn. 6.1
6.4 Human Resource Management.........ccoovvveeeicmmeeeeeeeeennnnnnnnnns 62..
6.5 Human Resource Development..........cccccoovvvieeeeeeinnineeeeeeennn 4 63...
6.6 Key Findings and Recommendations.............ccceeceeeeeeeeeennns 65.
7. Pharmaceutical Managem €Nt ..........cccccvveeeiieeeiiiiieiiiieeee e 69
7.1 Overview of Pharmaceutical Management.................ceeeeene. 69
7.2 POlICY Frame®rk ...........uuvvuiiiiiiiiiceeeeeeeeeeeeeeeeeee s s s s seeeeeeseeeeeeeees 70.
7.3 RegUuIatory SYSIEML.........oiiuiiiiiiieeeeeeee e eeeeeee e 70.
7.4 Medicines and Medical ProductgBLy.............cccvvvviiiiimeeeeeeennns 72
7.5 ACCESS t0 MEAICINES.....ceiiiiiiiiiiiiieceeeree et ereeeee e 75
7.6 RAtIONAI USE......uiiiiiiiiiiiiiiticeereee e eeeeeee e e e e 76
7.7 FINANCING . ..ce ettt eeeeeee e eeeemm e e e e e s e £7
7.8 Key Findings and Recommendations.............c..cooccceevvvnnnnn 9.
8. Health Information SysStems ..........oooiiiiiiiiiiiiiieeee e 83
8.1 OVEIVIEW.....eiiiiiiieiiie e eee e eeeeeee ettt s nenas 83
8.2 Structure and Responsibilities.............cccoo o eeeeeeiiiiiiieeeeeeee 83
8.3 Existing Platforms and Record Keeping..........cccccevvieeeeeeeeenne 84
LS O | o [[or= 1 (o TP 86
8.5 RePOIrting RESOUICES.......uuuuiiiiiiiiiiiceeceeeeeeeee e e eee e ee s e e s eeeeeeeeeeeeeas 87
8.6 Data ColleCtion............ccoeeei it ceeeeee e 88..
8.7 Data ANAIYSIS......uuuuiiiiiiiiiiiitcceeeee e e eeeeeee e e e e e e e aa s 89..
8.8 Use of Information for Decision Making...............ccooeeeeeeeeenenn, 20
8.9 Key Findings and Recommendations...............ccuvueaccvveeneennn. 91
9. Private Sector Contributions to the Health Sector  .................. 95
9.1 Overview of the Private Health Sector in Saint Lucia.............. 95.
9.2 Governance of the Private Heal®ector.................ccccvvvveeeennnn. 96
9.3 Private Financing of Health...............oooiiiooooiieee 97
9.4 Private Facilities @nHealth Services............ccooiiiiiiiceeeeee . 98.
9.5 Private Sector Health Professionals..........cccccccviveeeeeeeeeennnnn. 107
9.6 Reporting Private Health Sector Activiites..............cceeeeee. 108
9.7 Key Findings and Recommendations.............ccuvveeeeeveeeenn. 108
10. Synthesis and Recommendations ...........c.ccccvvvviiiiiieveceeeeeninnnnn. 113

Annex A: Listing of Private Sector Providers — .......cccccciiieiiievveninnnnns 119



Annex B: Table of Saint Lucia SUrVeys ........ccccooeieiieiiiicee, 125

Annex C: Validation and Prioritizatio n Workshop Summary ....... 127
Annex D: Health Systems and HIV in Saint Lucia  ........cccccceeeeeennnn. 129
Annex E: Bibliography .......oooveiiiiiiiiieeeeeee e 131

Table 2.1: Demographic Indicators in Saint Lucia compared with Latin

America & the Caribbean (LAC) Regional Average................. 4.
Table 2.2: Reproductive Health Indicators in Saint Lucia compared with
Latin America & Caribbean (LAC) Regional Average............... 4...
Table 2.3: Mortality Indicators in Saint Lucia compared with Latin
America & Caribbean (LAC) Regional Average...................... 5
Table 2.4: Top Causes of Mortality in Saint Lucia, 2005................. 6....
Table 2.5: Economic Indicators in Saint Lucia compared with Latin
America & Caribbean (LAC) Regional Average..............cc.caeeel 1
Table 2.6: Recent Donor Contributions for Health Projects.......... 11
Table 3.1: Saint Lucia Percentile Rankk@) Amongall Countries for
Governance INAICALOLS...........uviieeiiiiceeemiiiiee e mmmee e 14
Table 3.3: Priority Health Areas Identified in the NHSP................ 17..
Table 3.4: SWOT Analysis for Health Governance...................... 24
Table 4.1: Percentage of Population with Health Insurance Coverage in
-V o I o = 33
Table 4.2: Private HahlInsurance Benefits Description in Saint L3dia
Table 4.3: SWOT Analysis for Health Financing...................cceec.. 36
Table 5.1: Service Delivery Indicators in Saint Lucia.................... 39
Table 5.2: Type of Health Facility by Ownership...................c..... 40

Table5.3: Saint Luci& Primary Health Care Visits by Clinic Type..42
Table 5.4: Occupancy of Governmeninded hospitals and Average
Length of Stay and Occupancy for Victoria and Saint Jude Hospitals
............................................................................................... 42.
Table 5.5: Analysis of Victoria Hospital Ward Occupancy 2008...43
Table 5.6: Range of Health Specialties in the Private Sector........ a7,
Table 5.3: SWOT Analysis for Service Delivery........ccccccoviiveecees 53
Table 6.1: Numbeof Select Health Cadres by Sectors.................. 59..
Table 6.2: Programs at American International Medical Universitg5
Table 6.3: SWOT Analysis for Human Resources for Health....... 65
Table 7.1: Retail Price Comparison among Public, Parastatal, and Private

Sector for Selected Pharmaceuticals........c.oooeeueviveeeeceeeeeeennnn. 75.
Table 7.2: Financial Indicators for Medicines and Medical Products in
Saint LUuCia, 2000. ..o e 77..

Table 7.3: SWOT Analysis for Pharmaceutical Managemeunt....... 79
Table 8.1: Projected Budgetary Needs for Current Health Information

Systems Initiatives in Saint LUCLa...........coooevviceeeeeeeeiiiinnn, aq..
Table 9.1: Type of Health Facility by Ownership...................eeeee. 98
Table9.2: Type of Health Facility by Ownership and Geographic

Distribution (NOIth).........cooviiiiiiiiiie e e 99

VIl



Table 9.3: Type of Health Facility by Ownersaig Geographic

Distribution (SOUth)............oeeiiiiiiieeeeee e 100
Health Specialties.............oooi i 101
Table 9.4: Range of health Specialties in the Private Sector.......101
Table 9.5: Number of Select Health Cadres by Sectars............. 108
Table 9.6: SWOT Analysis for the Private Health Sectat............ 108

Table 10.1: ShofTerm Recommendations to Minimize NNH Risk<l5
Table C.1: Prioritized Ranking of Recommendations by Small Discussion

T 0 BT o TP 128
Figure 2.1: Administrative Districts of Saint Lucia...................ceeue.. 3
Figure 3.1: Primary Actors in Health Governance...................cccc.. 13
Figure 3.2: Ministry of Health Structure.................ccooeeeeeeiiiivnnnnee, 15.
Figure 3.3: Saint Lucia AIDS Response Organizational Structurel6
Figure 4.1: Saint Lucia Budget Planning Pracess..............cccc...... 28
Figure 6.1: Total # of Physicians by Sector, 2010.................ceeue.. 59
Figure &: Distribution of Pharmacists, 2010...........ccccccevvvcmeeeeennes 60
Figure 6.3: Total # of Midwives and Nurses by Sector, 2010......61
Figure 7.1: Pharmaatical Supply Chain for Saint Lucia.................74..
Figure 8.1: Diagram of the NHIS Application Architecture............ 85.
Figure 9.1: LandscapéPrivate Sector Stakeholder Groups.......... 96

Figure 9.2: Number of Laboratories by Ownership, 2Q1Q........... 104


file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970967
file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970972
file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970973
file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970974
file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970976
file://betfile01.corp.abtassoc.com/dc1-vol3/Common/IHA/HS%202020%20SHOPS%20Collaboration/Caribbean/Country%20Assessments/Final%20reports/FINAL%20DRAFTS/SLU%20Final%20Report%205-8-12_MCDV.docx%23_Toc327970978

A&E
AAF
ADR
AIDS
AIM -U
ARV
CAREC
CARICOM
CcDB
CIDA
CME
CPG
CPU
CRDTL
EC
EC$
EDF
E-GRIP
EHR
EML
GDP
GIS
HEU
HIS
HIV
HMIS
HMN
HRH
HSA
HSS
ICT

Accident and Emergency

AIDS Action Foundation

Adverse Dug Reactions

Acquired immune deficiency syndrome
American International Medical University
Antiretroviral

Caribbean Epidemiology Center

Caribbean Community

Caribbean Development Bank

Canadian International Development Agency
Continuing Medical Education

Clinical Practice Guidelines

Corporate Planning Unit

CaribbearnRegional Drug Testing Laboratory
European Commission

Eastern Caribbean Dollar

European Development Fund
E-Government Regional Integration Programs
Electronic Health Record

Essential Medicines List

Gross Domestic Product

Geographic Information System

Health Education Unit

Health Information System

Human Immunodeficiency Virus

Health Management Information System
Health Metrics Network

Human Resources for Health

Health Systems Assessment

hedth systems strengthening

Information and Communications Technology



ILO International Labor Organization

IT Information Technology

LAC Latin America and the Caribbean

M&E Monitoring and Evaluation

MD Medical Doctor

MOF Ministry of Finance

MOH Ministry of Health

MOPS Ministry of Public Service

MSM Men who have sex with men

MSMW Men who have sex with men and women
MOU Memorandum of Understanding

NACC National AIDS Coordinating Committee
NAPS National AIDS Program Secretariat

NCD Noncommunicable disease

NGO Nongovernmental organization

NHA National Health Accounts

NIC National Insurance Corporation

NMP National Medicines Policy

NNH New National Hospital

NMWC National Mental Wellness Center

NSPH National Strategic Plan for Health 202611
OAS Organizatim for American States

OECS Organization of Eastern Caribbean States
OPSR Office of Private Sector Relations
PANCAP Pan Caribbean Partnership Against HIV/AIDS
PAHO Pan American Health Organization
PEPFAR U.S. Presidentds Emergency Plan for Al D!
PHC Primary Health Care

PLHIV PeopleLiving with HIV

PMTCT Prevention of motheito-child transmission
PPS Pharmaceutical Procurement Service
PRISM Performance of Routine Information Systems and Management
PSA Private Sector Assessment

RDQA Routine Data QualityAssessment



SLMDSA
SLUHIS
SHOPS
STI

B

TLC

UHC

UK
UNAIDS
UNGASS
UNICEF
USAID
USAID/EC
uUsShD
USG
VAT

VCT
WHO

Saint Lucia Medical and Dental Association

Saint Lucia Health Information System

Strengthening Health Outcomeéisrougithe Private Sector

Sexually Transmitted Infection

Tuberculosis

Tender Loving Care

Universal Health Care

United Kingdom

Joint United Nations Programme on HIV/AIDS

United Nations General Assembly Special SessioRIV/AIDS
United Nations Childrend6s Fund
United States Agency for International Development

United States Agency for International Development/Eastern Caribbean
United States dollar

United States Government

ValueAdded Tax

Voluntary counseling and testing

World Health Organization

Xl






The assessment team is grateful for the support from the Ministry of Health in Saint Lucia. Particularly,
the team would like to thank Permanent Secretary Barnabas ArpAIHO Country Representative and
former Health Planner XystBdmundsNational AIDS Program Coordination Nahum Jn. Baptiat®]

Chief Pharmacist Donna Danfelr their assstance throughout the proces$he team is thankful for the
opportunity to collaborate in this assessment with the Corporate Planning Unitaandd like to

specifically thank Ms. Kerry Josepts. Jackie Joseph Midlad Mr. Darnville Nelson for the time they
devoted to assisting in this assessment and reviewing the draft réfioetteam would also like to thank
Ms. Jacqueline Matthew fher coordinationof logistics during the assessment.

The team would like to thank Ms. Danielle Altman, Ms. Catherine Copenad Dr. Laurel Hatt of Abt
Associates and Ms. Kendra Phillips from the United States Agency for International Development
(USAID) fortheir review and guidance in the process.

Numerous individuals gave of their time to provide information through key informant intervides
are extremely grateful for the input and insight we received from individuals at numerous ministries,
health facities, and organizations, including:

Government: Ministy of Health Ministry of Finance, Ministry &conomic AffairsMinistry of Social
Transformation

Public sector health facilitiegictoria Hospital,Vieux Forte Health Center, Basseterre Health
Cente

St. Jude Hospital and Tapion Hospital

National Insurance Corporation

Nursesd Association
Nongovernmental and civil society organizations
Doctors in private practiceand private pharmacies
Private insurance companies

Private businesses

Private medicakaining institutions

Private laboratories

This assessment report was prepared collaboratively by the different members of the assessment team
Abigail Vogus drafted the country overviemd Pharmaceutical Management chaptirdi Charles,

Ba bar a @ andAbigaild/oguwdrafted the Governancehapter Rich Feeleyrafted the Health

Fnancing chapteCarol Narcissedrafted the Human Resources for Health chaptdichael Rodriguez

drafted the Health Information Sgsns chapterf_eah Eckbladtrafted the Service Delivery chapter;

and Barbara OOdHanlon drafted the Private Sector

Xl

C






In 2009 the Wited SatesGovernment(USG)supported a process to develop the UGaribbean
Regional HIV and AIDS Partnership Framework 2PQ04 together with twelve Caribbean countries:
Antigua and Barbuda, the Bahamas, Barbados, Belize, Dominica, Grenada,Saimi&iitts and Nevis,
SaintLucia,SaintVincent and the Grenadines, Suriname, and Trinidad and ToBagelopment of the
Framework involved particip@mn from Ministries of Health, ational AIDS pograms, regional
organizations such d@ke Pan Caribbean Partnershigdinst HIVAIDS (PANCAPB andthe Organization
of Eastern Caribbean StateSECS, andnongovernmental and private sector stakeholdérbe
framework is aligned with national strategic plamsithe PANCAP Caribbean Strategic Framework

A major goal of the Partnership Freework is to move the region toward greater sustainability of
HIV/AIDS programsObtaining results in this area will be challenging, given that most country
governments currently provide limited national budget resources to their own HIV/AIDS programs,
relying to a large degree on exterraid. While there are six USG agencies papting implementation
of the Framework USAID/Eastern Caribbean (USAID/EC) provides support for health systems
strengthening (with particular emphasis on health financing) anat@rsector engagemeroth these
efforts are closely linked to sustaining the HIV response in the region.

As a part of the Partnership Framework, USAID/EC asked the Health Systems 20/20 (HS20/20) and the
Strengthening Health OutcomeéRlroughthe PrivateSector (SHOPS) projects to conduct integrated

health system and private sector assessmen&aintLucia, Grenad&aintKitts, Antigua, Dominica, and
SaintVincent and the Grenadines. The assessments identify opportunities for technical assistance, which
are aimed at improving the capacity of these countries to effectively lead, finance, nzembgiestain

the delivery of quality health services, includily prevention, care, and support.

USAID/EC has requested that the SHOPS projec§ A1 D6 s g | povata dectdr éngagesnént p

project, establiska baseline of private sector engagement in HIV/AIDS that will inform future regional

and country supporfor maximizing contributions from this sectim the Eastern CaribbeakSAID/EC

has asked EalthSystems2 0/ 2 0, USAI Dds gl obal flagship health s
determine opportunities for improvingealth financing systenensuring thesustainability of funding for

the HIV/AIDS response, arsirengthenindinancial tracking and managemprdacedures in the region

The integrated health system and private sector assessment approach is specifically used to pinpoint

areas where the privatsector can be leveraged to strengthen health systems, sustain national HIV

responses, and contribute to improved health outcomes.

The assessment methodology is a rapid, integrated approaghringsix health systems components:
health financing, pharnmadical management, governance, health information systems, human resources
for health, and service deliver§pecial emphasis placed on the current and potential role of the

private sector within and across each health system building biatkextensve literature review was
conducted for each country, and-gountry interviews with key stakeholders were used to validate and
augment data found in secondary sources. The assessments are guided by an intensive stakeholder
engagement process. Following freparation of a draft assessment report, preliminary findings and
recommendations are validated and prioritized atountry stakeholder workshops. Stakeholders
interviewed and engaged throughout the assessment process include government represgntat
development partners, n@overnmental organizations, professional associations, health workers in the
public and private sector, civil society organizations, and private sector businesses.
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The assessments have been conducted in close caodiado and cooperation withthe Pan American
Health Organizationthe Health Resources and Services Administration | tiiernational Training and
Education Center for Healttand the Caribbean HIV/AIDS Regional Training Netw®&presentatives
of these aganizations joined assessment teams, contributed to the assessment reports, and have
assisted with identifying opportunities for technical assistanealthiS/stems20/20 and SHOPS wish to
express gratitude to these organizations,thee Ministries of Halth in participating countries, and to all
in-country stakeholders for their intensive engagement and contribution to the assessments.
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As a part of the Wited SatesCaribbean Regional HIV and AIDS Partnership Framework-2014,
USAID/Barbados and the Eastern Caribbean (USAID/EC) asked the Health Systems 20/20 and the
Strengthening Health Outcomeéroughthe Private Sector (SHOPS) projects to conduct an integrated
health systems and private sector assessment to identify priorities for technical assistance. This effort
seeks to improve the capacity of Saint Lucia to effectively lead, finance, nmanthgastain the delivery

of quality health services, including Hikévention, care, and support services. This capacity is reflected
in the strengths and weaknesses of the entire health system, inclusive of the private sector. While the
broader health system was the focus of the assessment, attention was paid to tliedpbhse in
particular(see Annex D for a summary of Hixélated issues)

In the late 1990s, theayernment of Saint Lucia embarked on a comprehensive strategic planning
process to improve its existing health system. The Ministry of Health (MOH) playeg eole in

reaching out to a wide range of stakeholders from all regions of the country to solicit feedback on
perceived strengths of and challenges for the Saint Lucian health system. Based on feedback from key
stakeholders, a comprehensive review of 8rig systems, and extensive research on various models for
health system reform, a health sector reform committee developed the National Strategic Plan for
Health, 20062011 (NSPH). The NSPH called for the development of a more decentralized service
delively model that emphasizes preventive care, with comprehensive health teams located at health
centers to address common health issues within ea
included responding to thgrowing problem of chronic noncommunicahliseases (NCDsjhe

upgrading of two district hospitals to polycliniagoported by ambulance transpodndthe

implementation of a universal health coverage strategy to facilitate access to a basic package of health
care services in a financially saisable way.

One of the key findings of the researchpporting the NSPH was the overse of the Saint Lucia

hospital emergency department for nargent care More than75 percent of patients presenting in the
Saint Lucian Accident and Emergency Departdid not have any urgent or severe problem (MOH
2000). Strategic objectives within the NSPH therefore emphasized making preventive care, including HIV
services, more accessible across the country via commbaisgd health centers staffed with
comprehensre clinical health teams. To strengthen overall heiglffastructure, a new centrallpcated
secondary hospital was envisioned under the NSPH to replace the aging Victoria Hospital. The old
Victoria Hospital site will be converted to house the Castrigban polyclinicAnother key finding of

this health system and private sector assessment is the success with which Saint Lucia has effectively
integrated HIV/AIDS services into regular clinics held across the country. The HIV/AIDS clinic rotates to
sitesoutside of the capital three days per week, which has greatly simplified access for patients,
according to patients and providers alike.

The health systems and private sector assessment summarized in this report found that many of the key
componentsof Sait Luci ads NSPH have not been i mplemented.
care with more authority has not proceeded, comprehensive clinical teams at the health center level

have not been put into place, and only one of the four planned polyclimite® NSPH has been opened

The New National Hospital (NNH) being built in Castries with European Commission (EC) grant

funding is nearing completion. The conversion of Victoria Hospital to a polyclinic, however, has not

XVl



proceeded, which makes it likelizat the NNH will still be flooded with norurgent patients seeking

primary care services. A a p e r  dJniveisdl Healtth Cave Policy Review and Anabysiss

undertaken withPan American Health OrganizatioRAHO) support earlierthis year. This glicy

analysis makes recommendat®for the implementation ahe UniversalHealthCare (UHC) program

and suggests how additional funds could be generated for the sustainability ofseealties in the

health sectorNo formal financing plan has yet been adopted and the absence of a sustainable financing
mechanism poses an immediate threat to the sustainability of the entire Saint Lucian health system and
its ability to continue to provide and expand upon service @sjiv

These recommendations were discussed and prioritized by Saint Lucia health sector stakeholders during
a dissemination workshop held October-12, 2011. A report outlining théiscussions and results
this workshop and the prioritization is providan Annex D of this report.

Saint Luciads health system | eaders face severe
challenges given the proposed opening of the NNH ingaeond quarter of 2012Vithout knowing the

true costs of operating the NNH, the opening of the hospital next year has the potentid))tiead to

cost escalation in hogjail expenditures while sappingy@rnment spending on priority public health

servies and diverting resources from the primary care level to cover unanticipated costs at the NNH

(2) drain human resources from the existing effectivilisector primary care systerand/or (3)

di sappoint Saint Luci ads dhettipneservidesiithod grgparnsi on of
planning, none of the potential benefits of this new facility will be realized. Key primarpased

services, such as those fICD s and HIV, which areurrently provided by Victoria Hspitatbased staff

who rotate out to community health facilities, may suffer from reduced prioritization.

The Corporate Planning Unit (CPU) in the MOH has developed a sound plan for the health systems
strengthening necessary to support the NNH (Edmunds 2009), but key policy decisiaadteaeen
made regarding the management, fundimgtaffing for the NNH Highlighted below are key issues that
this health systems and private sector assessment recommnikatthe MOH prioritize to prepare for
this new facility:

Management decisions: Decision and actions need to be taken in three areas:

NNH a utonomy : As planned and equippedhet NNH will be providing more complex health
services than Victoria Hospital. The planned specialty services at the NNH, which currently do not
exist elsewhere irthe public sector, will require more highly technical stéffe existing civil service
and government accounting procedures in Saint Lucia cannot respond adequately to the complex
needs of tertiary health care institutions. The MOH understands the neeaafford the NNH

greater flexibility and independence, as it has done with Saint Jude Hospital and has proposed
making the NNH a statutory entity. The MOH is in the process of reviewing the recommendations
made in the National Strategic Plan on the govaogastructure of the NNH in order to present

the most feasible and appropriate structure to the Cabinet of Ministers for a final decision.

User fees: Interviews with key stakeholders and much of the literature available to this assessment

t

teamduringits evi ew of Saint Luciads health reform eff

abolished at public hospitals, including the NNH, as a part of the ongoing national health insurance
development (Barrett 2011, ILO 2003, MOH 2G)5Although politically appead, the removal of

fees typically results in increased demand for public services. This is worrisome at a time when the
availability of health sector funding is uncertain. Increases in demand are likely to come from patients
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who avoided care because ofetltost and from patients who sought care in the private sector when

there was only a modest differential intcd he assessment team believes that not enough
analysis has beenconducted o det er mine the impact on the NNHO
are lifted before opening the new hospital.

Victoria Polyclinic: The MOH has appropriately identified the need to convert Victoria Hospital

into a polyclinic to avoid swamping the NNH with routine primary care patiefite MOH needs

to establish a separate line item budget to protect the funds needed to convert Victoria to a
polyclinic and increase hours into evenings and Saturdays. It will also be important to define how the
rotating specialty clinics (i.esexually transmitted infectiondiabetes, HIVivill be impacted by the
conversion. Also, the MOH would benefit from putting into placeesrfiorceable referral policy to

divert patients from the NNH to the wlyclinic for appropriate outpatient and aftéours primary

care.

Funding decisions : The recentPAHO-funded report on universal health coverage estimates that
the total budget needed to run the MOH in 2012, including the operational costs of the NNH, will
be EC$117 million up 58 percent from the MOH budget three years earlier (Barrett 2011). In
addition to the operational costs of running the NNH, the PAHO report identified three other
significant new expenditures that will result from the NNH openifig:creation of the polyclii at

the Victoria Hospital site(2) expansion of primary care seceis to address the growing burden of
chronic diseases (such as diabetes and hypertension) and avert costly hospitalizati¢d)s

increase in the budget for drug purchases from EC$4 million to EC$6 million per year. These
estimates dmotinclude funding of depreciation that will ultimately be necessary to replace
equipment purchased by tHeC

The PAHO report also calculated that the government would have to increase public spending in
health by more thar percent ofgross domestic prodct (EC$ 43 million) to adequately resource

the health system once the NNH opens (Barrett 2011). This estimate does not take into account
the proposal to suspend user fees at the NNH, which is likely to increase demand for public services
and increase fuhter the need for public fundinéit the writing of this report the MOH ha a

proposal before Parliament to allocate 2.5 percent of the proposed 17 percent-adied tax

(VAT) toward health(Barrett 2011) Based on information gathered for this assesdmianluding
interviews with the Ministry of Finance (MOF), the MOH has no other plans in place to increase
public funding if the VAT is not passed by Parliament soon. The MOH is constrained in developing
an alternate plan because there are currentlydaa on the sources and uses of funds in the health
sector to plan rationally for its futurdn brief, the MOH is in urgent need of detailed cost

data to make informed funding decisions regarding the NNH in the short -term and to

plan funding of the health s ystem over the long run.

Human resources planning: Lessons learned from the experiencespéffing the new psychiatric

hospital should guide plans for staffing the NNGdirrently, the large, new psychiatric hospital is

understaffed and not able to providkee model and quality of care that was envisioned in the NSPH
because of limited human and financial resources. In the case of the NNH, MOH respondents

estimated that the MOH must increase the number of public health personngfrp@mately 60

percentt o meet the hospital s operating requirement
cumbersome and slow hiring process in Saint Lucia. Recruitment and deployment of staff is largely
managed by th#¥linistry of Public Servic@OPS)requiring a multep proess that relies on

approvals froncabinet MOPS and MOF. As a result, the MOH relies heavily on temporary

1 This text refers to the XCD (East Caribbean dollar) as EC$ and USD (United States dollars) as US$ throughout. At
current rates of exchange, US$ 1 = EC$ 2.70.
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contracts with technical personnel for already approved posts to accelerate the hiring pratess
addition to hiring up quickly, the NNH will require staff with new skills that are currently not
available in the public sector.

A Human Resources for Health (HRH) plan for the NNH is urgently needed in order to avoid
repeating the experience of the wepsychiatric hospitaThe absence of an HRHanager at the
MOH will make the formulation of an HRH plan challenging. One opportunity to fill this void
temporarily is through support from the Commonwealgf Nations this is not, however, a lorg
term soluion nor can the hospital HRH plan be delayed. The MOH leadership needs to put into
place an HRH staffing plan for the NNH as soon as possible.

Private sector resources might be available to help minimize the risk to the health sector posed by the
openingof the NNH. Currently the MOH is not tapping into nor exploring how to leverage private
sector resources to address many of the challenges associated with opening thePdiNsible areas

noted by the individuals interviewed for this assessment incltigetbllowing

Human resources : Many of the specialist and management skills needed for the NNH are not
available in the public sector. The MOH could tap into a number of skilled private sector specialists
through contracts or other arrangements before reding offisland and/or sending patients

offshore for treatment. The NNH also requires operational systems and staff with hospital
management skills to manage a complex and new faSitityt Jude Hospital operates as a ptaial
under Saint Lucian law,hich, among other things, allows it to collect and keep revenue. Tapion
Hospital, a privately run hospital in Castries, has the most recent experience in how to open a new
hospital; it also has the management, finareal quality systems in place thave led it to be
accredited internationally. Both Saint Jude and Tapion have offered to share their lessons learned
with the MOH.

Equipment : Tapion Hospital and private laboratories have the most sophisticated diagnostic
equipment in Saint Lucia. The MOldutd potentially reduce future recurring depreciation and
maintenance costs for its hospital equipment by exploring partnering strategies with the private
sector.

Financing: Although data on how much money is spent in the private sector has not been fully
analyzed, there are several signs indicating that private expenditures in health are very large. There
is no firm data on the percentage of the population covered by private health insurance but a widely
cited estimate being used is 15 percent. At thieletealth insurance premiums are estimated to

equal more than a third of MOH expenditures in the 260910 budget year. The MOH could

explore pursuing reimbursement from insurance companies for services currently provided freely to
insurance beneficiarigeceiving services at public clinics.

Public-private ¢ ollaborations : Currently, relations between the MOH and private sector health
providersare very tense. There has beéttle follow-up engagement with the private sector since

developing théJniversd Health Careprogramin 2003 and the NSPH in 2006 with little recognition

of the private sectords role in the health sectoc
expressed willingness to return to the table to discuss important policy and health sestas,

such as thepening and operation of the NNH.

While the NNH will clearly provide an improvement over the facilities at the cervnlg Victoria

Hospital, the government of Saint Lucia needs to ensure that operational problems encountered at the

old hospital do not pesist at this new facility. A smooth transition to the NNH can be effected with

careful planning. In this moment of resource constraints created by the NNH, it is urgent that the MOH
consider the private sect or 0s theservice delivery aadfidancim@ t ent i
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Failure to do so could result in the MOH duplicating costly services already available in the private
sector. Potential savings and efficiencies could be achieved by rationalizing resources across the entire
health sector In recognition of the large risks faced, this assessment team recommends that the MOH
take immediate actions needed to ensure that the NNH does not jeopardize the Saint Lucian public
health system or fail to effectively leverage the private health sector

While the challenges presented by the opening of the NNH are of primary concern for the government
of Saint Lucia, there are additional recommendations to be considered stemming from this health
systemsand private sector assessment. Some of the key recommendations to strengthen quality,
efficiencyand equity across the six building block domains are as follows:

Resume patrticipatory approaches to policy, planning , and budgeti ng: As past experience

in Saint Lucia has demonstrated, the private sector and civil society have played constructive roles in
updating the legal and regulatory framework, drafting the N&PH designing the UHC policy.

There are multie opportunities to involve nostate stakeholderql) include representatives from

the private health sector and civil society as standing members of working groups that address
specific health system challeng@s invite senior leadership from thesecters to participate as
committee members to review annual budgets and/or develop annual operationalgnidii3)

create forums for diverse advocacy groupsy the AIDS Action Foundation and the Saint Lucia
Diabetic and Hypertensive Association) taga and discuss concerns and to develop possible

solutions to increase access, improve quality of canel share information.

Strengthen the CPUG6Gs capacity to analyflkee and enc
CPU has a strong tradition of engaging and kirog with all stakeholders in the health sect@iven

the urgent need to rengage the private sector, an individual and/or unit within ti@Hvheeds to

be assigned as the private sectiaidon so that the MOH can consistently and productively engage

with stakeholders outside of the MOH.

Conduct regular household health expenditure surveys; develop and periodically

update National Health Accounts : The relative burden that oubdf-pocket health expenditures

place on the poor in Sai.ucia is largely unknown due to the absence of routinely captured
expenditure data. Regular surveys of household health expenditures should be conducted, either as
standalone surveys, or as part of routine research on household expenditure and incanteas a
national poverty assessment. The results from this work should be incorporated in periodically
updated National Health Accounts (NHAYHASs should also show budgeted public expenditures,
private and public health insurance expenditures, estimatistiore medical spending, and (if HIV
subaccounts are conducted) detailed expenditures for HIV/AIDS services across all sources. Having
this financial data is a critical step toward determining the viability of key programs, while
simultaneously evaluatjrthe relative burden accessing such services places on each health care
consumer.

Partner with the private s ector: The MOH should enter into negotiations wherever it may be
possible to buy health services from the private sector at lower cost and attyeagjual to that

provided in the public sector. To do this, there must be realistic understandings about costs across
both public and private sectors. Ministry budgets, for example, do not include depreciation and
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employee fringe benefiteften leaving ttm incapable of supporting necessary maintenance and
supply costs. When realistically estimated, the cost of running an MRI or a CAT scanner in the
MOH may be more than the price at which an existing private facility could provide the service for
referred publicly funded patients. In such an arrangement, the private sector should offer the service
at a price that reflects the lower unit cost achieved with a higher number of patients (public and
private) using the service.

Develop clinical practice guidelines across the continuum of care  : As NCDs are the main
burdens of disease in Saint Lucia, clinical practice guidelines (CPG) for these diseases should be
widely disseminated to all levels of the health system in both tiidigand private sectors, but
especially at the primary lev&taff at Tapion Hospital stated that they worked closely with the

MOH on developing these CPG to adapt international best practices to work in the local setting
with available resources. Itiscommended that the MOH develop and implement a process to
adopt and use practice guidelines. Clinical practice guidelines should also link across levels of care
(primary health cargpolyclinics, hospitalsJo strengthen quality across the continuumazire,
guidelines should be expanded to identify the responsibilities and qualifications at each level of care,
referral criteria, and responsibility for referral back to original point of care and felipvcare. The

MOH could recruit experts from the priate health sector to be spokespersons and trainers to help
disseminate and build capacity in these CPG.

Monitor health system outcome dat a to identify and remove system -level barriers to
quality improvement:  Althoughsupportive supervision processes identify potential areas for
guality improvement that are under the direct control of providers, many of the conditions
necessary for quality improvement must be created by the health system, outside of the control of
providers (such as availability of drugs and financing). A health sgstésnmance monitoring
system(relying on data collected routinely from the existihgalth management information system
[HMI]) can be used to track overall performance and results, tandentify priority areas to be
targeted for improvement by individual facilities and the system as a wifftdeoutcomes

monitoring system would contain five basic eleme(it} strategic framework; (2) performance
indicators; (3) data sources; (4) pregs for data collection, analysis, and interpretation; and (5)
communication of monitoring results and links to action.



Fast-track recruitment and hiring of HRH d irector: Every effortshould be made to hire the
HRH drector so that this individual can immediately develop the HRH staffing plan needed for the
NNH . Also, the new HRHlirector can work closely with the NNH management team to put into
place the new HRH systems for the hospital.

