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In 2009 the United States Government supported a process to develop thietlSatesCaribbean

Regional HIV and AIDS Partnership Framework 22004 (Partnership Frameworkpgether with 12

Caribbean countries: Antigua and Barbuda, the Bahamas, Barbados, Belize, Dominica, Grenada, Jamaica,
Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, Suriname, and Trinidad and Tobago.
Development of thePartnershipFramework involvegbarticipation fromministries ofhealth, national

AIDS programs, regional organizations such as the Pan Caribbean Partigyainigt HIV and AIDS

(PANCAP) and the Organization of Eastern Caribbean States (OECS), and nongovernmental and private
sector st&eholders.The PartnershipFramework is aligned with national strategic plans and the

PANCAP Caribbean Strategic Framework.

A major goal of the Partnership Framework is to move the region toward greater sustainability of
HIV/AIDS programsObtaining resus 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 external aid. While there are amtétl Sates governmenagencies

sypporting implementation of th@artnershiprramework the United States Agency for International
DevelopmentEastern Caribbean (USAID/EC) provides support for health systems strengthening (with
particular emphasis on health financing) and private sectgageamentBoth 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 and the
Strengthening Health Outcomes through the Private Sector (SHOPS) pragectsxduct integrated

health system andrivate sector assessments in Saint Lucia, Grenada, i9tagand Nevis Antiguaand
Barbuda Dominica, and Sainfincent and the Grenadines. The assessments identify opportunities for
technical assistance, whiate @aimed at improving the capacity of these countries to effectively lead,
finance, managand sustain the delivery of quality health services, including HIV prevention, care, and
support.

USAI D/ EC has requested that g¢gshipprivatelse®RdBengagemmgne ct , US
project, establish a baseline of private sector engagement in HIV/AIDS that will inform future regional

and country support for maximizing contributions from this sector in #astern CaribbeanJSAID/EC

has askedHealthSystems 20/20 US AI Dds gl obal flagship health sys-
determine opportunities for improving health financing systems, ensuring the sustainability of funding for

the HIV/AIDS response, and strengthening financial tracking and ema@iaigprocedures in the region.

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

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

responses, and contribatto improved health outcomes.

The assessment methodology is a rapid, integrated approach covering six health systems components:
governancehealth finaning, service delivery, human resources for health, management of
pharmaceuticals and medical sugpiadhealth informatiorsystemsSpecial emphasis is placed on the
current and potential role of the private sector within and across each health system buildingAutock.
extensive literature reviewas conducted for each countgnd ircountry interviavs 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 the preparation of a draft assessment
report, preliminary findings and recomnaations are validated and prioritized atdéountry stakeholder
workshops. Stakeholders interviewed and engaged throughout the assessment process include
government representatives, development partners, nongovernmental organizations, professional
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associdbns, health workers in the public and private sector, civil society organizations, and private
sector businesses.

The assessments have been conducted in close collaboration and cooperation with the Pan American
Health Organization (PAHO), the HealtResources and Services Administration (HRSA), the
International Training and Eduiwa Center for Health iTECH),the Caribbean HIV/AIDS Regional
Training Network (CHART) andUSAID Representatives of these organizations joined assessment
teams, contribted to the assessment reports, and have assisted with identifying opportunities for
technical assistanceealth Systems 20/28hd SHOPS wish to express gratitude to these organizations,
to ministries ofhealth in participating countries, and to aHdauntry stakeholders for their intensive
engagement and contribution to the assessments.
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Saint Vincent and the Grenadin@mnceforth, Saint Vincenid one of 12 Caribbean countries foing

efforts with the United States Government in thenlted SatesCaribbean Regional HIV and AIDS

Partnership Framework 2082014 (Partnership Framework)rhe United States Agency for

International Development (USAID) is working through two proje¢tgalth Systems 20/20 and

Strengthening Health Outcomes through the Private Sector (SHQ® $jovide a variety of health

systems strengthening technical assistance to countries in the eastern Caribbean,cdighpart

Partnership Frameworko identify piorities for this technical assistance, the two projects conducted

an integrated health systems and private sector assessment. Additional partners in this effort included

the Pan American Health Organization (PAHO), the International Training and EduCatiger for

Health (F'TECH) and the Caribbean HIV/AIDS Regional Training Network (CHART). The assessment
described in this report is a first step toward improving the capacit@aiht Vincento effectively lead,

finance, manage, and sustain the degfiedémuality health services, including HIV prevention, care, and
treatment.Importanttot he countryds capacity to carry out the
catalyzing private sector contributions to health. While the functioning of the broadaltliheystem is

the focus of the assessment, particular attenti on

Saint Vincent is an upp@éniddleincome multiisland state in the eastern Caribbean with a population of
approximately 10®00. As with many of its neighboring countriegmary care service coverage

indicators are extremely strong, with universal coverage of vacdordeey childhood illnessesnd

skilled attendance at deliveryhe country is experiencing epidemiologitrainsitions, as seen in the
increasing burden of noncommunicable diseases (NCDs), which account for the top five causes of death,
and in the increasing average age of the population. The estimated prevalence of HIV in Saint Vincent is
1 percent, but stigmagainst individuals with HIV and AIDS continues to persist across the islands.

Health services iBaint Vincenare delivered througlpublicly manageprimary healthclinics, rural

district hospitals, the centrally located secondary hospital (Milton G&gonorial HospitalMCMH]),

and a number of private sector <cl i nibeddadcilitypf fi ces.
ceased operations 2011 Like many other Caribbean countries, many citizens of Saint Vincent travel
abroad for tertiary cee. Though the majority of health service providers are in the public sector, the
private sector also plays a prominent and growing role; physicians in Saint Vincent commonly practice in
both the public and private sectors.

Health systems andripate sector experts from the SHOPS and Heath Systems 20/20 projects, as well
astTECH and PAHO, conducted an integrated rapid ass:s
according to the six building blocks of the World Health Organization (WHO) hegjtstems

strengthening framework: governance, health financing, service delivery, human resources for health

(HRH), management giharmaceuticaland medical suppliesnd health information systen(idIS)

Examination of the current and potential role ofetlprivate sector in the health system was

incorporated into this approach. In an effort to promote efficiency, an extensive review of the literature
pertaining to the health system, and HIV/ Al DS ser
arrival inthe country. Existing information was then validated and expanded upon through interviews
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with over 80 key stakeholders representing the public, poafit, and forprofit segments of the health
system in Saint Vincent.

CROSS-CUTTING FINDINGS AND RECOMME NDATIONS
Efficiency in public health care and referral s ystems

The Saint Vincent health system is providing comprehensive and effective coverage for primary care
services to its population even though the system nagstre multiple islands. Challenges remain,
however, in providing diagnostic services and secondary and tertiary care in-effative and high
guality manner. As chronic noncommunicable diseases (NCDs) such as diabetes, hypertension, and
cardiovasculadisease place a greater burden on the population, the need for effective management
strategies to combat them grows too. Key among the strategies for addressing this challenge in Saint
Vincent should be supporting patients with NCDs in the communitiesreltieey live and where they

can be managed more cestfectivelyrather than traveling to the MCMH to have blood tests
conducted, xrays takenor prescriptions filled. By the same token, more than 92 percent of deliveries
take place at MCMH, even thouglistrict hospitals are equipped, trained, and staffed to handle routine
deliveries. There is not currently an effective referral system in place to direct primary care visits to
health clinics or district hospitals rather than to MCMH.

Recommendation : Devdop anenforceable referral policio divert patients fromMCMH and

to the health clinics (or the new StubB®lyclini¢ for appropriate outpatient and aftdnours
primary care Potential policies could include imposing (and collecting) higher user fees on
patients who choose to bypass the local primary care facilities in favor of MCMH. At the same
time, steps need to be taken to ensure that key services are available at plieiti
clinics/district hospitals. For example, implementing a rotating phlebotomy service could
facilitate the drawing of blood at health clinics/district hospitals, which could then be taken to
MCMH for lab tests. The rolbut of the electronic health meagement information system
(SVGHIS) across all public health facilities in Saint Vincent, through which test results can be
electronically reported back to primary health care sites, will mean that patients can receive
their results locally as well.

Avalil ability and use of key data in p lanning

A primary tool for monitoring and evaluiain of the impact of services being provided in various settings
is data, particularly financial data. Much of the routine health data from health clinics and hospitals in
Sait Vincent is regularly compiled and reported centrally to the Ministry of Health, Wellness and the
Environment (MOHE). Staff at the MOHiEthis time, however, do not have theandwidthand capacity

to evaluate in a timely manner and disseminate widedyetitensive amounts of data that are received
routinely. This issue is difficult to address, because in order to advocate for additional resources to
support capacity building for analysis and planning expertise, analysis and planning of such needs is
required. As external funding sources for health programs decline, such as reductions in Glob# Fund
Fght AIDS, Tuberculosis and Malaftalobal Fundsupport for HIV/AIDS programs, the sustainability of
such programs needs to be carefully understood alathped for. Determining the loragrm costs of
sustaining these programs should be a critical stenrn objective for Saint Vincent.

Recommendation: Initiate a costing exercise to begin documenting the cost of providing key
health services across multigdettings. The costing data will provide an initial piece of the
planning puzzle, allowing for comparisafshe cost of services, the health outcomes achieved,
and the budgetary allocations supporting the provision of those services. Further, having unit
cost data will allow the MOHE to begin exploring where services might be mosteftesttively
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provided. The exploration will include engaging in dialogue with private sector providers to
evaluate whether some services ought to be contracted out to peyabviders, such as
laboratory testsrequiringhardto-maintain equipment. Another component that the costing
data will support is human resources planning, which is a critical need within the MOHE.

Dialogue and partnership with private health sector stakeholders

The assessment team identified several examples of the private sector medical practices supporting
provision of health services to Vincentians in a way that benefits public interest while also satisfying
business needs. One example is the tituee Company, a private entity that owns and operates the
Mustique Clinic, which is the only health clinic located on Mustique Island. While primarily intended to
provide care for Mustiqgue Company employeesio hold company health insuranaed who liveon

the island, the clinic ialsoopen to everyone on the islanéhcluding residents, construction workers,

and tourists who pay for services cof-pocket (OOP) or through external insuran¢cexcept duringhe

c | isfmee leodrs.In this manner, the Maisjue Company ensures th#s employees get efficient health
care, while alsdilling in for the public sector, which does not operate a health facility on the island.
Another example is the World Pediatric Project, which is an international nongovernmental organization
(NGO) that will provide specialty pediatric services at MCMH in collaboration with other public and
private partners. The services, such as surgeriespeovided at no cost to the patients, but do utilize
MCMH resources in the process. There are potential opportunities for the MOHE to leverage these
publicprivaterelations as another resource to achieve prioritized national health targets.

Recommendati on: Formally designate and empower a staff member within the MOHE to act
as the publigrivate liaison. The primary objective of this role would be to foster a collaborative
dialogue between the MOHE and private sector entities to plan, evaluate, andrshpptih
improvement activities across Saint Vincent.

Revision of critical health policies and acts

The Saint Vincent health system has been operating with outdated public health acts and partially
developed regulations that have stopped short of proyjdéffective oversight guidelines, responsibility,

and authority. Though the Strategic Plan for He@@i9 72012 called for the review and updating of

health legislation and regulations by 20tt?date critical pieces of legislation remain stuck in various
stages of implementation, with consequences for
system. For example, the current Pharmacy Act defines how to register and open a pharmacy, but does
not structure the process by which pharmacies shdaddmonitored, evaluatear sanctioned, and the
regulations linked with the Pharmacy Act have not been pagded, the Medical Registration Act of
1886sets up the regulatory practice for medical care, including privatsiplays, but n@rivate

provides interviewed could recall active regulation enforcement from the ME&hd severaloiced
concernthat, without ypdated regulations andbetter enforcement, it was hard tolose unethical

medical practies or facilitate data sharing and cooperation amonagcfitioners.

Recommendation: Review and update central components of the health sector regulatory
framework. This wildl require engaging in a
office, where regulations are developed and must be apprcved consulting with public and
private providers and the Medical Councils to identify and catalog the legislation that needs to
be updated most urgentlyn additionthe MOHE should negotiata cost recovery policy with
private sector providers using publsector facilities to ensure that their collaboration is
sustainable.

Presentd below are additionafindings and recommendations for strengthening3aint Vincenhealth
systemacrosseachbuilding block of the WHO health systems framewobk the rest of the report,
separate chapters providelf findings and recommendations (presented as stesrh and longeiterm)
for eachbuilding blockwith another chapter solely focused gmivate sector contributions to health.
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FINDINGS AND RECOMME NDATIONS BY BUILDING BLOCK
Governance

Effective governance of a health system ensures that golesrningpolicy development, programand
practicesin the provision ofhealthcare are implemented to achieve health sectojemtives. This
assessment considestate actors, health service providers, beneficiaries of services, and regional
entities to understand the way that they interact to guidealth service delivery. Advocacy in Saint
Vincent is possible through radio callshowsanddirect contactwith legigators, who are accessible to
citizers on a frequent basig he legislative framework that provides the backbone of the health system
is outdated and des not reflect current issueddany pieces of legislation are in various phases of
revision. In some cas, regulations to support enacted legislation such as the Pharmatyeteen
drafted,with the intertion of makngpolicies address current inefficiencies and reflect the changing
health needs in Saint Vincehtowever,few have atually been passddto law and @lays have led to
weak regulations for some classes of health work€he delay in passagd the Freedomof

Information Act(FOIA), and the lack of a substituth,i n d e r s aceesstoigavernmerdata and
information limiting governmet transparencyBased on these findings, this assessment recommends
that the government of Saint Vincent improve transparency by passing and implementir@leurid
updating regulations to support effective oversight.

Key findings and recommendationsthe area of health governance are as follows:

Findings Recommendations

1 Citizen engagement witthe health system is 1 Develop a dissemination strategy for the MOHE
informal Annual Report

1 Legal framework for the health system is 7 Implement new legislation and legislative updat
outdated, and does not reflect current issues to strengthen governancstructures

1 Hospital management structure does not 7 Strengthen ties with
promote accountability, flexibility, arefficiency to prioritize key health legislation
Government transparency is hindered by the 1 Consider alternative governance models for the
absence of a®GIA MCMH

Develop stronger mechanisms for engagiivij
society organizaibns and citizens
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Health Financing

Health financing, defined as the mobilizing, pooling, and allocating of funds to cover the needs of a
countryds population, is aaoadiitsesabdeqmpogmenffett
ability to ensure access to quality heattlire. Acording to existing indicators, total health expenditure

per capita has risen steadily in Saint Vincent, but government expenditure as a percentage of total
government expenditure has fallen since 2000. Because Saint Vincent has not completed a general

National Health Account§NHA) analysis, it is hard to estimate current levelSODP health

expenditure or understand whether the population is protected from burdensome health care costs.

This is particularly relevant in a country where 30 percent of theydapon falls below the poverty line

(Kairi Consultantd.imited 2009).This assessment found that the MOHE lattieshuman and technical

capacity to consider different financing options and use data to inform strategic planning and budgeting.

Theselimitat ons mi ght al so af f ect natfomalhaalthingurancgNsily, abi | ity
which Vincentian policymakers envision will one day provide universal basic ¢ealttoverage
(currently only9 percent of the Vincentian population has healtsurance, through four private
companies). In the | onger term, increasing the pu

financing data regularly and apply the findings of these analyses to the development and implementation
of health financingmategies will likely improve the functioning of the health system.

Key findings and recommendations in the area of health financing are as follows:
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Findings
Plans exist to desigmaNHI scheme and
incorporate it into the structure of the National
Insurance Service (Social Security)
User fees are part of the revenue generation
strategy though they currently do not contribute
significantly to government revenue
Understanding ofiealth financing and financing
options is limited; the amount of data available
also limited
The level ofOOP expenditure and the
contribution ofthe private sector is unknown

Recommendations
Conduct broad, systematic review of health
financing options and packages

Conduct a costbenefit analysis of selected
service provision in public and private sectors
Conduct an NHA analysis

Institutionalize NHA and the tracking of health
expenditures
Buil d
financing
Develop a health financirsgrategy

MOHEGs | eader sh



Service Delivery

Health service delivery is the most visible aspect of a health system because it is typically where users
interface with the health systerervice delivery systensdiould aim to ensure access, quality, safety,

and continuity of health car&aint Vincent has good coverage and affordable access to primary and
basic secondary care servicetowever, primary care service provision is limited in the availability of
doctors, diagnostics, and opening hours, all of which appear to contribute to users circumventing
local/ruralpublic health clinics and going directly to the main hosgM&MH, or to the growing private
sector. The HIVand Sexually Transmitted Infections (STihic at MCMH is an importarfacility being

the only one in Saint Vincetiat provides services beyonaluntary counseling artdsting(VCT) for

HIV care and treatmentdowever, the &t-up at thisclinic does not allow for confidentiality of these
services which facilitates rather than blocks stigma against people living wittREMV) The health

sector has undergone a series of reforms over the last couple of decades to respond to the changing
epidemiological profile and the aging populatiore Téforms included introducing or increasing user

fees for health services and pharmaceuticals, improving nursing education and hospital governance, and
studying the feasibility ohaNHI plan. The reform process is still ongoirf@upervisory systems are i

place, with reports on the level of service delivery regularly submitted to the MOHE. However, little
feedback is provided to facility staff based on the data submitted. Saint Vincent might benefit from
implementing supportive supervision to address eatdimitations in quality assurance and feedback
mechanisms.

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

Findings

Primary health carés generally strong and
communitybased care is ensuring accgb®ugh
limited diagnostics and hours open create some
problems in access

PLHIV face challenges accessing services due !
stigma and discrimination

The MCMH is overutilized for primary care and
rural hospitals are underutilizethis appears to
be dueto the lack ofconsistent/dailyaccess to
doctors and diagnosticat the primary care level
ard at rural hospitals

Inconsistent collection of user fees and lack of
clarity on application of exemption rules affect
management and performance at public facilitie
Quality improvement mechanisms are weak

Recommendations

Reorganize the MCMH outpatient specialty clin
in order to reduce stigma

Standardize exemption policies for prescription:
and hospital services

Create clinical practice guidelines for priority
health areas tpromote standardized, quality
care and more coseffective treatments
Promote the use of rural hospitals and health
clinics

Implement supportive supervision which can
support quality improvements and provide
feaedback to health facility staff

XIX



Human Re sources for Health

HRH impacs the availability, costs, and qualityh&falth service delivery. Datollected through the
assessment suggetisit, whilethere are sufficient numbesof clinical care providers on the islands,
significant personnel and structural challenges el@texamplecalls in the Strategic Plan for Health
20072012to develop an HRH strategic pldrave not yet been answered. One possible result is that,
despie the estimated 20 percent unenigyment rate among nursds Saint Vincent, the country still
promotes a deliberate policgf training nurses to work abroad. keontrastto the oversupply of nurses,
SaintVincent faces shortages of specialist auxiliaaff,gncluding health educators, nutritionists, and
environmental health workers. Finally, structural issues also hinder effective human resources

management, most notably the tinsensuming and circuitous process for hiring staff into new positions

The Service Commission DepartmerfSCD)is currentlyadding a human resources management

module to an existing government management software padkagd civil servants, but it is not yet
operational Recommendations to address these shortcomings inclugdgeted interventions, such as
streamlining the hiring process, and general HRiHe strategic planning, allowing for clarification of

roles and rationalization of educational investments.

Key findings and recommendations in the are&lBH are as follows:
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Findings

Saint Vincent has a solid, consistent nurses
training program that produces a surplus of
health workers

The human resources component of
SmartStream is currently underutilized. This is
being addessed using external assistance
Extensive training for health workers has resulte
in widespread capacity for providing VCT
Legislation goveing health professions provides
basic guidelines on licensing, but needs
strengthening iguidance on education ame-
licensing

Procedures foreplacing departing staff are
cumbersome and timeonsuming

An HRH strategic plan has not yet been
developed or implementedhough it was
identified as a need in the Strategic Plan for
Health

Dual practice among physicians is largely
unregulated resulting in a perception by the
private sector that a subsidization of private
practice for some providers takes place

Recommendations

Streamline the hiring process through statutory
reform or updating guidelines

Coordinate with theSCDto clarify the roles of
eachhuman resources information systetiRIg
(SmartStream and SVGHIS) in managing huma
resources in order to avoid duplication

Develop and implement an HRH strategic plan
Rationalize nurse training needs t@toh demand
Update legislation on health providers to include
a continuing education requirement, regular
licensing, and improved disciplinary procedures
Clarify the responsibilities of public sector
doctors who have private practices



Management of P harmaceuticals and Medical Supplies

Proactivemanagement of pharmaceutgahd medical supplies is essentiaatiunctionahealth system.
Good pharmaceutical management is also important to guaranteeing that the medicines available are safe
and efficadus and kept in the correct form and condition to maintain effectiveness. In Saice i,

many recent investmentsuch as the creation of an Essential Medicines List, investments in lab
strengthening, anthe hiring of a pharmacovigilce officer havestrengthenedhe pharmacetical and
medical supply sectoMore improvements could be made, particularly in the a@aegulation and
inventory management. Regulations to coenpgnt the Pharmacy Act are urgently needed to provide

the Pharmacy Council aridrug Inspectomwith guidelines for monitoring the sectpwithout the

passage of these regulations, the strict enforcement of the Pharmacy Act is in some cases interfering
with routine service provision. For example, the regulations specify testpitePharmacy Act
provisionsnurses at the Mental HealtRehabilitatiorCenter pharmacy can dispense pharmaceuticals
directly to patients without registered pharmacistscertain circumstances, givingeded flexibility for
patients in the mental health commity. These regulations have not been implemented $&ickouts

of common items like aspirin and antidiabetic medicatemeseportedly common.To address these

issues, th@overnment of Saint Vincent should consider several interventions, such asgéshvard

the development and passage of relevant guidelines and regulations and collaborating with the private
sector to reduce the burden on public sector mechanisms and ensure consistent availability of
pharmaceuticals.

Key findings and recommendatioinsthe area of pharmaceuticals and medical supplies are as follows:

Findings

Affordable pharmaceuticals are available due tc
discount bulkbuying through théharmaceutical
ProcurementService (PPS)

Recent mvestments in pharmacovigilandab
strengtheningand the creation of afssential
Medicined.ist are improving the management of
pharmaceuticals and medical supplies

Legislation for the pharmacy sector is in place k
lacks an enforcement mechanism, namely
regulations to the Pharmacy Act

Access to medications for mental health patient
attendingcommunitybased clinickas decreased,
as nurses may no longer dispenseccordance
with the Pharmacy Act

Limited training orantiretrovirals ARV9 for
pharmacists athe MCMH has resulted in
inappropriate medications being prescribed to
PLHIV

Stockouts (particularly aspirin, antidiabetics,
injectablemedicationsandstandardconsumables
such as latex gloviare common at multiple
levels and have been attributed tash flow
problems impedingrocurements poor

inventory management in the districisnd
wastage of medications in the hospital wards

Health Informa tion Systems

Recommendations

Develop standardreatment guidelineto
promote standardized, quality care and more
cost-effective treatments

Train pharmacists iRV dispensingp ensure
PLHIV are adhering appropriately to their
regimen

Hire more pharmacy students to assist district
pharmacists with irentory management to avoid
stock-outs at health clinics and district hospitals

Request immediate fatacking of the revievof
the Pharmacy Act Regulations and assist in finc
ways to address personnel issues in ttéorney
General s of therewews 0 c ¢
Initiate dialoge betweenthe Pharmacy
Association and mental health professionals to
reach a compromise on dispensing of medicatic
at mental health clinidsy nonpharmacists
Increase budgetary control faZentral Medical
Stores CMS andlabs

Collaborate withthe private sector to
supplementhe Essential Medicines List with
brandname medications that the private sector,
unlike the public sector, may be able and willing
to sell

Advocate for a clinical pharmacist position

XXI



The functioning of the HIS at the national level provides a strong indicator of the overall health systems
functioning. The HIS i8aint Vincentoday isin transition from a papebaseddata capture and

reporting at the facility and district levelo a web-basedelectronichealth management information

system HMIS (known as the SVGHIS) with patient recelelvel data capture accessible across all public
health facilities in the country. This transition has tloegmtial to drastically improve the availability of
clinical and epidemiological information, but also has the potential to overwhelm the limited Health
Planning and Information Unit (HPIU) staff managing the software customization, personnel training,
sydem implementation, and technical support for the SVGHIS. The private sector voluntarily reports
syndromic surveillance data to the MOHE, but not based on any formal requirements on notifiable
conditions or other national policies. HIV/AIDS data is syst@rably reported as is routine health data

from primary health facilities. Major bottlenecks exist in compiling and distributing data at the central
level. This assessment recommends leveraging the electronic SVGHIS being rolled out, while exploring

other technologies (such as mobile phones) for reporting small, routine health data sets.

Key findings and recommendations in the are&lt8are as follows:
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Findings
Portions of the déectronic SVGHIS system
have been rolled out to 70 percent of the
public health facilities
Good technical infrastructure (i.e., networks
computers, secure buildings) in place acros
health facilities to support SVGHIS
HPIUis understaffed to supporthe needs of
a nationally impleanted SVGHI$ the long
term
Absence of single patient identifier national
(across all programs, not just health) limits
capacity of SVGHIS to uniquely track patiel
Data quality is not currently tracked
Feedback loop foHPIU to share and discus
datawith primary health facilities is not
consistently practiced

Recommendations

Leverage the 5overnment Regional
Integration Projec{EGRIP)work plans and
team to move the dialogue on national
identifiers forward

Pool technical resources with neighboring
island (Saint Lucia) staff to share best
practices and lessons learned on SVGHIS
(based on utilization dhe same platform)
Leverage the SVGHIS to engage the privat
health sector

Explore opportunities to pilot ad test
telemedicine programs within the
Grenadines before initiating robust links wit
external partners

Implement the Routine Data Quality
Assessment (RDQA) Tool across the syste
Build uponthe electronic reporting platform
to explore electronic reporthg of syndromic
surveillance data

Develop formal staffing plan to support the
SVGHISn thelongterm



Private Sector Contributions to Health

The private health sector in Saint Vincent has growing potentiabtdribute to public health goals and
heath systens strengthening. Currentlyit serves an estimated 40 percent oftizensfrom all socie
economic group$n Saint Vincentwith more than 25 physicians, 13 pharmadiesboratories,5

nursing homesand15 dentistsas well as nurses andher health service providergidditionally, a large
number of physicians work in bothe public and privateextors (known asdualpractice. Like many
countries in theCaribbean, theggovernment of SainVincent is facing domestic budget constraints,
growth in chronicNCDs, and declining donofunding for HIVThe private healttsectorin Saint Vincent
remains relativelynregulatedand not well integrated #th the public health system. There is, however
informal collaboratiorbetween sectors, and the @eloping partnership between the MOHE, the
Mustique Company, and the World Pediatric Projeeis the potential tanobilize significant resources

to build a wing for pediatric surgery, expanding access for citizens in Saint Vincent and the region.
However, while there is some collaboration between the sectors in Saint Vinteatpublic sector

could do more to leveragéhis potentiaj the MOHE may want to consider engeng private sector

entities torelieve constraints in dekring essential health servicand possiblyealize increased
efficiencies in management and resource utilization, a broader market for health promotion messages,
and greater responsiness to consumer preference@verall those operating in the private sector were
opentoand nt erested in engaging with the MOHE, in
as a way to enhance their businessThis assessment identified some innovate ways to increesess

to specialists and servic#dsrough private sector engagemeittat could strenghen the overall health
system.

Key findings and recommendations in the area of private sector contributions to health are as follows:

Findings Recommendations

A diverse private medical sector serves ar 1 Conduct a baseline mapping of private sector services and resot
estimated 40 percent of Sailincent as a foundaon for increased engagement

citizens. Limited data suggest that all
socioeconomic classes access private sec
health services.