Develop and implement pa rtnership strategies to meet needs for specialists and

workforce training:  As a small island, Saint Lucia may not have the fiscal space and economies of
scale to be able to support the costs of ftithe specialists in a wide range of areasn on-island
preservice and irservice training facilities and/or programs. There are, however, opportunities to
create strategic partnerships to meet the human resource needs in h&léhMOH should

contract with local medical and allisgecialists in private priace and regionalOECS the

Caribbean CommunitfCARICOM]) partnershig for medical and nursing staff acwhsultants as

well as for delivang training via o#line videa@onferencing and other technologies.dddition,
partnerships with noprofit and coiporate entities including the medjaan strengthen the health
promotion efforts of the MOH.

Prioritize the hiring of inspector  (s): Legislation and regulation for pharmatieal management

and personnel arenly as effective as the ability to enforce the legislation. The hiring of an inspector
is essential for the Pharmacy Council to establish a separate and dedicated entity for enforcement.
The funding and approval of this post requires other agencies denstand the urgency of filling

this position. HigHevel leadership inside the MOH should advocate withahbinetandMinistry of
Public Serviceo allow for more effective enforcement of legislation and ensure the quality of
medications available.

Reduce approvals needed for laboratory purchases: The authorizations to purchase reagents

and make repairs to laboratory machinery pass throughrmmy layers, resulting in stogkits on

reagents and downtime on machinery. These issues can cause delayisgitest results for

patients, making patients less likely to return for the results (particularly for HIV tests) and take

action to improve their health. Streamlining the budget approval process for these specific items can
increase the efficiencyofegh publ i c | aboratoryds work and ensur ¢

Develop formal mechanism for coordinating with and/or procuring from private s ector

to mitigate reagent stock -out: The local laboratories already coordinate inforrpath share
resources when stockuts of reagents occur or lab equipment malfunctions. Formalizing this
relationship through a Memorandum of Understandin@() that incorporates an agreedpon

price schedule for such services could relisteck-outs in the short term. This type of MOUauld
also be developed with private pharmaciegdestributors as a formal bacip to the Pharmaceutical
Procurement Servicehould the delayed shipments become worse. The MOU could produce more
economies of scale by purchasing in conjunction with one efdlhger pharmacy chains on the
island, thereby reducing the unit price overall.
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Develop regional partnership for technical support on the Saint Lucia Health
Information System: Sain Vincent and the Grenadindsave acquired and aimplementing the
same software system (ACSIS) for their electronic HMIS backtoidl Saint Lucia and Saint
Vincent have very limited staff for development, training, implementatiwhtechnical support.
Leveraging human/technicasources across the two countries would potentially reduce their
individual burdens; this has added urgency before the MOHybrine NNH orline with the Saint
Lucia Health Information Systei8I(UHI%

Leverage the SLUHIS to engage the private health sec tor: Minimal déa on routine health

services ardeing provided to the MOH by the private sector. The cost of acquiring the SLUHIS

software has already been paid, so no ongoing licensing costs are required. The MOH could

potentially offer the SLUHIS softweafor free to private sector providers as a means of incentivizing

them to report data to the MOH. An initial dialogue should be facilitated to ascertain the private
sectords interest in such an arr angevideeswould whi | e
like to receive.

Initiate dialogue with private sector providers around telemedicine opportunities : There
are numerous specialty areas that are largely unidsourced in Saint Lucia, due in part to the
absence of a sufficient patient basestgpport a fultime, onrisland providerPsychiatry provides a
clear example of this type of need. Tapion Hospital has been utilizing teleradiology with a partner
hospital based in Miami, Florida, USA. Similarlyhtispital hadegun utilizing telemediw for
distance learning opportunities fits medical staff. Telemedicine presents an opportunity to initiate
a publieprivate dialogue around common areas of interest, with an emphasis on meeting service
delivery needs for the Saint Lucia health system.

The findings and recommendations of this report were validated and prioritized by the stakeholders in
SaintLucia. A summary of the workshop proceedings can be foundin Annd&xr@ong t he assessn
recommendations, the participants at this workshop identified five priority areas that would both move

the planning for the NNH forward and address health systems gapsiRH Capacity Building?)

Managing Patient Flo¢B) Qualty Improvement(4) Governance Structuresind(5) Defining the Costs

of Services.
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Health Systems 20/28nd Strengthening Health Outcomelkroughhe Private Sector (SHOPSih

collaboration withthe Ministry of Heah (MOH), useda combination ofhe Health Systems Assessment

(HSA) and Private Sector Assessment (PSA) approdohaxdertake a rapid assessment of tBaint

Kitts and Nevis health systeliheHS A appr oach was aHéaltipSysind Asgessoien US Al D
Approach: A Hae Manua(lslam, ed. 2007), which has baesed in 23 countries. The HSAproach is

based on thaVorld Health Organization(VHO ) health systems framework of six building blocks

(WHO 2007). The standard PSA approach has been used ao@6tries and SHOPS is currently

developing a howto guide for future assessments.

The integrated approach used in Saint Kitts and Nevis coveredithkealth systemiuilding blocks

health financing, pharmaceutical management, governance,ihgaltimation systems, human resources

for health, and service deliver§pecial emphasisasplaced on the current and potential role of the

private sector within and across each health system buildingbfockd i t i onal Il y, the heal
ability to suport the HIV response was examined throughout each dimension.

The objectives of the assessment wereaocomplish the following
Understand key constraints in the health systems and prioritize areas needing attention

Identify opportunities for technicassistance to strengthen the health system and private sector
engagement to sustain the response to HIV

Promote collaboration across public and private sectors

Provide a road map for local, regiopahd international partners to coordinate technical assise.

During the preparation phase, tressessmerteam worked with the MOHand the National AIDS
Programto build consensus on the scope, methodological approach, data requirements, expected
results, and timing of thassessment. Recognizing the importance of building strong partnerships among
the government, donorgrivate sectorand nongovernmentaha community organizations, team
membershelda preassessmenvorkshop in conjunction with the MOHKto meet with st&eholders.

The objectives of the hatfay workshop werg1) to explain the methodology to be use@) identify

key issues for further investigation during data collection, @yalarify expectations for the assessment.

A team of technical specialisty fpriority areas identified in the stakeholder meeting was assembled.
These priority areas included health financing, governamzehealth information systems. The team of
seven consisted of representatives from Health Systems 20/20, SHi@H8ternatonal Training and
Education Center for Healthandthe Pan American Health Organizatid@XHO).

The majority of health systems datascollected through a review of published and unpublished
materialsmade available to thteam by the MOH and development partners and obtained onliram
members produced a literature reviefer each of the health systems building blocks to develop an

initial understanding of the system aideéntify information gaps. Sestructured intervew guides were
developed for each building block based on the noted information gaps, standard PSA interview guides,



and the indicators outlined in the HSA approaghe Corporate Planning Unit in the MOH assisted the
team in preparing a preliminary list key informants and documents for the assessment process.

Key stakeholderén both the public and private sector wernvited to participate in key informant

interviews to provideinputand validate what has been collected through secondary soufegs.

informants also provided additional key documents and referred the team to other important
stakeholdersDuring the oneweek data collection perigdhe in-country assessment teaimterviewed

73 stakeholders. Interviewees included representativegawernment,professionahssociationshealth

training institutions, nongovernmental organizatiN&Os), private businesses, health providers,
pharmacistsand many professionals from the MOSite visits were conducted to verify data from key
informants.These visits included public hospitals and health centers, private hospitals and practices, and
private pharmaciefResponses were recorded by the interviewers and examined for identification of
common themescross stakeholderghile incountry. The teampresented a preliminary overview of

the emerging findings and recommendations to the

Following the ircountry data collection, thassessmerteamtranscribed the respores 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 areas.
The team lead, together with input fronme rest of the team, identified key findings and crogging

issues and further developed recommendations. The results were compiled in an initial draft and
submitted to quality advisors in the Health Systems 20/20 project and USAID for review. Aréiftal d

was submitted to the MOH for review and approval.

The assessment teaosedthe findings irthe draft report to conduct a workshopat whichthe MOH

and key local stakeholdedsscussednd validaté asesment findingsnd prioritized the
recommendations. Special emphasisplaced on looking at the strengths and weaknesses ofitadth
system and the recommendations to strengtheant the role of the private sectoiThe team has used
the results of tte prioritization to identify areas of technical assistance for USAID.



This sectiorprovides an introduction td&aintLucia, covering basic information that will help readers
understand the context imvhich the health system operateBopics covered in this section includee
political organization of the island, epidemiological profile, political and economic context, the business
environmentand a snapshot of the key stakeholderSamntL u c iealth systdm

SaintLucia is a part of the Windward Island chain located in the Eastern Caribbgarighboring

islands includ&aintVincent and the Grenadines to the southwest, Barbados to the southeast, and the
French territory of Martinique to the north. The 238 squanaile island oSaintLucia is known for its
volcanic peaks and lush tropical climéaintLucia is divided intolLadministrative regions called
guarters with eight operationahealthdistricts see Figure 2.1

FIGURE 2.1: ADMINISTRATIVE DISTR ICTS OF SAINT LUCIA
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SaintLucia is the most populous of the six countries in the Organization of Eastern Caribbean States
(OECS) a political and economic body joining the dndaveloping islands in the Eastern Caribbean.
Most of the population lives along the coast in the less mountainous regions of the north and south.
SaintLucians are predominantly of African or mixed Afridaaropean descent arddrgelyRoman
Catholicin faith While English is the national language, French patois is also commonly heard, a
reflectionof Fancé s ear ly i nfluence on the island.

Population Dynamics

Preliminary findings from the 20Housing and Populatio@ensus indicates afercent growth n the
Saint Lucia population over tHé-year period between 2062010, with an estimated household
population of 165,59%Ministry of Financ2011) By contrastthe World Bankestimatedthe population
of SaintLuciain 2009to be approximately 172,092s shown inTable 2.1The district of Castries
accounted for 40 percent of thiotal population. While nearly threguarters of the population lives in



rural areas, there has been a consistent movement of people toward urban areas over t?@yasts.
The population has also been aging over time as the fertility rate has dropped.

TABLE 2 .1: DEMOGRAPHIC INDICATO RS IN SAINT LUCIA COMPARED WITH
LATIN AMERICA & THE CARIBBEAN (LAC) REGI ONAL AVERAGE

Health System Source of Saint Year of LAC Year of
Indicator Data Lucia Data Average Data

Population, total WDI-2011 172,092 2009 | 19,520,385 2008
Population growth (annuall WDI-2011 1.1 2009 1.1 2009
%)
Rural Population WHO - 72.16 2008 36.95 2008
(% of total) 2011
Urban Population WHO - 27.84 2008 63.05 2008
(% of total) 2011
Population ages-04 WDI-2011 26.26 2009 28.09 2009
(% of total)
Population ages 65 and WDI-2011 6.8 2009 6.77 2009

above (% of total)

Source: World Bank World Development Indicators (WDI) 2011 and the World Health Organization (WHO), Global Health Observatc
2011;Health SystemBatabase, http:/healthsystemsdatabase.org

Reproductive Health

Until the 1960s SaintLucia had high fertili rates anda relatively high mortality rateFertility rates have
declined significantlfrom 6.7in the early 1960%0 1.9in 2009(see Table 2). Part of thereason for
the drop in fertility has come from delaying of first pregnancies as a resultdased education for
women, increased family planning interventj@rsl increased socioeconomic statAsthoughteen
births have decreased significantly over the ydaaenage pregnanagmains a challenge for the
country. In 2009, the adolescentrfidity rate was59.5births per 1,000 women aged 189, which is
below theLatin America and the CaribbeabAC) average o¥2.5 but well above the averad?8.6
births per 1,000for an upper middléncome country

TABLE 2 .2: REPRODUCTIVE HEALTH INDICATORS IN SAINT LUCIA COMPARED WITH
LATIN AMERICA & CARI BBEAN (LAC) REGIONAL AVERAGE

Health System Indicator Source of Saint Year of LAC Year of
Data Lucia Data Average Data

Contraceptive prevalence (% WDI-2011 47 1998 74.7 2009
of women ages 189)
Total fertility rate (births per | WDI-2011 1.9 2009 22 2009
woman)
Pregnant women who UNICEF 99.2 2005 95.01 2009
received 1+ antenatal care Childinfo
visits (%)

Source: World Bank World Development Indicators (WDI) 2011 and the World Health Organization (WHO), Global Health Observatory
2011;Health SystemBatabase, http:/healthsystemsdatabase.org



HIV and AIDS

Through the end of 2009, the national registncoeded 760 cases of HIV BaintLucia;however,
sergprevalence data on HIV/AIDSe not available. In the 2010 Country Progress Report for the United
National General Assembly Special Session on HIV/AIDS (UNGASS), the National AIDS Program
Secretariat (NAS) used the national register to estimate prevalence at 0.28 percent based on reported
casesand deathgDay2008) However, it is recognized that thigyureis likely to be greatly
underestimatedAs of 2008, 36 percent of the general population hadrbsted for HIV within the
previous 12 month&nd knev their results(Jules et aR009).SaintL uci ads epi demi c i s
concentratedamong certain highisk groupsandto havelow prevalenceamong the general population

The main route of transmission is believed to be heterosexual intercourse through various forms of
transactional sex: sex in exchange for support or gifts, sex for drugs, and sex for money. It is also
believed thamen who have sex with memMSM and mernwho have sex with men and women

(MSMW) are particularly vulnerable. Over time, the ratio of m@ldemale cases of HIV have evened

out (58 percent/42 percent) and recent data show that HIV incidence is higher among men than women.
Most of the Caribbeaneagion, however, has experienced higher incaeamong women. Data on most
at-risk populations are lackinBata available from the NAPS show 17 percent of crack cocaine users
were tested and know their results. No data were availablecommercialsex workers, and 100

percent of surveyed MSM had been tested within the last 12 months and know the results (Jules et al
2009) (The MSM figure may not be reflective of trends in the wider community given the NAPS
challenges in reaching MBNWhe MOH believes that most cases are undiagnosed as a significant number
of cases reporting are in advanced stadpes no dataare availabléor estimated number of people

needing treatmentAs of 2009, there were 124 people on astroviral therapy druggARVSs) but the

NAPS does not have a model available to determine what proportion of those needing treatment this
figure represents

Causes of Morbidity and Mortality

Life expectancy isaintLucia had gradually increased since the 196decently has experienced a

slight declinelikely attributable to the rise imoncommunicable diseas@$¢GDs). In 2002, life

expectancy at birth was 74 for the population (72 for males and 76 for females). The latest available data
from 2005 show a slight decline in life expectancy agimen currently at70 years and total population

life expectancyt 73. Mortality indicators are shown in Table 2.3

TABLE 2 .3: MORTALITY INDICATORS IN SAINT LUCIA COMPARED WITH
LATIN AMERICA & CARI BBEAN (LAC) REGIONAL AVERAGE

Health System Indicator Source of Saint Year of LAC Year of
Data Lucia Data Average Data

Life expectancy at birth, totaj WDI-2011 72.74 2005 73.59 2009
(years)
Mortality rate, infant (per WDI-2011 18.8 2009 18.92 2009
1,000 live births)
Mortality rate under five(per WDI-2011 19.8 2009 22.55 2009
1,000 births)
Maternal mortality ratio (per IHME2010 46.8 2008 103.46 2008
100,000 live births) WDI-2011

Source: World Bank World Development Indicators (WDI) 2011 and the World Health Organization (WHO), Global Health Obsergéidry
Health SystemBatabase, http:/healthsystemsdatabasglastjtute for Health Metrics and Evaluation (IHME) 2010



SaintLucia has been successful in combating many infectious diseases and today chronic diseases
dominate the top causes of mortalifgee Table 24). Based on available data, the most common causes
of illness and death adiabetesheart diseaseandcancer ard this enphasizethe need to focus on
healthy lifestyles promotiorNonhealthrelatedcausesuch asassault and traffic accidents accounted for
the greatest number of potential life years lost in 2003 for men.

TABLE 2.4: TOP CAUSES OF MORTAL ITY IN SAINT LUCIA, 2005

2005
PRINCIPAL CAUSE OF DEATH
Rank Total
Diabetes 1 93
Hypertensivaseases 2 86
Heart failure & complication, ilefined heardiseases 3 80
Cerebrovasculadiseases 4 79
Ischemic heart diseases 5 75
Influenza and Pneumonia 6 43
lll-defined and unknown 7 36
Chronic lower respiratory diseases 8 35
Malignant neoplasm of the digestive orgar 9 30
Malignant neoplasm of thgrostate 10 30

Source: Ministry of Health, Epidemiology Unit: Health Situation and Tae205.

SaintLucia became independent from Britain in 1979. In addition to the British, the Dutch and French
also tried to gain control over the island from the native Arawak tribes. British rule began in 48d5
during the 2@ century SaintLucia experienced gradual gains in-gelfernment until its independence.
The Queen of Englanthowever,remains the official head of state.

The government is a tdmeral, parliamentary democracy basedoitish model Queen Elizalth as

heal of state appoints aayernor general as heftocalrepresentative, \Wich is mostly ceremonial. The
prime minister, currentlyMr. Stephenson King, and his cabinet lead the couiling. House of Assembly

is composed of 17 member§he prime ninister is appointed by thgovernor generalfrom among the
members of the Housegenerally from the majority party. The House of Assembly is elected by popular
vote. The Senate consists of 11 members appointed byakiernor general. The major parties ithe
country are the United Workers Party and th®aintLucia Labour PartyThe current prime nmister

was appointed to the position in May 2007 when then Prime Minister Sidlohn Compton fell ill and

was no longer able to fulfill the post. Previousllr, King was theMinister of HealthandLabor

relations

SaintLucia has a market economy and is a member of two important regional beitke€aribbean
Community CARICOM and OECS. These entities play a vital role in developing policy (including
health) and are often the recipients of resources t@chnicalassistancen behalf otheir member
countries inthe region.

Tourism is the main s o lagestempmyer.Saimlcuwcniea Gasn dl a chaet ii sl ,a
addition to being advantageous foiutism, also allows for easi@ceanaccess for exportompared to
islandssurrounded by the Caribbean Se&aintLuciais locatedanmong the highetraffic trade routes

along the Atlantic coadietween the Americas and Europe. Banana production is a mayenue

source although it has been declining in recent years due to the loss of preferential trade agreements



with the European Union. Farmers are being encouraged to diversify their ¢3ap#Lucia has the
most diverse manufacturing sector in the EsstCaribbean area.

Like most smalisland developing economieédaintL uc i a 6 s

economy i

S extremely

sources of revenue are highly susceptible to fluctuating exchange rates. Natural disasters like hurricanes
threatenboth the agriculture and tourism industrieand, as an island with limited manufacturing,
importation increassthe expense of doing business in the country. The effects of the global financial
crisisthat began in 2008ontinue to hurtSaintLucia and the rest ahe CaribbeanAlthoughSaintLucia
experiencel a decrease in economic growth in 2009, preliminary reports in the ZBddhomic and
Social Review shoan increase in real gross domestic product (GDP) growth in 26iL@ricane Tomas
struck the island in Oaiber 2010, causing severe damage to roads, ¢rapd many parts of the

countryos
reconstructon.Tabl e 2.5 i ||

average

TABLE 2 .5: ECONOMIC INDICATORS
LATIN AMERICA & CARI

Health System Indicator Source of
Data

GDP per capita (constant WDI-2011

2000US$)

GDP growth (annual %) WDI-2011

Per capita total expenditure WHO

on health at international

dollar rate

Private expenditure on WHO

health as % of total

expenditure on health

Out-of-pocket expenditure WHO

as % of private expenditure

on health

Gini index CDB-2008,
WDI-2010

iSainfLucia s expegting growtle throughout 2011 partially driven by ongoing
[ ustrates

how Satbtharegionalci ad s

IN SAINT LUCIA COMPARED WITH

BBEAN (LAC) REGIONAL AVERAGE

Saint Year of LAC Year of
Lucia Data Average Data

4,774.00 2009 4,823.00 2009
-3.84 2009 -2 2009
677 2008 787.54 2009
41.2 2008 43.36 2008
94.6 2008 68.78 2009
42.6 2005/6 51.28 2007

Source: World Bank World Development Indicators (WDI) 2011 and the World Health Organization (WHO), Global Health Obsergaftiy
Health SystemBatabase, http:/healthsystemsdatabase.org; Caribbean Development Bank (CDB) Country Poverty Assessment 2008.

SaintLuch is considered an upper midellen ¢ 0 me
human development indebkut national averages hide inequitidaCaribbean Development Bank

poverty assessment in 2005 found 28.8 percent of the pomuatias living in povertyup from 25.1 in

1995. Indigence has decreased from 7.1 to 1.6 percent over the same gagtdConsultants Limited
2008) Poverty is concentrated in rural areas with many rural quarters having more thaer@gnt

poverty: AnselaRaye, 44.9 percent; Soufriere, 42.4 percent; Choiseul, 38.4 percent; Laborie, 42.1
percent; and Micoud 43.6 percer@rowing inequities in rural areas are likely a response to the decline
of the banana industryvhich was largely based in the rural asé”overty inSaintLucia also
disproportionately affects the young. The 2010 Economic and Social Outlook estimated unemployment
to be 20.6 percent.

country

the Worl d

by

With the decrease of preferential trade agreemer8sjntLucia struggles to compete on the
international market because the cost of goods and services is often much higher due to small

economies of scale and the remoteness of the island. The government has focused on diversifying the

eca

Bank



economy with the decline dhe banana industry. In recent years, tourjgatroleum storageand
transshipment have attracted more business, mainly due to the presence of an educated workforce and
infrastructuralimprovements irareas such amads, communitions, water supplyand sewagand

port facilities. The stability and low inflation rate of the Eastern Caribbean dollar is also attractive.

The Heritage Foundatio(2010)ranksSaintLucia 2@ in the world and second in the region for having

the most economic freedom. Theountry is above average in business freedom, freedom from
corruption, and monetary freedom. The government and regulatory environment generally fosters
private sector developmerdndis efficient and transparent, although taxesaare relatively high a 30
percent corporate taxrate. The perceived barriero business are tariff and ntariff barriers and

limited access to financing. The average tariff rate in 2007 was 7 peaoehimport bans and

restrictions, import feesand papetbased import/expa licenses add to the cost of doing business.
Currently, the country doesnot havea valueadded tax, but there are proposals to establish one. Credit
to the private sector has grown in recent years but financial access remains a challenge. A large portio
of the population does not use the formal banking sector.

The governmenbf Saint Lucidas made efforts to encourage private business. In 1998, the government
established the Office of Private Sector Relations (OPSR) to promote private sector develppmen
particularly in response to thdeclineof the banana industnandto create a forum for dialogue. The
European Community has helped finance this effort and continues to do so thitsugtivate Sector
Development program. OPSRhichsits within theprimemi ni st er 6 s of fi ce and has
for its work, has nine staff members aptbvides technical assistance gatiat busineses capacity

building for business associations, and institutional strengthening for government agencies tatiwork w
the private sectorThe dfficealso underwrites research and sponsors legislation to improve the business
environment.OPSR hagrimarily focused on increasing tourism since this is where the economic

growth has been seein Saint Lucia;dalth tourismis acomponent of that focusln the past, OSPR has
provided grants to dentists antd Tapion Hospital to purchase new equipment, hire staifl remodel.
OSPRis encouraging dialogue between the medical colleges, medical professinddistels to work
together to build the health tourism industry.

SaintLuciaalsooffersa number of financial incentives to investors. The Financial Incentives Act of 2005
allows for tax holidays for manufacturing enterprises, tax relief on exportsidetof CARICOM, and
duty-free concessions on imports of machinery and raw materials. The Tourism Incentive Act also
provides for tax concession for construction of hotels and other capital expenditure write offs.

The health sectorri SaintLucia is a mix of public and private sector. The contributions of the private
sector, however, are not as wetihown or welkdocumented as in the public sectdris estimated that
the public sector only provides half of the primary care in themoy but 90 percent of secondary care
(Barrett 2011). The public health sector is organized into eight heedtionsdelivering services through
a combination of health centers, district hospitals, a polyclgfiaymaciesandtwo general hospital#\s
envisioned, polyclinics would provide a higher level of services than lvealtérs, such as laboratory,
x-ray,and afterhours servicesOne of these wo hospitals, Saint Jude Hospitatated in Vieuw Fort on
the southern coastis a parastatal entityrhe main hospital, Victorielospital located in Castries in the
north, serves as the base for the HIV program, which has rotating climtggoout to four health
centers/district hospitaleach weekThe New National Hospita{lNNH) is underconstructionandwas
designed tgrovide quality health care services to all clients in an efficient mamherNNH is

currently slated to open in the second quarter of 2012was anicipatedunder theNational Strategic
Plan for Health 2002011 (NSPH}hat Victoria Hospitalvould be converted to a polyclinic and the
district hospitas upgraded to polyclinics when tiéNH opens.However, the two efforts have not
proceeded in tandem.



The private sector provides services at all levels, as is desarib#etail in the Service Delivery Section
(5.3) below. The private sector hadoctors providing primary carenany ofwhom also work in the
public sector. The private sector algperatespolyclini¢clinictype services (including outpatient
services at hostilsand medical centejspharmacies, laboratorieand a general hospitdllV care and
treatment services are known to be provided by private doctors, particularly at Tapion HodywEDs,
such as the Blind Welfare Association and Planned Parenthtsadp®videtargeted healtlservices.

In terms of financing, th®IOH and the National Insurance CorporatidiIC) provide the main

revenue streams for the operation of pubhealthservices. Currently, limitedata areavailable on the
amount of money spent in the private sectand onthe number of people with private health insurance
There are however,a numberof private insurance providers, privately raarporations and hotels

that contribute to wellness and ineance plangor their employeegsee the Health Financing and
Private Sector sections

The MOH has been trying to undertake health sector reform for over a decade NSieHoutlines the
vision of health reform and guides health palisy described in th&NSPH the MOH envisions itself
moving away from the delivery of services toward a role of coordination, regulaiwhevaluations.

The reform was prompted by concerns pbor management of services at health clinics, which had
been decentralized in thd980s to increase access to service at the commuaitgl per the Alma Ata
Declaration.Although services were decentraldiemanagement authority wasaintained centrallgnd
services were not meeting the demands of the local communifilee NSPHoutlines a plan for greater
community participation, greater administrative power and authority to regional health area managers,
greater intersectoral collaboration, increased evidebesed decision making, and quality improvement.

In the early 2000s hie government of Saint Lucialso pursued Universal Health Care (UHC) as a means
to ensure all people have access to services regardless of ability to pay and to ensure the quality of
servicesAccess to health carprior to reform was unevenvith the distributon of services skewed

toward urban areadJHC wasalsoexplored as a better way to finance the public health system because
users seemed willing to pay for quality servita®ugh premiumsut appeared more resistant to
payingcash on deliveryf services.

The health system is currently overwhelmed with priorities. It is facing the impending opening of the
NNH, which will require strong health systems for support; howetke core components of the

NSPHto strengthen the health system hanet been implemented. Many decisions have yet to be made
surroundngthe openingof the NNH, including saffing and management structufdie MOH has been
faced with several human and financlallenges thdtave hampered its ability to take action on key
deciions.The rise of chronic disease is putting a large burden on the health system at a time when
resources are more limited. The MOH must also find a meansustainHIV program fundings donor
funding for HIV programming has ended.

Donors, while limited, have made major contributions to the health sectd®aint Lucigparticularly in
financing the construction of new facilities sashtheEuropeanCommission (EGjundedNNH and the
National Mental Wellness Center supported Bhinaand Taiwar{albeit at different staggsSaintLucia

has developed a system for coordinating donor funds; however, this process is primarily used for capital
investments and ndbr technical assistance.

SaintLucia has relied heavily on creditors and donors to achieve many of its development goals. Major
contributions from donors, particularly for capital investments, are coordinated by the Ministry of
FinancgMOF), within the Economic Affairs and National BelopmentdepartmentsThe MOF



produces a national development plan that identifies priority sectors and then pursues donors based on
those priorities.

Once the Department of National Development identifies donors who can assist the government in its
priorities, the Department of Economic Affairs coordinates the donors to ensure there is no duplication
of investments. Economic Affairs identifies a focal person within the relevant ministries to report back
andencourages donors to coordinate their reportimpgocesses to follow the quarterly repts required

by the MOF. Donofrequired reports are reviewed by Economic Affairs but are written by lihe

ministries themselves. It is important to note that technical assistance fdthifeam governments
throughbilateral aidis coordinated through MOF; howevewhentechnical assistance (and not funding)
comes froma regional entity such &AHO, this coordination i®ften donedirectly by the MOH and
thenreported back to the MOF

The Cariblean Development Bank (CDB) is a major crediting partnerSamtLucia CDB iscurrently
contributing to the development of thelectronicnationalhealth management information system
(HM19, providing both funding and technical assistance through pgnmj@anagementCDB hasalso
facilitated the rehabilitation of 14 health centeirscluding components thatilvsupport the rollout of

the nationaHMIS The EC is also a major funder. TheCEhas financed the building of and equipment for
the NNH and health sector reform studies in previous agreements under the European Development
Fund (EDFE)The current EDEFEDF10, makes major investments in private sector developnariside

of health From 20042010,SaintLucia received a US$6.4 million lo@anfund its HIV program from

World Bank.The World Bank loarfocused on advocacy and policy development, care for people living
with HIV (PLHIV) prevention, andhe strengtheningf national capagjtto deliver an effective
multisectoral responsdn 2007, donor funding, largely from this World Bank loan, covered 78 percent
of AIDS expenditures (UNAIDS 2008).

During theinterviews for this health system and private sectassessment, the donor databasetedt
Ministry of Economic Affairs had not been €tinnal for some time and currerbaint Luciastimates of
funding were not availablavailable donor dat&om donor websitess provided in Tabl@.6).

Many of the development partners working$aintLucia do so through regional mechanisms, such as
donating to the CDBasthe Canadian International Development Agedd@IDA has donepr through

the United Nations Development Progratrased in BarbadoSaintLucia also has received funding
through the Global Funtb Fight AIDS, Tuberculosis and Malai@&obal Fundpspart of Round 9 with

the Pan Caribbean Partnership Against HIV/A(BENCAP and Round 3 with the OECS. Through the
United Nations Population Fun&aintLucia has benefited from regional programs on HIV/AIDS
prevention (20042006), sexulaand reproductive health programs for youth (202@07) and general
population and development strategies to improve data collection and advddaeynited States
Governments (USG) supports Saint Lucia health sector throughutigeCaribbean Region&llV and

AIDS Partnership Framework 202014 (Framework)Saint Lucia is one of twelve Caribbean countries
signed on to the Framework was developed with twelve Caribbean countAamajor goal of the
Framework is to move the region toward greater saisability of HIV/AIDS programs. Support is

primary through technical assistan&ach USG agency focuses on a particular aspect of the Framework,
with USAID mainly supporting health systems strengthening, particularly health financing, and private
sector eng@gement. The Centers for Disease Control and Prevention focuses on laboratory and health
information systems strengthening; the Health Resources and Services Administration focuses on human
resources for health and capacity building, the Department of ifesupports HIV prevention

2The twelve Partnership Framework countries gatigua and Barbuda, the Bahamas, Barbadose Beliminica,
Grenada, Jamaica, St. Kitts and Nevis, St. Lucia, St. Vincent and the Grenadines, Suriname, and Trinidad.and Tobago

10



activities; and Peace Corps supports individual and institutional capacity building for prevention
programs.

Based onth&aintLucig@ over nment 6 s r i p0O7Fthe govemmaniNpentizs366,380

(or 22 percent of HIV pending)rom domestic sources on HIV programming wHiJ&605,638(or 78

percent of HIV spendingyas spent from donor funds.HE majority of government funds, 58 percent,

went toward HIV preventioneffortsin 2007 while 18 percent went tgprogrammanagment, 10

percent went to care and treatmerg e r vi c e s, 10 percent went to orpha
servicesand 4 percentvent to research.

TABLE 2.6: RECENT DONOR CONTRIB UTIONS FOR HEALTH PR OJECTS

Donor Timeframe Amount Type of Aid
Caribbean 20022010 4,450,813 USD Financin@ grants available for
Development Bank communfy groups to support poverty
(through Basic Needs reduction programs including emphasis
Trust Fund/Social to support PLHY/

Development Fund,
includes support by

CIDA)
World Bank 20042010 6,400,000 USD Financingd loan for HIV/AIDS
program
European Commission 19901995 EDF 7 2,900,000 Euros EDF 7| Financing EDF 7-- feasibility studies
19952000 EDF 8 5,400,000 Euros EDF 8| and health setor reform studies; EDF
20002007 EDF 9 4,050,000 Euros EDF 9 8 & hospital construction; EDF 9-
health and completing new hospital
PAHO Technical assistance
Taiwanese and 20052009 ~ $6,000,000 USD Financingd consturction of anew
Chinese governments wellness and mental health center.

Project was initiated under the Gfese
government but change ofpty in
SaintLucia in 2007 resulted in switched
alliances to Taiwanese.
USAID &6 PEPFAR 20102014 Technical assistance for HIV/AIDS
programs, lealthsystems
strengthening, private sector
partnerships buildingntistigma
policies, human resources capacit
building, monitoring and evaluation
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The quality of overall governance in a country directly affects the environmaerttich health systems
operate and the ability of government health officials to exercise their responsibilities. Effective
governance for health is the ability to competently direct resources, manage perfornsamtcengage all
stakeholders toward improvingph e popul ati ondés health in ways
equitable and responsive to the public. The success of health interventionsre=gnot only instituting
effective policsnaking but also ensuring that the process is transparent, acabletequitableand
responsive to all stakeholder§he section on gvernance examines a variety of factaraongthe three
primay actors in the health sectod the state, health providerand citizengas presented in Figure 3.1
below) 8 and proposestrategies to improvédiealth governance

FIGURE 3.1: PRIMARY A CTORS IN HEALTH G OVERNANCE
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Source: (BrinkerhofindBossert2008)

As an independent stat&aintLucia ranks relatively well on the World Bank goveroaindicators

both globally and within the Caribbean region. In particular, the country has made significant progress

since 1998 in voice and accountability and government effectiveness buatasonly moderate
progresson regulatory qualit{see Table8.1). RegionallySaintLucia also rardd well compared to

other eastern Caribbean states on thgorldwide Governance Indicators in 2009, particularly @ice
andaccountabilitygovernment &ectivenessand control of orruption. The World Bank Worldwide
Governance Indicators are composite indicators that draw on a wide variety of sources to score six
different elements of governance. Percentiles show the percentage of countries in the world that
scored lower than Saint Lucia on the selected indicatod are shown in Table 3.1.
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TABLE 3.1 : SAINT LUCIA PERCENTI LE RANK (0 -100) AMONG ALL COUNT RIES FOR
GOVERNANCE | NDICATORS

Governance Indicators 1998 2004 2009
Voice and Accountability 81.7 69.7 91
Political Stability 55.3 93.3 72.6
GovernmentEffectiveness 47.1 64.1 78.1
Regulatory Quality 60 60 65.7
Rule of Law 41.4 71 75
Control of Corruption 60.7 62.6 86.2

Sourcehttp://info.worldbank.org/governance/wgi/sc_chart.asp
1Countryds FRamongad cotintrids i thdeond@O is the highest score, O the lowest.