The corporate sector has supported and
informally partnered with the MOHE for a
number of notable efforts in health

1 Review and clarify existing and pending legislation for medical st
registration and regulation of private sector physicians and servic

1 Initiate dialoge between public and private sectors to identify
collaboration opportinities and to develop longgerm plans and
health strategies

education and wellness, supps#trvices, 1 Coordinate health promotion and wellness activities with industry
environmental health, and HIV prevention workplace, and NGO programs

The World Pediatric Project is a significan ¢  Explore partnerships with the private sector that maximize
publicprivate partnership for Saint Vincent resources for both public and privasectors

The activity has the potential to mobilize
significant resources to create a regional
pediatric surgical wing tbouse foreign

1 ldentify services in the private sector that may be able to fill gaps
public provision through negotiated contracts

medical missions for regional surgery, witt * Dt_avelop and enforce guidelines on dual practice in the public an
direct and indirect contributions from the private sector

MOHE 1 Engage key private sector leaders in the develept of strategic
Weak professional organization and lack c public health plans

sufficient regulation and quality assurance ;  Review and enact the specific requirements and process for
undermine private medical practice. This enforcing legislation.

includes a loosely redpted dual practice
among physicians.

With no formal mechanism for engagemet

1 Expand health promotion and wellness activities with industry,
workplace, and NGO programs

the potential for fruitful collaboration 1 Develop and advance opportunities for theivate sector to utilize
between public and private health sectors unused capacity at MCMH, or to grow specialty practice with
limited. support from the public sector
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The Strategic Plan for Health laid out many key strategies to strengthen the Vincentian health system.
These strategies included: devetoent of additional polyclinics; updating and implementing key health
legislation and regulations to support the regulatory framework; harmonizing health services across
public and private health sectors; building a robust electrbhif§ and implementinlHA as a step

toward promoting rational allocation and utilization of funds to improve health access and outcomes.

Thisassessmeneport, along with thesubsequentvorkshop to validatats findings and prioritize
recommendationds intendedo reinvigorate the drive toward achieving those strategic objectives,
while leveraging both internal and external support to push key activities to complétisralso

intended to serve as a reference source for stakeholders and researchtesv/alidatio and
Prioritization Workshop was held February @darch 1 2012 in Kingstown, Saint Vincera. report
documentinghe discussions and outputs of the workshop as well as the feedback and updates from
participants can be found in Annexdithis assessmemeport.
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Health Systems 20/26ndStrengthening Health Outcomes through the Private Se(E84OP$ in
collaboration withthe Ministry of Health, Wellness arttie Environment MOHE), useda combination
of the Health SystemAssessment (HSA) and Private Sector Assessment (PSA) appriacimetertake
a rapid assessment of tinealth system ofaint Vincent and the Grenadin@fhe HSA approach was
adapted fronthe U.S. Agency for International DevelopmediSAID Health Systems Assessment
Approach: A Helwo Manua(lslam 2007), which has been used in 23 countries. The #&froach is
based on thaVorld Health Organization(YHO ) heath systems framework of six building blocks
(WHO 2007). The standard PSA approach has been used in 20 countries and SHOPS is currently
developing a hovto guide for future assessments.

The ntegrated approach used in Saint Vincent and the Grenadimeeyed the six health systems

building blockshealth financingnanagemendf pharmaceuticaland medical suppliegovernance,

health information system$11S) human resources for heal{iiRH), and service delivergecial

emphasisvasplaced on the currenand potential role of the priate sector within and across dac

health system buildingblockkddi t i onal |l y, the health systemds abi
examined throughout each dimension.

The objectives of the assessment were to:
Understanl key constraintsn the health systemand prioritize areas needing attention

Identify opportunities for technical assistance to strengthen the health sgstedhprivate sector
engagement to sustain the response to HIV

Promote collaboration across publénd privatesectors

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

During the preparation phase, tressessmerteam worked with the MOHE and the National AIDS

Program (NAPYo build consensus on the scope, methodological approach, data requirements, expected
results, and timing of the assessment. Recognizing the importance of building strong partnerships among
the government, donorsprivate sectorand nongovernmentahd community organizations, team
membershelda preassessmenworkshop in conjunction with the MOHto meet with stakeholders.

The objectives of the hatfay workshop werdo (1) explain the methodlogy to be used(2) identify

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

A team of technical specialists for priority areas identified in the stakeholder meeting was assembled.
These prioity areas included health financing, governaandHIS The team of seven consisted of
representatives from Health Systems 20/20, SH@®SInternational Training and Education Center for
Health(I-TECH), andthe Pan American Health OrganizatigRAHO).
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The majority of health systems datascollected through a review of published and unpublished
materialsmade available to the team by the M@ldnd development partners and obtained online
Team members produced a litdtae reviewfor each of the health systems building blocks to develop
an initial understanding of the system and identify information gaps.sBewtured interview guides
were developed for each building block based on the noted information gaps, std8Arinterview
guides, and the indicators outlined in the HSA approatie NAP assisted the team in preparing a
preliminary list of key informants and documents for the assessment prokéssal logistics
coordinator assisted in further identifyimgptential intervieweesnd arranging interviews.

Key stakeholdersn both the public and private sector werervited to participate in key informant

interviews to provideinputand validate what has been collected through secondary sources.
Intervieweesalsoprovided additional key documents and referred the team to other important
stakeholdersDuring the oneweek data collection perio@luly 3®August 5, 2011 the incountry

assessment teamterviewed93 stakeholders. Interviewees included representativegovernment,
professionabssociationshealth training institutions, nongovernmental organizat{ivGOs), private

businesses, health providers, pharmacets, many professionals from the M@HS5ite visits on the

islandsof Saint Vincenand the Grendineswere conducted to verify data from key informants. These
visits included public hospitals andandmieatet h cent e
pharmaciesResponses werdocumentedby the interviewers and examined for identification of

common themescross stakeholdenghile incountry. The team presented a preliminary overview of

the emerging findings and recommendationstothe M&pHr i or t o t he teamds depar

Following the ircountry data collection, theassessmerteamsummarizedhe responses of the
stakeholders and reviewed the additional documents collected t&tteicalead for each building

block and the private sectorrdfted a summary of the findings and recommendations for their
respective areas. The team lead, together with input from the rest of the team, identified key findings
and crosscutting issues and further developed recommendations. The results were compéadnitial
draft and submitted to quality advisors in the Health Systems 20/20 project and USAID for ré&giew.
reflect the special focus on HIV/AIDS in this assessment, a brief synthesizing H&Rlie& findings

and recommendations across the loirlg blocks was also drafted and reviewAdinal draftwas

submitted to the MOHE for review and approval.

The assessment teansedthe findings irthis draft report to conduct a workshogat whichthe MOHE

and key local stakeholders discedsnd validaté assessment findingend prioritized the
recommendations. Special emphasgisplaced on looking at the strengths and weaknesses ofitadth
systemacross public and private domaiaisd the recommendatits to strengthen iand the role of the
private sector The teamusedthe results of the prioritization to identify areas of technical assistance for
USAID.A report documentinghe workshopdiscussions and results can be foumdnnex A.
Additionally the brief on HIV/AIDS issues in Saint Vincent can be found in Annex B.
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SaintVincent and the Grenadines is a midiiand state in the Windward Island chain of thesser

Antilles. It consists 082 islands, inlets, and cabsit only 7 of thesebeyond the main island of Saint
Vincentare inhabited (Bequia, Canouan, Mayreau, Uritustique, Palm Islapahd Retit Saint Vincent

The mainisland of Saint Vincent is the largest island in &i240 square kilometerandin population

with over 90 percent of the population. The islands are connected by sea ferriegiacigarters

throughfour Grenadine airportsThe country is divided into six administrative units, or parishes:

Charlotte, Grenadines, Saint Andrew, Saint David, Saint George, and Saint Patrick. Five of these parishes
are located on the island of Sainin¢ent.Kingstown, located in the Saint George Parish on Saint
Vincentlsland is the capital of the country and largest urban center.

FIGURE 2.1: MAP AND PARISHES OF SAINT VI NCENT AND THE GRENAD

INES
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More than 60 percent of the populatidn Saint Vincenis of African descent from the slave trade. An
additional 19 percent of the population is mixéargely a result of an influx of Indian indentured
servants and Portuguese immigrants who filled thelahortage afteslaveryended (Kairi Consultants
Limited 2009). The national language is English and some French patois is spoken.

In 2009, the estimated population of Saint \éncwas 109,26 (World Bank 2014). According to the
Saint Vincent 2001 Hesing and Population Census, 24.2 peradrthe population livedn and around
the capital, Kingstvn, in 2011(Government of St. Vincent and the Grenadin€&OSV(Q 2001). Since
then, theurbanpopulationhasincreased by percentage pointéWorld Bank 211a).New urbanites
haveshifted not onlytowards Kingstown, butalsoto urban centers in the Grenadines wheegpanding
tourism has createdvork opportunities(Kairi Consultantdimited 2009).Even so, the urban population
in Saint Vincent, at 47 @ercent of the total population in 200% smallerthan theLatin Americaand

the Caribbean ILCAC) average of 78.9 percent, indicating that urbanization is likely to continue (World
Bank 2011a).

Urbanization and informal living settlements have causedecorabout the health of migrantsr
squatterstMOHE 2007). Thesequatters numbering nearly 16,000r 15 percent of the populatiom
2007, move toovercrowded communities on publiepwned land at the outskirts dofities and are often
engaged in subsince farming (PAHO 2007%quatters account for only smallpercentage of the
population below the poverty line in Saint Vincent: 2007/08 estimates showppbabximately 30
percent of theSaint Vincenpopulation lives below the national poverty li(estimated at EC$5,523
annually (Kairi Consultantd.imited 2009).

Saint Vincent, like the rest of the countries of the Organization of Eastern Caribbean States (OECS), is

experiencing an increase in elderly population and a decline in the fertilityTtaigeshift is largely the
result oflongterm successes iimcreasingccess to care and treatment for infectious disease (MOHE
2007). The aging population contributes to the increased burden of chronic diseases.

TABLE 2 .1: DEMOGRAPHIC INDICA TORS IN SAINT VINCENT COMPARED W ITH THE LATIN
AMERICA AND THE CARIBBEAN REGIONAL AVERAGE FOR DEVELOPING NATIONS

Health System Indicator Saint Year of Data LAC Average Year of Data
Vincent
Population, total 109,269 2009 19,520,385 2008
Population growth 1.1 2009 1.1 2009
(annual %)
Urban population 47.4 2009 78.9 2009
(% of total)
Population agesdl4 2690 2009 28.09 2009
(% of total)
Population ages 65 and above 6.78 2009 6.77 2009

(% of total)
Source: World Bank20113)
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Life expectancy for Vincentians averages 72 yeaeme overall, 74 for femalesid 70 for males.
Chronic noncommunicable diseases (N§}account for 70 percent of visits to outpatient services and
are among the top five causes of deé@illespie and NeilseR010) In 2004 the top five cause of death,
in rank order, were diabetes, malignant neoplasms, cerebrovascular diseagadisease, and
hypertension (MOHE 2007). HIV ranked as the silkighest principle cause of death that year.

TABLE 2.2 : MORTALITY | NDICATORS IN SAINTV INCENT COMPARED WITH THE L ATIN
AMERICA AND THE CARIBBEAN REGIONAL AVERAGE

Health System Indicator Saint Year of Data LAC Average Year of Data
Vincent

Life expectancy at birth, total 71.86 2009 73.59 2009
(years)
Mortality rate, infant 11.2 2009 18.92 2009
(per 1,000 live births)
Mortality rate unded5 12.8 2009 22.55 2009
(per 1,000 births)
Maternal mortality ratio 93.00 2000 103.46 2008

(per 100,000 live births)

Source: World Bank20118)

Fertility rates have declined from@births per woman in 1990 to 2.1 ia009 (WHO 201%), and
womenhave growing independent control over their choices in health. Howeyemder inequality
continues to exist (MOHE 2007). TH2007/08 County Poverty Assessment report suggests that the
genderinequity is notable because women, who experience more poverty than males, become willing to
engage in riskier behaviors, including transactional sex, to providedorfamilies (Kairi Consultants
Limited 2009). The inequality also places women in vulnerable positions that affect their sexual and
reproductive health, including abuse, rape, teen pregnamclthe inability to make choices about their
reproductive health (Kairi Consultantsrhited 2009; MOHE 2007). Since 2000, women have reported
more rapesin Saint Vincenthan anywhere else in the OECS (Chance 2)1Teen pregnancies account
for nearly 20 percent of pregnancies (MOHE 2007; Gilleapi@Neilsen 2010) and nearly 50 percent of
women have their first child between the ages o619 (Kairi Consultant&imited 2009). Negative

health outcomes such as anemia, depression, $#ix{jally transmitted infectionS$TI3, and postpartum
hemorrhaging areommonlyassociated with pregnancy duriadolescence (WHO 20Q8. Adolescent
fertility rates in Saint Vincent, estimated at®Births per 1,000 women age &89 in 2009rank higher
than several other Caribbean countries such as Trinidad and Tobago (33.5) and Grenada (39.6), but
below the LACaverage (72.3) and on par with the average for middle income countries (51.0). Figure
2.2 shows this comparison.
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FIGURE 2.2: ADOLESCENT FERTI LITY RATE S IN SAINT VINCENT C OMPARED WITH OTHER
COUNTRIES, THEL ATIN AMERICA AND THE CARIBBEAN REGION, AND MIDDLE -INCOME
COUNTRIES

Middle income
LAC

Grenada

Saint Lucia

Trinidad and Tobago

0.0 50.0 100.0
Births per 1,000 women age 15 -19
Source: World Bank20113)

Despite thegenderinequality, more womein Saint Vincenare using contraception than in past years,
which the MOHE has attributed to increased urban migration tiredncreasedpresence ofamily
planningnitiatives (MOHE 2007). Most women who use a family planning method use oral
contraception, followed closely by injectable contraceptives which can be purchasethenx@unter in
pharmacies and through private providers like Planned Parentid@HE 2®7).

TABLE 2 .3: REPRODUCTIVE HEALTH IND ICATORS IN SAINT VIN CENT COMPARED W ITH
THE LATIN AMERICA AND THE CARIBBEAN REGIONAL AVERAGE

Health System Indicator Saint Year of Data LAC Average Year of Data
Vincent
Contraceptive prevalence (% ¢ 48.00 2006 74.71 2009
women ages 1319)*
Fertility rate, total (births per 2.102 2009 2.188 2009
womany
Pregnant women who receivec 99.9 2008 95.01 2009

1+ antenatal care visits (#5)

Source*World Bank(2011g), ** UNICEF(2010
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Based on data from antenatare (ANC)clients, HIV prevalence is estimated to be arodngercentof
the population. The main source of transmission is heterosexual contact (GOSV@)26irtce 2008,
the HIV program has been undergoing a process of integration witlepisgting progams at the
MOHE.In 2009, approximatel89 percent of eligible people living with HIFRLHIV)(162 persons) were
on antiretrovirals (ARVs)an additional 20 people on ARVs accessed care in the private 4&QBVG
201().

Saint Vincent was the last of the countries in the Windward Island chain to become independent from
Great Britain. The country gained independence in 1970 through referendum. Saint Vincent has a
democratic constitutional monarchy with a unicameratliament, the House of Assembly

(Commonwealth Local Government Forum 2011). Officially, Queen Elizabeth Il is the head of state and
appoints, with consultation of the government, a representative to the position of Governor General. A
2009 referendum taeplace the monarch with a president did not pass. The House of Assembly has 21
representatives, of whom 15 are elected ahdre appointed by the Governor General. Of the six
appointed representatives, four come through recommendations fronPtitae Minister and two

through recommendations from the opposition.

The Prime Minister is also appointed by the Governor General, with selection based on the extent of
support for candidates among the majority of representatives in the Assdtdhiied Nations[UN]

2004) The last elections we held in 2010 andhe next parliamentary elections should take place in
2015. The Unity Labour Party, which has held power since 2001,8xirl5 seats and is represented
by Prime Minister Ralph Gonsalves. The main oppusjiarty, the New Democratic Party, woseven
parliamentary seatd).S Departmentof State 2011). There is no local government. Local government
was dissolved in 1973 and the six parishes are now considered administrative units of the central
governmentdr a limited number of services (Commonwealth Local Governmamtif 2011).

Indicators on human development in Saint Vincent present a mixed picture. On the one hand, Saint
Vincent has beepolitically stableandthe level of income inequality in Saint Vincent is not as sersus
elsewhere in the Caribbean. The relatively low income inequality is evident through a compariken of
Saint VincenGini coefficieni{40.2)to the average Gini coefficient for the LAG1.3).Also, the literacy
rate in Saint Vincent was 88.1 percent of the population agel5 in 2004 PAHO 2007. On the

other hand,Saint Vincent was only ranked medium on ttheman Development Index in 20@hd was
behind its Caribbean counterparts 2008(UN Development ProgramNDP] 2011) (This indicator

was taken out of the 2010 index due to a lack of reliable datag index considers the extent to which
citizens in a country can achieve their goals and access basic freedoms, and lookssasdattas
heal t h, education, and poverty that clevelt ri but e
indicators. The index then places countries in one of five categories, with mdmiingsecond to

lowest.

Saint Vincent has a market economy and imember of two important regional bodies: the Caribbean
Community (CARICOM) and OECShese entitiegplay a vital role in developing policy (including health
policy) and are often the recipients of resources or assistanadehalf othe region Throughtheir
economic union, the members of the OECS share a common currency, the Eastern Caribbean Dollar
(EC$). The currency is pegged at EC$2.7 for US$1

Table 24 presents several macroeconomic and health indicators for Saint Viandrihe LAC region
Sant Vincent has had negative economic growth in recent years, thiluggnerally experienced rising
economic growth before the global recession. Between 2000 and 2068s domestic productGDP)
growth in Saint Vincent averaged 3.6 percpat annumbut in 2009declinedto -2.8 percent (World
Bank 2011pa The declinein GDP was sharedcrossthe LAC region, whiclgrew, on average by?
percent in 2009The negative growth rate along with the tradeficitmakes it hard for Saint Vincent to
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addressts growing debt burden. Total public debt in Saint Vincent, estimated at 66.8 percent of GDP at
the end of 2008, is lower than in any other country in the OECS, but is still notably high (IMF 2009).

Saint Vincent ds GD Pexgerditureandgaithtalbbelaviredjionpl@veragess pi t a
shown in table 2. These indicators reflect the fact that Saint Vindessthe lowest GDPin the OECS
(European Commission Development and Coopera@f®8). The 2007/08 Country Poverfyssessment
report found that over 30 percent of the population lived in poverty, with less tE8$5,523
(US$2,045per yearin income(Kairi Consultantd.imited 2009). The Georgetown and Sandy Bay areas
of the main islantiad the highest incidence of poverty at 55 percent. Thaoréalso found that
unemploymentvas19 percent nationally and 25 percent among the poor. Lack of work has spurred
emigrationand36.7percentof the population in 201Mhad emigrategthis indicator places Saint Vincent
14th-highestin emigration ratein the world (World Bank 2011b). Five of the other OECS countries also
were highly rated on this list of countries exhibiting strong emigration: Grenada was third, Saint Kitts
and Nevis was fourth, Antigua and Barbuda was seventh, and Saint Lu22ngddsiven the large
population of Vincentians livingralad, it is not surprising thatamittances also play a large role in the
economy, making up 5.5 percent of GDP in 2007 (Gonsalves 2009).

TABLE 2 .4: ECONOMIC INDICATORS IN SAINT VINCENT COM PARED WITH TH E LAC
REGIONAL AVERAGE

Health System Indicator Saint Year of Data LAC Average Year of Data
Vincent
GDP per capita 4,314 2009 4,823 2009
(constant 2000 US$)*
GDP growth (annual %)* -2.76 2009 -2.00 2009
Per capita expendituren 301 2009 545 2009

health (current US§¥

Gini coefficient 40.2** 200708 51.% 2007
Source: *World Bank2011g), **Kairi Consultants imited (2009

The economy is largely dependent on agriculture, tourism, and construction which all vary by season.

Banana production employbout 60 percent of the workforce and accounts for 50 percent of exports

(U.S Department of State 2011). Dependence on one crop has made the economy vulnerable to price
fluctuatiors. Thereduction in preferential treatment in trade, particulaldy the Euopean Union(EU)

has negatively impacted the agricultural economySai nt Vi ncent i s also the w
arrowroot (Caribbean Center for Development Administratig€@ ARICAD] 2006, and has become the

largest producer of marijuana in tleastern Caribbean, the rise of which has correlated with the

decrease in banana productiod.§ Departmentof State 2011). In an effort to diversify the economy,

tourism has become increasingly important. Compared to most other Caribbean countries, Saint

Vi ncentds tourism s ec CARICAD 2006ETbuwigmenas becante pagticulatyl o wl y  (
important in the Grenadines where luxury resorts have flourished. Tourism is expected to contribute to

7.1 percent of GDP in 2011 and directly employ 3,000 ¥imians, or 6.7 percent of the workforce

(World Travel and Tourism Counc[WTTC] 2011). The EU has funded infrastructure projegitied at

expansion of théourism sector.
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Saint Vincent is considered to beth an uppermiddleincome country and a smd#iland developing
state by the World BankLike othersmalisland developing stateSaint Vincent is isolated, lacks
economies of scale, has high transportation costs, and is susceptible to natural disatiieling
volcaniceruptions and hurricanes. All of these factors make Saint Vincent economically vulnerable.

The Heritage Foundation ranks Saint Vincent théhS@eest on its 2011 Economic Freedom Scale.
Tourism is the main draw for foreign investmehRtexible labor regulations and macroeconomic stability
attract investors, private enterprises are not haréd by government interferencand investment
procedures have become more streamlin®y. contrast high public debt and an underdeveloped
financiaisector constrain growth. For example, the high level of public debt, capturing nearly a quarter
of the governmentods revenue, l imits government
access to health services.

Currently the government is amoting highend and sports tourism (e.goecoming a populaset

location for films), airport development, financial services, and information technology. There are
investment incentives available for manufacturing including duty concessidas aoticays (InvestSVG
2011). Saint Vincent benefits from the Caribbean Basin Initiative which allows goods to enter the US
duty freg andis also a member of ALBA, a Venezudkahtrade alliance, and CARICOM.

The health sector has undarge a series of reforms over the lasbuple of decaes to respond to the
changing epidemiological profile and the aging population. The reforms included introducing or
increasing user fees for health services and pharmaceuticals, improving nursing education and hospital
governance, and studying the feasjbdf a national health insuran¢®HI) plan. The reform process is
ongoing.

The MOHE is the executive arm of government with responsibilityHealth andenvironmental policies
and service delivery. The Minister of Healtellnessand the Environment ithe political directorate,
while the administrative leader is the Permanent Secretarg the Chief Medical Officer (CMQ8 the
technical head. Thers ia Senior Management Committeemposed of senior administrative and
technical personnel at thelOHE whose primary responsibility is policy development and
implementation. The Health Planner is responsible for strategic planning and implementation of the
Public Sector Investment PrograRigure2.3 depicts the MOHE structurdy area
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FIGURE 2.3: ORGANI ZATION AL STRUCTURE OF THE MIN ISTRY OF HEALTH , WELLNESS
AND THE ENVIRONMENT, 2011
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An evaluation of the Essential Public Health Functiarssandardized methodology for analyzing public
health systemayas conducted by PAHO in 200Zhe results showed that monitoring and evaluation
(M&E) ensuring quality, and populatibased sources and research were the three weakest areas of the
system. Two of the stronger areas were the handling of emergenciediaasters and promoting

equitable access to caréhe upcomingHousehold Nutrition, Health and Diseases Survey planned for
implementation with support from the EU is expected to address some of the need for population
based data sources.

Health care service delivery in Saint Vincent is largely provided by the public sector, but the private
sector has grown in recent years to conepient the limited specialty services and allevaime of the
burden on the public sector. The privatommercial sector is not well documented but is known to be
concentrated in Kingstown. Data on the divisionh&falthservices between the public and private
sectors are not available. Specialibedlthservices are also concentrated in Kingstown. NG@svide
limited care, mostly through service deliveRor example,lte Planned Parenthood Association has
contributed to providing reproductive health and family planning seryitesRed Cross and the
Disaster Preparedness Office (now NEMO) have contiglol to the management of crisis situatipasd
the Rotary and the lonsClubs, the Cancer Societgnd the National Diabetic and Hypertensive
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Association have all contributed to direct health care delivery through clinics and outreach. Increased
collabomtion with all partners has been strengthened through ithplementation of the HIyrogram
(MOHE 2007). This collaboration includes the increased numbers of civil society organiZ&tgis)

and line ministries working with the National AIDS SecretafidS) the creation of a coordinating

body for NGOs working in HIV, and the EmploydiSsederation implementingrorkplaceHIV policies
(MOHE 2010.

Financing for the health sector is provided throu
Nationd Insurance Service (NIS), and private expenditures. Available data on private expenditures are

limited. Public health services are primarily covered most through the MOHE budget. Primary care

services are free of charge and all other services are highlsidized. NIS covers the costs of hospital

services for its members. Membership is required for all formal sector employees. NIS-a semi

autonomous structure, also makes donations to the health facilities. For example, NIS donated the

ultrasound andCT sanat Milton Cato Memorial HospitsMCMH). Private insurance also exists on the

island but most policies primarily cover of§land tertiary care. Private corporations also have health

insurance and workplace wellness programs for their employees.

According to the national Strategic Plan for Hea®072012, a priority of the MOHE is to divest and
restructure programs to focus more on formulating policy as well as monitoring and evaluating
programs and services. Priorities for the health system inclgedving the management of the health
system and promoting preventative care to reduce the burden of chronic disease.

At the primary care level, the public sector is divided into nine Health Districts withethclinics
spread throughout the country. On average, each health clinic is equipped to cater to a population of
2,900 with no patient required to travel more thahree miles to access care. At the secondary level,
MCMH i s the count r vy &sarecafetral hogpitavpeovidinghspecialiaticarea Rlang
are underway to upgrade the Georgetown Hospital to include a stdithe-art Diagnostic and Renal
Dialysis Unit. Five rural district hospitals, with a combined bed capacity of 58, provide a milgwaim

of secondary care. Maryfield Hospital, the only private hospital on the isksasdy 12bed, private

facility operating in Kingstown. However during this assessment, the facility owner stated that it had
been closed. The private sector is activelas primary care levalith private providers offering
generalist and/or obstetric services. Tertiary care is limited on the island in both sectors. The private
sector offers morelongterm carefacilities for the elderly with five facilitiaghile the ae public sector
facility primarily serves the impoverished populations. The private sector also offers advanced
diagnostics, which are limited in the piglsector to the lab at MCMH. Please s€bapter 5,Service
Delivery for more information abouttesefacilities and services.

The HIV/AIDSunit within the MOHE manages the Hpfogram. The National AIDS Council and its
Secretariat the NAS), cochaired by the Prime Minister and the Minister of Healt¥ellnessand the
Environment, provide multisectoral coordination. There are nine nonhealth line ministries that have
focal persons appointed to work witNAS and which have HIWork plans. These ministries are:
Education, Finance and Economic Planning, Houslmgy, INational Mobilization, National Security,

Rural Transformation, Telecommunication, and Tourism. It has been reported, however, that since the
end of World Bank funding iB011to support HIV programs in Saint Vinceniese line ministries and
CSOs hae been less astely involved with the HI\brogram.

A number of CSO partners actively ctriibute to the national HI\fesponse. Among the most
prominent of these CSOs are Planned Parenthdeajulation Services Internationand the Caribbean
HIV/AIDS Aliance(CHAA). A National Network of NGOs was established in 2002 in response to a
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perceived need by national NGOs for coordinatiohHIV activitiesand now has 15 members. The
private sector is also an tiee player, addressing Hvh r o u g h t h leedeatapdnddevelopm@
HIV workplace policies in 16 workplaces supported by the International Labor Organization (ILO).
Private clinics also provide treatment RIHIV.

Treatment and care for HIVh Saint Vincent is centralized and provided at MCMH.sEh&ervices are
almost all entirely free of charge to the patient. The National Strategic Plan for HIV/20D$2014

calls for theestablishment of three newantiretroviral treatment (ART)-accredited sitesn the public
sector within the next two years and three morafter that All PLHIV who attend a public clinic for care
and treatment are assessed regarding their social, economic, and psychological situation. Financial
assistance is provided to those in need through the Minisf National MobilizationSocial
Development, Family, Gender Affairs, Persons with Disabilities and Yexithity for financial
assistance is given to orphans, the physically impaired, and the elderly. Assistance is provided in various
forms, such aschool lunches, school supplisshool fees, monthly stipends, and monthly food
packages. Travel reimbursements for eligible clients also exist. Ootérgiews conducted fothis
assessment, PLHIV reported a decrease in these support sefeiceshe receipt of food support
packages and monthly stipendsyecent months.