The MOH holds the responsibility for public healthe MOH provides, financesnd regulates health
services and sets public health policy, but does not have the autonomy to make decisions or manage
these issues on its owiThe MOH must work in tandem with the Ministry of Public Serv{tOP S)for
human resotces issuesindthe MOF for budget issues and must seek approval fronctignetfor
changes in the structure of the imistry.

The MOH regulates the sector through the Public Health Board, the General Nursing Council, the
Medical and Dental Councidndthe Pharmacy Council. The permanerteetary has general oversight

over all programs and serves as the chief accounting officer. Program development and health planning
fall under the direction of thehief health anner, within the Corporate Planning iWnThe delivery of

primary and public éalth services falls under the chieédicalofficer. Althoughthe MOH currently is

the main provider and financer of the health sector, its strategic vision is to reduce its role as a health
services provider and amore as a coordinator and regulatofFigure 3.2 provides an overview of the
structure of the MOH.
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FIGURE 3.2:
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The National AIDS CoordinatinGommittee (NACC) was established in 2005 to have oversight of the
National AIDS Program; it isfficiallyheaded by thgrime minister, chairedby the minister of health

and has 44percent privatesector membershipkigure 3.3 depicts the organization structurelan
membership of the National AIDS Prografithe private sector portion includes representatives from
the Red Cross, Planned Parenthood, the Catholic Church, and the Hotels and Tourism Association

(Jules et ak009.
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FIGURE 3.3: SAINT LUCIA AIDS RESPONSE ORGANIZATIONAL STRUC TURE
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Source: 2010 UNGASS Country Progress Report, MOH St. Lucia

The NAPS was established in 2005 and became fully functional in 2006 to implement the decisions of the
NACC. Its purview extends beyond thaff the MOH to encompass oversight of the futhultisectoral

national respons. The NAPS is the functioning@etariat ands headed byadirector as a unit within

the MOH. The current national strategic plan expired in 2009 (period 22089).

Health sector reform has beemavOH priority for more thana decade. The government has had
responsibility for policy, regulation, finangiagd service provision but has not been able to perform all

of these tasks adequately €dlth Sector Reform Secretariat 1998). The government has been hampered
by financial constraints, changing epidemiological profiles, incrpakkcexpectationon the level of

health care availabbiue to increased technology globakgcalating healttare costsand limited

human resourcedn light of these issues, the government undertook a long, consultative process to
develop two major initiativesJHC and the NSPH.

The idea for UHCwas first raised i1996 when a bill was passed to allow for sbhigalth insurance

(ILO 2003). User fees in both the public and private sector for certain services appeared to limit access
to secondary and tertiary services, particularly because so few users had access to other financing
mechanisms such as private tle@surance. National health insurance has been viewed as a better
funding mechanism as opposedp@tients paying on a fder-servicebasis A task force wagstablished

to discussoptions fora national health insurance plan in 200RIC has recentipeen proposed as a
supplementary financial mechanism to cover the costs of hospitals and pharmaceuticals while the
Consolidated Fund would provide resources for ettaspects of the sectoHowever, the details of

how such a plan would be financed arel stiider discussion.

The second major initiative was the NSPH. The NSPH outlines the vision of health reform andIpolicy
was created through a yedwmng consultative process with all stakeholders, including both the public and
private sector This plarwas the culmination of stakeholder engagement with public and private sector
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actors at all levels and research by various international and regional experts that had taken place since
the late 1990s as a part of health sector reform. The process resuit@dportant decisions for the

future role of the MOH and other actors in the sector. As described in thEM, the MOH envisions

moving away from the delivery of serviaede toward a stewardship role of coordination, regulatjon

and evaluatiorBy allowng more autonomy for management at the facility and regionalsethel MOH
believed services would improviee more responsiveo community needsand allow MOH officialto

spend more time in regulation and policy planntBgven strategic directiongere identified in the

NSPH

1. Strengtherthe organization and management of health and social services
2. Improve and sustaitihhe health gains and wdiking for all residents

3. Achievegreater equity, coseffectivenessand efficiency in the allocation anceusf health
resources

Ensurea cadre of vel-trained and motivated staff
Developan effective health information systemsopport evidencédased planning

Ensurean effective quality improvement system to monitor standards and hold stakeholders
accountake

7. Improvehealth infrastructure to support health reforn{gcluding restructuring of facilities to
become polyclinics).

Stakeholders also identified key strategies to effectively implement the plan, which, in addition to the
directions listed above, @luded greater community participation, decentralizatiintersectoral
collaboration,and technology assessments. As part of strategic objectittee3stakeholders identified
UHC as an efficient mechanism fianprovedhealth financing.

TheNSPHarticulae s a broad vision for the MOH to be 0the |
well ness within t litenthistroadar ésiomp, the midtraexplicdiypriaritizesha/
health areas (Table.3).

TABLE 3.3 : PRIORITY HEALTH AREA S IDENTIFIED IN THE NHSP

Health Priorities

Communicable diseases(includes Dengue, Leptospirosis,, BBd HIV/AIDS/STIS)
Nonc ommunicable diseases (includes cancediabetesand hypetension)
Sexual and reproductive h ealth
Child and a dolescent health

Environmental h ealth

Oral h ealth

Emergency medical services
Mental health and substance a buse

©f © N of O AWM=

Food and nutrition

10. Violence and i njury

11. Eye health and d isabilities
12. Social protection

SourceNational Strategic Pldor Health20062011
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The NSPHvision however, has never come ftoll fruition. Within the MOH, the Corporate Planning

Unit (CPU) has taken the lead in defining a planhiealth systems strengtheniigSS)ased orthe

NSPH The leadership capacity at tiginistry and the governmerevel kas not been forthcomintp

carry out its goals foHSS The CPU, and more broadly the MOH, does not have the autonomy
necessary to fully monitor or mobilize resources, which requires approval from other ministries. These
other ministries include Financeylflic Serviceandthe cabinet Initial delays in implementatiar the
NSPH activitiestemmed from the change in political administration and further delays in MOPS
approvals and/or lack of funding for key positidmserviews during the assessment tated thatsince

the development of th&dSPHin 2006 there have been a number of implementation challenges related
to limited government resourced human, institutional and financéahnd competing political priorities
outside of health. The result ifiat the CPU has had a weleveloped plan foHSSsince 2006 that has
only been partiallymplementedimportant poss have gone unfilledue to budget restrictions or long
approval processesind decisioomaking concerninghe most looming issuthe MOH faceshas been
paralyzed (i.ethe opening of theNNH). The longetterm policy decisions such as human resources
management and decentralization have begetrsicked, despite their importance supportingthe
operationalization of the NNH and protectintpe drainage of resources away from the rest of the
public health systenin addition SaintLuda is still recovering from Hurricanedomas, which struckhe
islandin late 2010.

Because ofhe delaysn implementing key components of the NSRithkeholder engagement with the
process hagseasedThe CPU has continued to facilitate tiraplementation of the strategic plan

activities in addition to supporting the activities related ttoe opening of the NNHIt was unclear to

private sectorstakénolderswho were interviewed for this assessmemhat servicewill be provided at

the new facility, but many feared the services would duplicate services already available in the private
sector. Manyprivate sectorstakeholdersnterviewedfeelthat their participation in the NSPH

developnent process was nhot valued and theyr@esomewhathesitantto reengagen dialogueThe

distrust toward future partnerships with the MOk$ an obstacle that will need to be overcornee

ensure that the MOH can staff, opei@nalize and provide services efficiently for titNNH, the NSPH

and UHCin partnership with the private sector

The success of HSS activities, to some extent, depends on the capacity of the organibati@me t

aimed at strengthening health systeifise MOH has shown that it can successfully deliver health
services, as demonstrated by health coverage and utilization rates. However, delivering services is only
one part ofthe HSSprocess HSS requires thahe full complement of appropriate enablerspgesent,
including leadership, research, techhassistance, training, an effective advocacy mechaansia
standard-settingbody.

Theinternal capacity for researdn Saint Lucigs weak; however, the MOH has been able to leverage
donor opportunities andts membership in the OECS, CARICQ~&Nhd the Commonwealtlof Nations
Secretariato provide evidence for its HSS and health reform activities. Donors likeetBbave also
made majr contributions including the analysis prior to the writing of the last national strategic plan in
which HSS was one of the main components. Regional entities such as PAHO, the Caribbean Health
Research Coungiandthe Caribbean Epidemiological Cen{CAREQ are also valuable research
partners. The MOHhas shown its ability to create a framework for data collection and needs more
resources to make the data more complefehe rollout of the electronicnational HMIS will add to this
ability. Currentlythe use of the datgroducedin Saint Lucia is a weaknasghe health systenData

are not regularlyanalyzedor usein the decisiormaking process byolicymakersaand available data are
not sharedin a manner that polimakers careffectivelyuse in makig decisions. This challenges stems,
in large partfrom the low humber of staff available to engage in data analysis
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CPU staff havehe competency for HSS analysis and implementation; howthexe are many
challengeshat inhibit the rate at which the health reform recommendations can be implemented.
Limitations of human resources capacity have hamperedatigeof implementation of reform activities.
The capacity of thtMOH needs to be strengthened with the introductior a quality coordinatora
legal advisqrand a Human Resource Departmeéntorder to achieve the objectives of the NSHP

SaintLucia has limited access to health policy and economics experts both locally and rediia@lsy.

such aghe Diabetes and Hyptensive Association, Planned Parenthpadd the Blind Welfare
Associationprovide strategic partnerships, mostly in service delivery and advocacy. Training in areas
like health economics or health policy does not exist on the island. The Sir Authosl@wnmunity
College and new partnerships with the American International Medical University provide opportunities
for nursing and medical traininggspectively but limited opportunities forpublic healthas will be

described in the Human Resourcescdion 6.5.2. The University of the West Indies does offer these
types of courses for the region and PAHO has been supportiggwvernance programs.

SaintLucia has recently revised many outdated pieces of legislation to reflect the ahaergith

context. The cornerstone piece of legislation governing the health sector, the Public Health Act of 1975,
was revised in 2001. THeublic HealthAct established the role of the MOH and its core function.
Updates to the Medical Registration Act, Mal Hospitals Act, Public Hospitals (Management) Act, and
the Registration of Nurses and Midwives Act were also made in 2002003 the Pharmacy Act
established the Pharmacy Council with a mandate to regulate the pharmaceutical $hetbtealth
Practtioners Act (2006) sets requirements for licensing and practice for doctors and demisgtsthe
content of those requirements determined by the appropriate coun€lisrrently, a National Mental
HealthPolicy is under review in the attorneyegn e r fiide,dvbich evould create a communibased
approach to mental health cara key strength othe health sectoiis theup-to-date policy and
regulatory framework that reflestthe realities of theSaintLucian health sectoPolicy gaps remain

such aghe need to formalizehe referral systemto developof more clinical practice guidelines,
toincreasesupportive supervision structures, atwl establishfacility accreditation, that if addresde
would help ensur¢hat both public and private providersetiver quality health services.

Policies are in place to give the MOH authority to regulate the entire health sectorgdqacity to
implement regulations and enforce policyimited. The role and function of councils are clearly defined
in the legislation and the councils are fully functional. The legislation clearly outlines the system of
sanctions for violationsnd providers are weliware of the regulations. The key constraint is the
limited publicfunding and human resources allocatedifispectors to ensure complianaeithin the

public and private sectoWithout this, the legislation has no enforcement mechanism.

There is no specific body within the public segteuch as afivate sector advisor or a Publi€Private
Partnership Unitwhich is responsible for the oversight of the private health secBwvernance of the
private sector is divided among different entities within M®H: Medical and Dentist, Nurse,
Pharmacyand Laboratory CouncilShese councils regulate their respeihealth area across the
sector. The @muncils keep a current list of registered professionals that is updated by the yearly or
biannually ricensing requirementbut they do not specify if the provider (or facility) is public or
private

Quiality of cae in the private health sector as a whole is not knovurrently, there are no standards

of care that are required or enforced in either the public or private secod there is no ministerial
bodythat ensures private providers meet a minimum standafrdare, whether it is foNCD care or

HIV servicesIn the absence of standards of care, many professionals rely on their medical training and
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standards in the country where they performed their residecynternship. Adherence to the
standards anduidelines isyrely voluntary. The variousoeincils serve as disciplinary bodies to
investigate patient complaints about providers in the private sector, but this only serves to punish
extreme cases, as opposed poovidinga systemic approach to qual@gsurance

The Medical and Pharmacy Counciffer continuing medical educatio@KE trainingin partnership
with the provider associatondnnual or biannual renewal of a
meeting a minimum number of hours of apprdv@ME coursegsee section 6.3 Human Resources for
Health Policiesor details on requirementsCompliance is high among private provideyiventhat it is

a requirement for réicensure

A significangap in private sector oversightiis the areaof dualclinicalpractice There are no guidelines
outlining possible areas of conflict between
interpretation Although Victoria Hospital has contracts with its providers outlining terms faldu
practice,Victoria Hospitaimanagement stasethatthese contracts havkttle binding authorityleaving
room for potential abusesuch aghe consultantsiot completingtheir full shiftsat the public hospital
prior to leaving for their private practes The public healtltare managers interviewddr this
assessmentelievethat dual practice is pervagiandoccursmostly among physiciariBhe data
revieweddo not support thisinterpretation Based orregistrations and staff trackimgta from the
MOH, the assessmem¢amdeterminedthat only 15 percent of physicians are in dual practice; in fact,
most physicians (61 percent) work oritythe private sectorAlso, approximately 10 percent of nurses
and midwives are in dual practice

Key health stakeholders outside of the MGHn civil society andhe private health sectod are well
organized and have strong capacity to dialogue and participate in policy and plaltmaogh they are
not always engagef strong democratic tradition creates the foundation for civil socteiple in all
aspects of the government including healtbr example, the AIDS Action Foundation (AAF) has
exerted considerable influence 8aint La i Bdlianal AIDS Program and has been able to use the
media to gain attention for the issues of marginalized populations. Members of AAF have also been
active in regional bodies as well. Professional associations give private providers the oppastunity t
advocate for health issues and provide feedback into the policy process

There are several associations representing and advocating for each professipimnclinde theSaint
Lucia Medical and Dental Association (SL$] Pharmacy Association 8taintLucia, Allied
Professionals, and Independent Laboratory Associati@eoftLucia. All asociations have been agi
with their partner wuncil in developing and promoting CME courses for providers irrespective of
sector.

Based on interviews with key stalolders and organizations themselvesstrother NGOs appear to
participate in service delivery rather than advocaigspite having the ability to advocakéany civil
sockety organizations are also wélinded through business enterprises and/ai@donations, indicating
well-developed skills in fundraising, finaramed business managemente government is currentlye-
reviewing legislation for a Freedom of Information.Bilthough a Freedom of Information Bill was
passed last year and signeditdw, it has not yet been implemented.

Client power examines the extent to which citizens, watchdog groups, and clients of the health care
system are able to monitor and oversee the actions of health providers, andestbat health services

20

provi



are accessible, high quality, and equitable. The Health Complaints and Conciliation Act is designed to
support provider accountability and provide a mechanism for clients to report serious cases of
malpractice and malfeasantwever, key stakeholderindicatedthere have been no reported cases of
malpractice and limitethechanisms for reporting lesser offenséle professional councils, including

the Medical and Pharmacy Councils, provide mechanisms to investigate public complaizractice.
However, the councils are parastatal organizations that may not be fully objective in their examinations
of consumer complaints.

For the HIV/AIDS community, thAAF has etablished a Human Rigtlesk.This independent,
nongovernmental meclmsm is responsible faecording reports of HIV/AIDSelated human rights
violations by persons infected or affected by HIV/AIDSaddition AAF andTender Loving Caré the
PLHIVsupport groupd haveprovided advocacy and legal suppeiith additionaldonor funding

Media outlets also play an opendapositive role inSaintLucia.There are a number of sources print,
Internet, television and radié that provide critical feedlzk on the public health systerhlowever,
there is very little engagement tveeen theMOH staff and journigsts on public health issueBhe MOH
provides very little health informatiodirectly to media outlets, and the information repatl by
journalists is often gleaned from nongovernmental sources.

Inthe past, the MOH has been very inclusive with civil society and private sector providers

principal examples of government participatory planning were the developmeNs&&fHand theUHC

policy. For some time, the MOH actively provided updatesdHC through a website andommunity

forums However, in recent years, this active engagement has slowed gavily due to multiple

priorities and limited human resources available to actively pursue stakeholdersack of engagement,
particularly with priate providersregardinghealth financing policy and planning for M¥H , has

created friction between the private and public sectorhe lack of an approach by tHdOH to address

the private sector ds ctleygoerns mesaadirsh tippdNidtdThere al | y d
is an opportunity for the MOH to engage the private sector in discussion to ensure the successful

operations of the NNH.

The notable exceptio to the lack of engagement with ngavernment partnerss the National AIDS
Program.The NACC actively engages civil society in HIDA& policy and program planniagd inthe
development of United Nations progress repartor both theNAPSand the development of the
NSPH external resources have been available to expand the numbstakéholders involved in the
process With the decline of external funding for Hidver the last several yearthis type of
collaborationhasbecome more difficult for the MOH.

Information plays a critical role in promoting government poligied progrars to civil societyThe
government ofSaintLucia has a functional and informatiebsite (www.stlucia.gov.Jahat provides
public access to many key documents, predeasesand annual reportdMany line mirstries, including
the MOH, are linked to this site; a review of the site, however, indicates thatsite is not well
maintainedand many documents/links are out of da®eoviding regularupdated information and critical
data to health providers or nagopvernmental sectorss notdoneon a routine basis

Information sharing and policy dialogue between the public and private sector exists but is not optimal
Private providers reported having the most contact and infarorawith the professional associations

and councilsSuch communications and involvement between the professional agsesiand councils
centeraround policies and protocols rekd to the specific professio@urrently there is no

government bodyhat systematically engages the private sector on general issues related to the health
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system such as health financitrgining,anddata collectionThe CPU has stepped in to play this role
from time to time but is not officially charged with the task of eging all key stakolders in the health
sector.

The MOH has been challenged to sustain the dialogue with the private sector and improve these
relations According to private sector stakeholders interviewed during this assessment, they have not
been regudrly informed of changes to the initial NSHP, particularly over the last two years. The private
sector would like to be more actively engaged to providedback throughout the poliayaking

process. There has also been limited discussion between the puidiprivate sector on the
rationalization of health services, staff and/or equipm@fith the development of the NNH, ensuring

an effective publiprivate dialogue has become an even more critical issue.

From the public sector point of view, there isdireasing recognition that the private sector has an

important role to play However, somestakeholdersaacknowledged that a strong and important

minority within theleadership of thgublic sector still view the private sector with suspicidiine
challenggemainsas tohow to build on this emerging recognition of the privaees t or 6s r ol e t o
improve publieprivate dialogue in a way that allows the private sector to play a larger role.

Reliable, timeljnformation on trends in the health sector is needed to ensure key a¢sursh as public
and private healthcare providemsre held accountable to policies, regulations, sector prior;tesl
client needsAlthoughthe MOH is currently rolling out a electronic nationalHMISand solid
infrastructure exists fothe nationwide flow of information, the culture of information sharing,
particularly from the national to the subnational levatgl the governmental to the ngavernmental
sectors is weak Data ae collected at the public facility leyélut are not always utilized for
policymaking Private sector providers, outside oéporting positiveHIV testsand otherfew other
communicable diseasdsave no requirements to share information and do sgstematicallprovide it
despite their willingness to do st is ckear that much of the populatiois receiving services in the
private sector but these contributions are nalocumentedand incorporated ito MOH planning and
coordination of resources

Sharing information is critical for both public and private healtine providers sdhat they canbetter
plan resources and coordinate efforts across the sectmf®rmation regarding quality and costs (true
costs) of health services in the public se¢tathen availablés not disseminated in a standardized way
nongovernmental stakeholde clients Private sector infrastructure and plans are noastd with the
MOH leadershipAs a result, there is duplication of services aimed at the same clieapg and
duplicativeprocurement of expensive equipment.

Client complaints about the management of the health services gave rise to health systems reform in the
late 1990 espite these reform efforts antthe NSPHprioritization of decentalization, management of

the public health system remains highly centraliZée MOH initiative to devolve management so that

the districts ould become more responsive to client needs has been sidetracked by other competing
pressures in the MOH such as limited resources and the opening dfiiie .

There is limited information flow and feedback between service providers and clients in the public

sector. Although clients can easily access information on hospital fees as regulated by the Public
Hospitals Management Act, other inforrt is more difficult to obtainMoreover, a culture of

di scussing consumer 0s dgesnotexpstelbetHealtreComdlaintgand | i ty of
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Conciliation Act provides a legal framework for the handling of formal compldihess MOH has not
put into place a mechanism encouraging greptewider-clientinteraction or incentives tied to
customer feedbacKnterviews with public sectorproviders indicatehat significant limitations dfme
and moneyhavecreated strong disincentives to improve client communicatigfigally there are no
MOH systems in place to collect information on client satisfaction or clientgption of qualityacross
either the public or private components of the health system

Private sector providerson the other hand, have strong incentives to communicate and interact with
theircl i ents since these hea ldtnbreasirgly s numiger of private o t e
providers have websites thagiveinformation on services provided and accompanying leesarlyall
facilitiesd consulting rooms and pharmaciésours, locations, serviceand prices are visibly posted or
in brochures Names and degrees of physicians are listed as Rrdlate providers collect consumer
feedback through multiple channels (esgggestion baas questionnaires, consumer studies)
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Table 3.4summarizes the key findings in health governaltig a Strengths, Weaknesses,
Opportunities, and Threats (SWOT) analysis.

TABLE 3.4: SWOT ANAL YSIS FOR HEALTH GOVE RNANCE

24

Strengths

Strongpolicy environment and supportive
regulatory framework

Multiple entities within MOH ¢.g.,CPU,
councils) with skilled staff in place to carry
out stewardship roles

Prior history and skills in participatory
governance

Opportunities

NGO and privae sector leaders willing to
reengage MOH

Despite current tensions, NGO and private
sector leaders are committed to dedicatin
time and staff to participate in policy and
planning

Facilitate coordination of the health sector
existing commitmentsncluding the opening dhe NNH, the MOH urgently needs taimmediately
return to the table with private sector counterpar® commercial and nefor-profit 8 to map out a
plan that coordinates resources (funds, staff) and rationalizes infrastrubtutes short term, the

focus of the discussions between the public and private sector could be coordination of resources
to launch the NNH along with identifying concrete opportunities for partnerships

G

Establish a standing Health Partnership Forum:
prioritizing plans and policy in the longer term, a Health Partnerglorum could be created. The
forum would include mulgiectoral partners, private sector, civil society groups (inclgdiupport
groups forPLHIVand other priority conditions) and donors as well as represéxés from the

national and sutmational levelsThe CPU could be charged with the mandate to organize and
convene these meetingshich one would hope would not redre extensive time commitments
with quarterly or biannual meeting4\ critical output could be annual health reviews, which have

Weaknesses

Policy directions in health financirapening of
NNH and rationalizing health inputs (staff,

infrastructure) not discussed and shared with

key stakeholders

Limited resources (human and financial) made

available to enforce regulations

Policy decisions on the governance structure fc

the MOH remains an outstanding issue

Lack of human resource capacity to plan and

coordinate activities across public and private

sectors

Threats

NNH risks draining MOH financial and human

resources with continued inaction on policy
decisions

Limited MOH engagement of private sector has

led to strained réations and strong mistrust
between public and private sectors

ven MOHOGs | i mited

To assist the MOH in developing and

resourc



been supported bynternational Health PartnershijpHP+) and other advocates of the Paris
Declaration, countryled planningand participatory governanc@Vorld Health Asembly2010.

Resume patrticipatory approaches to policy, planning , and budgeting : As past experience

in SaintLucia has demonstrated, the private sector and civil society have played constructive roles in
updating legal and regulatory framework, drafting the NS#ld designing the UH@rogram There

are multiple opportunities to involve nonstate stakehold€fg:include representatives from the

private health sector civil society as standing members of working groups that addeesfscsp

health system challeng€g) invite senior leadership from these sectors to participate as committee
members to review annu®éudgets and/or develop annual operation p)amsl(3) create forums for
diverse advocacy groups like PLHiVoups to raise and discuss concerns, brainstorm on possible
solutions to increase accesmd improve quality of care and share information.

Inditute an annual health review with partners as a possible mechanism to involve more actors in
planning and reviewing performandée annual meeting would not only review donor assistance
but also key private sector and civil society stakeholders to @®a more complete picture of
resources in the health sectofhe annual review would also provide the opportunity to revidvet
prior year 0s heplthsegtor goalsand ptpmioasitiesifor the upcoming yeaAnnual
reviews can take many formse resource lean or intensive, and be as flexible or structured as
required by the context and stakeholders

Strengthen the CPUG6Gs capacity to analylfkee and enc
CPU has a strong tradition of engaging and working witetakeholders in the health sectdgiven

the urgent need to rengage the private sector, an individual and/or unit within tiiHheeds to

be assigned as the privatecsor liaison so that the MOH can consistently and productively engage

with stakeholdersutside of the MOH.
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The main purpose of health finging is to pay for health cate ensure that all individuals have access

to effective public health and personal healthecsgrvices and goods (WHO 2008hd ultimately to

improve the health of individuals and the general population. Health systems financing comprises three
interrelated functions: revenue collection, risk pooling (leading to resource allocation), and purchasing of
interventions. The main challenge with hkalare financing is designing and implementing technical,
organizational, and institutional mechanisms that are able to carry out these functions and protect
people from catastrophic health expenditur&y definition, a catastrophic health expenditurewois

when personal financial contributions to the health system are equal to or exceed 40 percent of
personal income remaining after subsistence needs have been met. Studies have indicated that when the
out-of-pocket health spending is less than 15 peradrihe total health spending, few households are
affected by catastrophic payments (WHO1Z).

Saint Lucia uses performanbasedoudgetingo plan resource allocatio(Daniel 2003). The process is

based on a 24nonth cycle, tle first part dedicated to planning and preparation and the second part to
implementation and monitoringzigure 4.1 depicts the major milestones of the budget planning part of

the allocation processDuring the planning phase, the MOF prepares a macrograonoutlook for the
upcoming fiscal year and sends out a request for new initiatives to the ministries. Once fiscal targets and
revenue projections are established, the MOF issues an Estimates Call. First the new initiatives are
collected and recommendatis from the MOF are given to the ministries. After this, the MOF collects
andreviewsestimate requests with the ministries at technical budget committee meetings. Once the
MOF has finalized the draft of the budget estimates, the MOF presents it toddieet After cabinet

approval, the MOF develops the budget papers basethe estimates. The attorneyegeral uses these
estimates to draft the Appropriations Bills, which is approved and debated in the House mate Sad

finally vetted by the governageneral. After this, the MOF can release the allocations to the ministries

on a quarterly basis. The release of funds is based in part on the revenue performance of the ministry,
the availability of loans or grants, and the status of projects. Each mimgBtysubmit monthly revenue
reports and quarterly performance reports to the MOF. Saint Lucia hasaitadiget freezehat has

prohibited ministries fromhiring new public sector workers Sai nt Luci ads gover nmen
(particularly from tourism) havbeen severely affected by the global recession.
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FIGURE 4.1: SAINT LU CIA BUDGET PLANNING PROCESS
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In SaintLucia, alhealthservices delivered in governmeaotvned healthfacilities are financed by general
tax revenuesUserfees are charged for many hospital services unless the patient is exempt or covered
by theNIC. Exemptions are made for the poandessentiapublichealth andsafetypersonnelsuch as
nurses, police officerand firefighters. Most services at the primaare level (healtbenterg are free

but there are user fees for seleservices such as contraceptiveasdvaccinations for yellow fever.
Because user fegmid by patientsre returned to theMOF, they do not increase budgeted public
expenditures on health, although they are an-oftpocket cost to patientsThe current MOH budget

also includes the payment BICS5 million per year from theNIC for services to currently employed

NIC members

Fromthemsti ng of services perspective, thereds an ab
This data gap makes it difficult to fully analyze the adequacy of the current MOH budget relative to the

burden of disease and the services accessed on an advamisl It also creates a challenge for the MOH

in attempting to consider the addition of services or new facilities to the health system and/or

potentially considering whether to contract such services with the private sector. Ablitid comes

closer to canpletion, the pressure to compile relevant cost data for planning purposes will continue to

grow.

Data on public and private health expenditsire Saint Lucia that wereeviewed for this assessment
present a somewhat confusing pictudthough WHO publgshes data on total public andiyate health
expenditures, no MtionalHealth Accounts(NHA) analysis or full household health expenditure study
has been conducted in theurrent SaintLucian health officiddls me nhrothie absence of uf-date
dataon total health expenditures, the assessment team deeelepmeestimates of health
expenditures for the purposes of this revieim 20®, total GDPwas approximateeC$2.565billiors.
MOH expenditures alone were E¥74 million This was reported as 9.gercentof government
expenditures and wouldqual2.9 percentof 2009GDP. If private sector health expendituregere 41.2
percentof the total, as suggested by 2008 WHO dateen total health expendituweuld b&.9 percent
of GDP, well below theamount of 6.8ercentof GDP reported by WHOfor 2009

3 For the purposes of this estimate, the rounded population figur&#f,000was utilized; als®009 per capita GDP of
US$8880 (X EC$ 2.7 to US$was used.
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At 4.9percentof GDP, thisper capitaspending works outB@5740 (US$274, which iswell below the
health spending of EX1,828(US$677 reported by WHO in 2008 Total healthexpenditure in the
range of 4to 5 percentof GDP issomewhatbelow reported public and total health expenditure lé&ve
in other Caribbean countries, which suggests that $antLucian government should allocate m®
funds towardhealth

Although there is a strong tradition of free and accessible primary cagaintLucia, a substantial

amount of private financingxiststo support a growing andynamic private health sectofhere are

two forms of private financing of health $aintLucia individual outof-pocket payments and health

insuranceThe price charged for private physician visits is consistent throughout the i8IB@$100 for

a general doctor 6s vi.¥lhehasked bw thed§elwaddetérmined, she speci al
intervi ewees stated, oOthat is the gobMogtofficeass e6 or 0
visited had the pricesfad oct or 6 s vi sit and ot heAllprigsaterclieintscpays pr om
out-of-pocket for the doctor consultatiorand other servicesVhen asked about the clientele, all

private physicians interviewed indiaadefilromegalklkec
different soci@conomic levels All private physicians interviewed also have patients with privagdth
insuranceDepending on the location, the percentage of clients with private health insurance is 30

percent in downtown offices compared to more than 60 percenaiRodney Bay locatiorPrivate

physician stafhembersassist patientén completinghe required paper work so they can get

reimbursed.

There are no currenfNHA or household expenditure survayatathat would reflect outof-pocket
payments or the current size of the private health insurance indugitfO data suggest that 95

percent of pivate health spending is cof-pocket, which seems inconsistent with the level of reported
private health insurance coverdgend the observed private sector market for drugs, physician setvices
and hospital careOne indication of healthy growth in étely fundedealthcare is the expansion of
Tapion Hospital A site visit to TapiorHospitalprovided the assessment team with a fihgtnd review

of the construction underway, which is expected to double the usable square footage of the.facility
TapionHospital administratiomeports 60-percent inpatient occupanajuring thetourist season and
45-percent occupancyuringthe rest of the yearPrivatehealthexpenditureestimates are almost
certainlyinaccuratesince there has been no recent householdlie expenditure survey.

Donors play a minor part in funding going health services BaintLucia However,they are the
primary source of capital investment in the health care system,asuchhave a major influence on
the future structure and costs of the overall health syst@®onor agencies include the Eypean Union,
CDB, and the World BankTwo examples ofmajor capital projectéunded by external donors arine
New National Mental WellnesFacility sponsored by the Chinesrdthe Taiwanesepvernment, and
the NNH funded by theEC.

The ECfunded construction of th&lNH . Recently he EChas also agreed tlund the purchase dll
the medicalequipmentfor the facility In 2010 total pubic funding for health activitiea Saint Luciavas
EC$80.6 milliopand capital investments in health, prirhafor the NNH, were EC$68.8 million
(Barrett 2011) Between 2005 and 2010, annual capital imaest in health increased by EB%5

4 Most private insurance policies are structured to reimburse beneficiaries for medical experessreimbursementsay not be
included in theWHO data.

5 The Chinese initially funded construction of the facility but when the Government of Saint Lucia recognized Taiwan, the
Chinese withdrew support. The Taiwanese government funded the completion of the facility.
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million. High capital expenditure levels will continue through 2@%2he NNH is outfitted but likely will
decreasdhereafter(Barrett 2011)

Operationally the expanded plant and equipmédram the NNH will require additional maintenance,
utilities and suppés, as well as additional staffiali increasing overall health system co€§iperating
expenditures for hospitals (Victoria ai8hintJude) already increased by gdrcent(EC$24.5 million)
between 2005 and 201@roperly staffing and operating the n&aspital is estimated to requirat least
EC$20 milliormore thanthe 2010 budget for Victoria Hospital, while a budget of EC$5.5 million has
been recommended for the Victoria Hospital polyclinic that would divert primary care patients from the
NNH . Fundimg of depreciation to replace equipment purchased by B@for the NNH is not included

in any of the cost estimates reviewed by the assessment.team

The2011PAHO report estimates dotal budget requirement of ECIL7 million for the MOH ance the
NNH is up and running, an increase of 58 percent from three years edBiarett 2011) In addition to
the operationalcosts ofthe NNH, the PAHOreport identifiedthree other significant new expenditures
to consider

Cost of creating a polycling at thecurrent Victoria Hospitalcomplexto prevent routine primary
care cases from swamping tAecidentandEmergency (A&EDepartmentat theNNH . The
opening of aew hospital in Antiguan 2009had that exact scenario play o@aintLucia should
ensure thatthe new polyclinic at Victoria Hospital is operatior{acluding clinic hours extended
into the evening) before the new hospital opemgichwill come with its own costs.

Funding grogram of increased testing and primary cameatidress the growing burden of chronic
diseased.g. HIV, diabetes, hypertension) and avert costly hospitalizationg\n increase in demand
for inpatient dialysis in the new facilitpuld result from the growth in diabetes in Saint Lucia

An increasdrom EC$ million to EC$6 million per year in theOH budget for drug purchases

Public drug expenditures Saint Lucikave been covered by supplementary appropriatiover the

last few years as actuals have far exceeded budgetary appropridtidresgovernment were to

repeal user fees for drugs, there is a real danger that the EC$6 million cost would rise substantially,
as patients currently purchasing in the private sector may wait to have their prescriptions filled in
the public sector if there i®o charge.

The additional money to accommodate thNBNH and related programs, as suggested by the PAHO
consultant, would add more thandercentof GDP (EC$43 millionto annual health expenditusan
Saint LucidBarrett 2011)

There may be some potential budget offsets with the opening oNRé&l, although these are not
expected to be dramatid-or example,hie NNH can potentially avert some offshore referréds
specialty care; howevethe MOH only budgeted=C$400,000 in payents for offshore care in 2010
2011 Private health insurangdans in Saint Lucia thatirrently pay forprivatesector or offshore care
could also potentially be redirected to the NNH, creating new revenue streabetailing such
projected costs, howevets difficult to do in the absence of reliable cost of services data from either
existing or anticipated health services.

If the NNH retains user fees and insurance payments, the required tax funding for its activities would be
reduced. An analysis ofilization by NIC members and retirees could justify an increase in the NIC
subvention for hospital care, also reducing required tax fun@aogthis would likely require an increase

in the NIC contribution by employees and employers

The government has pposed ending user fees withé opening of the new hospitand thismay
divert patients from the private to the public sectand further increae costs in the public sectolf.the
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proposed Victoria Hospitgbolyclinic does not provide extended houasmdhighqualityprimary care
services, demand for outpatient servicegta NNH will likely grow significantlyDemand for services
at Tapion Hospital maglecreasedue to the opening of the NNHKwhile a duplication of som costly
services (such as higbch imagingacrossthe public and private sector will likely continuéthout a
dialogue orservicerationalization taking plada the near futurelf the NNH meets thedesiredlevels of
quality, middleclassSaintLucians majorgo private health insiance and rely on the folic health
system for hospital care.

The opening of the NNH presents both a significant opportunity and a significant thréfae ®aint
Lucia health systendepending on whethethe right funding and cost structur@re achievedBy any
criterion, running theNNH and the related programseededto make it effective will require a major
increase in government healipending in the public sectdfhere is a basis (in Britain and elsewhere)
for increasing public health funding thrbugypothecatedralueadded tax YAT) and a tobacco tax, as is
presentlybeingproposed inSaintLucia.lt is not the purpose of this report to challenge this funding
method However, it may prove easidp restrict the use of new funds specifically to hbatareif
additional revenués achieved through social insurance and an increase in the NIC contribvatioer
thanthroughgeneral revenue increasd®egardless of theource used to generate additional funds for
the public health care system, itdkear that several actions are necessary and must be taken
immediatelyOtherwise the MOH willnegatively impadts primary care system in order to operate the
NNH at the very time that it needs to strengthen primary care to deal mofeaively with chonic
diseasesincluding HIV/AIDS

The most recent UNGASS report estimates HIV prevalence in Saint Lucia at 0.28 percent, consistent
with 20 deaths per year before the ready availability of ABMisland(Jules et aR009) Even if thigs
underestimatd by 50 percent, the number of HRgositivepersonson the island is on the order of 300
400. AlDSrelated deaths averaged-P® per year in the decade prior to 200&nd thendropped below

five per year.

External funding for HIWIDS is elatively low, althougBaintLucia benefits from regionwide funding
from international donorge.g., for ARYg, technical assistance, gttn 2007, donofsupported spendig
on HIV was approximatelgC$1.62 millior(US$00,00Q while domestidHIV spending was only
EC$448,20qUS$L66,000 (UNAIDS 2008) HIV expenditures in 2007, including prevention and
education, were therefore on the order of US$2,000 (EC$5,400) per infected individitlalmuch of
this goingnto prevention and educatiof.he total cost of supporting the HIV program is not high
compared tothe cost inother nations witha higher burden of the diseasas long asARV drugs
continue to be purchased regionally and are available at the low prices negotiated by the Clinton Health
Accesslnitiative, it should be possible to treRLHIV for approximatelyEC$1,350 ((S5500) per patient
per year, or an annual total &C$540,00qUS$200,00D Longterm estimates of the true costs for
continuing HIV treatment, careand prevention programéeyond the term of externally available
grants) should be a key consideration as Saint Lucia evaluates sustainability of these services

The high ratio of donoito-governmentfunding sources (US$600,000 to US$166,060he HIV/AIDS
sector is unusual i®aint Lucia where the dona@upport for funding ongoing health serviasgelatively
low. Because o%aint Lucia status as an uppeniddleincome countryijt is likely that prospectsare
limited for receiving significant externddnor funding moving forward. There are concerns that
donor fundingdeclinesn the future, the strengths of the current systamight dissipateOpening the
NNH without the amount or source of the extra funding required has the potential to put pressure
public funds currently allocated to the primary care system, includirgasic HIV/AIDS services.
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As opposed to the patient paying a provider directly, pooling resources to cover health expenditures
offers the possibility of spreau the risk of incurring health costs across a group of people. Pooling can
contribute to equity and access if the healthy membmrthe pool subsidize the sidnd the wealthy
members subsidize the podBoth sociahealth insurancand privée health isurancemechanisms are

in operationin SaintLucia

The NIC covers 50,000 formal sector workers, collecting apEdcentpayroll taxon salarieg5 percent
from employer, 5percentfrom employee)up to EC$5,000 per monthNIC also pays pension benefits
to 4,000 retireesNIC covers maternity benefits, employment injury, shahd longterm disability, and
pensionsAlthough the focus of NIC is the provision of pensions and disability insurance, it currently
pays E@5 million annuallyto the MOH to cover hospital services provided to its meets (but not
dependentsht VictoriaHospitaland SaintJudeHospital The EC$5million is a negotiated amount
(recertly increased from EC$3 millior@ndis not based on actual billings the NIC by the hospitals

The annual contributioris designed to cover only active workeasd here is no NIC coverage for
primary care expendituresgirug or offshore medical cardn return, the MOH waives hospital user fees
for NIC-covered workers.The NIC has no specific provisions excluding the paymentHerhospital
servicesof people living with HIV, nor does it have specific provisions ensuring.thieere are NIC
provisions limiting shorterm disability payments if the claimant falls siagltgh his/her own
misconduct, including drug and alcohol abuse, which could be broadly interpreted. This ambiguity of
protections is a cause for concern amny people living with HIwi Saint Lucidace employment
discrimination Day 2008)

A small percentage @aintLuciansare covered through private health insurandable 4.1from the
2005/06 PovertyAssessmentshows the total percentage of the population covered by private health
insurance, employee medictile nationalhealthinsurancescheme or social velfare. Onlya quarterof
the population has some form of health insuradgeublic or privated leavinghree-quarterswithout
health insurance coverage. The population groups covered by health insurance are condénttiage
two richest income quintiles, raising issues of equitable access to quality care.

32



TABLE 4.1 : PERCENTAGE OF POPULA TION WITH HEALTH INS
SAINT LUCIA

Covered by
Health Poorest
Insurance
%
Yes 5.7
No 92.8
Not Stated 1.5
All Saint 100
Lucia

Per Capita Consumption Quintiles

I

%
21.7
75.9

2.3
100

SourceSaint_ucia Poverty Assessment 2005/06

Il
%
16.1
83.9

100

v
%
31.6

67.5

.9
100

Richest
%

40.9

57.8

14
100

URANCE C OVERAGE IN

All Saint
Lucia
%
26.3
72.5

1.2
100

Private healthnsurance clients include individuals, small grougsdployees) and large groups (10+)
in the financial, hotend manufacturing sectors. Many of the larger enterpi@siesiding companies,

financial institutions, international and local ho@ksarry health insurance for their employees and

dependentsThe structure of the private health insurance industry is changing rapidly due to the financial
problems of some agencida SaintLucia, four firmsare activelywriting private health insurance
polides including SAGICOR)emerara Mutual, Trinidad and Guyana Mutaad American Lifdt
appears that SAGICOR is the primary private health insurer on the igldhd company igrowing ast
picksup accounts fronColonial Life Insurance Compan@l{ICO) (in receivership) anthe British

Americaninsurance Company (BAIC@pankruptcy. CLICO is paying some but not all claims the

receivership process proceeddemerara Mutuatioes not offer their own healtlinsurancepolicies but
functions as an age(representative) for Trinidad and Guyana Mutuihppears that health insurers
are subject only to the usual regulations for casualty insurers regarding surplus, reaed@s;ounts
submitted In other words, there is no special health insurance ratjoh identifiedn Saint Lucia

SAGICOR currently has group policies with the Civil Service Associgtibnh e

publ i c

servant

associationpndteachersin fact, manyigil servants, including MOH staff, buy private insurance to
supplement the nationalocial insurance schemiIC. SAGICOR estimates their company insures 150

groups which equateso approximately 510 percent ofSaintLucia@ gopulation. Combining the other
compani everdgwoulde f i ci ari es,

three health

approximately EL5 percent of the total populatiorGiven he reported premiums (about EC® per

nsurance

person per month), annual revenue in the health insurance industry could range from a low estimate of

EC$9¢ million per year (5 percent of populatiocovered) to a high of EC$27 million per year (15

percent of population coveredpt the higher level, health insurancegoniums are equal to more than
one-third of MOH expenditures in the 2002010 budget year

The existingprivate health insurance programs are basicallyfdeeervice controlled througisuch

factors agdeductiblesand cansuranceallowing insurance holders to go to any providbr the case of

overseas referrald)jowever,the health insurance programs doeusianaged carprograms offering

insurance holder a network dfealth providers across all of the Caribbean. Beneficiaries pay a higher

percentige ofoverseadills if they do not stay in network

The two major carriersd SAGICOR and Demerarslutuald offer similar benefitamajor medical policy
that includes physician, hospital, diagnostic, overseaspgrasgriptiondrugs, with options for dental,

optical, and life isurance (se Table 4.2 Private medical insurance offered $aintLuciais similar to

6 5%* 170,000 populatiori EC$90/month* 12 months

33



thosepoliciessold inother OECS countriesThe typical deductible per insurgdngesrom EC$250 to
EC$2,000 per annum.

Ratesvaryfor insuredindividualsinsuredindividualplusone dependentandfamily
coverageCompaniesn Saint Luiacover the employee while the employee pays liis/herdependents.
Typical rats for a smaller group would bEC$108 per month for an individugEC$272 per month for a
family. Group policies are, of course, cheaper, and do not require all membargrotip to join There
are some exceptionsuch as a fewocally owned hotel companigahere signing up for medical health
insurance is a requirement of employment

The lifetime limits present a dilemma for the privigtesured requiring expensive treatmeantor
examplewhen a private dialjs patient hits the resettabldetimelimit, then he/she has to segtfy or
get pubic/charity care until the thregrear period passes and the limit is redetivate health insance
in Saint Lucia provides some coverage for AtBRted health servicehowever, interviews with
stakeholders in Saint Lucia indicate the coverage is subject to a lifetime limit

TABLE 4.2: PRIVATE HEALTH INSURANCE BENEFITS DESCRIPTION IN SAINT LUCIA

Benefit Category Typical Coverage (EC$)

Lifetime amount for major medical $500000 to $1,000,000
(option to oroll
within limit andto reset period for the
maximum every three years)
Annual preventive care, maternity benefits, diagnosti Up to 100% reimbursement
prescription drug, ground ambulance, AIDS and AID
related treatmentorgan transplant, psychotherapy

An annual deductible per insured Premium varies inverselyith the size of
the deductible
Vision and dental Optional
Overseas care expenses includimgaabulance 90% offirst EC$50,000
100% of ovelEC$50,000
Copayment within network 80%insurance/20% patient
Out of network 60%insurance40%patient

The burden of getting reimbursed falls on the individibst private sectohealth providers
(physicians, pharmacies, and laboratory) stébethie assessment team thtiey are not set up to
handle insurance claims ateby therefore ask the individual togy up front and submit the paper wo
to their insurance carrierThe insurance companiésve been known teeimburse the public hospital
and individalson their claims in as littlas 48 hoursafter submissionSAGICOR has started an-elaims
settlementsystem with a select number tkalthprovidersin Saint Lucialhe provides can ug aweb-
basedsystem topredetermine what S&ICOR will payon a particular servicand then colleconly the
patient liabilitydirectly from the patientSAGICOR has conslidated and centralized its claims
processing systerior the Eastern Caribbeaim Barbados.

Private health insurangeackagesover user fees at Victoria Hospitadhesefeesare waived for NIC
policy holdersHowever, some NIpolicyholders also purchasprivate health insurance because it
pays surgeomand/or private attending physician fe@gich are NOT covered in the user fees charged
by the government hospitdPrivate health insurance companies occasiosakglaims fromSaintJude
Hospital; theydo not receive claims fronVictoria Hospital which may béecausell privatdy insured
patients presenting therare NIC coveredanduser fees are waivefbr these individualsAnother
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possible explanation is that Victoria Hospitals no incentive tdill the private insurerbecausdhe
hospital doesiot keep therevenue

SAGICOR has a lifiene limit of EC$50,00®mf coverageor PLHIV, Currently, ARVs are available free of
charge in the public sector because thewe been largely funded by external grants. In addition, the
OECS has been able to negotiate lower unit costs for the drugs. However, without free provision of
ARVs, the EC$50, 000 | imit would allow sopnfeone
ARVs i f the medications were available at the
related services do not absorb part of the limitteatment for opportunistic infections is covered in
private health insurancandincludeshospital careClaims are paid up to whatever maximum limit is
specified in the policynsurers were not clear about whether HIV services are covered in individual
plans The lifdime limit of a private health insurance planinsufficiento support an AIDS patienof

life, but there will likely be very few privatly insuredpatientsin needof the coveragegiven the nature

of the epidemic in Saint Lucia

For more thana decadeSaintLucia hadbeenconsideringvays to make health care more universally
accessible and affordabkearly proposals for UHC suggested the possibility that public and private
institutions might provide services withasocial insurance framework, with a clear split between
provision and financing of services. The current proposal is much more limited and designed solely to
provide increased funds for thdNH . Social and private health insurance will not finethted

expansion in primary care services and chronic dispasemtion efforts The possibility of additional
financing based on social insurance was specifically rejecteebgnt PAHO reportbecause of the

large informal sector in th&aintLucian economy which would not be reached by payrdihsed

premium deducbtins or taxes(Barrett 2011) Instead, the report recommends additional VAT revenues
and a tobacco tax that would be allocated to cover the increased costs. In fact, the 2011 PAHO report
seems to suggest that the current NIC contribution to thMOH would ako bereplaced by these new
funds.As of this writing, no final decisions had been made on these critical funding issues
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Table 4.3summarizes thetrengths weaknessegpportunities, andhreatsto the health financing

sector.

36

TABLE 4. 3: SWOT ANALYSIS FOR HE ALTH FINANCING

Strengths

Strong tradition of free and accessible
primary care

Current major capital investment needs mi
by donors

Realistic additionddudget identified for
NNH

Active private health insurance industry

Social insurance mechanism in place (NIC
covering 50,000 workers and providing
EC$5 million/year in funding for public
hospital services

Opportunities

Precedent established for patatd hospital
(Saint Jude) for NNH

Recognize the danger of flooding new
hospital with routine case$1OH has
developed a plan to expand polyclinic
hours to divert patients

Despite current tensions, NGO and private
sector leaders are committed toadlicating
time and staff to participate in policy and
planning

Anticipation of NNH creates impetus to
determire true costs of services and
reevaluate administrative structure of
hospitals

Weaknesses

True costs of providing publicly funded health
senices is unknown

Current hospital management structucd
Victoria Hospitaldoes not allow the hospital the
flexibility needed to be responsive to the
hospitalds urgent nee
and purchase/repair of supplies and equipmer

Structurd planning from donor investments
further advanced than operational and financie
planning

Little consideration about how to leverage
private sector to complement publisector
services

No data on extent of private sector health
expenditures, or burden dfiealth expenses at
different income levels

Public funding of health appears very low
compared to other Caribbean countries
Minimalprospects for increased public revenue
except for possible VAT

T hreats

Delays in decision making on incremental healt
funding and statutory statusrfaew hospital

Current funding proposal suggest abolishing us
fees at public hospitals without clear
understanding of impadiay result in initial
rush on the NNH and diversion from other
providers

NNH risks draining financial and other MOH
resource; phn for full NNH funding and staff sti
unclear



Struct ure New National Hospital as a s tatutory body (parastatal) and e stablish the

necessary management s ystems: The NNH will be even more complex than Victoria Hospital
Such institutions are usually the most complex activity #traMOH in a developing country
undertakesCivil service and gvernment accounting procedures do not respond adequately to the
complex needs dffertiary health care institutionsThe NNH must have greater flexibility to hire

(and discipline) staff, to move funds between budget line items, and to contract for goods and
servicesReasonable procedures can be developed to meet all these needs aidaetountability,

but it will take time to buildthemT he best example of the oOoOmodel 6 t «
aspirei s t h e ospitals whishthéve developed within the British National Health Servite

the British system, services are fundedaihgh the national health insurance scheme but the
hospitas compete for this funding and have autonomy over their financials and management. This
allows the government to allocate resources to those facilities providing quality services but allows
the fadlities the autonomy to managhbeir dayto-day operations as necessary for service delivery
andmeetthe needs of the community they servehe assessment tearecommend immediately
passing a law that will make the NNH a statutory entity that retainséhmanagemenowers

In addition,SaintLucia should obtain a retired (or seconded) hospital administrator from the
United Kingdom(UK) who took a British hospital throughthigsr ocess of becoming a
hospital He or she can develop the management systerhibe theplanniry for the physical move
to the NNH and theexpansion and training of staffe underwayln the proces, he or she can
develop &SaintLucian counterpart to manage the NNH in the lotegm.

Passnecessary legislation to increase dedicated health funding to 10 percent of

government revenues : If the currently proposed route (VAT and tobacco tax) is used, there
must be a commitment to route this funding to health cafbe MOF should also commit to
continuing current levels of funding from existing tax souraglic health spending must riseliv
above 10 percent ofayernment revenuesPrompt action is necessary, because the money will be
needed next year as the transition to the NNH occurs andtpaf Victoria Hospital will remain
open as a polyclinidn alternative ould be to increase th@ational insuranceantribution rate,

with the NIC paying the full cost of care for current enrollees and retireesx funding would be
used for public hetl functions and the carefdhosenot covered by the NIC.

Protect current levels of primary care funding  : The immediate need is to establish a separate
budget for public health functions in the laboratory at the NNHhe lack of a separate budget
createsthe risk that the purchase of reagents, which are necessary for diagnosis and monitoring of
critical conditions like HIV and cholesterol level, will be deferred in order to direct those funds
toward other priorities The absence of these reagemisn result in routine testing not being

available through the public sector and/or increased costs for the public sector to purchase these
services from the private sector. Based on similar assessments by team members, this is a common
problem seen in otir OECS countriesThis can be prevented by setting a dedicated budget for

public health and primary care laboratory functions at the NNH

Be cautious of removing user fees in the short term: It is politically appealing to remove user
fees from public falities. This usually results in increased demand for public sen&msaeof the
additional demand will comigom patients who avoided care because of the césiditional
demandwill comefrom patients who sought care in the private sector when thereswwaly a

modest differential in costf the cost of care in the public sector is zero, and the perceived quality
improves (as is likely with the NNH), private patients Wwkkely shift to the public systerfor health
care This will increase the numbelf isits and the cost of drugs that tiMOH must purchasdt is
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politically difficult to reinstate user fees once they have been withdréivine cost of the additional
services demanded exceeds the available budget, quality will inevitably decreasgcames may
worsen. Given the size of the increase in expenditures with éH , the ministry should wait until
the NNH has been up and running for some time before reducing user Feesdecreases should
await completion and analysis of a householdthespenditure survey defining the size and use of
the private sector and the actual burden of health expenditures on the pbois will providethe
MOH some idea of the likely increase in demand for puditvices if fees are abolished.

Conduct regular household health expenditure surveys; develop and periodically

update NHA : It is clear that no one really knows the relative contribution of public and private
expenditures to different categories of medical caretlog relative burden that oubf-pocket

health expenditures place on the poor 8aintLucia. Regular surveys of household health
expenditures should be conducted, either astandalonesurvey, or as part of routine research on
household expenditure andéome, such as a national poverty assessniémd results from this
work should be incorporated in periodically updatsi¢HA, which also sbw budgeted public
expenditures angbrivate and public health insurance revenues and expenditangl estimate the
adual amount of offshore medical spending.

Partner with the private sector : The MOH should enter into negotiations wherever it may be
possi bl e to 0bheprivdatesectwratlowéer cosand ata guality equal to that which

the publc sector can offerTo do this, the public sector must be realistic about its coMistry

budgets do not include depreciation and employee fringe benefits, and are often inadequate for
necessary maintenance and supplWében realistically estimatethe cost of running an MRI or a

CAT scanner in the/OH may be more than the price at which an existing private facility would
provide the service for referred public patienfEhe private sector should offer the service at a

price that reflects the lower nit cost achieved with a higher number of patients (public and private)
usingtheservicdk t shoul d not ogouged the pubToavoid sect or
duplication, other services can be offered at thH, but qualified private physicia should have

access to these services for their patients, and the full costs of the service should be billed where
appropriate {.e, tourists, wealthySaintLucians without NIC coverage®n an island of 170,000

people with an aging population, thigishhe only way that the country
additional services that are now only available in other countries.
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Section5 assesses health service deliverthim public and privateectors Health service delivery is the

most visible aspect of the health system because it is often where the users interface with the health
systemService delivery is o0concerned with how inputs
ensure access, qualty,af ety and continuity of caandktima(@H®ss hea
2007).

SaintLucia has a sufficient number of health facilities, both public and private, to accommodate its
citizens all across the country. There is adequatelabitity and access to primary health c4RHC),

and secondary level services are provided by the three hospitals on the island. Tertiary level care
some cases is treated at Tapion Hospital for paying customers, but otherwise is prirafethed to
facilities offisland in Barbados and MartiniqUéwe establishment of thBINH could complicate the
current service delivery situation, but if handled strategicatiyld facilitate health system efficiencies
outlined in theNSPH(also referred to athe 0 r a t i o npkarb)iThekeyigapsin the service delivery
system arg1) quality assurance and quality improvement systéiseferral systems that promote the
use of primary care services, a(®) adequate coordination and collaboration between public and
private sectors.

Immunizations and antenatal care appear universal with nearly all deliveries occurring in hospitals with a
trained midwife Table 5.1 shows other service delivery indicators for Saint Lucia.

TABLE 5.1 : SERVICE DELIVERY INDICATORS IN SAINT LUCIA

Health System Indicator Source of Saint Lucia | Year of Data
Data

Number of hospital beds (per 10,000 population) WHO 28.30 2007
Births attended by skilled health personnel (%) WDI-2010 97.90 2006
DTP3 immunization coverage: 1 -year-olds (%) WHO 96.00 2008
Contraceptive prevalence (% of women ages 15 -49) WDI-2010 47.00 1998
Pregnant women who received 1+ antenatal care U’\_”(_:EF 99.20 2005

visits (%) Childinfo
Life expectancy at birth, total (years) WDI-2010 72.74 2005
WDI-2010 13.10 2008

Mortality rate , infant (per 1,000 live births)

Source: Health Systems Database, http:/healthsystemsdatabase.org

High levels of education and literacy among the population and adequate infrastructure (roads,
electricity, water andanitationand phone service) facilitate good access to and strong demand for
health care servicedt is projected that approxintaly 80,000 persons access thenpary care system
and 2,000 thénospitalsecondarycare system annually. This estimateciensidered robust as the health
center estimate corresponds with the number of persons recorded i@8@hen all patients attending
communityhealth @nters were screeneghe total amounedto 31,48). The estimate suggests that a
significant proportion bthe populationd almost 50percentd seek healtltcare annuallyBarrett 2011)
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The NSPHproposed restructuring the Saint Lucia health system tbgraater emphasis on community
basedprevention and primary care services, rather than managing chroeiasais through the

countryds hospitals, and by Basedonsdatathpwingthe f aci | i ti e
overabundance of higher level facilitiesSaint Luciéin particular, district hospitalshhe NSPH

recommendations were to reduce theumber of higher level facilities within each health region.

Another objective was to ensure that each level of facility provided a standardized package of services

(MOH 2005h. Unfortunately, theregional healthgamsasproposedin the NSPHwere not

implemented nor has theplannednational quality @ordinator within the CPUbeen implemented. The

latter issueis due to a public sector hiring freeder economic reasons

Table 5.2 presestthe number of facilities by categories and ownership based on MOH records on
public and private sector facilitie§he private sector ownsaand managethe majority of the facilities
116 out of the 195, most of whichare private physiciaanddentistoffices.

TABLE 5. 2: TYPE OF HEALTH FACILITY BY OW NERSHIP

Facility Level Public + Parastatal + Private * Subtotal by
Facility
Healthcenters 32 0 0 32
Consultation bom (MDs only)” 0 0 77 77
Polyclinic™ 2 1 5 8
District hospital 2 0 2
Generalhospital 1 1 1 3
Laboratories® 2 1 8
Pharmacies 36 1 25 62
Subtotal by sector 75 4 113 192
Sources
+ MOH data

++ Number includes polyclinice¢ludingoutpatient serviceavailable at hospitadgd private medical centgrdabs andpharmacies osite at dlthree
hospitals. Number also includes all pharmacies at MEafttcentersthat have limited hours compared to facilitiesSaintJudeand Tapion.

* Based on Medical and Pharmacy Council registry of physicians and pharmacies

** Based on MOH number of physicians and count of yellow page diyasftopnsulting rooms. Maye underestimate due to lack oicompletedata for
private sector.

For a description of which private sector services are considered polycfitéese see Annex.

There are three main levels of health care services in Saint Lucia:
1. Health ceners (primary care)
2. Polyclinics (primary care support and community secondary care sewitegxtended hour}
3. Hospitals secondary and limited tertiary care services)

A network of 32 public health centersne polyclinic (Gros Islet)and an outpatient department in each
of the three main hospitals delivdPHC in Saint Lucia. Care by a nurse or nurse practitioner is availabl
five full days (until 430 p.m.)andone halfdayper week. Physicians are available on select days with
select hours. Those in need of care after the clinic is closed must go to hodpitalare. This leads to
an oveutilization of the A& departments at the hospitals (see Table 5.3). This situatiofikelly be
exacerbated further with the new hospital unless certain steps are taken suhteaglingprimary care
hours or establishingtrong referral mechanisms.
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PHC at the health center level primarily includes raatal and child health servicesjult,infant and

child sick visitsnutrition serviceshealth education servicediabetic and hypertension servigegxual

and reproductive health servicedental care on setd days and phlebotomy services for screening

done in a referral laboratoryHealth centershold specialized clinics on a weekly basis or more

frequently for the management of diabetes, hypertension, psychiatric dispaserdirth control.Health

care pgoviders specializing in sexually transmitted infecti¢@iBl) and HIV travel to primary care sitas
conduct clinics (and to distribute ARVis) communities across the island a weekly basis. Based on
interviews conducted for this assessment, gysten seems tceffectively reducstigma and travel

distances for patients. The PHC system is strong in the areas of maternal and child health care and
infectious diseases as evidenced by nearly universal immunization, antenatal and postpartum coverage
and lov mortality from infectious disease. Health cent@ravide pharmacyservices on select daysaif
patient needs a drug on a day when the pharmacy is not open he/she canthbtdimgwith

prescription at thenearestreferral hospital or at a private phaacy.Large employers (e,gesort

hotels) have a nurse on site or doctor on contract who provédesalth services tits employees, but
such programs account for a s mal NGOsandcommunify t he
groups involvedn health primarily conduct health education activities; an exception is Planned
Parenthoodwhich provides a notable share of family planning serdgodscommoditie®n the island.

One early study of the Saint Lucia health system noted that over 75%epenf patients in theA&E
Department did not have any urgent or severe probléOH 2000) As envisioned in the NSPH,
polyclinicswere expected to be=stablished throughout the island in order to ease the workloads of the
A&Edepartments thatvere floodedby those bypassing health centers and make clinical services more
available to the people. Polyclinic functiavere planned to cover major geographic areas: Gros Islet
Polyclinic (already established), Victoria Hospital (slated to transition into alipidyie conjunction

with completion of the NNH), Soufriere Hospitaand Dennery Hospital.

The patientvolumes across the PHC have bestradily increasing over the last few yeavith data
showing more than one patient visit for every Saint Lucia regiften average), gsresented in Table
5.3 (Barrett 2011).
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TABLE 5.3 : SAINT LUCIA 6 PRIMARY HEALTH CARE VISITS BY CLINIC TYP E
2007 2008 2009

Community Health Cent ers

Casualties (nurse visits) 44,073 66,072 64,417
Cancer 2,906 2,878 3,228
Diabetes 3,913 3,735 3,681
Hypertension 12,620 13,063 12,175
Diabetes/lypertension 9,918 9,760 10,691
Medical tinic (doctor visits) 72,545 78,148 84,580
Subtotal CHCs: 145,975 173,656 178,772
Hospitals

Victoria Hospital (A&E) 21,257 24,197 21,645
SaintJudeHospital (med 733 1,148 982
clinic)

Subtotal Hospitals 21,990 25,345 22,627
Total Visits Across PHC: 167,965 199,001 201,399
PHC visits as a percentage 101% 120% 122%

of SLU population:
Source:(Barrett 2019

More advanced secondary care and very limited tertiary care is delivered at the three hospitals on the
island: Victoria Hodpal, Saint Jude Hospital (patatal) and Tapion Hospital (private). The occupancy

rates and averagemgth of stay (see Table 5.4) at both Saint Jude and Victoria hospitals indicate that the
f a c i ihpatient sersidesire underutilized. The international best practice efficiency benahkrfa

hospital occupancy is 60 percent. Victoria Hospitél sccupancy rate in 2009 was 68.3 percevttile

Saint Judgwas 43.8 percentor the same time period

TABLE 5.4: OCCUPANCY O F GOVERNMENT -FUNDED HOSPITALS AND AVERAGE LENGTH
OF STAY AND OCCUPANC Y FOR VICTORIA AND S AINT JUDE HOSPITAL S

Victoria Hospital Saint Jude Hospital
2007 2008 2009 2007 2008 2009
Average | ength of 5.0 4.6 4.4 3.7 35 35
stay (days)
Average 69.2% 68.3% 62.6% 45.4% 48.1% 43.8%
occupancy

Analysis of the Victoria Hospital occupancy figures shows substantial variation in the ocdepalscy

for the individual wards (see Table 5(Barrett 2011).These four wards show average occupancy levels
of almost 80percent, suggesting they may have exceededpBd@ent occupancy rate on occasion.
These results point to the need fan examinatio of the capacity of the fadifiand the need for it to
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be realigned to meet the requirements of its patient populatitins important that thisbe done in
organizing thelinical structure of the NNH. The clinical load of the 26@d Victoria Hospitais being
transferred to thell6-bedNNH, indicating thathe NNH should have an average occupaatypr
above80 percent(Barrett 2011)

TABLE 5.5 : ANALYSIS OF VICTORIA HOSPITAL WARD OCCUPA NCY 2008
Maternity Medical | Pediatric | Surgical Total

Inpatient service days 8,191 7,745 2,379 7,906 | 26,221
Average length of stay 3.8 53 2.2 5.2 4.2
Admissions 2,132 1,465 1,106 1,514 6,217
Bed complement 34 25 9 23 91
Bed days 12,410 9,125 3,285 8,395 | 33,215
Average occupancy 66.0% 84.9% 72.4% 94.2% 78.9%

Victoria Hospital iscurrently the main trauma facilityn Saint Luciawith 160 beds operating on a 24

hour scheduleThe A&E warchassix acute care beds and one resuscitation roomray, dialysis, and a

diagnostic lab aravailableThe hospitalreports havinga staff of physicians and surgeons specializing in

nearly every areaf medicinge with manyphysicians also practiciagTapionHo s pi t al , t he i sl a
private hospitalThe wait time in the A&HElependon thep a t i meeditalicenditionas patients are

triaged inorder of priority. More than200 nursesare on staff There are no ambulances at the hospital

The fire department provides the ambulance service and the crews are allowed to perform basic

emergency radical technician functions.

Victoria Hospitahas been slated ttransition into a polyclinic upon the completion of the NNH in
2012.The STJ HIV/AIDS andleprosy programs operate out of Victoria Hospitalhich isindicative of
the ability to operateoutreach and primary care support programs from the existinggital Currently

it is unclear whethethese services will remain at Victoria wherb&comesa polyclinic orwhether they
will be transferred to the NNH.AIl protocols and procedures for atlepartmentsat Victoria Hospital
are being reviewedtly the head of nursing artle human resources focal poirdnd process mappirfgr
workflows is also being doni preparationfor the transitionto the NNH, although no staff have been
formally advisedvhether they will be moved over or notNo formal quality assurance or improvement
systemsseem to bein place for either the existingictoria Hospital structureor for the proposednew
polyclinic structure.

VictoriaHo s pi t al 6 s ma n a g &ahef mast hespitalsiic thelEngéispeking Cayibpean.

The managementgamis comprised of a hospital administratorjnipalnursingofficer, and medical

superintendent. This system of management does not provide clearly identifiable leadanship

therefore creates blurredines of responsibility. Strong vertical timsthe MOH serve to further

confuse the operational management. Key decisions rest witivildél, and staffing and purchasing
procedures are too sl ow heedsbe responsive to the h

For the most partthe specialized care that is reported to be lacking at Saint Jude and Victoria hospitals
is available at Tapiddospital Many of the specialists on the island practice at both Victoria Hospital

and Tapion, buthey see the majoty of their specialty cases at Tapidrhe Saint Lucian health sector
could potentially gainignificant cost savings and efficiencies by the MOH contraafithgT apion or
elsewhere in the private sector for these specialty services rather than sendiegtpaffshore or

trying to recruit fulk-time specialists for Victoria (and Saint Jude as wRdsources could be reallocated
from offshore specialty care to Tapion through a contract with the MOH or directly between hospitals.
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In thatkind of restructuring, patientsnormallyunable to payhe usual private sectofees couldstill be
seenat Tapion Hospitalnder arrangements with the MOFkather than besent offshore.