Voluntarycounseling antesing (VCT) services are being integrateddrimary health care services
across the countryThe VCT program was started in 2003 but expanded startin20i06 with increased
training for health care workers (often nurses) to provide rapid testinpeatlthclinics on a daily basis
(MOHE 2010bh. Thehealthclinics have also introduced providaritiated testing and counseling. Private
labs also provide stalard HIV testingand rapid testingBy the end of 200 however,only 30 percent

of 15849 year oldgn Saint Vincenhad been testeat least oncewhich was below the pace to meet the
National Strategic Pldior HIV/AIDStargetfor 20090f 50 percent(MOHE 2010h. One of the biggest
challenges to meeting this goal has been human resoBtaf$ trained in rapid testing often must be
deployed to other facilitieto fill vacant positionsmaking it challenging to ensure tlegtch ofthe 45
faciltiesin the public health systefmmas trained staff (MOHE 2010b

Healthsystemstrengthenings important becauseffectivemanagement of the six building block areas

and their interactions leads to more equitable and sugtdiimprovement across health services and

health outcomes (WHO 2007).The success of health system strengthening (HSS) activities, to some
extent, depends on the capacity of the organizations that are aimed at strengthening health systems.
Having the abily to effectively deliver health services does not always mean that the capacity for HSS is
present. HSS requires that the appropriate enablers, including leadership, research, technical assistance,
training, advocacy, and standard setting, are present.

The MOHE does not have financial resources outside of recent investments IBttteat are devoted

to HSS alone. The Health Planner has been active in developing plans to use the EU funding for
improving the health system; however, she does not have igmifisupport staff to carry out HSS

activities on a regular basis. Further, data needed to inform HSS and health policy reform, such as cost
daa, are not regularly collected due to human resources and funding constraints. The MOHE has tried
to leverage daor funding and technical assistance from PAHO institutions for heel#ted research
projects that would guide planning for HSS. Timglementatiorof a new electronic health information
system should improve the availability of data that can be masiyesnalyzed. This new capacity will be
timely, as much of the manually collected data that is currently collected is not analya¢ichely

manner and is thus hard to convert into information that can inform the policymaking process.

Professional assiations are able to assist in establishing standards for quality of care and professional
registration; regional associations also contribute. Regionally, CARICOM and the OECS provide
guidelines that the MOHE can follow to promote HSS but they do natmmitome with the financial and
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human resources needed to carry out the activities. Saint Vincent does notamagetensiveonsultant
community providing technical assistance when the MOHE lacks the capacity or time to undertake HSS
initiatives, and regimally the pool is also somewhat limited. NGOs such as the Dialaad

Hypertensive Association, Planned Parenthood, and CHAA provide strategic partnerships with the
MOHE, mostly in service delivery. Training in areas like health economics or healthdquEiEyot exist

on the island. The Saint Vincent School of Nursing and Trinity University School of Medicine provide
opportunities for nursing and medical training, respectively, but those seeking public health degrees need
to go offisland. The Universitgf the West Indies, located in Trinidad, does offer these types of courses

for the region but overall, the capacity to provide public health education in the region is very limited.
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Key Findings
1 Citizen engagement witthe health systenis informal
1 Legal framework for the health system is outdated, and does not reflect current issues
1 Hospital management structure does not promote accountability, flexibility effiraency
1 Government transparency is hindered by the absence of a Freestdniformation Act(FOIA)

Effective health governance is the process of competently directing resources, managing performance
and engaging stakeholders toward improving health in ways that are transparent, accountable, gquitable
and responsive to the publ{tJSAID et al. 2006)Sustainable health interventions require that all of

these elements are in place, as each element is dependent on the success of all of the others. In order to
understand how each element functions, He&@ifstems 20/20 has developed a health governance
framework that involves three primary sets of actors that have responsibility for ensuring a strong

health system: the statbgalth providers, and citizeriBrinkerhoffand Bosser2008)

State:
Politicians and
Policymakers

Client Power: Technical Input and Oversight }
. Providers
Services

Source: Brinkerhoff and Boss¢2008
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Theroles andliinkages between these health system actors constitute the coreeohealth governance
framework.State actors include politicians, policymakers, and other government officials. Together, they
devdop, implement, and enforce the rules and regulations that govern the health system, provide policy
leadership and oversight, organize statanaged insurance schemes, and determine financing for
significant parts of the health system. Ideally, state acoe also responsible for responding to citizen
voice. Providers are public and private sector healihe staff and facilities as well as the organizations
that support service provision. Their main role is to deliver services to clients and providenation

to politicians and policymakers on performance and health indicators. Citizens are consumers of health
services. Citizensd interests in health extend
impacts on individuals. This assessnseeks to understand how these actors interact in Saint Vincent,
how formal and informal structures reinforce or inhibit these linkages, and how the linkages influence
the ability of the health system to meet performance criteria.

In order to study health governancé helps to frame the health sector within the larger governance
environment.The World Bank Worldwide Governance Indicators (WGIs) are composite indicators that
draw on awide variety of sources to create scoresrosssix different elements adverallgovernance.

The World Bank develops a composite score usdgjafrom survey institutes, think tanks, NGOs, and
other international organizations. For the most part, thesganizations use quantitative and qualitative
surveyssuch as interviews and document rev&et develop their scoresThese scores are then
combined intoa composite score. The percentiles show the percent of countries in the world that
scored lower tha Saint Vincenbn the selected indicatord-hese indicators can be instructive for

looking at health governande Saint Vincenas they give an overall picture of the strength of
governance structures.

TABLE 3.1 : WORLD BANK WORLDWIDE = GOVERNANCE INDICATOR S: SAINT VINCENT
AND THE GRENADINES

Governance Indicators 1998 2000 2003 2005 2007 2009
Voice and Accountability 78.8 80.3 84.1 82.2 85.6 84.4
Political Stability 82.7 83.2 77.9 93.3 73.6 79.2
GovernmentEffectiveness 534 58.3 52.9 80.1 74.9 75.7
Regulatory Quality 60.0 59.0 59.0 78.0 72.8 65.7
Rule of Law 41.4 64.3 66.2 74.3 71.4 75.5
Control of Corruption 60.7 60.2 63.6 82.5 79.2 83.8

SourceKaufmanret al.(2010)
C 0 u n percgnilesank (@100),100 is the highest score, 0 the lowest.

The WGis for Saint Vincenshowstrong performancen most governance indicatorspnany of which
have shown remarkable improvements since 19@&ernment Effectiveness and the Rule of Law, for
example, havancreased significantly in the past 10 yeAdditionally Control of Corruption has also
improved significanthBaint Vincenis now in the top quintile of all countries in the world on this
indicator. The weakest indicator, Regulatory Qualitya cotinuing challengeot only for Saint Vincent
but for many of the countries in the OECS.
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The health system iBaint Vincenis guided by the Strategic Plan for Health, which frames the health
system in terms of four strategic directions. These directions are:

StrengthenindgdlSand the organization and managemenH&H

Promotion and improvement of prevention and managemeratstries of chronic disease and other
priority health needs

Articulation of policies to promote universal coverage, equityd sustainability of the health system
Strengthening the steering role of tiOHE (MOHE2007)

These strategic directions are outid in a logical framework, with indicators associated with each

direction. These directios addressome of the major challenges facing the health systebaimt

Vincent,most notably the emergence of chronic diseases as prinauges of morbidityandthe need

for improved management of the current health systédime methods proposed to achieve the

expected outcomes identified in the strategic plaowever, are not clear, especiatiygarding

improving the stewardship role of tHdOHE and improving fiancial sustainabilithdditionally, little

mention is made of the weak regulatory framewpr e gi sl ati on that i s stuck at
office, ormethods forimproving citizen engagement on health issues.

It was recognized in the mi@000s that there waa need for legislative reforrm Saint VincentThe
legislative framework is the basis for the health system, laying out the rules under which all health
system actors, the state, providers, and citizens, irtedaegislation contributeto the proper

functioning of a health system by ensuring that stakeholders, such as providers, cliehtsalémd
managers, understarahd follow aset of rules that guide the health system. Revising and updating laws
to matchchanges in the surrounding environment guarasthat the laws match needs, whienforcirg
these laws throughegulatory bodies is critical to ensuring thhie laws are followed.

Hforts have been made in the last 10 years pulate the laws governing ttgaint Vincenhealth
systemput work remains to be doneEven though outdated legislation was noted as a challenge in the
Strategic Plan for Health, legal reform does not seem to be a key priority of the EI@kla result,

mary pieces of legislation remain in draft form or have not yet been fully enattely.the Pharmacy

Act (2002) that came into effect inOP4 has actually come into laWhile pharmacists, nurses, and
doctors have legislation that govern their roles, prosis for continuing education, feegistration,

facility inspection for quality assuranead formal policies on lavese weak or nonexistent.

Additionally, there is naliseasespecific national legislation dealing with the riselobnicNCDs or

with specific antidiscrimination issues relating to HIV.

A list of key legislation can be found in Table.3Be Public Health Act grants the M@broad

authority to regulate and enforce health codes in private businesses and homes, including food
production and storage, water purification, and mosquito control. The Mental Health Act regulates the
conditions under which patients may be voluntarily admitted to the Mental H&adtiabilitation Cente

and sets up a board to review mental health cases.a&hdoesnot include provisions for the rights of
mental health patients, accreditation of facilitiesiroluntary admission (WHQ@O009) The rules for

health professionals provide for councils to oversee the registration and practice of medicine, nursing,
and fharmacy. No legislation regulates the functioning of the hospital or of the various rural hospitals or
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health centersFor a discussion of existing regulatory mechanisms, pleasg&sten 5.4, Quality
Assurance irChapter 5,Service Delivery.

TABLE 3.2 : KEY HEALTH LEGISLATI ON

Legislation Date Enacted
Public Health Act 1977
Medical Officers Act 1956
Medical Registration Act 1886
Nurses, Midwives, and Nursing Assistants Act 1986
General Nursing Council Rules 1990
Milton Cato Schedule of Fees 1995
Mental Health Act 1958, 1991
Pharmacy Act 2002

The Medical Registration Act of 1886 sets up the regulatory practice for medicalinaheding the

private sector Theact is outdated and does not reflect or cover the other types of medical practices
present inSaint Vincentoday, such as lab technicians, diagnostic centers, nursing homes, and
occupational therapists. Draft legislation based on the CARICOM Act that wapdichte laws governing
the establishment of medical service practice was submitted to legal affairs in 2006 but has not been
passedNeither the Medical Officers Act (1956) nor the Medical Registration Act enumerates
requirements forcontinuingmedicaleducation (CME), testing, reegistration, orre-licensure. The same
is true for the Nurses, Midwives, and Nursing Assistants Act and the GeNeiraing Council Rules,
which govern the nursing profession. The one exceptmaddressing CME issu&sthe Phamacy Act,
passed in 2002, whiahakes provisions for continuing education anetegistration. Though both
continuing education and teegistration were supposed to have been implemented in accordance with
regulations to the actud@harmacyAct, these reglations have not yet been passed into latast
legislatiorrelated to health can be found in theaws of Saint Vincent in force on 1st January, 1991
under Title XVII, Health, Education, and Social Services.

The legislation identified above is enforcedtimee professional councils: the General Medical Council
(covering medical doctors and dentists), the Nursing Council, and the Pharmacy Council. As noted,
these councils grant registration but do not issue any certification based on credentials, $LMiEas
current practice loadThese councils assess annual professional registration fees on registered health
workers, but these are not actively enforced.

While the private sector is independent from the government, medical provider ethics dictate and
citizen businesses require adherence to the countr
in place to protect its citizenfficial oversight and regulation of private providers rests with the

MOHE (through the CMO). The Medical RegistrationtAets up the regulatory practice for medical

care, including private phigiansOther medical practitioners and establishments, such as lab

technicians, diagnostic centers, nursing homes, and occupational therapists are not imdlededack

of reguhtion, a business can be established without proof of entidls for these professions.

In Saint Vincenthie private health sector largely operates independently from the public sector, even
though it is partially composed of praminers from the puldk sectorwho are in dual practiceThere is
little regulation by and no formal engagement with M®HE. This independence is beneficial for
business, but does not ensure that quality healite is delivered to Vincentians. For the most part, the
profesgonal councils do not engage in regulation or set quality improvement standards. Some
professional councils offexctive support and guidance to their members, mgstly theyact as
registration bodies that validate credentials for doctors, nurses, pharmaastsientists.
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The lack of effective regulation over private providers was evident in interviews conducted for this
assessmenio providers interviewed could recall &ee regulation enforcement from the MOE
Several stakeholderaterviewedvoiced concern about the need to update regulations and the lack of
regulation enforcement. A strengthened regulatory practice was vigwetie intervieweess the

ability to prohbit and close unethical medical practice and busineSsa®ral providers acknowledged
that it was important to report notifiable diseases to the MOHE(. HIV, tuberculosis hepetitis,

dengue), but that it was natonsistentlydone by all providers,ar was there active followp on these
issues by the Chief Epidemiology Officer.

Direct access to parliamentary representatives in Saint Vinggeears tofulfill the advocacy role
typicallyplayed by civil societ@ primary reaon relates to differences in population: the large number

of representatives per citizen in Saint Vincet®$000 people and 15 elected parliamentary
representatives) allows citizens to have greater direct access to policymakers than is the case in large
democracies. Interviewees noted that citizens often go directly to their parliamentary representative,
rather than through a civil society intermediary, if they encounter a problem or have a complaint about
government services

With direct access taepresentatives providinthe country with a mechanism falialogue between
citizers and decisioomakersin Saint Vincent, CSQendto focus on other needd-or example, many
churchbased organizations, such as House of Hope, focus on care and serviésiPgr while
Planned Parenthood procureadadistributes contraceptives. Whileesither of these organizations
engagein advocacyor specific health issues attempts to presentitizen feelback to policymakers,
they both contribute to strengthening service delivefylist of CSOs in Saint Vincent is presented in
Table 3.3.