Specialized treatment services in interventional cardiology and neurology are riabkvan the island.

Patients who need such services can apply for financial assistance frohigheaedical fliced s of f i c e
to receive treatment abroad. The decisiopncerningwhich patients to sponsor is highly discretionary

and based on a review tfe patien financial situation, the urgency of the conditiand the availability

of fundsin the budgeftor off-island treatmentKey stakeholders interviewed reported to the

assessment teathat theytypicallyrun out of money for such referralsy mid-year.

The opening of the NNH has demanded the attention of the MOH since the agreementhvetiC was
signed in 2002. There is tremendous uncertainty among most providers, public and private, about the
effect t he hwllhavéon thelhéakth secioreasgpecdially HHC. According to key
stakeholdersnterviewed the MOH was notvolvedin the initial decisiormakingphasesegarding the
financiaplans for the new hospitahs the MOF makes initial negotiations for capital investmiaets
Section 2.5.1 CoordinatiorProcesy MOH has been involvedowever, inother aspects othe NNH
planning since its inceptiaandwill be responsible for the longerm planning and operationalization of
this facility.Thus far, the MOH has been so overwhelmed with the demands of health sector reform,
UHC, and theNNH that the MOH is virtually paralyzetfom making and implementing the decisions
necessary to ensure that tteéNH will function well alongjde the currently strond?HC system.There

is stillno approved operational plan for funding or sitadf at the new facility

Many key stakeholders ateétprimary care level are concerned that staff will be reallocated taNhi

and resourcesvill be diverted from primary care. A plan for rationalizing the services between the

public and private sector has not been developedfmtentiallyoffers solutimsto the limited staffing

and budget of the public sector. The purchase of equipni@nthe NNH that isalready available in the
private sector has intensified the private sector
Althoughthe MOH iscommitted to relieving the financial burden for clients needingess to

specialized medical technologies or services, the MOH has not done thdensfit analysis to

determine whether it would be m@ costeffective to contract with the private sectdor key services

that the MOH does not provide rather than purchathe equipment or provid the services directly.

There areseveraloverarchingconcernswith the functioning of thereferral systenin Saint Lucia
Patients routinely seek care at the hospital for minor conditions that can be treated at health dllmécs.
main reasongited during interviewdor this pattern of selreferral to the hospitabre the following

Inconvenient opening hours of publiedth centers(close at 430 pm, which poses<hallenge$or
fulktime workers)

No doctoronthe premisesl ur i ng c | i ni caddéor saopplesnay be mapuate wu r s
deliver some services

Perceptionsof better quality of care at Victoria or Saint Jidospitals
Low-cost access to ambulatory hospital services for those who choose toedelf.

Unless measures are taken to address the problem ofredfral, such as the opening of additional
polyclinics, extending hours at primary care faciljttgscreating a financial disincentive for use¢he
situationwill likelybecome more acute with the opening of the NNH.
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PHC and hospital stalficka system for effective case managementatéentreferral between the
primary and secondary care levAh essential ingredient for efficient and quality service delivery is a
wellfunctioning referral system between the primary and higher levels of gareferral system
ensures that the primargarelevel(the health center)serves as a gatekeeper for higbeel services.
The referral system should be designed so that patients first see a primary care provider and then, if the
lower level facility cannot provide the level of care needed, the patient would be referred to the
hospital.Quality of individual gtient care alsdinges oreffectivefollow-up of patients referred by the
primary level for specialized/inpatient treatment arfghatients who are referred back to the primary
level for followon care after hospital dischargglthoughpublichealth centerkeep individual patient
files on site that are updated at each visit, patients are expected to ensurénhtfiafile is updated with
case management information for care obtained at another facility. Strategies to improve this issue
includean integrated patient information system to support the croserral process.

The MOH HealthEducationJnit (HEU) is responsible for health education and promotion and

currently comprised ofwo health educatorsiour famly life educatorspne information/technologtaff
person one secretary andone graphic artist. Health educators are often in the field delivering messages
with community health aids and the community health nurse. Topics edvieclude communicable @n
noncommunicable diseasasd healthy lifestyles. Program elements are based on data from the
epidemiology and public health departments. Health promotion in the field includes public displays
lectures at centergschools, churche®r community), houseto house €.g.disseminating water

sanitation tablets after Hurricane Tomas), outbreak investigation (in cooperation with the epidggnio
department), in conjunctiowith businesses or civil servicgganizationge.g, the police), health booths

at locd fairs and celebrationgnd occasional mobile health teams.

Systems and policy changes related to the health sector are also communicated throudgiJtioadé

the decisions are final. As suthe HEUservesas t he MOHOS communi c athei on s
information officer position is currently vacant and WwKkely remain so until the hiring freeze is lifted

The communityhasa voice throughts community health officer or nursandthis helps drive health
education programs based on the comniyisirequest.

The HBU does have partnerships with NGOs (Cancer Society and Diabetes and Hypertensive
Association) and the commercial private sector (media companies that donate airtime). However, these
partnershipsare not fully exploited because theEd does not have media equipment that is digitally
compatible. Therefore, getting messages from the field dissemitathd publicis difficult and rarely

done Monitoring and evaluation (M&E) for theEd is not funded therefore,it is hard forthe HEUto

know ifits methods are working. There is also no funding for knowledge, attitudes, and behavior
surveys.

Interviewees acrosdhe private sector facilities and providerslicate a neauniversaldesireto help the
MOH disseminate health messages, aytare often left out of communication loops. For example,
none of theprivate facilities or providersiterviewed for this assessmewere contacted during the
dengue outbreak anget said they would have helped spread prevention and treatment messages
through their channels had they been contacted by tlealth Promotion Unit. Severaprivate facilities
alsonoted that theyapproached the MOH to help anthat the MOH did not respond.

Thetwo publiclaboratories in Saint Lucere locatedat Victoria Hospital andros Islet Polyclinictfie
environmental health 1dbHowever, theycollect samples at Dennery ai@bufriere There appears to

be substantial informal cooperation between the public and private health sectors. For exampde, if
lab suffers a@tock-out, it is often helped by another lab with the understanding they will be paid back at
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a later time and the public sector makes arrangements to refer to the private sector for a tast ibf
their machingis down or supplieso operate the machine arenavailable. The private sector labs have
expressed willingness to share costith the public sector, such as forservice visifor a piece of
machinery that they have in commorhd MOH, however,has beerprohibited fom doingso due to
restrictive government of Saint Luci@ndering procedures.

Public laboratories on the islanqmkrform some testdor free, such as foff B, HIV,andSTis. A fee is
charged however,for many NCD tests, incldingfor cholesterol and diabete3he ndigent poor are
fee exempt, but not all pensioners are exernpthie publichealthlab conductsCD4 counts, butcamot
conducttests for viral loadsThesetests are sento Barbadoswhile TB drugresistance testing sent
to CARECIn Trinidad and Tobago

Reportable diseasdsom the lab tess are sentdirectly to the MOH epidemiologist ando the ordering
physicianThere is also some public/private coordination regarding reportable diseases. For example,
HIV positive results from testdone in the privée sector are confirmed by a national public.ldotal
volume of private HIV tests are reported to the HIV program, but no other reporting of private test
volumesis shared.

Some proficiency test&.g., dr syphili§ are supplied fronoffshorelocations(e.g.,in Canada The
calibratingof machines performintgstsis done by the equipmerguppliersThe private sector has no
problem accessing reagetktsoughits distributorsif accounts are current. However, reagents can be a
problem forthe public sector due to undéudgeting or incomplete or untimely paper work. The public
sector cannot sign annual maintenance contrdexpendituredor the public health lab can be squeezed
by other needs at Victoria Hospital.

With major health improvements over the last 50 years and a move away from high burdens of

communicable disease&intL uci ads maj or health d&NGDsobkesityys have be
HIV/AIDS and mental health

The mostcommon causes of illness and death on the island are heart disease, eaucediabetes.

Chronic NCDs will become the biggest burden on the health sector as the population continues to age
and obesity becomes more prevalent in the populatibime Saint Laian population is experiencing a
growing number of amputees due to uncontrolled diabefgshe primary care leveinfluencing
patient$control of diabeteshas been a major challengeSaint Lucisand nurses are ndbrmally

trained to manage diabetecasesA fee is charged for many NCD tests done at the primary level,
includingtests forcholesterol and diabeteand thisserves as a disincentive to obtain the teJtke very
poor are fee exempfrom such testsbut not all pensioners are exempt.

HIV counseling and testing has been well integrated into the primary care siysteamt Lucieas has
antiretroviral therapy through mobile community clinicé&s with any servicéhat may require higher
levels of care athe disease progressestrengthening referral services will laey activity moving
forward in Saint LucisEnsiring strong surveillance to improve evidergased programming will also
benefit the country if the disease continues to spread and nimva highrisk populationsnto the
general population. There is no officPOH HIV/AIDS training prograrfor health professionalat this

7 The assessment team was not able to obtain written documentation defining the criteria for fee exemptions.
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time in Saint LucidAlthoughHIV tests areconductedat no cost to patients, @ording to the 2010
UNGASS report, only 25 percent of HIV testsd both préest and posttest counselingnd only 23
percent of people return for their test resultsl(iles et aR009). Saint Luciaaloratories conductCD4
counts, but are not equipped ttest viral loadsThesetests are sento BarbadosARVs are distributed

for free in thepublic sectorto registered patientsbut less than half of knowRLHIVwere enrolled in

care in 2009it is not known if the noenrolled are not accessing services at all or accessing services in
the private sector oroverseas Julest al 2009). One of the weaknesses of the National AlPggram,

as identified by theexretariat, is the inability to reach vulnerable populati@rs therefore limited data
are available othe status ofthese groups

Mental health on the island continues to be an area of concern. Mental health care has not been
integrated into the primary care system. In recent years, the National Mental Wellness Center has
replaced the Golden Hope Hospital. The National Mental Wellnesst&ehas 84 beds for psychiatric
patients and 24 for neurological patients and is situated adjacent to the biNkiently being
constructed On a visit to the new facilitythe assessment teanbservedthat there were insufficient
staff, linensand physical bedsr the patients presentAdult and juvenile patients were not separated.
The NSPHrecommended @ommunitybased mental health servicestwork integrated into primary
care services (as part of the standdrélalth packageind connectedo the appropriatesocialservices
agenciegninistries and the private sector. There wasoae-year communitypbased mental health pilot
financed by the government &aintLuciaas a result of the NSPHbut the program was cut due to
funding constraintsThe current condition of services in this new facility highlights the threat that the
NNH faces without adequate planning in the immediate future.

The assessmerteam conducted a quick analysis of private physician officespublicly available
informationand estimatedhat there are approximately 7private physician offices 8aintLucia 80
percentof them are located in thearth. The consultingooms range from a modest stofient office
to a stateof-the art group pacticefacilitywith multiple physicians in similar or differing specialites
few of the more moderrfacilities also offer osite xrays, electrocardiograms, ultsoundsand
laboratory and pharmacy services

During key stakeholder interviews,rmimber of easonswere cited as towhy patientsmight prefer to
seek care in the private sector despite free services in the public sette primary reasons cited were
convenience (location andnger hours) perceived quality (attractive facilitiesieindlier staff)and nore

time with the doctor. For PLHIV the confidentiality and convenience are important factorsvitiere
they seekcare. The MOH-fundedHIV clinics are conducted on a rotating basis at health centers in
different regions by staff whare based centrally at Victoria Hospital. ARVs are distributed to patients
during these rotatinglinicsat the health centerslf the day of theSTI/HIVclinic is not convenient or
the patient wishes to maintain greater confidentialiyyriot visiting thecenter on thatday, then he or
she mayelect to access the private sector service&nother reasoncited during interviews with
providers on why Lucians seek medical care in the private sector is access to spechifistie
physicians offer a wide agraf general medical services at their office locatjonsludng care for HI\.
Table 56 shows the range of specialtiegadlable in the private sectoAlthough some of thessame
physicians work in the public sector, the majority of specialists wex&lusively in the private sector
(see Figure 6.1 in the Human Resourcésr Health section). Patients with HIV, given their
immunocomprised state, tend to have far higher need for specialty services, such as neurology,
dermatologyand cardiology.

TABLE 5 .6: RANGE OF HEALTH SPECIALTIES IN THE PRIVATE SECTO R
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Anesthesiology Obstetrics/Gynecology

The
Cardiology Oncology
Dermatology Ophthalmology
Ear, mse and hroat Plastic argery
Endocrinology Pediatrics
Internal medicine Urology
Neurology Surgery (ENTgeneral, orthopedic, vascular)

scopeof this assessmeialid not permit anextensiveassessment of the private dentistiyowever, a
cursory view of theavailable directoriemdicateshat there are 17 derl offices inthe north sectionof
Saint Luciandfivein the south. Only one private dentist maintains an offiaathpin Castries(north)
and Vieix Fort (south).

There are six private laboratories on the isladdive are for-profit and one is parstatal. Some ahese
private labs expand their services by locating collection centers in secondary cities, such as Blue Coral
and SoufriereThe government does not requirelecen® to operate a private lgkand thiscreates

possible risks for the health sector

Both public and private labs chargatientsfor testsconducted In most cases, the public lab fees are
cheapeybut not alwaysDespite the higher fees charged in the private laboratories, the private labs are
guite busy and see a wide range of clients frdhs@cioeconomic leveld\ll of these clients pay out of
pocket However, more than 8 percent ofprivate lab clienthiave private insurance coveragmilar to
private physician patients, the burden of reimbursement falls on the cliatprivate labsssist clients
with completion and submission ofsurance claim forms.

The lab at Tapion Hospitalvhich isowned and managed by Laboratory Services and Consultation Ltd.,
is an example of the advanced testing and quality services available on th& tstaindspital lab isvell
equipped and seemingly welin. The labsalso rarely experience down timgdue to equipment
breakdowns. If the lab staff cannot repair the equipnfetibwinga teleghone consultation, the supplier
sends a techniciaio Saint Leiawithin 24 hours

There is one fully private hospital SaintLucia Tapion Hospitallocatedin Castries, is a commercial,
for-profit hospital.There is, however, also a patatal hospital operating in &ix Fort.

Tapion Hospital, the first and only completely private hospital in Saint Lucia, was founded in 2996 by
core group of 10 physicians and lawyérke original group of investors has grown to more than 60
shareholdersThe tospital has #ormalgovernance structure witn executivedirector who reports to

a severmemberboard ofdirectors. It iscompletely independent of theogernment of Saint Lucia

Located in gormer hotel building TapionHospitalis awell-maintained26-30 bed facilitywith major
expansion underwayVith over 40 doctors on staffTapionHospitalprovides general, emergen@nd
specialist services. Several other private physiaiatisoffices located close to the hospitalsohave
admitting privilegethere. TapionHospital staffmembersreport havingan active outpatient department
but alow inpatient census5Q percent duringpeak tourist seasoand45 percentin nortourist season).
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Tapion also has aextensiveradiology facility owned and operated by Gablewodtidical Center. The
radiology center performs routin&-rays to complex radiological procedureghe facility has an MR,
CT scan, fluoroscopy, ultrasound and Doppler scanners, computenmammographyandx-ray. The
facilityconducs approximatelytwo to three MRI screeningper day.With localbank financing, Tapion
is undergoing a major expansidrhe expansion will includadditional beds, RET scan, more
laboratory spacea new cardiacatheterizationlab,andtraining facilities. A key area nbte in the
expansions the training space in the new winghichwill have capacity to provide remote CME
through onisland and external telecommunications connections

TapionHospital leadership expressed an interest in greater collaboration betweenuihic@and private
hospitalsby sharing resources, expertise, and equipment to help improve the health fdlgibn
Hospital administratiotvelieves however,that improvedand consistentommunicationsvith the MOH
is needed tofacilitate greater collairation.

Saint Jude Hospital is a spnivate secondary hospitalvned by the gvernment of Saint Luciaith an
original capacity of approximately 88 bettsslocated in Vieix Fort andwas established i966 under

the auspices ahe Sisters of the Sorrowful Mother, a Franciscan religious order based in Oshkosh,
Wisconsin, USAThe Sistersmanaged Saint Jude until 1992, at which time the MOH awarded a
management contract to Mercy Medical Center in Des Moines, lowa, USA. In 2@03aiht Jude

Hospital Act No. 7 was passed, providing for an independent board of directors to manage the hospital
and granting the facility the right to charge and retain patient revenue in order to cover a portits of
operating costsln addition, theMOH provides Saint Jude with an annual grant to support the provision
of services.

A 2009 fire destroyed the surgical wing at the existing hospital Isigéeling the hospital to begin
operating in thesports stadium near the airportThe facility is beingebuilt with support from the
Taiwanese government and a project management team frorvitBE. SaintJudemanagement
expected that the facility should reopen around the end2§i11 with an adjusted capacity of
approximately 34 bed&t publication, the ng facility had not openedptaffing remains a challenge for
SaintJude particularly in filling vacant positions for specialiStntJud€fills the gap in specialists
through its extensive network of overseas volunteer physiciahe rotate into Saint Lucia on a
frequent basisSaint Judenanagement is working with the Medical CounéiBaint Luci&o simplify the
processfor obtainngtemporary licenare for the foreign volunteers/visits (e.g, accepting faxes &key
documentsrather than originals

Future plans include strategies to improve quality and financial sustainAfftditythe hospital relocates
to the rebuilt facility, hospital management @ém get accreditedinternational Medical Corps has
provided some preaininary advice on the process and preparation needed to become accre8aeu
Judealso plans to becomeragular provider ofaccreditedCME onthe island The hospital haslready
conductedseveralraining courses with offshore partnes its site

In addition,SaintJudeis exploringvariousstrategies folincreasingts cost recovery. One approachs
based on attractingrivate, paying patients/hich has led the hospited explore establishing a few
private rooms in the nely renovated facilityRecognizinghat SaintJudé surrent fees do not reflect
full cost, management will have to revise the fee schedule to reflect full cost of private care.

As discussed previously, geographic coverddesalth services in Saint Lucseexcellent, with good
access to both primary and secondary casailable across the islartdowever, it would be useful for
Saint Lucigo gather and analyze data on the per capita number of outpatieRHC visits, whch
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would provide some insight into actual utilization lev8aintLucia has achieved virtually universal
immunization coverage, antenatal care, and skilled birth attendant coverage.

Some larriers to access still remain Saint Luciancome determineability to purchase private
insurance, which may mean the diffezerbetween being able to afford or not afforal seek tertiary
care internationallyor to use specialized services at Tapldospital Primary health center hours are
limited, and thus pedp must either take time away from work to visit the health center or must
inappropriately use hospitals for afthours primary care. Medical doctors are only availablpudtiic
health centers on certain days for certain houfs a result, many patientsho are eligible for
subsidized care in the public system resort to payingafyiocket for services in the private sector.

Geography does not appear to be a great barrier to accAlidevels of facilityy public and privat® are
located in both nortlern and southern districts. The largest number of facilities is concentrated in the
north (122 vs 74 in the @uth) due to the higher concentration of middle to higher levef income in

the population Despite thelargernumber ofpeople livingn the saith 8 about 44percentof the
population is in the arth and 56percentin the uth & there are still a fair number of all types of health
facilities available in theuth. Specifics onype of health facility by ownership and geographic
distribution can be found itables 5.2 and 5.3

The quality of health care services is determined by a combination of fagtohsding adequacy of
infrastructure, drugsand supplies ihealth facilities; availability of trained health workers who receive
regular skills updates and adequate supervision; and procedures for producing, enforcing, and monitoring
use of upto-date clinical standards. Quality assurance standards and processebanin place for all of

these factordo promote highquality health services

Generally, infrastructure and supplies on the island are in good condition and in adequate BHupply
government 6s r at i ediuaning Sowrtere Haspitg) dna Dennerp Mospéal iotan
polyclinicsit is alsoanticipatedthat Victoria Hospitalwould be transitioned to a polyclinionce the
NNH is complete. Thisransformation of facilitiesvill allow secondary care supplies to be nedv
accordingly to other hospitals and will aid in the infrastructure upkeep, as polyclinitewitisier to
maintain than fulbervicehospitals.

The PHC systemhasafull range 6 services according to the J&iority health aeas. There are clinical
guidelines for some of these services but notBtiose services with guidelines are updated every 10
years vian intessectoraltechnical committee. For example, in 2011 the committee reviewed and
revised the guidelines for maternal and child health. It was repattehg interviewghat clinical
practiceguidelinesCPG for NCDs such as hypertension have not begither develogd or
disseminatedyet it is important to note that private providers stated these CPG have been updated)
Given the burden of disease fICDs, HIV, and mental health, theeview committee may want to
prioritize these CPG for developmentevision or dissemination and trainingackingservice delivery
standards, it is difficult to set quality targets that can be monitored to guide quality improvement.

8 Communicable disease¥CDs, sexual and reproductive health, child and adolescent health, emémtal health, oral health,
prehospital energency, mental health and substance abuse, food and nutrition, violence and injury, eyaradigabilities and social
protection.
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There is minimal monitoring and enforcement of quality amongapziproviders All physicians are

required to receive their license to practice from the Medical and Dentist CouRadVate physicians are
also required to keep up with 40 CME houtsappears that all private physicians are licensed and most
fulfill their CME requirementsBut neither the Medical Council nahe SLMICEA track private provider
licenses or monitor private provider compliance with CME hours. The absence of quality standards and
structure supporting private practice éause for concergsin@ the majority of private practitioners

work exclusively in the private sector with no access to doffiended or ministrysupported training

All medical personné public and privat® on the island are registered through their respective
professional auncil upon successful completion@immensuratexaminations. A medical
professional s |l icense is t he,upongompietionofamumeevol | ,
CMEdcredits: 40 credits every two years for physicians and 40 credits dgrfaahurses, midwivesand
nursing assistantéllied health professionals are required to complete3bcredits for license renewal.
The licensing system appears to be working welivever, there are some issues due to the wording of
the newHealth Practitioners Act. Thect only covers 24 disciplines, which causes two problgdjs:

there is not enoughexpertise in all 24 disciplines on the island so there are no stasdigdeloped for
each discipline, an@) some practitionersare not coveed amongone of the 24 disciplines and

therefore cannot officially register to practice. For example, presently, there is no way to register
ophthalmicradiologists in the country. For such a small island, it is not realistic to require all these
subspecidy registrations. A general registration (doctor, dentist, nurse, allied health professional) and
then recognition of subspecialty through accreditation (by tmitéd Sates UK, or Canada) could be a
more realistic plan.

Health fcilityaccreditationstandards for services are still under developmieynthe MOH with

technical assistance from PAHGapionHospital is the first and sole institution BaintLucia to be
accredited from an international organization (Accreditation &fanlnternational). To remain current

on the latest technologies, Tapion is affiliated with international hospitals, such as the Baptist Health
South Florida Hospital Systetaffat Tapion utiliz¢elemedicine referrals, sending digital radiology
imagedo its U.S-based partners$or review. Tapion also has arrangements with offshore medical
schools inSaintLucia for clinical rotatios SaintJudeand theNNH have plans t@ursue accreditation

but they are still working to meet critical standardAs accreditation was one of the seven strategic
directions in the NSPH, it is clear that more guidance on how to prepare for accreditation is warranted.

Supervisioracross the Saint Lucian health systemrovided bythe senior medicalofficer, principal
nursingofficer, or head of department. Howeverhere does not appear to bastandard supportive
supervision or quality improvement system in place at either the facility level or the national level.
Supportive supeifision is the datalriven process of guiding, helpjagd encouraging staff to improve
their performance so that they meet defined standards of performance of their empljlezn asked
about such a systenmost interviewees state@MEand relicensurare the main quality oversight
featuresin the country.There is one notable exception and that is in the nursing arena. In the 1980s,
two nurses who were trained in quality methods pioneered the concept of quality nursing teams to
conduct performance audigainst national standards. The standavére developed for the clinievel
and the teams performed audits using observation guides and interview instrufieistprocess has
largely broken down, however, itk the limited number otrained nursesavailable to fill positions,
including those for quality nursing tearasdthe severebudget cutdn recentyears However,
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interviews with key stakeholders indicate treime elements ofjuality assurance asgill happening at
the health center level wth the more senior nurses.

On the PHC sideof nursing there arenineofficial nursing supervisorso for Castriesand one for

each of the other seven regiondursingsupervisors visit facilitieat a minimumtwice a weekto
conduct record review, perform clinical observatia)and monitor staff in the execution of their duties
Supervisors submit reports by facility on a monthly and quarterly bdgi&for qualityover time or
across facilitiess being done but not through a structured systemithin the Saint Lucia PHC system

Facilitylevel datefor routine health statisticseem to be comprehensive and complete, but there is
sometimes a significant delay intgeg datato the central level. The main method by whishrveillance
data arereported from the facility to the MOH is through the nursing supervisor and through the head
nurse who reports data via phone to the chief epidemiologist, tthésiis followed up by the submission
of a weekly surveillance reporgtandardsurveillance manuals and reporting forms are used at the
facilities to report health outcomedut there is no system or process by which these data are analyzed
to drive quality improvements. Quality stirveillane data coming from a facility back to the MOH by
way of the chief epidemiologist is validathrough a field investigator @upervisor. This is done

weekly at the hospitals and as needed at health centers. Annually, staff at the facilities are trained on
how to fill out routine datareporting forms and registers and then per request if problems are seen in
the data during valation checks. Monthly reports are generated by the epidemiology department to the
chief medical officer, chief healttapner and others who are themesponsible for disseminating the
informationthroughout their respective departments. This disseminat#oall done via-enalil.

Currently, there is no annual report being compiled on service statistics or epidemiological trends in
Saint LuciaData trendsd whether they are positive or negativieare reported back to the facilities by
phone and any negativrends are followed up by the regional staff. According to informants, this
follow-up was often timely but did not always translate into support for quality improvement or
resolution of problems. Thegeported it wasnot easy to look at data trends oveaime or across
catchment areas to monitor areas of improvement and capitalize on ways to address issues across
cadres, or facilitiedn short, supervision visits were not maximized in a wathat could easily translate
into quality improvements over tim

There are several professional councils and associations on the, isieluding &General Nursing

Council Medical anddental Council andAllied MedicalCo u nc i | . The council s® manc
ard evaluate the training of medical professionals, develop the standards of practice for a particular

cadre, regulate the practice of professional conduct of persons registered (including disciplinary

investigations), register andlieense medical professials and advise the MH on professional issues

As notdl earlier, however, this function is not currently beingplemented by the @uncils.The

associations function more as an advocacy body and help negotiate contracts between health

professionals anthe government. There is no common body of councilse MOH appoints council

members, includinthe chief medical or arsing officer, an attorngyand two medical practitioners (plus

two dentists in the case of th®ledical andental Council).
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Table 4.3summarizeshe strengths, weaknesses, opportunities and threats to service delivery in Saint

TABLE 5.3 : SWOT ANALYSIS FOR SE RVICE DELIVERY

Strengths

Strong primary are, particularly for infectious
diseases, maternal and child headthd
chronic diseases

Adequate number of facilities, distributed
evenly across the country

Much specialized tertiary care available in
country, particularly in private sector

Body existdo expand and update service
delivery practice guidelines

Professional councils are engaged and coulc
potentially take on a quality/accreditation
role.

All professionals licensed after successful
completin of CME credits every two years

Opportunities

Ripe forpublicprivate partnerships to expanc
secondary and some tertiary level services

Facilitylevel data are being collected and
aggregated and could be systemically used
monitor quality of care

Computer and cell phone access in facilities
provides opportunities for simple tech
upgrades to monitor services more efficient

Infrastructure and technology literacy ripe fol
automated supervisory and quality systems
well as telemedicine programs

Quality improvement and clinicalipervision
systems do not have to start from scratch;
build upon system and tools from the nursir
sector

Weaknesses

Gaps in patient rierral process. Informal
referrals, limited followup within the public
sector, limited publigrivate referrals

Management of Victoria Hospital does not giv:
hospital the independent authority to make
decisions that are responsive to its needs in .
timely fashion

No systematic quality improvement or
assurance processes at any level of the serv
delivery system

Public hospitals are not ready for accreditatior

The range of clinical care guidelines is
incomplete

Threats

Bypassing of PHC system continues. Without
clear referral policieghis could affect quality
of care

Gatekeeping and follovup are weak and result
in poor outcomes (e.g., amputations for poorl
managed diabeticdue to the absence of a
referral system

Feedback loop after referrals is inconsistent a
best

No mental health services at the community
level

NNH risks draining MOH resources

Limited MOH engagement girivate sector has
led to strained relations and strong mistrust
between public and private sectors

Without autonomy in the management
structure of the NNH, processes that plague
the delivery ofservicesat Victoria Hospital
likely will occur at the NNH
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Shortterm to Mediumterm Recommendations

Avoid routine primary care patients overwhelming NNH : The Victoria Hospital polyclinic,
operating into the evening and on Saturdays, will be necessary to divert patients from the
Emergency Room at the NNHAn enforceablaeferral policy must also be implementékb ensure
that patients use the appropriate primary care facilities, those who seek primary care at the NNH
without a formal referral should pay a fee approximating the full cost of the visit unless theere is
genuine emergency.

Facilitate coordination of the health sector : TheNNHpr esent s a real threat
quality PHC servicesi ven t he MOHG6s | i mited resou-ofthes and
art hospital, it is imperative for the MOH to resume coordination and cooperation between the

public and private sectors immediatef\s proposed in the Governancgection the different

stakeholder group$ public, commerciabnd notfor-profit 8 can work together to map out a plan

that coordinates resourced.¢., indsandstaff), leverages eeptise and rationalizes infrastructure

and equipment.

Scenario planning for NNH:  Scenarigplanning will allow the MOH to picture an uncertain future
by planning for a number of scenarios. This strategic planning tool may not lead to the adaption of
the perfect policy, but it can help the MOH to prepare and deal with factors beydtisccontrol.

Contrac t out specialty services to Tap ion Hospital: It was reported that there is a dearth of
specialists on the island, although many were found practicing atriTHpigpital. Iltcould be more
effective and efficient to contract out select specialist services to Tapion Hospital rather than try to
create or attract new specialists for the public sector$aint Luciar send patients ofhore for
care.Contracting outsome services for HIV or creating a reimbursement system for private
providers treating HIV patients could also provide greater confidentiality at an affordable price for
PLHIV

Consider changes in the working hours of the  health centers : For example, develop a two
shift system, extend hours in select cliniosalso consiér late hours on alternate weelays among
clinics in adjacent area&djusting hours could make visiting the health centers more accessible to
people who work during tB dayandwould otherwise access services in the hospital settifripr
to the opening of the NNH, pilot the approach me to two health centersvith higher patient
loads, with a central location or with easily changeabl&orking hours €.g.,due to gaff availability).
Establish strong monitoring systems during the pilot and make necessary adjustments before scale
up.

Mediumterm to Longterm Recommendations

Use a standing health partnership forum to facilitate coordination of heal th services

and necessary input : As described in the Governansection the forum would include

multisectoral partners, private sector, civil society grougsd donorsas well as representatives

from the national and sulmtional levelsOne of thefo r u m & $erml porpoges could be to

coordinate health services to ensure universal coverage and rationalizations in health sectors inputs

Develop clinical practice guidelines across the continuum of care  : As NCDs are the main
burdens of disease in Saint Lu€i®Gfor these diseases should be widely disseminated to all levels
of the health system in both the public and private sectors, but especially at the primanShkafel.

at Tapion Hospital stated that they worked closely with the MOH on developing these CPG to
adapt international best practices to work in the local setting with available resources. It is
recommended that the MOH develop and implement a process to adopt anthesePG.CPG

should also link across levels of care (PHC, polyclinics, hospRalsjrengthen quality across the
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continuum of care, guidelines should be expanded to identify the responsibilities and qualifications at
each level of care, referral criteria, and responsibility for referral back to original point of care and
follow-up care. Tle MOH could recruit experts from the private health sector to be spokespersons
and trainers to help disseminate and build capacity in these CPG.

Establish supportive supervision system at the facility level: The supportive supervision
system should addressl three levels of the health system (facility, district, and national) to assess
the quality of services his would improve services for all conditions, including Hi&cause ofhe
highavailability ofnternet connectivity and mobile phone servitiee system coulgbotentiallybe
automated. The system should in some fashion address the following four steps:

1. Assessand monitor actual performance through a series of observations and questions (part of
supportive supervision procesgihis is done quasgrly by the supervision team at each facility.

2. Rapidly assess the results of the observations and questions in step 1 by comparing critical
indicators against preset standards. The resulésthen coded as critical or namitical and
responses can beonitored over time.

3. Setplans for corrective actiorHere the supervision team reviews the rapid results in step 2
and works with the facility to take corrective action. These plans detail what should be done, by
whom, and by when. These plans are theasgly monitored and supported before the facility is
again assessed.

4. Conductfollow-up visits. After the facility is assessed, the supportive supervision team (or
member of the team) will either call or visit the facility again to support the activitiedee to
fulfilthe action plan in step 3. Importantly, in these visits data will be collected on the
effectiveness of the quality improvement intervention.

Monitor health system outcome dat a to identify and remove system -level barriers to
guality improveme nt: Althoughsupportive supervision processes identify potential areas for
guality improvement that are under the direct control of providers, many of the conditions
necessary for quality improvement must be created by the health system, outside of tinel ©dn
providers (such as availability of drugs and financing). A health system performance monitoring
system (relying on data collected routinely from the existing HMIS) can be used to track overall
performance and results, and to identify priority areéase targeted for improvement by individual
facilities and the system as a whalbe outcomes monitoring system would contain five basic
elements: (1) strategic framework; (2) performance indicators; (3) data sources; (4) process for data
collection, amlysis, and interpretation; and (5) communication of monitoring results and links to
action.

Strengthen/r einvigorate quality improvement systems and link to HMIS: Itis

recommended thaguality improvement teams be established at the facility level anaMe a formal
relationship withthe MH6 s r eporting system/ HMI S. The t eams
indicators for performanceadeveloping and standardizipgrformance monitoring toolscollecting

and analyzing data uniformly and consisten#ing the data to devejo quality improvement

projects and making changes and continuing to monitor performance over time and across facilities.
These data should be integrated into the HMIS.