TABLE 3.3 : SELECTED HEALTH -FOCUSED C IVIL SOCIETY ORGANIZATION SIN SAINT

VINCENT

Organization Role
House of Hope Care and support for PLHIV
CHAA Advocacy and support for PLHIV; technical assistance
Diabeic and Hypertensie Association Education and prevention through community organizing
SVG Human Rights Association Legal assistance and human rights education
Windward Islands Farmers Association Infrastructure; farmer health issues
SVG Red Cross Disaster management and HIV prevention
Cancer Society Financial support for overseas care; cancer education
Planned Parenthood Association Providing contraceptivenethods
Rotary Club Fundraisindor general health and social welfare issues
Lions Club Fundraisinggye health

*Note: SVG = Saint Vincent and the Grenadines

There are, howeversome organizations that do advocate for citizen groumpSaint Vincent.d¥

example, the Human Rights Association and CHAA advocate for the rigiRE-¥ in two different,

yet complementary ways. CHAA, as a regional organization, focuses on technical assistance for local
organizations that support PLHIV and NAS. Through thiéhnical assistance, they promote evidence
based approaches to mitigating the HIV epidemic. The approach of the Saint Vincent Human Rights
Association is more aggressive, as they promote the righBlHfV through legal action and by
challenging policyrkars on commitments they have made, especially on greater protectoorPLHIV.

The work that CSOsdo is made more difficult by the fact that the FQlAough completed in 200Bas
not been signed into law and implementeglthe Prime MinisterWithout a FOIA, government agencies
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are not under any legal obligation to provide citizens or civil society with information. In fact,
interviewees noted that many civil servants were unaware that a FOIA even existed. The Human Rights
Association has be&eone of the main voices in support of implementing the FOI&0E that sought to
collaborate, rather than challenge the government, appear to be better recéeatly organizations

noted that they had conducted joimublicoutreach efforts with the MOHEt health fairs or other
gatherings.

Some organizations that would traditionally fall outside of the health sector are still actively engaged in
health issues. The Windward Islands Farmers Association (WIFA) is one such organization. As a regional
associdbn, WIFA has a presence in Saint Vincent, Saint Lucia, and Doriifife&.advocates for

tighter integration between the agricultural and health sectors,\&orks to educate its membership

about environmental radth issues, as well as Hévid prevention bheart diseases and diabetébese

programs have been funded members, with collaboratiofrom the MOHE, which sent nurses and

education specialists support the programavhen requested.

In addition to traditional citizens groups, health provides@sations exist in Saint Vincent for doctors,
nurses, and pharmacists. These organizations have varying degrees of strength and involvement in
crafting health policy, though all have been active in trying to get new regulations for their respective
professions.

These organizations also face challenges because there are so few health prafessiSaintincent,
(excepting the overabundance of nursegjich leads to instabilitwhenkey members change avhen
obtaining a quorum for meetgs becomes chalhgingAdditionally, differences between private and

public sector provides, especially around hospital access issues and regulations of dual practice
contribute to associations being unable to reach agreements. Finally, many association members are als
MOHE employees, limiting their advocacy role.

The private sector in Saint Vincent also has active groingsSVG Medical Association in particular,

that are not part of civil society but instead suppgrivate practitionersThe association, which

includes all doctors and dentists, is primarily a registration body for medical practitioners. The
association has promoted medical education and courses to its membership, as well as opportunities to
provide services for charitable causes. Téssociation has taken a leadstrengtheningnedical

credentials by promoting ethical standards for cdtéas also attempted to engagéth the MOHEoN

policy discussions to addreise modern medical sector in Saint Vincdmtdrafting new legislation to

more comprehesively cover medical practice by including a broader range of medical providers (such
asradiologists, specialis@ndtechnicians). Given theomposition of membershiin the association,

with both public and private practitioners represented, #ssociationvould seemnto be ideally placed

to facilitate publigorivate engagement for strengthened health care delivery in Saint Viktmmever,

though it appearsn the SVGMedical Association websit2D05 draft legislatiohas not been passed

and remains in the Attornege ner al 6 s of f i che SYGoMedical p\gsaciatiorais not Al s o
mentioned as a key partner in MQHstrategiadocumentsand stakeholdermterviewed for this
assessmerdid not appear to see it as an important organization.

Other private businesseprovide commercialserviceshat potentially influence public health on the

island. Examples include thevironmental health/pest control servicdsat are experienced in

mosquito control five private nursing homes, which keep doctors on retainer and employ private

nurses private health insurance companies that provide policies for seorkers throughtheir

employes, and the Trinity Medical Schoaln offshore private medical schdotated in Kingstowrthat
provides some continuing education courses to t
to attend medical school.
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Additionally, sme organizations that would traditionally falltside of the health sector are still actively
engaged in health issud@$e Saint Vincent Employers Federation (SVEF), which repres@stsall and
medium enterprises in Saint Vincent, is leadingcthe u n employ@ers in the development ¢1lV
workplace policiesThis work has been funded by the regional |si@ce 2005%nd to date over half of
SVEF 06 s companieshave drafted workplace policies

The Ministry of Tourism collaborated with NAS to carry out workplace training of mégairist

operators and hotels for HI\prevention and stigma reduction. These trainings are still in placam@nd

largely funded by the lardeur operators. Largeresort companies have developed workplace health

and wellress programs that cover Hipfevertion and educationprograms orhealthy eatingnd

exercise and screeningfor diabetes and blood pressuré.hese ef forts support the
strategy, but they have not been developed with MElEadership, nor are they measured for their

effectiveness.

There are also numerous examples of private companies making contributions, both charitable and
strategic, to the health sector in Saint VinceBome examples aharitableprograms include the

following: Rtary clubs in Bequia have contributedugigmert to the local health clinicghe Mustique
Charitable Trust equipped the neonatal intensive care unit at MCMH and is funding a pediatric surgeon
at MCMH andalongwith Rotary, ha funded numerous medical missions fodjsric surgery for seven
yeas; alocal radio program has providdee air timefor 20 years to the MOHE for ahedth and

wellness promotion programandScotiabank funds the Bright Futures program which includes health
education to youth at riskAn example of a more strategic coitiution is that of Trinity School of

Medicine, which pays an annual fee to MCMH for the right to collaborate with the hospital for education
purposes The schooklso providedocal public sector doctors with the opportunity learn from

visting doctors ando lecture and sipplement their income. Currently, the Trinity School of Medicise
co-funding a pediatric surgeon with the MustiqQbaritable Trusto work at MCMH.

In summary, employers seem active in promoting health, wellness tigiwasprevention, angdroviding
other simila services in the workplacévlany companies are eager to make a contribution toward
health and wellness for their employees, but are not always aware of the health education needs, gaps in
their programs, and opgrtunities for external collaboration. The MOEIDivision of Health Promotion
could provide the leadershifor these companies to understand the health needs of their populations
and link the program with national health and wedia priorities. @llaboraton would mutually benefit
companies and the MOEby developing effective corporate health communication platforms to reach
Vincentians, without consuming addital MOHE operating resourceBor this to happen, the benefits
of sharing information and coblarating need to be tangible and mutually understdddderstanding

the investment by companies in these programs, as well as their ¥albetherit be charitable,
educationglor strategicd would helpestablishttheir value in the eyes of the governmeand might lead
to a more constructive engagement with the private sector about improving health in the country.

However, lusiness and industry as a whole appear to be abfsent the policy dialoge in Saint
Vincent. The Sair¥incent and the Grenading&ghamber of Commerce has been invitedtie a part of
MOHE strategy development, but has not actively participated or attended meeling<hamber of
Commer ce r epr es eaddrBusiiessiteresss) canmud dssiallybof small and medium
enterprises.According tointerviews withits current president, thechamber has been fairly weak over
the past few years and has not actively engaged on hesdtted issues.

The exception to engagement on policy seems to have bkerliscourse related to HIMespecially

during the activeslobal Fund taright AIDS, Tuberculosis and Malgf&obal Funjigrant periods. As

part of the HIV responsen Saint Vincentine ministries engaged wi®SCOs and the pivate sector to

address HIVissues under th&lational Strategic Plafor HIV/AIDS SVEFollaborated with the Ministry

of Labor to draft legislation for occupational safety agginstiscriminationtoward PLHIV in the

workplace in 2009The draft legislation is currentyinh e At t or ney Afaefromithal 6 s of f i
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exampleshoted here there does not appear to be an ongoing dialewith the MOHE to shape and
inform health policy.

The rise of NCDs as a major health concern has led to increased demand for services and a need to
rethink how the legislative framework can promote quality health services. In order to acknowledge
these changes, the M(thas engaged in evaluations of primary health care with PAHO, and has studied
the possibility of transitioning the hospital into a statutdwydy in order to improve management and
guality care. The goal of these reviews has been to strengthen the stewardship role of th&NMOide

with the objectivedaid out in the Strategic Plan for Health (M@&?2007)

In addition to these major changegbe MOHE, in conjunction with various provider associations, has
also worked to develop new standards for pharmacists, doctors, nurses, and some auxilialjhetf.
efforts were laid out in the Strategic Plan for Health, which called for healthaggiskbnd regulations

to be reviewed and updated by 2012 wétlt specifying which pieces of legislation heeded updating. The
MOHE also proposed in the Strategic Plan for Health to develop and enact legislation to ot
though none has yet been pgrosed.

TABLE 3.4: KEY LEGIS LATIVE UPDATES

Legislation Status
Hospital Authority Act Bill was drafted; the House of Assembly has not yet voted on it
Pharmacy AcRegulations At the Attorney General 6s of fi«
Registration for Nurses, Midwiveand Bi | | i n di scussion; will go to
Nursing Assistants
Public Health Act At the Attorney General 6s offi«
Mental Health Act At the Attorney General 6s offi«
Medical Act At the Attorney 29@neral ds of fi «
Freedom of Information Act Bill was passed in the House of Assembly, but requires the Prime

Mi ni sterdds signature

While these various efforts were outlined in the Strategic Plan for Health, the fact remains that very

little movement has occurred itmproving theregulatory framework. As Table 3shows, there are at

least seven important pieces of legislation or regulation that are stuck in various stages of
implementation. The reasons for not moving forward with specific pieces of legislatiopagei®

especially with the Hospital Authority Act and the FOIA. Some interviewees felt that the Hospital
Authority Act was being delayed because of the uncertain impact that the bill would have on the hospital
employees, especially doctors with private piirges. Other bills are thought to be held up because of
human resource constraints at the Attorney Genera
pieces of legislation that it needs to have drafted in an annual request. In addition, pressutledro

Minister of Health, or the Prime Minister, can move legislation faster through the drafting process. Th
proposed legislation in Table 3ds drafted, would go a long way toward improving the legal framework

in Saint Vincent by encouraging greatemsparency, providing stronger regulation for continuing
education for medical professionals, and developing health system structures less prone to political risk.

Finally, no HIN&pecific legislation, regulation, or policy explicitly protects the righBLHIV, provides
mechanisms for reducing discrimination in institutional settings, or provides sanctions for government
workers who act in a stigmatizing manner, such as breaching confidenligétyiewees noted that

since there were no specific prections forPLHIV enshrined in legislation, potentCT clients are

fearful that they will be discriminated against if they are found to have HIV.
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In Saint Vincent, the health system is divided imitee health districts and cond&sof 39 health centers,

5 rural hospitals, and centralreferral hospital. On the one hand, recent assessments show that these
structures have the capacity to absorb resources and implement programs with measurable
improvements against indicators. Theghist 2011 World Bank assessment of the 280®&11 HIV/AIDS
Prevention and Treatment Program reports that Saint Vincent not only achieved a high execution rate
of the World Bank funds for this program, but also made significant progress on several key eutcom
and intermediate outcome indicators. Though the implementation period was extended, in the end,
Saint Vincent received over 90 percent of the funds. (For more information on this assessment, please
seeSction5.3.2 Vertical Programs ihapter 5,Servce Delivery.)

However, this assessment also noted deep challenges currently preventing levels of public pobvision
healthcarefrom performing effectively and efficientlyh@roles of these different levels in the public
provision of healttcare are defined ihapter 5,Service Delivery.Most importantly, hese levels

operate with little autonomy: all budgets, human resources, and stradegisions are developed at the
central level. Each health district does have the responsibilitygonteon service statistics and disease
patterns within their catchment areas to Community Health Services. That responsibility includes the
ability to make suggestions about areas of need, such as staffing or equipment shortages, but does not
confer the alility to make decisions about these items.

The governance structure at MCMH is emblematic of thelsallenges, as no one persomnésponsible
for the entire hospital. Rather, there are three members of senior management at MCMH that have
responsibility fo different areas of the hospital. These members are:

The MedicaDirector is responsible for medical services and oversees the work of the physicians on
staff

The Senior Nursing Officer is responsible for all nursing services and oversees seven utiiteand
departments; each unit has a ward sister (charge nurse) who oversees the operations within the unit

The Hospital Administrator is in charge of all administrative and financial functions of the hospital,
including oversight of the orderlies, financr@nagement, and maintenance

Division of labor in this manner keeps the hospital from being fully integrated. For example, tiée 2010
2011 work plans and budgets for the hospital were developed separately and not consolidated into one
overarching MCMH plarGillespie and NielseB010). As a result, the institution is fragmented:

oversight of the hospital rests with the MOHE, human resources decisions are split between the MOHE
and theService Commission Department (SG@nd strategic direction is often exased by the

Cabinet. While this structure does provide the MOHE, and to some extent the Cabinet, with direct
oversight of the hospital, it also puts management decisions under institutions with little direct
involvement or knowledge about the d&y-day operation of the hospital. As a result, decision makers
may not be fully informed about the needs and capalsilifehe hospital, whichffects the ability of
management to promote optimal performance. Performance challahge$o poor integration and
dedsionmaking processeare particularly acute in human resources, user fee collection, and capital
purchasing.

Managers at the hospital have no autonomy to hire or promote 4pigliorming employees and little

recourse to sanction underperforming ones. S#&ms must be routed through the MOHE and tI&CD

before any action can be taken. The circuitous process means that minor infractions, like tardiness and
absenteeism under two days, are often not addressed. Additionally, hospital managers have little

authaity over the people they supervise; they are limited to tracking attendance, organizing trainings,

and providing recommendations to the MOHE or tBE€D. Interviewees noted that absenteeism was a

recurring problem and that their best recourse wastoappead an empl oyeeds sense o0
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User fees for services at MCMHs defined in 1995 legislatiane, in theory, collected at the hospital at

the time of serviceln practice, many patients request to be billed or fall under one of the groups of
people whoare exempted from user fee$houghMCMH does have a system of following up by phone
with patients who have not paid their billsiterviewees estimated thatverallonly about 20 percent of

all user fees are actually palde to exemptions ando nonpayment from cliets who receive bills by

mail.As for the exemptions,@me of the problems with implementingersfeesconcern the number of
groups who qualify for exemptions as well as the lack of a nationally standardized policy for exemptions.
Groups such as prisoners, youth, senior citizensjqaobfficers, and prison guardsialify for user fee
exemptions At most facilities visited by the assessment team, a paper postedhe&ont desk or
doorexplained he f aci | i t y oThesepolicernatied ly site. f-ar Exanaple,.the exemption
policy for senior citizenat one facility applietb individuals ages 59 and above while at othieapplied

to individual 60 or 65 and above. Si belovahilday, oyou
others it is defined as 18 and belowhis degree of variation makes it harder to enforce the 1995 user

fee policy For more information on the MCMH user fees, please Seetion4.4.1, Rsource

Mobilization inChapter 4,Health Financing.

Additionally, no system exists to rationalize the purchase of new equipment and determine which
services will be offered. Many interviewees noted that the hospital should acquire new equipment, but
without determining if the demand exists or if the hosphalk the capacity to operate the equipment, it

is impossible to know if the new equipment will actually improve health services or drain resources

from an already overstretched system. For example, the hospital has recently acquired a CT scan
machine. As bthe assessment, the scanner was sitting unused and the plan for its use was unclear.
Further complicating the use of the CT scan machine is the legislation of user fees, as fees for a CT scan
(and other new medical technologiesgre not incluekd in theoriginal legislation.

Responsiveness describes how governments answer cibaet€ivil society requests, organize
structures for citizens to give feedback on health system issues, and make health information publically
available

In interviews with civil society and government, government responsiveness appears to depend on who
is requesting information. Organizations that are more technical or focused on collaboration with the
public sector have an easier time obtaining infoliorathan organizations that advocate for specific
viewpoints or challenge the government on specific health is3ineslack of a FOIA hinders the ability

of more confrontational CSO# obtain health system information.

Responsiveness also entails orgagiztructures for citizens to be heah health system issues. In
SaintVincent, informal structures exist for exercising voice, such as meetings with representatives and
radio callin shows. These formabffer opportunities for citizens to make theioice heard or get

specific types of assistance, but are not very effective at making struchareges to the health system.
These informal mechanisms exist partly because there are few formal mechanisms to collect citizen
feedback, such as town hall miggjsor client-provider forums.

The 2010 MOHEANnnualReport, which contains statistics on usage and disease patterns and information

on health system assets and challenges, is one avenue to develop stronger responsiveness to civil society
and citizens. Tis annual report will include information on health system utilization, service statistics,

the state of physical infrastructure, and challenges that the health system has faced. Strong dissemination
of this annual report so that civil society, citizégoups, and provider organizations have an

opportunity to make comments and ask questions should be an integral part of tlieg.0

MCMH has a separate set of challenges in responding to the needs of the public. One aspect of hospital
transparency is the existence of a patient charter, which outlines the rights and responsibilities of
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patients when they enter the hospital. To its credCMH has posted a patient charter on its website.
This charter has been adapted from the American H
provisions for sharing information, processing complaints, and accounting for clients without tlye abilit

to pay. However, interviewees at the hospital were not aware of the patient charter, and the charter

was not posted in the hospital waiting room or other conspicuous locations. As a result, the impact of
the patient charter on the operations of the hosgiisnot readily apparentAnother aspect of hospital
responsiveness is the ability to respond to criticism and resolve disputes. Interviews with staff indicate
that MCMH once had a suggestion box, but it had been removed as of the time of this asgessmen
Additionally, a social worker is in charge of listening to patient concerns and responding to them.
Infrequently, disputes are taken to the courts, where they are adjudicated. Finally, user fee transparency
is an issue at MCMH. While the user fees hawot been changed in 16 years and they are bound in
legislation, common user fees are not posted in a conspicuous place in the hospital. Regardless, people
can obtain the user fees scheddilem the billing dgartment if they have concerns.

Develop a dissemination strategy for the  Ministry of Health, Wellness and the
Environment Annual Report

The MOHE has an opportunity to garner goodwill from civil society and provider organizations through
the annual report. Deveping a dissemination strategy that includes town halls, radio interviews, and a
highlevel forum to discuss the statistics and findings in the annual report would allow citizens to have
more information on their health system and give civil society theoopunity to develop independent

analysis of health statistics. This type of information sharing is crucial to getting civil society feedback and
collaboration on health system challenges.

Implement new legislation and legislative updates to strengthen governance structures

There are several pieces of new and updated legislation that havedesgnized as a need but remain
lacking orpending for years. The delay in their passage and implemengigiorficantly weakens health
governance structures in Saiincent. Passage and implementationhef FOIA for example, would
improve citizen access to routine informati@amd strengthen the fight against corruptidmegislation
protectingPLHIV is another example; while the MOHE has recognized a need for this legislation in the
Strategic Plan for Health, no draft has yet been proposed. Simitglglatiorto regulate services at the
MCMH and distict hospitals andhealthcentersis a critcal needThese and other examples of

legislative initiatives, if passed and implemented, could become the key ingredients for further
improvements in the health sector.

Strengthen ties with the Attorney Genemwmml 6ds offic

Currently, a number of critical pieces of health legislationsateuc k at t he Attorney Ge
These pieces of legislation are vital to ensuring that registration and education requirements are in place

for health providers, pharmacies are perly regulated, and the MOHE has the authority to promote

public health. Without the legal authority to enforce standards, provider councils and the MOHE are

unable to perform their stewardship role. In order to break this logjam, prioritization of ktgisi and

regular tracking of health legislation is vital. Additionally, advocating for the necessity of these pieces of
legislation at the highest levels, including the Prime Minister if necessary, should be considered.
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Consider alternative governance models for  the Milton Cato Memorial Hospital

Giventhe political challenges to implementitie Hospital Authority Actthe MOHE should consider
governance modelthat would provide improved management structures, withpuoviding full

autonomy. This process should include studying other models that have been used regionally or
internationally, understanding the benefits and drawbacks of these models, and choosing a model that
incorporates those aspects that best fit the deeof Saint Vincent. Some management improvements
could be made without changing the fundamental structure of the hospital. For example, hiring a CEO
and/or a human resources manager would improve information flow and decigaking processes.

Once all opions have been considered, the decision of whether to continue creating an autonomous
authority for the hospital will be based on a study of all available information.

Develop stronger mechanisms for engaging C ivil Society Organization s and citizen s

As the voice of specific constituencies, civil society can be an important technical partner in developing
policies and priorities and reaching the most vulnergapulations Engaging CSOs through ongoing
forums and discussion is a critical part of both jiegy them informed about and obtaining their opinions

on health system goals and objectives. These forums should be part of an ongoing dialogue, rather than
occurring only during strategic planning sessions.

In addition to engaging civil society, strong@&ect citizen engagement on health system issues would
improve citizen voice, accountability, transparency, and government responsiveness. Direct citizen
engagement could be accomplished through town hall meetings, client provider committees at the health
center level, or specific forums with policymakers. These forums do not necessarily need to be formal.
Rathet they should provide the opportunity for the public to voice concerns and receive responses.

The development of the 2010 MOHE Annual Report affan opportunity to engage civil society, media,
and citizens on health system statistics, usage, and improvements.
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Key Findings
1 Plans exist to design an NHI scheme and incorporate it into the structure of the NIS (Social
Security)

1 User kes are part of the revenugeneration strategy though they currently do not contribute
significantly to government revenue

1 Understanding of health financing and financing options is limited; the amount of data avai
also limited

1 The level of outof-pocket (OOP) expenditure and the contribution of the private sector is
unknown

TheWHO def i nes h e alfanttionfof alhealthesystengcoreerned witke thedmobilization,
accumulation andllocation of money to cover the health needs of the people individually and
collectively in the health syst&ém ( WHO 2000) . The WHO further expl ai
financing is to make funding available and set the right financial incentpresitters in order to

ensure equal and effective access to public health and personal te&tt\s detailed in the World

Health Report 201qWHO 2010), health financing has three main functions:

Revenue collection : raising sufficient funds for health . This function relates to sources of
revenue, the contributing mechanisnesd. user fees, OOP payments, private insurance premiums,
NHI contributions,andtaxes), and the agents that collect these revenues.

Pooling of resources: overcom e financial barrier s that exclude many poor from
accessing health services. This function concerns the extent to which the accumulation and
management of funds ensures that individuals avoid having to pay the full cost difecitg as
OOP spending

Purchasing: how to procure an equitable and efficient mix of health services . This

function refers to the process by which those who hold financial resources allocate them to those
who provide health services (both public and private agencies). The purchasing of healtls service
either passive (bills are paid upon presentation based on predetermined budgets) or strategic
(utilization of a deliberate approach to seeking better quality services at lower prices).

Effective health financing allows the health system to generdtalktate sufficient resources in such a
way that it offers efficient and equitable interventions and services.
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While Saint Vincent conducted a National Health Accounts (NHA) HIV/AIDS subaccount covering HIV
spending in 200&aint Vincent has never conductedeneraNHA analysi$o create a comprehensive
picture of spending flows within the coaamberyods he
used to estimate several important health financing indicatnods when conducted for multiple years,

can illuminate trends ispending over timeDue to the lack of general NHA datshe financing

indicators for Saint Vincent discussed below are based on imputed calcsalbtiaghe WHO (WHO

20113). Annex Cpresents a table with these and other relevant indicators.

Per capita health spending is rising in Saint Vin
total health expenditure as a percentage of GDP has fluctuated around ieénpever the past

decade, as Figure 4sthows. Among the OECS countries, this proportion is the second lowest, higher

only than the 5.1 percent spent on health in Antigua and Barbudésbiwde terms, Figure 4 ghows

that Saint Vincent spent less on health per capita than all other OECS cemudtd. Health expenditure

per capita in Saint Vinceiicreased steadily between 2000 &2@D9, reaching US$301 in 2009. Because

Saint Vincent uses the Eastern Caribb®alar, which is pegged to the.H Dollar and thus has shown

low levels of inflatioruring this period, the upward trend in this data reflects a real increase in health
expenditure per capita.

FIGURE 4.1: TO TAL HEALTH EXPENDITU REAS PERCENTAGE OF
GROSS DOMESTIC PRODUCT

7.0%

6.0% 0
6.0% 5.9% E Aok

5.8%

5.0% 5.6%

5.2%
4.0%

3.0%

Percentage

2.0%

1.0%

O-O% T T T T T T T T T 1
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

SourceWHO (20118).

52



FIGURE 4.2: HEALTH EXPENDITURE P ER CAPITA
IN THE O RGANIZATION OF EASTERN CARIBBEAN STATES COUNTRIES (US$)
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4.2.2 GOVERNMENT CONTRIBUT ION TO HEALTH FINANC ING

Government health expenditure per capita reached US$171 in 2009 (at average exchangsdteate),
increasingly steadily over the last decade. However, government expenditurealthas a percentage

of total government expenditure decreased slightly over the same period, falling to 9.5 percent for the
years 2007 to 2009. More recent data indiethat these trends are likely to continue into the future,

with government recurrent health expenditure in Saint Vincent in 2011 accounting for 9.3 percent of the
overall government budgeGOSVG2011a). Figures 4.3 and 4show these trends.

FIGURE 4.3: GOVERNMENT HEALTH EX PENDITURE PER CAPITA
(AVERAGE EXCHANGE RA TE US$)

/\/§
160 >

0 T T T T T T T T T 1
2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Source: WHO(20119).

53



FIGURE 4.4: GOVERNMENT HEALTH EX PENDITURE AS PERCENTAGE OF TOTA L
GOVERNMENT E XPENDITURE
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Figure 4.5hows domestic spending on HIV/AIDS in Saint Vincent (all figures in nominahé&t&$gn
2004 and 2011Estimates for the 2004 fiscal year come fromNHA HIV/AIDS subaccourdonducted

in 2006 and include both public and private domestic spending onBEs$fimates from 2005 through
2009 come fromUN General Assembly Special Session on HIV/AIIGASS reports. While 2004
estimates from the NHA subaccount show higher domestic spending in 2004 than in the following years,
this increase is most likely lagly due to differences in data collection and analysisording to

UNGASS reports, annual public sector domestic spending on HIV/AIDS in Saint Vincent varied from
approximately US$120,000 to US$210,(0 annumbetween 2005 and 2009. These estimategiréd
public spending alon&stimates from th&aint Vincent Revenues and Expenditures ZEQASVG
2011a)indicate that public spendingleveling offat around US$200,000 per annuithese estimates
come from the line item covering the prograam HIV/AIDSand STPrevention and Control.
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FIGURE 4.5: DOMESTIC S PENDING ON HIV/AIDS IN SAINT VINCENT
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External resources for health make up only a smal
WHO estimates show that external resources were negligible between 2000 and 2005 and averaged
only 2.1 percent of total health expéiture between 2006 and 20q9VHO 20114).

Currently, theEU, through the 10th European Development Fund (EDF) agreement signed in July 2011,
is supporting major investments in health systems strengthening. These funds are intended to upgrade
MCMH, estabsh polyclinics, improve mental health servieey] support NHAand other agreedipon
reforms.The Caribbean Development BanRDB) is also active in Saint Vincent; in 2ahé CDB

approved loans for US$380,000 for renovations to Bequia Hospitalls$@50,000 for construction at

the Port Elizabeth Clinic.

Other major multilateral contributors to healths u pport Sai nt Vi lboanefromiies HI V r e
World Bank have supported the HIV/AIDS Preventiom &ontrol Project from 20092011 The total

value of the World Bankunds for this project came to US$illion: 50 percent loan, 25 percent credit,

and 25 percent grant fromhie International Bank for Reconstructi@amd Development anthe

International evelopment Agency (World Bank 2@c). (For more information on this project, please
seeSction5.3.2 Vertical Programs ihapter 5,Service Delivery The Global Fund has supported the

HIV response at a regional lev@hrough a Round 3 grant to the OECS, Saint Vincent has beenable t
provide ARVs, and a Round 9 grant to Pan Caribbean Partnership Against HIV and AIDS (PANCAP) will
continue to support treatment. A previous PANCAP grant has also funded a National Lawos &tiui

Human Rights Assessmehinally, LS government agencidsave supported Hlelated activities

throughthe Presideri Emergency Plan for AIDS Relief (PEPFpRYidinga total of US$2 millionn
grantsduring the two year period 201d2011. TheU.S.Centers for Disease Control and Prevention has
focused on labratory strengthening while othed.S.agencies such as the Health Resources and

Services Administration, Peace Corps, and the State Department have focused on prevention and health
systens strengthening.