W ork toward international accreditation status for all health faci lities : It is recommended

that clear expectations for performance measurement and improvement be set for the organizations
and that theseexpectationde built into annual operating plariBhe MOH could partner with

Tapionto help prepare public sector hospitals for international accreditation

Establish and enforce a referral system from community health centers to hospitals:
This should be accompanied by introduction of incentives that discouragefegtal to hospitas
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for minor health issues (such as enforcement of fees for nonrefeambulatory patients in the
EmergencyRoomsetting).



The MOH recognizes the importance of skilled medical and health professionals to fuldilfimanidate
In the SaintLucia NationaBtrategidHealth Plarsection on Human Resources for Heglthe MOH
notesthe following

The availability of appropriately trained and motivated medical, nursing, paramedical and ancillary
workers in the correct rhers is vital for the cost effective delivery of health services in Saint Lucia.
(MOH 200%)

Not only do the human resources in health impacetbosteffective delivery of services, they also

impact the quality of health care and, ultimately, the healtit@mes in a country. As such, an

examination of the situation with the human resources engaged in the health delivery process is a critical
component of a comprehensive health systems assessment.

Thissectionseeks to determine the status &faintL u ¢ Huam@rmsResources for Health (HRIdhd to

make actionable recommendations for improveméiar the purposes of this analysis, the team uses

the WHO definitionof HRH (also known ashe healthworkforce): 0 a | | people engaged ir
primary intent (lsam étal20@7nThisimclades thogeavhotptorbote and preserve

health as well as those who diagnose and treat disettsese in health managememtho support

workers, andwho educate health workers.

As part of itsNSPH SaintLucia developed a detailed HRH plan. The plan included an analysis of needs
by sector and recruitment and training targets extending over theyear period. However, this

assessment found that tHdOH generally hasot had posts approved diundsallocated to be able to
implement the plan. As a consequence, the number and distribution of technical and administrative staff
in approved posts is inadequate to meet the preserd anticipated needs of theealth system,

especially as the NN#b to be commissioned in 2012.

Notwithstanding the challenges, the retention of human resourcélsamealthsector is relatively

stable, especially at the primary care level. The manageteamt of theMOH and the wider health
services haveeen resourceful in meeting the manpower needs of the system. They have devised
strategies within the constraints of a hiring freedelays in public service appointments and approvals,
andMOF budget dbcations. The system has benefited from the commitment of retired personnel who
return to service and from contract staff workingia sessional basiseaning they hawamonth-to-

month contracts. Partime, contract staff hae been used to fill gaps inghestablished numbers and are
now the majority of staff at some levels of tlaint Lucia healtblystem At present68 percent 21 of

the 44 community health nurses work sessions and ano®renare on monthto-month contracts
making this nursing cadc# part-time and/or temporarystaffthe norm.

At the Victoria Hospital the majority of administrative, nursing, clinical support, ancilay

maintenance stai§ in approved, fundedand permanent positions. Howewve t he hospi t al 8s
surgeonsand specialist physicians are on temporary contracts of between one and twdgaeaton

A number have had contract extensio$e staff of the Soufriere Hospital is of similar tenure. Here

too, the two medical dficers and onalistrict medicalofficer are on temporary contract.

In addition to issues of tenuréhere are also significant gaps in specialist personnel in the public health
services. In the area of psychiatigr example, there i®nly one psychiatrist who is on a twgear
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contract and there are no existing posts for community mental health nurses. While renal dialysis nurses
arein place at the general hospittiiere is apermanent, fultime nephrologistemployed by the MOH.

A nephrologist is loaned to the Saint Lucia MOH @mnotating twoyear basivy the Cuban gvernment.
Emergency medical technicians, nurse anesthetists, pharmacists, dentidédoratory technicians are

other specialists needed in the public health servimased on a review of the HRH plans

Data nowindicate thatNCDs are the main disease burden®aintLucig underscoring the need for an
increased and contractually stable specialist workforce. For example, the cadre of community health
nurses, family nurse practitioners, district medical officgecilists and health educators will need to
be increased. There are currentllO district nedicalofficers (all on contract), 48ommunityhealth

nurses, 6communityhealthaides,ninefamilynurse pactitioners andninenursing supervisors serving
36 facilities acrossighthealthregionswith a combined estimated population D85,595persons.
Addressing the increased NCD burden will requiristingspecialist and nursing staff to be stretched
thinner, with implication for the availability of staff to address other priority areas such as HIV.

Although health promotion antealtheducationassuma gr eat i mportance i n a
response to the prevention, car&reatment andmanagement diCDs, the number of staff currently
workingin this capacity in Saint Ludsalimited.The staff complement consists sik field staff covering

the eight healthregionstwo health educators (out ofeightstaff positionsstablished), antbur family

life educators (out ofsevenstaff positiongstablished)This staffing arrangementeans that there are

three regions which are not served or are undersenagdany time This assessment indicates that at all
levels of the public health system the human resewadre is limited and stretched its capacity to

maintain the coverage and quality of services nedde8aint Lucia

Under the present circumstances, it will be extraordinarytask to meet the staffing needs of tinlNH

to be commissioned in 2012. The example of what occurred at the new psychiatric hospital is
instructive.Based on a site visit to theew psychiatric hospitalhe National Mental and Wellness

Center NMWC) is understaffed and not able to provide the modetlajuality of care that was

envisioned. Urgent planning is needed to avoid the same occurring at the new general hospital. Without
such plannindhe likelihood of the primary health services being placed at risk is real, as staff may be
pulled from that leelto fill gaps at the secondary care levEhis is especially a possibility for the

sessional and contract staff @rhichthe primary services now heavily depeidthis regard, there is a
strong opportunity for public sector partnerships with the pate sector where there are general
practitioners andooth resident and visiting specialists offering health care across the island.

Table 6.lillustrates the distribution of some key health personnel across the public and private sectors
in Saint Lucia
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TABLE 6.1: NUMBER OF SELECT HEALTH C ADRES BY SECTORS

Health P rofessional Public Saint Jude Private Dual Total
Cadre Only Only Only Practice
Physicians 56 28 98 33 215

Dentists 0 0 24 5 29
Nurses 188 48 79 1 316
Midwives 106 26 64 9 205
Pharmacists 20 3 57 11 91

Ophthalmologist 0 0 5 1 6

Source: MOH data

An updatedcomprehensive HRH plan would include strategies to en8hiatLucia to maximize the
cadre of professionals in the public and private sectors. NNél makes this need all the more urgent.
A plan is also needed to address staff tenure, recruitment, succession planning, management,
supervisionand service quality control.

Recently, theCommonwealthof NationsSecretariathas agreed t@rovide funding fo two yearsto hire

anHRH director for the MOH. This person is expected to be in place by the end of 2011 and will be

crucial to the planning needed for the transition to the new general hospital. It will be important for the

planning capacity to be sustadwithin the MOH beyondthecC o mmonwe al t hd sBEveiyunded pe
effort shouldbe made to make provisions to have the positimecomepermanentwithin the

Establishmendffice, which approves government positionging forward.

The MOH maintains detailed data &tRH that lists all public sector personnéluman resource
information fromSaintJudeHospital and allof the councils.Thispool of HRH datais largely a result of

the EuropeanUnionfunded strategic planning process used to develop the N8BH.result, the MOH
has a complete set of HRH data, permitting comparisons of HRH trends across the public and private
sectors These numbers arene-year old however,and may be already out date. However, they are
sufficiently current to illustrate staffing trends between the sectors.

According to the MOH data, there are FIGURE 6.1: TOTAL # OF PHYSICIAN S BY SECTOR,
215 licensed physicians$aint_ucia 2010

The majority (60percent) ofSaint
Lucian physicians work in the private
sector, as shown in Figure 6.There
are 98physiciangn private practice and
28 employed athe paratatalSaintJude
Hospital In contrast, there are 56
physicians who worlonlyin the public
sector. It is interesting to note that only 98
33 (or 15 percenj of the physicians are (46%)
in dual practicea considerably lower

number thamanticipated by the

assessment tearRrivate sector 215 Total # of Physicians

physicians are predominately general

practitioners but there are ale many specialists, such as general surgeons, gynecologists, obstetricians,
internists and pediatrician®ther specialists in cardiology, careiascular surgery, and oncology are in

m Public only

m St Jude's only

Private only

m Dual practice
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dual practiceThe private sector has access to many specialists thatide tapped into for the public
sector needs.

In the case of dental servigesur of everyfive dentists operate solely in private practice while five
dentistsare in dual practice. The dentisin dual practice split their time between pubind private
practice and/or publiserviceand employment abaintJudelt is interestingo note that there are no
dentists that work exclusively for thgublic sector

The MOH datareview shows that the majority of pharmacists are employedthe nongovernment
sector d 63 percent in the commercial arRipercent in the parstatal sectoras depicted in Figure 6.2
The MOH employs 22 percerdf the pharmacistsThe Pharmacy Associatiomoted thatthere areno
pharmacists in dual practi@emd12 percent of pharmacisig their registryare listed as unclassified

Recruiting pharmacists is a challenge for bo**

public and private sector pharmacies. FIGURE 6.2: DISTRIBUTION OF PHARMACISTS,
Training programsare not offered on the 2010

island All pharmacists are trained overseas,
primarilyin Guyana and JamaiG&e few
practicing pharmasisthat are Saint Lucian
work in the public sectorinterviews with

key stakeholders indicate thatere are few
SaintLucians planning to become
pharmacisg Both sectors are left with no
option but to recruit from abroad One
pharmacisinterviewed notedthat he had to
closehisbusiness becaus$e could notfind a 63% 3%
pharmacist to relocatéo SaintLuciaafter a

year of searchingther pharmacy managers

noted thatcertain regulations and practices 91 Total # of Pharmacists (2010 data)

create additional obstacles for hiring. For

example, the Pharmacy Coun@luires a

faceto-face interviewand will only agree t@n inperson interviewif there are at least three applicants
that can be interiewed at thesame time This adds considerabéxpense and time delays in the
pharmacistecruitment process.

m Public only
= St Jude's only

Private only

= Unknown
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Nurses and midwives are the backboneS#int Lucia BHC system As the data reveglthe MOH

depends heavily on nurseSurrently over 52 percent of midwives and 59 percent of nurses work
exclusively in the public sectdsee Figure 6.3he for-profit sector also employs a significant number
of nurses and midwives: 31 perd¢ef midwives and 25 percent of nurses work in private physician
offices, small clinicprivatehomes and hotels. According to the dataviewed there is a smaltadreof
nurses and/or midwives working in dyaactice,probably because there is high demand for nursing
skills in both public and private sectofnecddal evidence suggests there are more nurses engaged in
dual practice and that it imerelyunderreported because there is no regulation requiring nurses to
report their dual employmenstatus

FIGURE 6.3: TOTAL # OF MIDWIVES  AND NURSES BY SECTOR, 2010

Midwives Nurses

9 (4%)

1(

m Public only

79 (25%
(25%) m St Jude's only

Private only
v m Dual practice

64 (31%)

205 Total # of Midwives

316 Total # of Nurses

As is the case witlpharmacists, recruiting qualified staffing to work irolalbories is an ongoing
challengdor both the public and privateectorsin Saint Lucialhe primary reason ithat there are no
training opportunitieson the island to become pathologist oralab technicianOptions for programs of
studyexistin Barbados, Jamajead Trinidad. The governmenbf Saint Lucia@oes not prioritize
resourcesto train medical technologists so pdemmust seHfinance Because of theelatively lowpay
and high debt from educational loans, most traigintLucians wind up working in Bermudhe
Caymarnislandsor Canadalab staffjenerallydepend on equipment suppliers forgervice training
opportunities One private medical techniciaroted that hehas participated in webinaveghile others
haveturned to distance learning for medical updates, but higyécallynot continued because of the
lack of course specific to lab techs.

The NSPH with its series of related suyians set out astrongframework for the health services of
SaintLucia. The [an identifiedHRH as one of its priorites for strengthening, including®uring a cadre
of welktrained and matvated staffMOH 2005a)and tuman resources development and training in

9 There wereno comparable data on pathologists and medical technologisishier the public or privatesector.
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public healtt® The key targets and prograsiaid out in the NSPHhave not yet been realize@he CPU,
senior technical and administrative stafid other key stakeholdersiterviewedfor this assessment
exhibited aclear grasp of the HRH needs of ti&aint Lucidealth system. At different levels dfe
system, management staff halame the detailed analysis of recruitment needs and are very aware of
specific training need TheCPU, which has overall responsibility famonitoring the implementation of
the NSPH has sought to ensure the right size and competence of staff M@E plans training for
technical staff based on a needs anaty@msluctedannually and assistsrimeeting needs for specialist
services by sourcing volunteers from Martinicared Taiwan among other countries, and through
collaboration withSaintJudeHospital which hostsa cadreof volunteerspecialts from abroad to work
at its facility,

TheseHRH efforts are limited by the fact that, at present, tMOH does not have a dedicated HRH
focal point with capacity for comprehensive HRH plansingM&Eand to guide an@dvocate for
increased HRH ithe health gctor. Although there is an HRficer within theMOH, therole is
primarily to oversee dayo-day personnel matters related ®uch issues aamployment, leavegnd
termination,andnot to recruitment.

Despite the limitations in its HRH planning capacity, M@H has made very good progss in

establishing a regulatory framework fouman resourcesThe post ofchief nursingofficer was

established in 2007 with responsibility for developing standards of practice for nurses at all levels of the
health system and ensuring articulation beén the professional and clinical practice standards and

other developments in the health system. For example, it was identified that the planned
decentralization of management of the health serweesld necessitate an amendment to the scope of
nursing pacticein order to include additional functions.

The Medical Practitioners Act, passed in 2006 andllishedn 2009, establishedMedical and Dental
Council as well as an Allied Health Professionals Council. NTedical and Dental, Allied Health
Pharmay, and the General Nursingouncik oversee the egistration and redation of technical
personnelUnder the Medical Practitioner&ct, medical personnel are required to renew licenses every
two years andnust @mplete a minimum of 40 hours of continuiaducation over the periodAs noted
earlier, tracking CM by the ouncil is not done rigoroushReregistration of a licenseequires a fee of
EC$600.

The AlliedHealthCouncil sees to the registration of practitioners across thed2gciplines now listeth
the act. The fact that some practices are not coverbdwever, as well as the diversity of disciplines, is
presenting a challenge for the development of standards of practice. In responsdljedé€Council is in
the process of researching internatial standards and is taking legal advice on possible amendments
which coud serve to strengthen thedical Practitionersct.

Nurses are required to have passed the regional examination to be registered to pracednihucia.
Nurses from overseas must submit transcripis part of theregistrationprocess An amual rdicensure
is required for nurses based on 40 hours of continuing education specific to their area of
specialization/practice. There are established statsdaf nursing practice and related manuaiat have
been developeddnce 1993, nursenactitionersin Saint Lucikave had prescription rights limited to a
schedule of four types of drugs.

Although theNSPHenvisions the MOH, idtricts, and general hospitals playing aajer role in HRH
managementhe recruitment and deployment of human resources in the health sector is largely

10 HRH was among the weakest components identified in the Evaluation of Essential Public Health Functions, PAHO,
2002, report.
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managed by thtMOPSandthe Public Servic€ommission. A mulsitep process is required for hiring of
technical staff. ThMMOH determines needed posts. This is subjectabinetapproval MOPSapproval
of posts,MOF approval and allocation of fundanda recruitmentprocess managed by the Public
Service Commission. THdOH has some latitude in hiring adnistrative and ancillary stadindits
recommendations to the Public Service Commissiom generally accepte@he MOH is able to enter
into temporary contracts with technical personnel for already approved pasisject to the oversight
of MOPS andthis isdoneregularly.

Through the efforts off the HR flicer, CPU,and management personnel fible various categories of
staff, there is comprehensive,tip-date and readily available information on the total existing and
needed complement of staff, lsgtegory in the health services andOH. This information is important
to inform human resourcelannimy, recruitmentand deployment.

In relation to deployment, thtMOH is able to deploy technid staff as needed withtheir classification
level;however, the MOH has less control of the placement afministrative staff whose deployment is
the purview ofMOPSand who are subject to being redeployedthin the public serviceoften with little

or no notice to the individual oto the MOH. This is an ar@ of concern for theMOH, as such

movement often results in loss of institutional capacity and important aspects of institutional meémory.
addition the frequency in movement of personnel was reported to have significantly impaeted
MOH®G s ¢ aimplanienithe NPl

An important aspect ohuman resourcananagement is supervision. The existing complement of
supervisory staff is dedicated to discharging their duties but their numbers are limited. At the primary
care level there ar@inenursing suparisory staffacrossthe eighthealth egions ¢ne is subdividedind

36 healthfacilitiesincluding the district hospitals. These nggervisorshave responsibility fathe
management adtaff and functioning of the facilitiesdfor ensuring that préessional and clinical
practice standards/protocols amaintained Two nursing supervisors were trained in quality assurance
in 2008 and a quality teawhich included other staffvas established. It was reported that this team
carried out annual auditsut has not been functional in recent year$ie supervision of medicalofficers

is also limied at the primary health level.

Staff appraisals were reported to be done twice annually as requirddid®S In addition, new nursing
staff were reported to have departmental orientation and a monthly evaluation by supenh80RSis
piloting a new performance appraisal system in foinistries. TheMOH is not among thoséour and
therefore is awaiting complé&in of the evaluatiorprocessfor the new instrumentto be shared more
broadly

Job descriptions are in place and are kept current with periodic revigmhe conmunitynursing unit
Descriptionsfor primary care staff were last revised in 2009. In ap#tion of theNNH openingand
with a thrust towardintegratedPHC, job descriptionsstaff graés and associated compensatibave
recentlybeen undergoing review and revision addition to implementingnd monitoring regulations
for licensing/registtion and reregistration of medical, nursjrand allied practitionershe professional
councils also have responsibilftyr monitoringmedical malpractice insurance and are dihimga
committee to monitorcomplaints.

Nursing education on the island is girg andhis is reflected in thecompetency of thegraduates, many
of whom serve wellbeyond theirretirement age. Sir Arthur Lewis Community College offers an
associaté degree in generalursing.Thisthree-year prograncombines course work on campus with
guided clinical practice in various health care settings across the island. TUEOBLHO0 per year per
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student and the government pays the remaining costs. For those who cannot p&C$000,need
based stipends are available. The program also tries to admit students from each uishaat Lucigo
that the communities can best relate to the graduates when they are placed.

Nurses get a great deal of hards practicethree rotationsfour times per year in pediatrics,
obstetrics,mental health careand acute and chronic adult care. The rotations are offered frequently to
ensure each student can go through each rotation with sufficient client exposure and without
overburdening the clinicaite. Rotations include evening hours so that the students get exposure to all
types of clientele. Students are also taught to practice in lower resource settings during these rotations
and to take resporibility and leadership for highuality care no miger the circumstances. Practica are
closely monitored and each studestrequired to journalhis or herexperiences and describe how
he/shewould improve his/her quality of practice in a given site or situation.

Students are evaluated not ordy their dinical core competencies, but alsa relationship building,

ethics, communicationgroblem solvingand decision making. Each student must passseworkin

each of these areas as welliaglinical areas to graduate from the program and sit for théonal
exam.Upon successful completion of the progratime graduate is abl® practice nursing on the island
and abroadnce he/she passdise required licensing examinations. In 2012 the general nursing program
will be offered at the baccalaureate léve

Eligibility for studynvolves the successful completion of five Caribbean Examination Council subjects
grade | or I} including three compulsory subjects. Two rounds of interviews are also conducted before
applications are accepted or denied. On aver&d students areselected for the gar | class. The

program is competitive and heavily subscribed, therefore, qualifiechatonals are considered ONLY

if there are spaces available.

There is a dearth of faculty at theastei® level.Sir Arthur Community Collegevould like to approach
this problemregionallyand, in orderto take advantage of distance learning opportunities college
has piloteda programwith the University of the West Indiessir Arthur Community Collegdas also
worked closdy with Case Western University, with whom they hav@ending Mmorandum of
UnderstandindMOU) to pilot advancedevel nursinglistance learning courses.

Except for ofthore medical schoalsvhich offer a very limited nunay of scholarships foBaintLucian
students, there is no national medical school or training program for allied professinr&dnt Lucia
Such training is obtained at regional institutions but with limited government scholarships and other
bursaries Out-of-pocket costsare a barrier for mostSaintLuciandnterested in the medical and allied
professions. The main option for medical training is in Cutd@ere scholarshipsre providedfor

training in medicine and other healtblated areasThe languagef instruction is Spanish, whidan be
asignificanbarrier. There are currently 15&aintLuciannurses in training in Cuba.

There are four private offhore medical universities and college$aint LuciaCosts of these schools
may be prohilive for swaths of the general public to apply. Theus of the medical schools also seems
to be preparation for international, regionand local students to practice in thénited StatesThe
American International Medical Univers{#lM-U) in SaintLuciais an independent affiliate of AW
International Group, serving in the areas of health care training and teaching. The school curriculum and
academic programs are prepared and monitoredvigmbersspecialists of edicalcouncils, including

the Medical School Accreditation Approval and Monitoring Committegu&ation Commission for
Foreign Medical Graduatesndthe Medical Council of IndidAIM-U is recognized by th&aint Lucia

MOH and accredited by the Ministry of Education and Culture. W@H alows the universityto
providefour-year andive-anda-halfyear programsfor degrees in medicine (MOpr Lucianand
international students (see Tale2 for full list of programs offered). After successful completiorheaf
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MD program,graduatesan practice medicine iBaintLucia,the United Statesandother international
locationswith the approval othe respective licensing authorities. TBehool of Medicine atAIM-U is
the ninth largest contributor of international medical graduates t& Practice(American International
Medical University 2010Y uition atthe universityranges fromUS$%,500$8,500 per semester
(depending on the program) for international studeri§$},000$5,000 per semester for regional
students andUS$3,00864,000per semester forSaintLucian students.

TABLE 6.2: PROGRAMS AT AMERICAN INTERNATION AL MEDICAL UNIVERSIT Y

Degree p rograms Doctor of Medicine Degree
4-year MDdegree pogram

5.5year MD degregrrogram

Associate dgree in Nursing

Diploma programs Diplomain Ultrasound Technician
Diploma in Ultrasound Technician Specialist
Diploma in Dialysis Technician

Diploma in Emergency Medical Technician a
Paramedic

Certificate programs Ultrasound Technician
Dialysis Technician

Emergency Medical Technician and Resdic

Nursing programs AssociateDegree in Nursing

There are several opportunities for-service professional development. These are frequently organized
by theMOH, by PAHO, by the general hospital, at theealth centersby the professionassociations
andby NGO service providers. It was reportetb the assessment tearhpwever, that there is a

challenge in releasing stiffim duty for training given limitations in staff to continue the delivery of
services

The combined challenge of iw@d fiscal space resulting in such measures as a hiring freeze in the public
service, inadequate numbers of technical staff to fill already approved and needed posts, and the growing
disease burden dfiCDs supportsthe case fordevelopinga comprehensivelRH training and workforce
development plam Saint Lucidn addition the MOH is moving in the direction of fully integrat&HC,

and this requires that staff receive training in crucial knowledge and skills.

Table 6.3summarizes thetrengths, weaknesses, opportunities and threats to HRH.
TABLE 6.3 : SWOT ANALYSIS FOR HU MAN RESOURCES FOR HE ALTH
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Strengths

The MOH has wetltrained and committed
nursing staff

A significant number of specialists in several
disciplines are on the island in private practi
and to a lsser extent in public practice

Retention of human resources in health is
relatively stable, especially at the primary ce
level

The CPU has a compteensive and organized
HRH databasesystem that includes all health
personneld public and privaté on the island

Service statistics are strong and scopes of
service maximize staff competencies

Opportunities

Saint Lucia is well placed to meet the special
care needs for its population if it establishes
framework for and pursues increased public
private partnerships to meetaffing gaps

The Commonwealth Secretariat is providing
the MOH funding for two years for an HRH
consultant that can serve as an interim
measure until the MOH can fully fund this
position

The MOH management team is resourceful i
meeting the manpoweneedsanddevising
strategies within the constraints of a hiring
freeze and delays

Weaknesses

There are significant gaps in the complement of
staff in permaent, approved posibns in the
public health sector

Approximately68 percent of community health
nursing cadre work on a sessional bagi®n
month-to-month contracts

All medical staff of the general hospital are
employed on oneto two-year contracts

The MOH does not have a dedicated HRH
managemenfiocal point

Threats

An approXmately 60percent increase in staff will
be needed to meet the operating requirements
of the NNH set to be commissioned by the
second quarter of 2012. No plan is place to
address this expected need.



Prioritize the recruitment and hiring of an HRH director: Every effort should be made to
hire a HRH director so that this individual caimmediatelydevelop the HRH staffing plan needed
for the NNH. Also, the new HRHlirector canwork closely with the NNH management team to
put into place the new HRH systems mfting its status as a patatal hospitalif this is thechosen
policy.

Strengthen HRH planning capacity ofthe MOH:Whi | e t he Commonweal th Se
funding will allow for an interim HRH Director, it is imperative that the post become a permanent
part of the MOH structure. This will ensure sustainabilityfuture planning. The approvals and leng
term funding for this position should be sought out immediately, allowing for an overlap between
the CommonwealtHfunded consultant and the eventual persoinfillthe post in the longeterm. It

will also be imporant for the consultant to focus on transferring skills to other within the planning
unit for a smooth and timely succession.

Develop and implement partnership strategies to meet needs for specialists and

workforce training:  As a small islan@aintLucia may not have the fiscal space and economies of
scaleto support the costs of fultime specialists in a wide range of area®n-island preerviceand
in-service training facilities and/or programs. There, &i@vever, opportunities to create stragic
partnerships to meet the manpower needs in healkbr example, the MOH could partner with

local medical and allied medical professionals currently working in private practice on the island; The
MOH could also look for partnerships with regional iistions such as the OECS and CARICOM

for medical or nursing consultamaind also fodistance training opportunities addition,

partnerships with nonprofit and corporate entitigacluding the medjaan strengthen the health
promotion effats of the MOH.

Develop a comprehensive HRH implementation plan and strategy: The leadership of
the health systenparticularly technical officers, human resoufersonnel officersandhospital
directors, should have HRH plammg and management trainjngcluding irsystems, tools and
procedures for quality assuranandmonitoringand evaluationHere, too, existing oline
training resources could be maximiz&ystemsand policiesare needed tdacilitatetracking
health professionalsy category, contract type, seniority, level of trainiagd other areasA
robust HRH plan would include policies to address the following issues:

Staff recruitment and retention (including incentive strategidéx)rrently, the puhic sector
hospital facilities have limited authority to increase and maintain its staff. This will likely be a
challenge for operationalizing the NNH. A more efficient model would grant the hospital
more autonomy to manage human resources to meet the cimgngeeds of the hospital.

Saint Jude Hospital currently has this type of authority.

Staff deploymend Staff allocations at health facilities currently do not necessarily match the
demands of the region served. A policy should be in place theludestransfer procedures

to correct for shifts in the regiormandmatching the staff complement the needsof the
healthregions €.g. sizeandpopulationhealth statusn the regior) andservice demand
(numbers, time of day, demographénd health trends) fovariousfacilities

Training requirements to meet staff needs by categorygpreice andn-service)d The

CPU is aware of the needed training for health professionals; however, policies are not in
place to ensure that staff get the needed trainildddRH plan should include mechanisms to
align staff skilland specializatiowith the populations needs based on the current health
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situation and changing technolog9ngoing monitoring would ensure the staff are meeting
the training requirements outlinet keep their skills current and ensure the health system
has the appropriate skill mix.

Successionlanning d Planning for the retirement of key personnel is necessary to maintain
continuity in programming. This will require a plan that looks ahead to ensure a younger
generation is being recruited, trained, and mentored to meet future needs.



Access to essential medical products and technologies thatfargh quality and costffectiveare a
critical component of a weflunctioringhealth systemAddressing public health needs requires the
availability of pharmaceuticalghich can be costly to purchase and distribute; therefeféective
pharmaceutical management is important. Beistionlooks at the activities aimed at ensuring the
availability and appropriate use of safe, effective medicines and medical products

The escalating costs of medicines and the increased burdd€Df in SaintlLucia has forced the
country to look for more efficient procurement, managemgamd distribution systems for medicines to
ensure everyone has eess. Finding lower priced medicines challenges a countryavgithall population
because there are limited economies of scale in purchasem effort b increase efficiary, SaintLucia
partici pat e sharinateuticdPmcu@raettSedvice(PP$ The PPS has assisted all OECS
countriesin redudngthe cost of medicines and has also provided more regulation and oversight of
procurements. The PP&fice which is based iBaintLucia, playa critical role in ensuring access to
medicines for thegublic sector.

At the national level,ie publicpharmaceutical sector iSaintLucia consists giharmacies athree
hospitas, the polyclinic, theparastatal hospitabaintJudeand32 government health cente{Abbott and
Bannenberg 2009T.he governmat health center pharmacies do not operate every dHEyere are also
25 private pharmaciemany of which have extended hours and are open on the week@hdrmacy
Council ofSaintLucia 201} There arefive drugwholesalers/distributors on islandut no local
manufacturing.

According to the Pharmacy Coundihere were 81 registered pharmacistss of September 22011

Many pharmacists are trained in GuyaasSaintLucia lacks aimstitution with pharmaceutical training

on island/Abbott andBannenberg 2009Pharmacy technicians and assistants most often receive their
training online through th&enn Foster Career Schqa nondegregyranting school of independent
study. Many of the pharmacists in the private g®care immigrants from Guyan®harmacists are

scarce orthe island and the process to register foreign pharmacists to worlSaintLuciais quite long,
some reporting up tasix monthsto complete this processThis creates darrier for the private sector
becausea licensed pharmaat is required on the premisefor dispensingirugs Key stakeholders
interviewednoted businesses closing duethe lack of a pharmacigir the hiring a paritime pharmacist
to work in the interim.

The private pharmacy retail market has grown rapidly in the last five years daspiteeralleconomic
downturn in SaintLucia.According to Pharmacy Council records, theaige 25 registered commercial
pharmaees and ongharmacy irSaintJude The growthin the retail pharmacy market has occurred
among retail chains at the expensemdividuallyowned pharmacies he largest private sector
pharmacy chains iBaintLucia are M&C DrugstoreR & J Clarke, LTDand Super J Pharmacy.

Growth in retail pharmaas has leveledff. A few of the pharmacy owners/managers shared that
competition is very tough with the expansion of the pharmacy chéils®, it was observed during
multiple pharmacy visits thatients aggressively shapross pharmacigsr prices for the same drug
While conducting pharmacy interviews, thesessmeritam observed many clients purchasing some
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drugs in one pharmacy and others in a second ionarder to receive the best price on each iters a
result, private pharmacies are reducitngir margins and offering the same formulaic at different price
points to attract and retain more customers.

SaintLuci ads pol i cy anfa pharmareuticalss muchystrohgeraharemaoyrofkits

OECS counterpartsis there is recent legislation in the sector; there are,stiflwever,areas for
improvement.SaintLucia does not have a National Medicines PhtyP)to guide the development of
pharmaceutical laws and regulatiarmsl establish the roles of key stdkdders Pharmaceuticals require
carefulstewardshipb ecause of their implicati oqWHOR004)tThee econo
high cost of medicines can conflict with the desire to ensure access to all pdophMP provides a

clear framework to esure that the overall goals of a health policy are met. Without this, regulations

and laws can be incomplete or inconsistent.

AlthoughSaintLucia does not have an NMéther lawsprovide some guidance to designate the roles,
rights, and obligations of akeholders in relation to medicingghe Public Health Aocbf 1975 gives the
MOH the authority to regulate drugshe Patents Law of 2001 includes regulation on intellectual
property that addressesnedicines and access to mediciriBise lawis compliant wth the World Trade
Or g a n isAgreemantod Trad®elation Intellectual Property Rights; howevieis not being
enforcedlargely due to a lack of coordination among the relevant sectors (for further discussion on
relatedissuessee Abbott andBannenber@009.

SaintLuci ads pharmaceuti cal sector is regulated by t
Regulations of 200The Pharmacy Act established the Pharmacy Coun@&hbeitLucia The council is

designed as an indepeat bodyandthe chief fharmacisiserves as theouncib scredary The

council ds mand &gaed contratingregistragionforpmaangcists and pharmacies

advisinghe MOH on issues related tthe inspection of pharmacieand managgandcontrolling
pharmaceutical$egulations on the physical space for registered pharmacies argemetrallyenforced

in the public sector; however, the legislation does not differentiate between the public and private

sector. The regulations fail to addressgistration oflocaldrug distributors, the importation of drugs

into the country, or advertising of pharmaceuticals

As part of the licensing of pharmacists, the Pharmacy Council requires professionaP@iHssionals

are required to complete 12 CMEnnually to ensure continued professional development and quality of
care:six from the council,two faceto-face sessiongandsix credits from other mediumgmostly

online), al from an accredited CME provider.

The Pharmacy Adtlso establishes a postidor a pharmacy inspector to monitor the lawharmacy

inspectors argo be appointedby the Public Service Commissionconsultation with the Pharmacy
Council.However, the position for the inspector has yet to be approved by Public Service despite a

request soon after passage of thetaBecausehe inspectorposition created a change in government

structure, itwas subject tapproval by thecabinetprior to receivingg he Publ i ¢ Service Co
support.In lieu of an official inspector, the Pharmacy Council has conducted the initial inspgetmns

to pharmacie®peningand when pharmaciehangeownership The Pharmacy Coundd limited inits

ability to periodically dropn for follow-up inspectionswhichlimits the effectiveness of the regulations

in place.
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The PharmacyRregulations of 200@rescribea tieredschedule of drugand rules for dispensindhe

first schedule is controlled drugmcluding narctics;the second schedule covers ovdre-counter
medicines and diagnostit¢ke third schedule describes pharmaeisisisted drugsvhich include
contraception. Nurse practitioners may dispense thdsee schedules afirugs. Fourth schedule drugs
are prescription only and may only be dispensed under the supervision of a pharfiaeiftharmacy
Act, however, provides an exemption for medical doctorsdispense a 48our emergency supply of
medicines. According tkey stakeholdemterviews, many doctorsare dispensing full prescriptioirs
spiteof the regulations.

By all appearances, private pharmacies comply with MOH guidd¥ineste pharmacies are required by
law to obtain a facility licensehich includes an inspection. All private pharmacies are requirdzhve

a fully licensed pharmats present to dispense drugsappears that all pharmacies do in fact comply
with this regulation and oftehave two pharmacists on dutWhen asked abducompliance, almost all
private pharmacists interviewed said they are aware of the guidedind in fact many showed theim

the interviewers But many private pharmacists usually follow the guidelines and practices learned in
Guyana or JamaicA few ofthe interviewees reported quality issues among private pharmasiel as

a few pharmacies dispensing drugs without prescriptions and stocking substandard drugs.

There is a collaborative and coordinated relationship between the Pharmacy CountlleaRiarmacy
AssociationA small core of pharmacists rotates betwekeadership positions for theotincil andthe
association, helpingp provide continuity and consensus on policy directions in the pharmaceutical
sector. However, there appears to be mimal privde sector participation in the ssociation due to
tension between public and private pharmacistss tension appeait® stem from the divide between
SaintLucian pharmacists in the public sector and Guyanese pharmacists in the private seior, wh
persist even though many of the foreign pharmacists have be&aimlLucia for more than 15 years.
The associatiorhas attemptedo bridge this divide buteports havingbeen unsuccessful to date.

A common theme among all private pharmacists waesard to interact more with the MOHPossible
areas of collaboration proposdal intervieweesncluded public health emergenciesich as theecent
dengue outbreakand health promotionparticularlyaround NCDs. Privatepharmacistsndicated a
willingnessto share information on total volumes and report on specific prescripti@igen that most
private pharmacies ussectronic systemst would be very easy for them to produce this kind of
information on a regular basiBrivate pharmacists confirmeklat the Pharmacy Association would be
the appropriate mechanism to inform and engage private pharmacies

Althoughthe Pharmacy Council is responsible for oversight of the sedt®mandate is most aimed at
the regulation of thepractice and nothe medicines themselve$here is no body officiallgmpowered
with the regulationof medicines (registration/market authorization, posarket surveillance, etcii
SaintLucia.All medicinesn the public sectoiare purchased througthe PPSwhich has prequalified
suppliers andonductssample testingrior to procurement PPS performs limited posharket
surveillancéut does attempt moraigoroustestingfor anynew suppliers

SaintLucia itself does not have a quality control laizountry. Outside othe PPS, medicines Saint
Luciaare tested when there are reports of adverse drug reactighBR) or product complaintsbut
testing isnot done periodically to maintain qualitpamplegre usually sent tthe Caribbean Regional
Drug Testing Latratory (CRDTL)in Jamaicar to a lab in Canadal'he CRDTL is the regional lab used
by many CARICOM countriesindkey stakeholderseported some difficulties with delays in testing due
to volume at CRDTL and quality issud$ie CRDTL aveageturnaroundtime was 108 days in 2010
(OECSPPS 2011Fundingscarcitylimits the use of more postarketdrug testing
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The Pharmacy Act does not establish guidelines for the importation of medicat@mnsfore, the

private sector is left to selfegulate its imported products or purchases from local distributors.
Althoughmost private sectorkey stakeholdersook this responsibility seriously and avoidedghasing
from unknown supplierghey alsoconveyed concern about the easébringing medicirgeinto the
country. Only narcotics angbsychepharmacedtalsare required to be registeredlhe Organization of
American States (2006) has noted tl&sintLucia also does not have any regulations or legislation in
place to control the sale and distribati of pharmaceutical products over the Internet nor is there any
publiceducationprogram availableegardinghe safety ointernet sales.

Pharmacovigihce is necessary to detect, assess, understrdipreventADR. Key stakeholders
interviewednoted that pharmacovilghcein SaintLuciawa s 0 t and ADRaré¢ uad&rreported
SaintLuciaparticipates ithe OEC S 8 s p h ancemystemwhitchdsialsppntaneous reporting
system Outside of PPS itselfaintLucia was the only OEC&untry to request lab tests due to ADR
(OECSPPS 2011)Guidelines forADR, as well as formsare availabléor both pharmacists andistrict
medical officers. Forms are sent out by the Pharmacy Coumeill tregistered pharmacists. Axfficer
within the pharmacy division of the MO#4 designated to liaise directly with private sector pharmacies
and provide hard copies of the forms. During the assessment, however, when asked abauiokieR
of the private pharmacies mentioned forms dndicatedthat they only called the prescribing doctors
when an ADR occursWithin the public sector, the urgency in reporting haselm lost. There has not
been omyoing training since the OE@B06exercise.

Public sector procurement iBaintLucia is centralized’he Central ProcuremenDepartmenthasthe
responsibility for procuring all pharmaceuticals for the public se@entral Procuremenpurchases
nearly all of their pharmceuticals throughhe PPSPurchases outside of tifePSare infrequent but do
happen for specialized drygmarticularly for cancers or specific antibiotitet are outside thePPS
formularyor when PPS suppliers delay delivédgy stakeholdersoted that some visiting doctarfrom
Cuba or othercountriesoften have preferred prescription practices that téce orders outside of the
PPSdrmulary.There is a national procuremenbmmittee to coordinate the procurement of

biomedical equipmer{Abbott andBannenbrg2009) Vaccines are procured
Revolving Fun@Abbott andBannenbrg 2009).

PPS has a formal competitive bid process that includes sample testing.S&imtirucia purchases
outside of PPS, th€entral Procurementuses a cmpetitive bid process with local and international
suppliersfor the first time purchaseThe PPSystem has greatly reduced the cost of procuring drimgs

t hr

the OECS late payments t&?PSsuppliers however threatenthe systemandSaintL uci ads suppl i ec

Countries, includingaintLucia, have often been late in replenishing their accountsthéthPPS. Since
suppliers view PPS as one unit, late paymintae PPSrom any country can be used to withhold an

order to anyof the OECS countries, regardlessofh at countryds account bal anc

amongkey stakeholdershat, in addition to dedyed delivery of suppliegie quality of drugs will diminish
as competition among biddedecreasesBudgetary constraints limit the funds availableamifto put

out bids and PPS is developing a reputatiorong supplieror late payments. Higheand suppliers are
not as willing to take the risk on such small tenders. The loewd suppliers do not have the same
reputation for quality productsand giva that postnarket testing is limited, there is concern that
suppliers carsendlower quality goods aftepassinghe qualifying sample test.
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While stockouts in the public pharmacies are not commonSaint Luciaforecasting is weakVhen
stock-outs do ocur, they usually occur in storage ae@tral Procurement rather than in pharmacies
themselves. The cause is often suppliers withholding supplies from PPS due to late payments.

Currently, Central Procurement usea papefbased systerto track inventoryin whichbin cardsare

pulledanddata enterednanually into a spreadsheet for trackifigpis makes the process time

consuming for staff and therefore it is only done to set up budget allocatimrecasts are generally

made from historical consumption dataccording to the 2010 PPS Annual Rep&@8&intL uci ads r ecor
keeping demonsated good inventory management, tkey stakeholderselt that few public sector

employees had inventory management skills to support the Central ProcurementAUmgtw electronic

HMISbeing rolled out across Saint Lueidll include an electronic supply chain management component

that will alert pharmacies when they reach a minimum or maximum dmad The new system will

only tracksupplies one they have reached theountry, not backorders or purchaserders.

Sock-outsin the laboratoriesare more commonbecause reagents and equipmare purchaed

outside of the PPS on an-aseded basis. The main public lab must make purchase requests through
Victoria Hospital. ®dck-out of reagents is common due to the time it tak®r orders to be approved

and funded. Private sector labfen assist in filling the gaps so testing can contibuethis

arrangement is not formalize®laintenance on laboratory equipmentthe public sectoralso requires a
very long approval processhe private sector labs often inform the public sector labs when a hired
technician is coming to the island to service private sector equipment so that the public sector can also
have its equipmentapaired, without paying the full travel costs of bringing the technician. Uibkcp

sector labsare often not ableto take advantage dheseoffers from the private sector taise these
visitingtechniciandecause of the delays in approval of funding

Central Procuremenstores and distributes medicinesd productdor the public sectowith
exception of vaccingsSupplies are sent to facilitiesfter a formal requesto Central Procurement
Figure 7.1 depicts the supply chain for pharmaceuticalsamgplies in Saint Luci@ommunity Nursing
Services is in charge of ordering, storjramnd distributing vaccind®AHO 2010) ARVs are available at
Victoria Hospital and through mobile clinics outside of Castr@sntral Procurement has one driver to
deiver orders to public facilities. There is a written distribution pojiapd transportation requirements
provided by manufacturers are generally followed. Thallengdor the Central Procurementeamis
the timely clearance of medications from the parfdditionally, the cost tdransport the medidgnes
from the docks tothe central storeis expensivasthey must hire a companyith the appropriate type
of vehicle (a.,those withrefrigeration) to carry the goods when they do not have the appropriate
vehicle to meet the transport requirements or load siZéis is not done through a formal contract
with a single company but ad hoc as needed.

73



FIGURE 7.1: PHARMACEUTICAL SUPPL Y CHAIN FOR SAINT LUCIA
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The private sector irBaintLucia procurepharmaceuticaldirectly through international and domestic
distributors. All private pharmacies procure through private distributors located in Barbados, tiited)
SatesUK,and Canada. AlIl private pharmacists intervie\
distributors and/or drug manufacturers that af@od and Drug Administratioapproved or WHO

prequalified They do not follow anywritten guidelines from the MOHs none exist The private

pharmacies import very few generics frgataces such dsdia as there is limited pastarket

surveillance to ensure qualitgome of the distributors used atbe following

Barbados (Armstrong, Bial, Brighton/Scheringarlisle Collins, andStoke$
UK (Ziotis)
United StategKnox, Masters)

The pharmacy owners/managers interviewed stated they are able to purchase a considerable portion of
their supplies/drugs through tHese local distributors Prices vary for the samgroducts among the

local distributors, allowing for choic# the pharmacy owner/manager cannot find a drug or if the price

is not competitive, then he/she procures from regional and international distributors.

While the private sector purchases almastclusively outside of the public sector system, thare a
few exemptions that allouhem to purchase through PPS. Accordingk&y stakeholderat SaintJude

as a parstatal entity there is an option to use PPRBut it requires a large buin to the revolving
account(US$250,000)0ne local distributor procures diabetic and hypertensive medications through
PPSThis arrangement was made et of a special program to reduce the costmiority medications
for these two diseases. Central Procuremenaae the ofer to all five local distributors, bubnly
Renwick & Company decided tokea advantage of the offer. Awart of the pooled procurement
agreement, only certain medications in the PPS formulary are available and thepuarkhe

medicines isimited.
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ARVs are also purchased throutite PPS as a part of the PANCAP and OECS Global iguamts.
Private providers at Tgon Hospital are able to access ARWsough the PPS mechanidor their
patients at zero costPrivate sector parmacies useither electronic inventory management systems or
paperbasedsystems Smaller branches of some retail chains reciorgentoryon paper and send the
figures to their main branch for recording in an electronic syst8torage of drugs in the private sector
is regulated in the Pharmacy Act.

SaintJudehas a fully operational pharmacy, aligb it is not computerized. The hospitalimarily
purchass its drugs through international suppliers rather than local supphsisis cheaperSaintJude
does not partigpate in the PPS program because they do not have the US$250,000 to buy into the
revolving fundThe onsite pharmacy at Tapion is well organizatt hasa private counseling room built
to offer privacy and confidentiality to patientacluding those on RV treatment. Pharmacy staff use a
computerized system to maintain and contdyluginventory; Taipionisin the process of installing an
electronic ordering system he pharmacy carries a wide range of braraine drugend generidrugs
mostly procuredfrom offshore suppliesAs is the case with most private sector pharmacists, ¢hief
pharmacist is Guyanese and has been at TapiohSgears

While nearlyall residents oSaintLucia must pay for medicineaffordabilitywas notfound to be a

major impediment to accesalthough some challenges remdihe public health system Saint Lucia
does not deny servicesr essential medicines due to inability to pajle MOH has put programsi
place to ensure affordabilityf medicatims. Populations identified as indigent qualify for an exemption
card, which gives the holder access to free medicifid®e exemption applies to all public sector
pharmacies but many private sector pharmacies will exempt or reduce prices for these grouph
Diabeticand hypertensive patienteceive free medications for their diabetes as welias
hypertension in the public sectoA local distributor that supplieprivate pharmacies also offer
reduced prices through an agreement with the MOH to ploiase through PPS.

Outside of Castries and the two district hospitals, pharmacy hours can limit access to affordable
medicationsas thehealth @nter pharmacies do not operate every day. Optioasdccessing these
medications arg¢o wait until the pharmay opers, travel to SaintJudeor go to a private pharmacy
where prices are less affordablhile competitionamongprivate pharmacies generally kegpices
down in the private sector, there are no price controls to regulate tlaisd therefore areas with fewer
pharmacies may not benefit from the competitive pricing driven by proximity

The source of a prescripti on -gostyrugsdespitetexempiiends abi |
programs Policy stipulates that, unlesstie are extenuating circumstancesich as a knowstock-out,

public pharmacies may not fill private sector prescriptivie ny pati ent sd access pri
because of the greater availability of doctors or extended hours in private facilities apdobiders will

discount their services to assist these individualthoughprices are competitive in the private sector,

they are generally not as affordable as the public se@@lole7.1 shows pricecomparisons on some of

the top selling items in th@rivate pharmacies compared to the public sector &aintJude Prices for

ARVS and drugs to treat STls were not available for comparison because these are not among the top

selling items in the private sector and thus not reported. ARVs are currergly lhutTable 7.1 reflects

the public sectordés wunit cost for the drug, not t

TABLE 7 .1: RETAIL PRICE COMPARISON AMONG PUBLIC, PARA STATAL, AND PRIVATE
SECTOR FOR SELECTED PHARMACEUTICALS
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Medication/ Treatment

Glyburide/diabetes
Amlodipine/hypertension
Amoxicillin/antibiotic
Ciprofloxin/antibiotic
Bendrofluazide/hypertensio
Salbutamol/asthma
Lisinopril/hypertension
Ibuprofen/feverpain reliever

Zidovudine (300mg)
/Lamivudine (150mgq)
/Nevirapine(200mg)dARYV
Lopinavir (200mg) /
Ritonavir (50mg)
Efavirenz

Public Sector P rice Saint Jude Price (EC$) Private Average Price
(EC$) (EC$)
$.05/5 mg tablet $.10/5 mg tablet $.15/5 mg tablet
$.50/5 mg tablet $.70/5 mg tablet .60/5 mg tablet
$.30/500 mg capsule $.60/500 mg cegule $.60/500 mg capsule
$1.00/500 mg tablet $2.00/500 mg tablet $2.00/500 mg tablet
$.05/2.5 mg tablet $.10/2.5 mg tablet $.12/2.5 mg tablet
$10.00/100 mcg inhaler $25.00/100 mcinhaler $14.95/100 mcg inhaler
$.50/10 mg tablet $.25/10 mg tablet $.62/10 mg tablet
$.05/400 mg tablet $.25/400 mg tablet $.20/400 mg tablet
$.70/ combination tablet NA NA
$7.50/ combination NA NA
tablet
$.70/200mg tablet NA NA

Source: Publigector 8 price list;Saintluded price list; private sectod prices provided by pharmacists during interviews
NA 3 not available due to limited sales in the private sector. Private pharmacies were asked to report their top selling foodoctparison. ARVs are not available at

Sat Jude.

The private pharmacists interviewed sai@yhserve clients from all so@eonomic groupsDespite the
higher cost of drugs in the private sector, customers fill their prescriptions in the private sector for
convenience (location, longer hourgen on weekends), wider range of druggailableconfidentiality,
and availability (almost no stockits, particularly drugs needed for chronic diseasé#)en asked why
public sector clients go to a private pharmacy, the respomag choiced private plarmacies sell name

brands and certain generics not offered in public pharmacies. Depending on loeagioridse to
Victoria Hospital), private pharmacipsovide upwards of 60 percendf their prescriptionsto public

sector while others estimate it ias low as 30 percent

SaintLucia does not have a formalized rational drug use policy but many elements of such a policy exist
The country has used the PP&gionafformulary to create its own Essential Medicines List (EML) and
formulary.Public sectorpractitionersmust use the EMhnd there is a committee to update it regularly
The limited number of drugs available on the EML is one of the reasons that public sector patients may

seek prescriptions in the private sector. The public seatso adheres to a generics poli€ver 90

percent of pharmaceuticals in the public sector are interchangeable ge(feAEED 2010).Generics use
is encouraged in the private sectandthrough a generics substitutions clause in the Pharmacy Act.

Customersalso encourage generics use througgrgain shopingfor reduced rates on their

prescriptionsHowever, the private sector is more likely to carry brand names to fit the demands they
get andthe prescribing practices by doctor§he Pharmacy Associatiométhe Pharmacyouncildo
promote rational drug use and have offered trairsiog the topic.

SaintLucia has developeddatment guidelines for diabetdg/pertensionandavian influenzalrhese

guidelinesvere created to align prescribing practices beemehe public and private sect®iThey also

foll ow CARI

COM®G s

guidelines for HIV/AI

&S

treat men

PharmacyAssociation are working to develop guidelines for psychiatry and have recognized a need for

sicke-cell anemidreatment guidelines. The need for guidelines for pgtchihas arisen out of the

overmprescription of valium from foreign andriigntrained doctors on island, which is affecting the
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accuracy of theiforecasting. The barrier to developing these guidelines is the lack of human resources
to spend the time writing and then enforcing the protocol. Enforcement is challenging for the guidelines
currently in place.

Financing fopharmaceuticals coes from theg o v e r n coresolidai@dund.Key stakeholders

estimated that the annuaktualexpenditure for pharmaceuticalsapproximatelyeC$ million.Annual

budget allocationsf around EC$4 milliomever meet the estimated need. Generally, howetiee,
government makes supplemental allocations to meet the additional budget request throughout the year.
The program for free diabetic and hypertensive medications has increased the financial batden2
shows the most recent expenditure data avialdafrom WHO , which is quite outdated and likely to be a
gross underestimatioof the total expenditure on pharmaceuticals given the proliferation of private
pharmacies in recent years.

TABLE 7.2: FINA NCIAL INDICATORS FOR MEDICINES AND MEDICAL PRODUCTS IN  SAINT

LUCIA , 2000
Source of Data Saint Year of Latin America & Year of
Lucia Data Caribbean Data
Total expenditure on WHO-The 16.1 2000 23.2 2000
pharmaceuticals | World Medicines
(percenttotal Situation2004
expenditure on health)
Total expenditure on WHO -The 36 2000 41.79 2000
pharmaceuticals | World Medicines
(per capita at average Situation2004
exchange rate) in US$
Government WHO -The 21 2000 12.21 2000
expenditure on | World Medicines
pharmaceuticals Situation2004

(per capita at average
exchange rate) in US$

Private expenditure on WHO -The 15 2000 32.45 2000
pharmaceuticals | World Medicines
(per capita at average Situation2004
exchange rate) in US$
Source: Health Systematdbase

The assessment did not find evidence that the EC$6 million allocation for pharmaceuticals is

inappropriate. Prices in the public sector are generally affordable with exemptions for the most

vulnerable groups. Prices in private pharmaaiesrelatively affrdablefor most SaintLuciars and

consumers keep the prices low through comparison shoppgRagnoval of user feder pharmaceuticals

in the public sector would likely createlditionald e mand t hat t he governmentos

With few exceptions, gharmaceuticalare not freein the public sector; there are, howevesrice

controls. In the public sector, the user fees associated with medications is equivalent to the actual cost
plus tariff costs, with slight rounding to allow for easier aitions.Thisstructure does not recover the

full costfor the MOH associated with providing the drugs.

There are also exemptions from user fees for pharmaceuticalegeential public health and safety
personnel Professionals such as nurses, fireightind police are exempted from fees at public
pharmaciesPoor populations are given an exemption for medications but they must present a
identificationcard at pharmacies.
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ARVs are available free of chargeSaintLucia,as a result otlonor funding The OECS Round 10

proposal was not approved and funding from previous rounds expired in early 2011. The Round 9 grant
to PANCAP has recently agreed to fuffidst- andsecondline ARVs for two years with an increasing
government contributiorto the purchae priceeach year. There are a feMDS patients who require
third-line drugswhich the government will subsidizeut funding has yet to be identifieBrazil has an
agreement with PPS to provide free filste ARVs through 201®&ith shipment costs pled up by

UNICEF. Nokey stakeholderanterviewed wereable todiscusgplansfor financing the cost of ARVs

after the Global Fund grants and the Brazilian donations run out. A plgoréecting funds foARVs

will need to be addressed in the very neatuie to avoid gaps in supply after these donatiensl This

will be particularly important becausaintL uci ads e c 0o n o mhuppecnhidalsircdamiei cat i on
country limits available options for subsidized medications and opportunities for fordigaiaen the

small number oPLHIVon the island, it seems that this would not be an unmanageable cost for the
governmentut does require active planning to avoid discontinuation in treatment

Currently there are discussions within the MOH to ensure tlistigs on the EML are exempted from
the VAT when it is introduced. If this policy comes to fruition, it would help kgd@armaceuticgbrices
lower for the private secto as well as the public sector.
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Table 7.3summarizes thetrengths, weakness, opportunities, and thraatpharmaceutical

management.

TABLE 7.3 : SWOT ANALYSIS FOR PH ARMACEUTICAL MANAGEM ENT

Strengths

Srong Pharmacy Act that regulates the practic
of pharmacy.

Strong and activ®harmacy Association
representing primarily public sector
pharmaci stsd interes

Rapid growth in private pharmacies, increasini
access and range of medicines at different pr
points.

Pharmacy Council arldharmacyAssociationare
well aware of the gaps that remain in the
legislation and are working to address them

Opportunities

The Pharmacy Coundilas strong working
relations with both public and private
pharmacists.

The private sector helps fill reagents for public
labs through professional courtesy.

Private sector pharmacies are willing and able
provide information to the MOH.

Prioritize the hiring of the inspector

Weaknesses

Pharmacist positions are difficult to fill as there is a
short supply and no training facilitiesdéountry.

Cumbersome and lengthy process for foreign
pharmacistéo become licensed to practice in Saint
Lucia

Pharmacy Act fails to address the regulation of
importing medicines into the country and dispensir
by other medical professionals

Bottlenecks in the processing of purchase requests
for laboratories causestock-outs of reagents in the
public laboratories.

Threats

Failure to get approvab hire the inspector position
undermines the Phar mac)
enforce the law.

Private pharmacies selgulate because of lack of
MOH enfrcement capacity.

Late payments to PPS has the potential to undermi
quality and reliability of drug supplies in the region

position(s): Legislation and regulation for pharmaceutical

management and personnel is only as effective as the abilityfdece the legislation. The hiringf
an inspector is a priority for the Pharmacy Council to establish a separate and dedicatgdanti
enforcement. The funding and approval of this post requires other agencies to understand the
urgency of filling this position. The highest positions inside the MOH should advocate with the
cabinetandMOPSto allow for more effective enforcement dégislation and ensure the quality of

medications available.

Reduce approvals needed for laboratory purchases: The authorization for purchase of
reagents and repairs to machinery for the laboratory pass through too many layers, cr&atikg
outs on reagents and downtime on machingfjese issues can cause delays in getting test results
for patients, making patients less likely to return for the results and take action to improve their
health. Streamlining the budget approval process for theseifspitems can increase the efficiency

of the public | abséb

work and ensure continuous
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Streamline the registration process for foreign pharmacists: Pharmacists are in shosupply

in SaintLucia and the registration for foreign pharmacists Isieden for the private sector. The
assessment was not able to probe into the reasons for the long registration times for foreign
pharmacists; however, the Pharmacy AssociatioRloarmacyCouncil could likely identify issues

and provide suggestions to exgiee the process. The Pharmacy Council could also consider
allowing for temporary registration to foreign pharmasistith proof of registration in their home
country or certification from a qualified institute. This would allow the pharmacist to begin
digpensing and then formally register when the temporary permit is expired. The MOH may want to
consider working with the Caribbean Association of Pharmacists to develop aergistration

process, whereby registration in one country would permit the regjisti pharmacists to work as a
registered pharmacist iBaintLucia. This would alloaintLucia to more easily attract pharmaast

and eliminate the delays in registering foreign pharmacists prior to workiBgint Lucial he

Caribbean Assaciation of Bimaciss could helpSaintLucia identify countries with appropriate
registration processes that would ensure the quality of dispensing would not be degraded by cross
registration.

Revise the Pharmaceutical Act and develop a National Medicines Policy: The Pharmacy
Council has already recognized the deficiencies in the current legislation, specifically the lack of
regulation on distributors/importation and physicians dispensing pharmaceuticatourtod is
working toward correcting this. The revisions tife Pharmacy Act offer an opportunity for the
MOH to work with the council to develop a NMP that would guide other revisionSaintLucia
already has many elements needed to implemantslP but the vision for the management and
access to medicines hastrimeen articulated in policy. The process of creatamNMP would allow
the MOH to establish the appropriate roles and responsibilities, for both public and private sector
This could be an opportunity to disea how to control the quality€g.,requiring WHO

precertified producers only) and cost of drugs in the private sector (price controls). Including the
private sector through trusted entities like the Pharmacy Council taedPharmacyAssociation

would encourage dialogue between the sectors.

Build c apacity for pharmaceutical management:  The Central Procurement unit is

understaffed and the current process for inventory management is quite burdensome. With a new
electronic inventory management system in place, this process can be improved. New diaga wil
more easily available but staff must know how to use that data. The private sector or PPS could
provide the expertise for training.

Develop formal mechanism for coordinating with and/or procuring from private sector

to mitigate reagent stock-out: The local laboratories already coordinate to share resources
whenstock-outs of reagents occur or lab equipment malfunctions. Formalizing thisae&dtip
through developing an M@ and agreeing on a price schedule for such services could raliegk
outs in the short term. This type of MOU could also be developed with private pharmacies or
distributors as a formal back up to PPS should the delayed shipments become worse. The MOU
could allow for more economies of scale by purchasing with one of therattgns on the island
thereby reducinghe unit price.



Initiate dialogue on expanded regional procurement: Many OECS countries, not on8aint

Lucia, face challenges in maintaining a reliable stock of reageaet®ECS pooled procurement

system has allowed OECS countries to reap the benefits of voloased discounts for

pharmaceuticals, but reagents and most medical equipment are not a part of the system. Exploring
the willingness and feasibility of regionadgurement of these items could also result in discounts

for bulk purchases. This, however, may require conducting a regional inventory of the lab equipment
in the region and the standardization of equipment over time. If feasible, pooled procurement could
help reducestock-outs on reagents and reduce the challenge of bringing maintenance teams to the
region as the cost could be shared across islands with the same brand of equipment.

Explore the possibilit y of the establishment of a sub regional independent r egulatory

body for OECS: The cost of operating independent regulatory bodies for medicis@thibitory

for small island states. Establighansubegioral regulatory body will be costffective and provide
the needed protection of lives. It will also meak easier for pharmaceutical companies to deal with
a single body and have access to multiple countries versus individual ctawatryegulatory bodies
for product registration. It will offe cost savings and make the segion more attractive to the
pharmaceutical companies.
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A health information system (HIS) is defined as a
objective of generating information that will improve health care management decisions at all levels of
theheal t h syst e md000). Che Hptypicadlyl servesfour fanttions: (1) data generation,

(2) data compilation, (3) data analysis and synthesis, and (4) data communication &iehlibdMetrics

Network 2008). The HIS collects data from the health sector and other relevant sectors; &eeks

analyze the data and ensure their overall quality, relevance, and timeliness; and converts the data into
information for healthrelated decision making. The functioning of the HIS at the national level provides

a strong indicator of the overall healdystems functionind.he following section provides an overview

of the key structures, findingand recommendations relevant to the Saint Lucia HIS.

The HIS in Saint Lucia today is reliant on manual data capture and reporting, with limited stifitag
capacity to aggregate, analyaed disseminate timely health information for effective decision making.
Saint Lucia has been on the cusp of rolling out a national electronic health information system to capture
data from all public health fatis for the last four years. They have struggled due to the lack of

sufficient human resources, constrained national budgets, and the involvement of a complex mix of
stakeholders.

There are two primary units within th&aint Lucia MOH that are responsible for H&S defined above:
the National HMIS Unit and the Office of the Naial Epidemiologist. TheationalHMISUnit within
the MOH is led by a mject managerwho reports directly to the diefhealthplanner. Thereare
currently seven fultime, permanent staff members in theatibnalHMIS Unit, primarily focused on
planning and information and communicas technology (ICT) supporf.he NationalHMIS Unit is also
supported by contracted emplogs in the roles of dvelopers (two people), system analyst (pne
development/trainig/specifications specialist (one), and customer support Xfdure NationalHMIS
Unit is responsibledr implementing the electronic nationeMIS, which is being rolled out across the
country in phases. One staff member from theatibnalHMIS Unit also sits on the natiorigvel ICT
Technical Working Group, which is responsible for coordinating information systems strategies across
Saint Luciads ministries and departments.

Surveillance datare collected by the Epidemiology/Surveillance Unit, which consists of five people: the
nationalepidemiobgist who oversees the unit; a deputirettor who does case control and field
investigationsandthree statistical staff, one of whom does statiatianalysis and the other two

classified as data clerk@ne data clerk is performing at a more analytical level; however, getting that
position reclassified to a higher level is a challenge dumtdibiple layers oprocedures. Field

investigations of ndfiable cases are a challenge given the limited number of staff in the unit, as is
compiling and analyzing data. The PEPFAR Program, thteu@lenters for DiseaseControl and

Prevention has agreed to fund two positions within the unit: one Byostatistics and one for

surveillance. PEPFAR will only fund the positions if Saint Lucia agrees to fund and absorb the positions at
the end of the tweyear commitmentThe Cabinet in Saint Lucia has yet to give approval for these
positions and continueso r evi ew t he PEPFAR Programfés conditi ol
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Data reporting on routine health statistics is done at the health facility level on paper, with forms sent to

the Epidemiology Unit. All datare aggregated at the central klywhen staffing availability allows, into
Excel database$he last chief radicalof f i egort thet provides an irdepth analysis of the health
situation and trends was produced in 2001. Data currently being complied on a quarterly basis.
There were reports of paper reporting forms being in limited supply, with health centers frequently
relying on making copies rather than receiving supplies from the central Gxygks of the monthly and
guarterly reports arekept at the health facilities.

Sait Lucia received a World Bank Loan in 2006, a large part of which was intended to acquire and
implement an electnic health record (EHRpased HNIS. The lead agency in Saint Lucia for this effort
was the UHC organization, which had responsibility foraleging the universal health coverage
program. In the early vision for the electronidiS, the health facilities would capture patient
information (from demographics to clinical diagnose to treatment plans) in the EHR, which would then
allow for aggregatkreporting to the MOH The proposed model for this system was the Belize Health
Information System, which is built on an EHR platform knowA@SSfrom the Canadian company,
Accesstec, Inc. In September 2006, Accesstec, Inc., submitted a proposalibl@erganization to
implement a national MIS based on its proprietary software with the follogimodular
components/functions:

ACSISEHRGA Patient Registration and Tracking

ACSISADT 0 Admissions Discharge and Transfer (Encounters)
ACSISCOE 9 ClinicianOrder Entry

ACSISLAB d Medical Laboratory

ACSISSCMa Supply Chain Management and Inventory Control
ACSIiISMCH 8 Maternal Child Health

ACSISHIV 8 HIV-AIDS

ACSISPH 9 Public Health

ACSISHR 6 Human Resources

ACSISFIN 8 Financial transactions and accongti

ACSISCM d Content management and publication

Third-Party Reporting engine

The contract was awarded to Accesstec and then executed in October 2006. In addition, Accesstec was

required to build Blood Bank and Social Services Modules as part of thefacted scope of work.
There were two notable exclusions in the contract award. Number one, the contract did not include

development of any data exchange mechanisms (either interfaces or integration) between ACSIS and any

existing or future information syems in use in Saint Lucia, thus limiting the ability to share information
bet ween systems. Number t wo, the contract cal
than one built by Accesstec or incorporated into ACSIS. The reporting fungctising an Open Source

software package, has not been an implementation priority and it is not clear when this functionality will

be fully incorporated into ACSIS.
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A key functional benefitchCSi S f or Sai nt -dHasedsystemiwish the ¢toasolidaitett 6 s a w
Open Source database installed on a central server. This architecture minimizes the technical

infrastructure requirements at each installation site, simplifies technical suppdrsti@amlines the

updating proces\ll that is needed for access at any locatioa isomputer,a secureriternet

connection routed to thedatabaseserver, and the appropriate user access rights. At the same time,

ACSIS will create a local replicationtbe database, allowing the users to work offline when access to

the central server is not available and then to automatically synchronizetioeds databases when

there is connectivity. A diagram of the system architecture is provided in Fgjtire

Source(Holder and Henry 2009

FIGURE 8.1: DIAGRAM OF THE NHIS APPLICAT ION ARCHITECTURE

NHIS Application Architecture
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Based on the work plan and project plan for this HIS design and implementation, the SLUHIS (as the

national electronic HMIS in Saint Lucia is known) was initially expected to be fully implemented and
operational within ari8-month timeframeBased on the contract signing date and the proposed

timeline in the Accesstec proposal, the EHR was initially expected to be implemented by April 2007. The

first phase, a pilot implementation of the basic Admission, DischangeTranger function at five

locations within Region @ Victoria Hospital, Gros Islet Polyclinic, Grande Rivjenred Monchy Health

Centers d began in early 2007. Facility staff there were trained and the SLUHIS was implemented at

these locations, but with only amginal success, according to an external evaluation commissioned by the
OECS in 2010. The two primary roadbl ocktse to a suc
limited staff in the IT Unit was insufficient to deal with all issues raisdténtHfadiities involved in this

phase of the projecté[and] éthe | ack of standardi z
challenges and has led to bottlenecks and delays, since there was no mechanism for arriving at a consensus
amongst the different institutions. This was particularly acute with respect to standard operating procedures,
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since the MOH is yet to initiate a programme to rationalise the ndardstaross the health séctor
(PAHO 20009, p. 28).

Interviews with st at Victoria Hospital indicated severe limitations for data reporting. Victoria Hospital
should be reporting service statistics to the Epidemiology Unit at the MOH and morbidity statistics to
the Central Registrar on a monthly basis. Victoria Hospitad wiae of the initial HMIS pilot sites, which
should allowhospital staffo report their data electronically directly into the HMIS. However, staffing
limitations have significantly delayed summarizing and reporting these statistics. Staff absenteeism and
lack of staff crossraining of additional staff in this reporting process have limited the effectiveness of
this reporting structure.

Patient medical records are currently maintained in paper files at Victoria Hospital. The electronic HMIS
was intendedo replace the paper and manual records process. The medical record numbers are
assigned at admissions using adgiixt numbering system and maintained in a central storeroom with
severely overcrowded carrels. There is no national patient identifierchiviiedical records staff noted

leads to significant duplication of recor@®affreport that as many ag out of 10 medical records are
duplicates. As will be discussed further, there is no unique patient identifier utilized across the country
and therefae across health facilities and programs.

Significant delays in the rollout of the system have occurred, caused by numerous factors ranging from
limited staffwho cansupport the contracting and equipment procurement process, to restrictions that
have been placed on the software coedich has delayed the customization of the system to the Saint
Lucian context. The code customization is being done by M@tbrmation echnology (T) staff who

were trained on the development platform in Canadais was envisioned as a key to lelegm system
sustainability that has been thwarted by the code restrictions. The anticipated rollout of the EHR system
is expected to includelb32 health centers, the public hospitadsid the polyclinic. Although it was

raised as an option for consideration several years ago, there are no current plans to include the private
sector health providers in the rollout of the SLUHIS.

In-country interviews with key stakeholders indicated that a draft set of essential health indicators had
been developed through a consultancy, but these indicdtave not been finalizeéor the HIV/AIDS
program, based on the requirements from program fers] there are over 75 distinct indicators to be
reported. Efforts havéeen started byNAPSto streamline these requirements, but to date this has not
been completed

The Statistics Department of the MOF comprises the Denagdpic, Mapping, Survend FrontOffice
sections.The purpose of theStatistics Departmenis to collect, compileand disseminatenational
statistical information relevant for policy decision making in a tiraetyefficient manner using cest
effectivecutting edge technology. The Demographic Section is responsible for the collection,
compilation and dissemination afital gatistics.This sectionis responsible for providing population
figures to the public as well &sr producing an annual dapablcation calledThe Vital Statistics Report
However, the most recently published repart Saint Luci#s for statistical year 2006 aride most
recently availableeport on the Statistics Depam e n wabste is for 2003 datd.he Statistics
Department iscurrently working oncompilingthe 2007 report.

The Statistics Departmentas 40employees, eight of whom are statisticians. There are no
biostatisticians currently employed by tdepartment, buthe department doefiave access to staff

with geographical information systems (GIS) technical expertise to support the development of health
maps, as neededhree of the GIS resources areegartment employees, one is a consultant.
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Statistical information on births, deathmarriagesand divorces are collected from the Registrar of Civil
Status and th&1OH. The vast majority of the bils in Saint Lucia (more than 99 percetake place in

a hospital, which is where the primary information on births is initially captufachily members are
required to register births (and deaths) with the local registrar, which triangulates the reported
information with that captured by the hospital, and then the local registrar reports them to the Central
RegistrarThe Central Registrareports thatthe system sometimes results in conflicting information
beingrecorded. For example, parentcanregisteac hi | dds birth withqgat actual
with a name may bmisspeled or recordedillegibly resulting in a mismatch offarmation at the

different levelsEvery parent in Saint Lucia has six months from the date of birth within which to
register the birth of their child. The hospitals report the birth statistics (in duplicate) to the District
Health Office, which in turn ngorts the data to the central MOH; a copy is also kept for hospital
records, which become the primary data source should there be a discrepancy between various data
users. Deaths are reported in similar fashion and are supposed to be coded according to the
International Classification of Diseases, VersionTlls coding and reporting aret currently being

done, however, in large part due to the absence of appropriately trained and certified medical coders.

There is currently no centidy located and commonly agreedipon database with primary data of each
citizen in Saint Lucia that could be utilized to assign a unique patient identifier. There are various
databases ownedylsuch entities as thHIC, the Central Registrar, the MOH, the Electoral
Commissim, and the UHC system. The thain each of these databases ariglely considered
inconsistent and not fully trusted. Another common primary source of vital information in Saint Lucia
are baptismactertificates issued and keiy the churcles However, a pimary defect of this document

is that it does not state the place of birth, which presents a problem in determining whether an infant
was actually born in Saint Lucia. Citizgéhave to present a governmeissued birth certificate for many
official governrant actions, such as student registration at a school, applications for ezachthe like.
The absence of a unique national identification process poses a threat to the ability of the SLUHIS to
maintain a distinct record for each patient over tinignsumg quality of care issues, such as reviewing
drugto drug interactions, is more challenging when there are known duplicatibeathrecordsin the
system

The Statistics Department participates in a tidely limited number of galthrelated surveysThese
healthrelated surveys are intermittent and have incluaedrbidity surveys (2004 and 2006honthly
consumer price indesurveys household budget surveys, and the national census. The morbidity
surveys were only conducted 004 and 2006. The consumer price index surveys only reflect health
issues when drug costs account for more than 1 percent of total household expenditures. The
household budget survey are conducted every five to eight years, while the national censurg Kev
(seeAnnexB for a summary of relevant survey& more frequently occurring household budget survey
could provide useful information for trending the health expenditures by patiS€atisitLucia census
data from the 2001 exercise is available on 8tatisticdDepartment websiteand includeshe basedata
files. A review of the data files from 2001 duritig assessment revealed significant data errors. The
2011 census data was collecteatlier this year and preliminary data have been released on the
depart ment 0 shttpvebvsstats.gov.If/The tull set of cleaned data files is expected to be
released within the next few months.

The National HMISUnit has specific line items in the MOH budget d@hd National HMIS Unitan
makeanannual requeshor funding. Discussions witdationalHMIS staff indicate that the request is
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usually not fully funded. As anample,the National HMIS UnitequestedEC$3.2 million in funding last

year but only received EC$1.1million, EC$600,000 of which was salary support and therefore not
discretionary MOH hasalso submitted specific requests to incredsestaffing throughhe budgeting

process, but these requesksmve not been approved due to financial constraiathougha detailed
nationalHMIS budget was not available for review, other documentation reviewed and stakeholder
interviews indicate significant financial domsts are likely to further slovthe rollout of the SLUHIS.

The National HMISUnit and MOH as a whole have relied on significant external funding for capital
expenditures, such as infrastructure support from BB and funding for the SLUHIS from the Wod

Bank. Interviews during the assessment indicate that it is unclear what prospects exist for identifying and
accessing additional resourcesftother support HIS in Saint Lucia.

The primary policy in place iBaintLucia relevat to HIS is the Statistics Act. Thetarequires that the
census be conducted evety years. Timeliness and breadth of dissemination of this information is not
addressed under thect, however. In principle, all information collected from the pubkalth sector is
availableo those who request it infSaintLucia. he Freedom of Information Bill was submitted to the
Saint Lucia Parliament for review in March 20d&ssedand signed into lawmplementatiorof the
supporting regulations has not takptace and stakeholders interviewed indicated that the bill is
expected to be rewritten and the process of passing the bill started a§ainilarly, a Privacy and Data
Protection Bill has been developed and submitted to Parliament, but the bill remalas un
consideration.

The stakeholders interviewed for this assessmstmongly agreed that health data are widely available;
however, e challengés thatthesedataare notaggregatd, analyed, or disseminatd in a timely

manrer. Stakeholdersepeatedly citedimited staff capacity within the MOH to perform these duties as
the as the primary caus®r data going unused

Syndromic surveillance data aeported on a weekly basis by a staff mger from health facilities by

telephone or fax. If the data amot receivedby the Epidemiology Unit t he wuni t 6s data cl ¢
down the missing data by calling sites. Surveillance Unit staff indicate that more than 90 percent of the

facilities egularly report, but this information could not be verified by a review of logged reports. The

private hospitaln Castries TapionHospital reportsits laboratory tests to the Surveillance Unit that

confirms notifiableconditions, such as STls and/or HIV positive cases. For the remainder of the private

sector, there are no formal procedures, nor is there consistency in the type and frequency of health

data shared with the MOH.

A monthly report of epidemiological statistics is sent to ttteefmedical dfice,principalnursingofficer,

and all departmentici ef s . The summary of statistics, known a
published annually but has not been publisitemore than five years. This is primarily due to the

absence of someone to take on the task within the Surveill&hdée Under a World Bankunded

HIV/AIDS projectan M&Eofficer was hired at NAPSvhen funding ended, the position was ntaiined

at the registerednurse level within the MOH. Cabindevel review is pending to approve the position as

a higher level M&E positioRlIV/AIDS data represerd separate flow of data from the health facilities to

the national level. HIV data amellected acros$ealth facilities in the Patient Monitoring System, an

electronic databasdata reporting is donat the central levehs the staff fronthe STI Clinic located at

88



Victoria Hospitaloperate the rotating STI/HIV clinics that take place in the communitiessa Saint

Lucia The STI Clinic staffollect patientlevel data during each clinic, returning with the records back to
the central STI Clinic oictoria Hospitalcampuswherethe data arecaptured and reported
electronicallyThe Epidemiology Unit sends out a data clerk to Victoria Hospital to compile the data
from the facilities once a week, although this has not been happening on a consistent basis.

There are no formal procedures in place to evaluate and ouprdat quality across th&8aintLucian
health systemA number of informal processes, however, do take place to review data submitted
through the various reporting streams tti¢ central level. For example, communityalib aides collect
service statistics onhe care that they provide and report it manually to the health centassSaint
Lucia. The health centers in turn report the data to the @it Health Office, where the community
health nurse reviews the data for qualityefore forwarding it on to tle principle nursing dficer at the
MOH. If data issues are found, ttemmunity health nursdiscusses them with theommunity health
aidesbefore the data ardinalized. This type of review does not emanate from any written, formal
guidelineaddressinglata quality, such as timeliness, accurang completeness.

Aside from HIV/AIDS, there is almost no private sector reporting to the government. There are a few
exceptions: physicians and medical technicians who are in dual practice understand the importance of
health data and report to the MOH. Despite the lackreforting, private sector providers indicated
interviewsa willingness to share informatiavith the MOH. Private facilitie pharmacies, laband

even a few private medical offic@sre well equipped to report to the MOH because they use
computerizel systems for record keeping andn@r administrative functionsn addition, the private

sector would appreciate more information from the MOMlany complained that they do not receive
updates on outbreaks (e,dhe recent dengueutbreak andother important health trendsAlso, those
interviewed do not know what are the health priorities and ministry strategic directions because they
have not been involved in the planning process or the information is not shared through the professional
associationsThe main source of information on the health sector is the nexesthe newspaper, the
Internet and TV.

The National HMISJnit andthe Office of the National Epidemiologisbth suffer from very limited

staffing The primary areas where shodas of staff exist are in the domainsM&Eand data analysis

There appears to be fairly good capacity in place to capture and report data from the facility level to the
central levelHowewer, the capacity to analyze thedata and compile comprehensikgports with the

results is very limited. The CPU recognizes this as a central facity ability to promote more

extensive dissemination and usage of health data. As noted above, there are two positions
(biostatistician and surveillance officer) pewpdapproval that could potentially fill some of this void if

they are filled.

There are very linted local opportunitiesn SaintLucia for training in data analysi&E ,and health
information systemdviany staff noted that the absence of local training capacity in these domains is a
key barrier to improving theculture of information anddemand for data in Saint Lucia.
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The NSPHcalled for a omprehensive HIS development process based on an enterprise resource
planning modelSuch modelsypically incorporate a wide range of functional components, from product
planning, finan¢and supply chain managemeaotproject management, human resouscand

inventory managementhe NSPHsuggests aanterprise resource planningodel that would allow

various departments and ministries within the Saint Lucia government to adopt the modules appropriate
for their programs and work flows, with data acrogsograms and clients (as the case may be)

integrated across distinct databases through linked identifiers. Based on the health systems and private
sector assessment conducted, it does not appear that this model was adopted by the MOH.

There areother nationatlevel work planghat providea vision for HISn Saint Lucialhe National ICT
Strategic Plan of Saint Lucia, @116,developed by thvlOPSand released in Decemb@010, frames
the vision as followsXEnable greater equity e allocation andise of health care resources by
exploiting ICFenabled mechanisms to promote quality health care delivery and managdiMaristry

of the Public Service and Human Resource Development 20h@.vision includes implementing a
national electronic HMIS armbmes with a US$6 million (or more than EC$16 million) price tag, funds
which the MOH has only been able partiallypiece together in drawn out stageBable 8.1 describes
the projected budgetary need for HMIS initiatives.

TABLE 8.1 : PROJECTED BUDGETAR Y NEEDS FOR CURRENT
HEALTH INFORMATION S YSTEMS INITIATIVES IN  SAINT LUCIA

e-Health Administration Budget Targets End Date
(USD)

Health nformationportal $30,000 Launch of website Dec-10
HMIS eahancement $3,000,000 | Implement the Health Manament Mar-12
(including ongoing training) Information System in 1A&éilities

ICT infrastructureupgrade $3,000,000 30 facilities etworked Dec-13
Legislativeeform $40,000 Draft revised &gislation Dec-10
Ongoing awareness &asitisation $50,000 Ongoing
Total $6,120,000

SourceSaint_ucia National ICT Strategy

The CDB committed to supporting the rollout of the SLUHIS to 11 health facilities (EC$718,000)
through the summer of 2012, yet the financing will come up well short of the anticipated financial needs
for this phase under the National ICT Strategic Plan. Thereneamdication from stakeholders

interviewed or from documentation reviewed as to where the remaining funds would be coming from.

OECS has been supportiigaintLucia under a World Banfunded initiative to implement the-E

Governmen Regional IntegratioRProgramgEGRIP) The loan awarded US$2.4 million to each OECS
country but the loand caronly be accessed through the OECS as directed by t&REP team. f5RIP
primarily is focusing on common frameworks for integrating commercessche OECS countries,

such as uniform customs clearance processes. Health components are also specifically called out in the
E-GRIP documents:
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Subcomponent 2.5 -Bovernment in Health and Other Social and Productive Sectodrs
(US$830,000)

0This subcomponent wi || provi de reqosat pilstt ance in th
project in health management information systems, €. The core health el ement
subcomponent will explore options, in synergy with existing efforts, for implentientaf
standardized hospital facilities management systems and electronic patient records, including
key linkages with national identification systems and civil registries, as well as regional
epidemiological monitoring programs.

The subcomponent ingtles the following activities: (a) Implementation of a regional e
government pilot project in the health sector through, in particular, the design and
implementation of a regional health management information system, which may include
facilities managemesystems, electronic patient records, regional information network and
on-line tools for Health Ministries; (b) Preparatory activities and/or complementary support to
existing egovernment initiatives in other social and productive sectors, notably dgnieuand
tourism, as well as education, postal sector, or others as may be identified in the early stages of
the projecté (OECS EGRIP 2008, p. 19)

As noted here, the vision for-BRIP within health has been on creating a regibtidlS Toward that

end, EGRIP has engaged external consultants to facilitate both an assessment of the national HIS (for all
OECS countries, including Antigua and Barbuda, Domi@iemnada SaintKitts and Nevis, an&aint

Vincent and the Grenadines) usingtHealth Metrics Network (HMN) famework and tools anthe
application of the Performance of Routine Information Systems and Management (PRISM) framework
and tools, which focuses specifically on determining the organizational, beharidrachnical
determinants of the routine HIS performancto implement both assessments, the external consultants
have trained OECS country teams on the frameworks, methodologiestools with the countries

then expected to lead the assessments in their respective tti@sn Based on discussions with the Saint
Lucia HIS stakeholders, the overall objectives of tHeRHP initiative and the benefits to each individual
country have not been clearly articulateFor example, although the HMN and PRISM assessments were
compkted in the spring of 2011, the SLU team had still not seen the data or the results by late June
2011.

Table 82 summarizes thstrengths, weakness, opportunities, and threat$itS in Saint Lucia

Strengths
Electronic HMIS system has been purchase

Strong project management team leading
efforts to rollout electronic HMIS

Routine reporting taking place across public
health facilities, generating data

Good technicalnfrastructure in place across
health facilities to support SLUHIS

Weaknesses

Limited staff to support needs of a nationally
implemented electronic HMIS

Absence of unique patient identifier nationally
limits capacity of SLUHIS to track patients

Poor timeliness of dat consolidation and
dissemination limits effectivenessdata
driven decision policynaking

Limited funding to complete all projected
phases of SLUHIS rollout
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Opportunities Threats

Leverage the E5RIP work plans and team to Weak furctional specifications process at earl
move the dialogue on mational identifier stages of SLUHIS acquisition limiting ability t
forward match functions to needs

Timely data from health facilities using the Delayed focus on reporting capacity of the
SLUHIS increases the ability to drive demal SLUHIS may lead to further delays in
for data consolidating data

Leveraging fledgling telemedicine efforts at Unknown data quality may weaken value of
TapionHospital for broader purposes S UHIS rollout

internal and external to Saint Lucia . .
( X int Lucia) Technical support requirements of the SLUHI!

will be beyond the manpower capacity of the
HMIS unit

Develop regional partnership for technical support on SLUHIS : SaintVincent and the
Grenadines has acquired and is implementing the same software system (ACSIS) for their electronic
HMIS backboneéBoth Saint Lucia and Saint Vincent have very limited staff for development, training,
implementationand technical support.dveraging human/technical resources across the two islands
would potentially reduce their individual burdens; this has added urgency before the MOH brings
the NNH online with the SLUHIS.

Leverage the SLUHIS to engage the private health sector : Minimal déa on routine health

services ardeing provided to the MOH by the private sector. The cost of acquiring the SLUBKS
already been paid, so no gaing licensing costs are required. The MOH could potentially offer the
SLUHIS for free (in terms of purchasdqe) to the private sector as a means of incentivizing them
toreportdatatothe MOHAN i nitial dialogue should be faci
interest in such an arrangement, while also identifying their interests in having morghdadal

with them.

Initiate dialogue with the private s  ector around telemedicine opportunities  : There are
numerous specialty aredargely undetresourced in Saint Lucia, due in part to the absence of a
sufficient patient base to support a ftithe, on-island providerPsychiatry provides a clear example

of this type of needTapion Hospital has been utilizing teleradiology with a partner hospital based in
Miami, Florida, USAimilarly, they have begun utilizing telemedicine for distance learning
opportunities for their medical staff. Telemedicine presents an opportunity to initiate a public
private dialogue around common areas of interest, with an emphasis on meeting service delivery
needs for the Saint Lucia health system.

Convene technical working group to review and harmonize indicators (particularly for

HIV) : A recent review of HIV indicators noted that more than 75 distinct indicators were required
from various funding agencigs separate review was initiated to review and recommend a
minimum seof health indicatorswhich should be collected and reported on a routine basis. As the
rollout of the SLUHIS expands, it is important to ensure that only useful information is being data
captured It is recommended that gechnical working groupasttrack this process to ensure that

the SLUHIS rollout and indicator definition processes are synchronized.



Explore opportunities to leverage mobile phones for surveillance reporting: The current
reporting of notifiable conditions and/or disease outbreaks is doadak or telephone and data are
recorded by hand. This has been citas a timeconsuming and labéantensiveundertakingoy key

HIS stakeholders iBaintLucia Given the relatively small data s#ie broad coverage and

availability of mobile phones, and the available tools to leverage mobile phones for data reporting,
mobile phone reportingnerits consideration for Saint Lucia. A core team involved in the data
capture and evaluation process shoatthvene to explore the options for mobile phone reporting
directly to a centralized database.

Develop formal staffing plan to support the SLUHIS long term . The HMIS unit in the MOH
continues to be shorstaffed forits current activitiesWith the rollout of the SLUHIS, the work

load will only increase. It is recommended that the MOH develop a formal HMIS staffing plan that
ties to the projected activities, defines the specific roles and responsibilities of each position, and
includes a recruitment and retgion component. Where skills for the required positions do not
exist, the development of training programs to create the lbeign cadre of workers should be
explored.

Implement the Routine Data Quality Assessment (RDQA)t ool across the system:

There are currently no formal data quality assessment processes in place with respect to data being
reported to the MOH. There are tools available, such as the RDQA tabgt incorporate both data
review and feedback components in their procdagplementing an RDA mechanism in Saint Lucia
will likely improve the quality of data being reported, while also creating a feedback structure
between central and district levels, and district and facilities levels. The RDQA also has a complete
set of user guidelines and tring materialshat would simplify its implementation in Saint Lucia.
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This section gathers all the assessment data reported elsewhere in the report to providalaptim
description of theprivates e ct or and t he challenges it faces. |t
scopeand clientele. I n additi on, the section examin:
health sector and its willingness to partner and engage thatarisector in a variety of stewardship

areas such as policy and planning, finganoe service and product delivefyinally, the section concludes

with recommendations on how to better coordinate and integrate the private health sector into the

overalleal t h sector, harnessing the private sectords

The private sector irBaintLucia is vibrant and growing, with an increasingly important role irn#adth
sector. As Figure 9.1 illustrate§aintLucia has a full range a€torsin the private health sector:

Private physicians and dentists in solo or group practice supported by nurses and assisted by
technicians (clinical, dental)

Laboratory and raiblogy services with sophisticated equipment staffed by pathologists and
radiologists assisted by technicians

Retail pharmacies operating as an individual pharmacy owned by a pharmacist or multiple
pharmacies owned and managed by a holding company

Medicalequipment and drug distributors enabling private providers to procure needed supplies
locally in addition to regionally and internationally

Sate-of-the-art, privatefor-profit hospital with onsite pharmacy, laboratorand radiology center
delivering geeral, emergencgyand specialty care

A parastatal hospital offering a full range of services and diagnostics at affordable prices

dgnificant private financing of health from two sourdedividuals paying outf-pocket and private
health insurance purches by individuals and employers
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FIGURE 9.1: LANDSCAPE OF PRIVATE SECTOR STAKEHOLDER G ROUPS

Health Services Supply Chain Diagnostic Centers
] Individual and chains of retail Pathologistis, radiologists, and
%ne\ﬁ[;yiﬁss’o?:rsgs&iigd pharmacies along iwth lab technicians working in
e é)lini o wholesale distributors of state-of-the-art laboratories
drugs and medical equipment. and radiology centers
Two Private and Private Financing of
Parastatal Hospitals Health Services
Full range of private Large OOP small % covered

healthcare workers delivering by private health insurance
general, emergencey, and purahcsed by individuals and
specialist services employers

There isno specific body within the public sect@uch as grivate sector advisoor a PubliePrivate
Partnership Unitthatis responsible for the oversight of the private health sec@overnance of the
private sector is divided among different entities witthe MOH & Medical and Dentist, Nurse,
Pharmacyand Laboratory CouncilS hese councils regulate their respective health area across the
sector. The @muncils keep a current list of registered pref@onals that is updatedgularly through
annual or bianual rdicensing requirementdut they do not specify if the provider (or facility) is public
or private.

Several associations represent and advocate for their respective professions. They include tf8ASLMD
Pharmacy Association &aintLucia, Allied Bfessionals, and Independent Laboratory Association of
SaintLucia All associations have been active with their partner council in developing and promoting
CME courses for providers irrespective of sector

Quiality of care in the private health sector asvhole is not knownCurrently, there are no standards

of care that are required or enforced in either the public or private seckod there is no ministerial
bodythat ensures private providers meet a minimum standard of care, whether it BH® or HIV
servicesln the absence of standards of care, many professionals rely on their medical training and
standards in the country where they performed their residency/internshiherence to the standards
and guidelines is purely voluntary. TWeriouscouncils serve as disciplinary bodies to investigate patient
complaints about providers in the private sector, but this only serves to punish extreme cases, as
opposed to a systemic approach to quality assurance

The Medical and Pharmaoguncils, in partneship with the provider associations, offer CME training

Annual or biannual renewal of a providerds | icens
hours of approved CME courseA certain numberof hourshas to be through ifperson training

offeredby the @uncil, irperson training provided by thassociationand longdistance learning offfed

by approved CME provide€Compliance is high among private providers giZdfEs credits ara

requirement for rdicensure
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The other gap in private sectayversight is of dual practic&here are no guidelines outlining possible

areas of conflict between oanédtlisresptsnlndividaal duti es and
interpretation Although Victoria Hospitahas contracts with its providers outlimj terms for dual

practicet h e h omsapagamantofesthatt hes e contr acd sl dhawien @ nroo d ra eft di
potential abuse. The extent of this problem may be limited given the small percentage of health care
professionals in dual practice. The paliiealthcare managers interviewathticipatedhat dual practice

would bepervasive antvould occurmostly among physiciarBut the datado not support thisbelief

(seesection6.2 Allocation of Health Care Worke)sOnly 15 percent of physicians aredal practice.

In fact, most physicians (61 percent) work only in the private sector, while approximately 10 percent of

nurses and midwives are in dual practice

Information sharing and policy dialogue between the pwsid private sdor exists but is not optimal.

Private providers reported having the most contact and information with the professional associations
and councilsSuch communications and involvement between the professional associations and councils
centa around policies and protocols related to the specific professimere is not a government or

MOH bodythat systematically engages the private sector on general issues related to the health system
such as health financing, traininogdata collectionThe CPU has stepped in to play this role from time

to time but is not officially charged with the task of engaging all key stakeholdersliealth sector

The most notableexamples of publiprivate engagement were spearheaded by the CPU to develop the
UHC policydocument reviewand to develop the NSPHeginning in the late 199(Rrivate providers

were satisfied with their contribution and participation in these policy and planning initiatives

The MOH has beerchallenged to sustain the dialogue witle private sector and improve these
relations According to private sectostakeholders intervieweduring this assessmertiyey havenot
been regularly informed of changes to the iniN&HRPR particularly over the last two years. The private
sector woull like to be more actively engaged to provide feedback throughouptiiezymaking
process.There has also bedimited discussion between the public and private seainrthe
rationalization of healtlservices, stafind/or equipmentWith the developmenof the NNH, ensuring
an effective publiprivate dialogue tsbecome an even moreritical issue.

The grivate sector provider continugto expresswillingness to work with the public sector on areas of

mutual concermd denge outbreaks, high cost of dgg andhealth promotion to namejust a few

examplesOther private sector providersndicated they would return to the table to discuss important

policy and health sector issues haiily if the MOH actively and continuously interacted with the private

sector as full partners. Asnepr i vate providerishanddwi dhhivwemi sed s
candot afford t o c odwpmeeddowargtagethes to ensuee thk health ¢f allr

Luciang

From the public sector point of view, thelis increasing recognition that the private sector has an

important role to play However, many of thekey stakeholdersicknowledged that a strong and

important minority within the leadership of the public sector still view the private sector with suspicio

The remaining challenge is how to build on this emerging recognition of the privatetsor 6 s r ol e t o
improve publieprivate dialogue in a way that allows the private sector to play a larger role.

Although there is a strongadition of free and accessible primary careSaintLucia, there is a
substantial amount of private financing to support a growing and dynamic private health $heter
are two forms of private financing of healthS@intLucia individualout-of-pocket payments and health
insuranceln addition to private individuals paying for healtlre, a small percentage of Lucians
covered thiough private health insuran¢see sectiord.3in Health Financingfccurate estimates on
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private expenditres on health do not exist as no household health expenditure surveys have been
conducted in recent year®espite the lack oferifiable datan the amount of private sector

expenditures on health, most interviewees in both the public and private segi@e that a substantial
amount is spent in the frate sector and is not captured the policy and planning for health financing

of the overall health sectoiThe lack ofdetailedestimates of private health financing underscores the
urgent need for hed#h expenditure data to provide a more realistic picture of how much money is spent
on health and the percentage from private sources

Table 91 presents the number of facilities by cabeigs and ownership based dMOH records on
public and private sector facilitie@octor/dentist offices and clinics are estimatedhe private sector
owns the majorityof fecilities 116 of the total 160, most of whiclre private physician/dentist offices.
Still, the private sector manags& out of eight laboratories, and twout of three hospitals inSaint
Lucia.

TABLE 9. 1: TYPE OF HEALTH FACILITY BY OW NERSHIP

Facility Level Public + Paratatal + Private * Subtotalby
Facility
Health dinics 32 0 0 32
Consultation bom (MDs only)” 0 0 77 77
Polyclinic™ 2 1 5 8
District hospital 2 0 0 2
General hospital 1 1 1 3
Laboratories® 2 1 8
Pharmacies 36 1 25 62
Subtotal by sector 75 4 113 192
Sources
+ MOH data

++ Number includes polyclinics (outpatient servieggrivate hospitals and private medical cenjtdabsand pharmacies esite at dlthree
hospitals. Number alsacludes all pharmacies at MQidalthdlinics that have limited hours compartffacilities aSaintludeand Tapion.

* Based on Medical and Pharmacy Council registry of physicians and pharmacies

** Based on MOH number of physicians and count of yellow page diyeataonsulting rooms. Maye undesestimatel due to lack of dta for
private sector.

For a description of which private sector services are considered polycfitéese see Annex.A

The team conducted an analysis of health faslit public and private aliké by geographicegionzto

determinethe location of private facilitie#\s tables @ and 93 reveal, private sector providers and

facilities are located in both northern and southern districts. The largest number of private sector

facilities ag concentrated in thaworth 6 94 facilities in the north comparetb 21 in the southThis is

consistent with the fact that the highest concentrationS#intL u ci ad s we Hoh éldo regdet popul

11 Number of consulting rooms estimate is basedtbe number of registered private physicians and dentsis
corresponding addrgses in ¢lephonedirectory.

12 For the purpose of the analysis, the team grouped the districts as follows: North: Castries, Babameau, Gros Islet,
Dennery; South: Ansk-Raye, Soufriere, View Fe;tMicoud
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in the north. Approximately 20 percent of all private sector facilities aredted in the souttd
considered the poorest region iBaintLucia There is, however, sufficient income in the south to
support a full range of private health services, including private physitieonsulting rooms, private
pharmacies, a private labooay, and a parstatal hogital. A small percentage of private physiciéns
particularly specialis® maintain offices iboth Castries and Vieux Fort

TABLE 9. 2: TYPE OF HEALTH FACILITY BY OW NERSHIP AND GEOGRAPH IC DISTRIBUTION
(NORTH)

NORTH (55,112 population)

Facility Level Public +* Parastatal + Private * Subtotal by
Facility
Health dinics 11 0 1 12
Consultation pom (MDs only)” 0 0 63 63
Polyclinics 2 0 4 6
District hospital 0 0 0 0
General lospital 1 0 1 2
Laboratories® 1 0 5 6
Pharmacies 13 0 20 33
Subtotal by sector 28 0 94 122

North includes Gros Islet, Babonneau, and Castries health regions

+ MOH data

++ Number includes polyclinics (outpatient services), labd pharmacies egite at dlthree hospitals. Number alsocludes all pharmacies at MOH
health dinics that have limited hours compared to facilities at Saint Jude and Tapion.

* Based on Medical and Pharmacy Council registry of physicians and pharmacies

** Based on MOH number of physicians and count of yellagedirectoy of consulting rooms. Maye undelestimatel due to lack of data for private
sector.

For a description ofvhichprivate sectorentities areconsidered polyclinicplease see Annex.A
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TABLE 9. 3: TYPE OF H EALTH FACILI TY BY OWNERSHIP AND GEOGRAPHIC D ISTRIBUTION
(SOUTH)

SOUTH (69,153 populatign

Facility Level Public +* Parastatal + Private * Subtotal by
Facility

Health dinics 21 0 0 21
Consultation oom (MDs only)” 0 0 14 14
Polyclinics 0 1 1 2
District hospitals 2 0 0 2
General tospital 0 1 0 1
Laboratories® 1 1 1

Pharmacies 23 1 5 29
Subtotal by sector 47 4 21 72

South includes Dennery, Anse La Raye, Micoud, Vieux Fort, and Soufriere health regions.

+ MOH data

++ Number includes polyclinics (outpatiesgrvices), laband pharmacies egite at dlthree hospitals. Number also includes all pharmacies at MOH
health dinics that have limited hours compared to facilities at Saint Jude and Tapion.

* Based on Medical and Pharmacy Council registry of pmgsa pharmacies

** Based on MOH number of physicians and count of yellow page diyaateonsulting rooms. Maye undelestimatel due to lack of data for private
sector.

For a description ofvhichprivate sector entities are considered polyclinidsage see Annex.A

The team conducted a quick analysis of private physician off
and estimated therare approximately 77 private physician
offices in Saint Luciaf which 8 out of 10 ae located in the
north. The consultingooms range from a modest stofent

to a stateof-the art group practice with multiple physicians in
similar or differing speciads.A few of the more modern
facilities also offer osite xrays, electrocardiogras
ultrasoundsandlaboratory and pharmacy services

Clientele: The price charged by private physicians is Private physician office Boufriere
consistent throughout the islandl EC$100 for a general

d o ct o rafdsEGE50 foria specialistWhen asked how the Box 9.1 Range of Services Offered in
rate was determined, the in Physicians Offices
rated or o0t hat i s whda@Mostoffltes Acute and chronic care
visited had the pricesicesor
prominently displayedhll private clients pay oubf-pocket for

) : immunizations
the doctor consultation and other serviced/hen asked about

the clientele, all private physicians interviewed indicated they Family planning and reproductive
receive clients from ofarent w health serices, including pap
sociceconomic levels All private physicians interviewed also smears and breast exams

have patientsvith private health insuranc®epending on the Antenatal care

location, the percentage of clients with private health insuran
is 30 percent in downtown offices compared to more thé0
percentin the Rodney Bay locatiorRrivate physician staff assis Diabetes clinics
patients to fill out the required paper work so they can get
reimbursed.

Comprehensive medical exams

Hypertension clinics

100

Well and sick child care, including1

)

from



Services: As Box 9.1 illustrates, private physicians offer a wide array of general medicaésettheir
office locationsRe&aons cited why patients prefer to seek care in the private sector despite free
services in the public sector includee following

Convenience (location/longédrours)
Perceived quality (attractive facilities, friendlier staff)
More time with the doctor

Another reason why Lucians seek medical care in the private sector is access to specialists4Table 9.
shows the range of specialties available in the private seslittough some of these physicians also
work in the public sector, the majority of sped&tb work excusively in the private sector.

TABLE 9.4: RANGE OF HEALTH SPECIALTIES IN THE PRIVATE SECTO R

Health Specialties

Anesthesiology Obstetrics/Gynecology

Cardiology Oncology

Dermatology Ophthalmology

Ear, Noseand Throat Plasti