Additionally, Saint Vincent has received extefalding for health from several bilateral partners. The
Republic of China/Taiwan and Venezuela have supported the Oxygen Production Plant on the island.
Cuba has provided technical assistance to allow Vincentians to receive ophthalmology services in Cuba
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or to get care from visiting speciaksiCuba has also provided financial assistance in constructing the
Modern Medical Complex in Georgetown and, according to interviewees, has agreed to staff it for the
first two years afterits opening. Table 4. dhowsthe 2011 estimated donor contributions.

TABLE 4.1 : MINISTRY OF HEALTH , WELLNESS AND THE E NVIRONMENT DONOR
CONTRIBUTION ESTIMAT ES 201032013

Source Project Approved Estimated Projected Projected
Expenditures Expenditures Expenditures Expenditures
2010 (EC$) 2011(EC$9) 2012 (EC$) 2013 (ECS)
Grants
EU Equipment for MCMH 0 750,000 0 0
EU Modernization of health 0 500,000 5,000,000 10,000,000
sector
UNICEFEarly Childhood Health 0 440,000 0 0
Outreach Program
GEF  Adaptation toclimate 1,413,000 1,000,000 0 0
change in Bequia
GEF  Mainstreaming of land 900,000 500,000 800,000 0
management
ROC  Oxygen plant and bulk 2,113,825 0 0 0
storage
GEF Resource Management 100,000 0 0 0
PAHO PAHO/WHO Project Il 100,000 100,000 0 0
Total 4,626,825 2,540,000 5,800,000 10,000,000
Grants
Loans
GOoVEN Oxygen plant and bulk 0 2,000,000 0 0
storage
World HIV/AIDS Prevention an 3,300,000 1,000,000 0 0
Bank* Control Program
Cuba** Modern Medical 9,300,000 0 0 0
Complex
Total 12,600,000 3,000,000 0 0
Loans

Source: GOSVG (2011)

Note: UNICERS United Nations Fund for Children, GEFGlobal Environment Facility, RO&Republic of China/Taiwan, GoVENGovernment of Venezuela.
* Specifically, the source of these funds is the International Bank for Reconstamti@evelopment and the International Development Agency

** Source of funding

for the

Moder n

Medi cal

Co mp | ethis sduicesis believeddode Qulnat h e r 6

Most donor coordination is based vhiin the Ministry of FinanceMOBP). Donor funds are negotiated by
and channeled through tHdOF which then allocates resources to line ministries in the annual budget.
Within the MOHE, focal points deal directly with assigned donors. The Health Plaamiiigformation
Unit (HPIU)becomes involved only when the MOHE is included within the discussions with donors.
During the assessmerihtervieweesnoted that donors lead the process of negotiating assistameeh

more so than the country.

With the completian of the World Bankfunded program in 2011 and with remaining resources from
both the Global Fund and Brazil to end in 2013, questions remain about the sustainability of Saint

Vincent s

H | sVAs shbwvid $1 Figureat $ and Table 4.1, current damegsources for

HIV, projected to remain around US$200,000 per annum, will not make up for the drop in donor
funding and kkind contributions nor has Saint Vincent formulatedplan for providing theurrent

56

n

t

h



costs of these program#n contrast while the sustainability of health cafimancings also concerning,
as discussed in section 4t3ealth Fnancing an#lanagemenCapacity, the low donor dependence in
the health sector overall indicates that the consequences of the challenges to sustaiasbiliby
immediate Nevertheless, with total public debt estimated at 66.8 percent in 2008 2009)the
government ofSaint Vincent faceggssure to fulfilits commitments to creditors and secure aaftle
macroeconomic environmenin this context,the discussion of suainable financing for healthastical.

Estimates of OOP spending seek to measure the payments that households make directly to providers
at the time of using health care services and purchasing medicirese €ktimates are used to calculate
the ratio of OOP expenditures to total health expenditures as a way to measure the level of financial
risk protection currently available to citizens.

In Saint Vincent, OOP spending data are limited due to the factthatopulationwide household
health expenditure survey has been conducted independently or as pagesfeaalNHA. Estimates are
also hard to infer becaudbe contribution of the private sector to health is unknowhhe WHO
estimates that all privatedalth expendituredn Saint Vincenare OOP (i.e., little to no private
expenditure is pooled through insurance premiums), and that as a percentage of total spending, OOP
spending has risen from 36 percent in 2000 to 38 percent in 2008 and 43 percer@9n [@dreover,
the level of OOP spending in Saint Vincent is higher than in other Gaaiibbloountries, as reflected in
Figure 4.6However, it should be noted that these data aretrronsistent with the Country Poverty
Assessment finding that 9.4 percentté population is covered by insuran@s a nonzero insurance
coverage implies that at least sompevate health spending is not paitirectly to providers by
households butather is pooledby insurance.

FIGURE 4.6: OUT -OF-POCKET PAYMENTS VS. GROSS NATI ONAL INCOME PER CAPITA ,
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Though Saint Vincent has not completed a general NHA covering expenditure flows in the entire health
sector, there was aNHA HIV/AIDSsubaccount analysis conducted for the 20844l yeathat used

surveys of providers to estimate OO$pending on HIV/AIDS servicdResults showethat 18 percent

of all expenditure on H\tamefrom OOP expendituresn 2004; d this amount, arestimated3 percent

came from private insurers and Jercentfrom individualfUNAIDS and Abt Associate2006)

Another unknown variable in the estimation of OOP and private expenditure on health more broadly is
spending on healtbare outside of Saint VincerB8ome individuals may seek health services outside of
Saint Vincentor privacy reasons, oto access more advanced or better cat@urrent data tracking the
number of Saint Vincentian citizens traveling abroad to seek care are limited, but accordin@ 7820
Country Poverty Assessmenr,percent of survey respondents reported that they traveled to a private
doctor or dentist abroad as the first place visited for medical attention (Kairi Consultantised 2009.

This finding indicates th&YH O 6 s  ees fordomastic OOP expenditure in Saint Vincent is probably
understated. For more information, please $elapter5, Service Delivery.

Health financing and management capacithaMOHEhas strengths and weakness Among its
strengths are thestrong working relationships with other ministries within thevernment of Saint
Vincent as well as with donor agencigéte EU Feasibility Study noted that there is gaatgrnal and
externalcoordination of World Bank and@U prograns andresourceslt also reportedclose
coordination between the MOHE Health Planner and MOF. These relationships are critical to, but
insufficient to ensure, the proper implementation of health progré@itlespieandNielsen2010)

However, the MOHE has limited human and technical capdaitdata analysis and application of data in

policy planning. Thifmitst h e M @blliEy fosncorporate financing daiato the planning process,

whichhas implications for the efficiencyandst ai nabi |l ity of Saint Vincento
senior staff have advanced training and skills in health financing, the MOHE does not have enough

supporting staff with technical knowledge or awareness of health financing options to implement the

work for which the ministry is responsible in an informed way. Interviewees were interested in learning

about possible innovative financing options, such as how partnerships wiphivhee sectorcould play

a role infinarcing and service delivery. Omption that seemed unfamilidrut might merit further

discussion is howutsourcing of health services from the public to the private sechight improve

access and enhance public heatine.

These findings, based on interviews conducted for this assags mirror findings intie EU Feasibility

Study and Financing PropodalillespieandNielsen2010) The EU Feasibility Study recognizlkd high

l evel of expertise among senior staff at the MOHE
constrainedby limited capacity overall. The EU Feasibility Study observedhhatrganizational chart

of the MOHEhad notbeen updated for a decade, and that several offices witleilMOHE seemed

understaffed.

Insufficient capacity at the MOHE might have impbeetifor data processing and project planning and
implementation. Available data are limited, as there are too few people iHEiE within the MOHE to
analyze the routinglata coming in from facilitiegjhen outbreaks occur, analysis of routine data gets
pushed aside so that available staff can respond to more pressing Aseisesult, the MOHE might
not be able to provideif askedjnformation important to planning and implementatioitioe NIS (Saint
Vncent 6s Soci al S ewveould be respongible fogestablishing and hunndnhtiel,
currently under discussiomhedetails andstatus of the NHI project is discussed $ection 4.4.2Risk
Pooling.

Another implication of the insufficient capacity at the MOHE concerns the ability of the MOHE to
effectively coordinate and manage implementatiomsgbartnerships wittthe World Pediatric
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Partnership(WPP) an international NGO active in Saint Vincefihe WPPhas established publie

private partnershipgvith the government of Saint Vincerindthe MustiqueCharitable Trust andyith

its partners, plans tduild a wing attached to MCMH to serve as a center forip&it surgery for the
region.This parnershiphas the potential to advance public health in Saint Vincent; however, taking
advantage of these opportunities and ensuring that the project is sustainable in the long run will require
initiative from the MOHE partners. In particular, it seems urtgéat the MOHE identify the full costs of
the project and the governmentds financi al commi t
ensure that the wing, when operational, provides additional resources for the MCMH and does not
drain public he#h resources. Currently, it is not clear that the MOHE has analyzed the financial
consequences of the new hospital wing, though WPP counterparts reported during interviews for this
assessment that they would expect and were willing to participate in furtbgotiations about planning

for recurring expenditures. WPP counterparts are concerned that the failure of the MOHE to define
costs and commitment® the development phassill threaten the sustainability of the project in the

long run.

The following sectiomutlinesthe M O H Erésponse across the three mdianctionsof healthfinancing
(resource mobilization, risk poolingnd resource allocation/purchasing) in Saint Vincent

TAXATIO N

The MOHE is fundedprimarilythrough general taxevenue,ncludingfrom income, customs levies, and
other sourcesAccording to a study in 2006, taxes on income and profit make up approximately 30
percent of total government revenu€6mision Economicpara America Latina y el Carip€EPAIL

2006). The income tais levied on all personal incomes over EC$18,000 per yearsaninaged bthe
MOF. Thepersonalincome tax rate ranges from 1@percent to 32.5 percent. Foreign nationals
working inSaintVincent are subject tolle same tax rate as nationals.

USER FEES

Resources fohealth are also mobilized through a user fee system. The usenfaers wasntroduced

in 1995as part of the Health Sector Reform Procdbksat began in the 1980s. User fees wémgroduced
for public sector hospital and diagnostic serviaad pharmaceutical¥he intention behind the useeé
system wago improve cost recovery schemes at the MCMiy increasing user fede generate more
revenueand better support the governmenéax-based contribution, bringing public and private fieés
closer alignment, and requiring higher user fees from private patients using public félcdifescade
et al.2005) However, user fees have not resulted in significant revenue geneiiati®aint Vincent, and
arguably should not be used strategically to raise reversuthey have limited potential in this capacity
and ceate regressive structures in health financing.

Despite the initial objectives of generating the user fee systieen105 fees were set at low levelkhat

did not correspond to unit costs, as little costing data was available at the Ratber than have

revenue from user fees provide a mechanism for cost recayauplicsubsidization at MCMHas
remainedsubstantialpaticularly for inpatient services where subsidies accounted for 78 to 96 percent

of the cost for public patients, and 43 to 72 percent for private patients using the public fdality

Foucadeet al.2005) Private patients of dual practice physicians ptsy slightly higher fees to use the

MCMH facilitiesandsubsidies for them account f@3 to 72 of the cost(La Foucadet al.2005)

Interviewees for this assessment stated that, though the private user fees and overall expense are

higher, some patiestchooseto use dual practice physicians throughh i s o pri vate rout eo
increase control over choice of physicjgrarticularly for OB/GYN
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Inflation, while not remarkably high through this period, has nevertheless impeded the ability of the user
fee reforms to reach stated goals. The reason is that the 188tslation, Milton Cato Schedule of Fees,
makes user fees not subject to inflatiorhus, for examplethe user fee for pharmaceuticals was set and
remains at EC$5 per prescriptiatespite the escalating cost plharmaceuticals Saint VinceniFor a
discussion of pharmaceutical costs, pleaseCGlepter 7, Management of Pharmaceuticaigl Medical
Supplies.Because the 1995 legislation is statutory, the user fee system is difficult, and politically
sensitiveto amend.

Another factor limiting theability of the user fee reformso reach their stated goals of improving cost
recovery togenerate more revenueoncernsproblems withimplementationBecause user fee revenue
does not stay in the hospital but instead is collected by the MOF, there is little incentive among hospital
staff to enbrce user fee collection. Also, as discusse@dction 3.3, Government Structures iChapter

3, whilethe exemption policy does clearly specify who is eligible, its interpretation and implementation
varies by siteOverall,interviewees estimated that, due exemptions and nonpaymehy clients billed

by mail only about 20 percent of all user fease actually paid.

These factorseem tohave limited the ability of the 1995 user fee system to achieve stated goals as
shown by the perpetually small contribution of revenue from uses tedinancing MCMHLa Foucade
et al. 2005) This can be seen in the fact thavenue generated from user feedter an initial rise,
actually fell from 7.4 percent in 1997 to roughly 5 percent in 2(0®Foucadeet al.2005) More

recently, the 2011 &imates of Revenue and Expenditure show that reveffius fees, fines, and
permits accounted foonly 586 percent ofthe total amount budgeted foiCMH operationsand 23
percent of the overall health budget between 2009 and 2@Q@$VG20113).

In fact, user fees are naonsidered to beatool ideal for raising revenue. First, the potential for raising

revenue by setting user fees in line with the cost of service delivery will not nedggsase funds for

the public sectoras these costs migy exceed comparableosts in thecompetitive private sector. In this

scenario, consumers will not pay user feegpablic facilitiebut pay lower prices in the private sector

thereby loweringthe total value ofrevenueraised. A second important reasavhy user fees are

problematic as mechanisms for revemaésing is thahigh user fees will make it hard for mestrisk

groupsto accessneededcare maki ng the countryds health financi

User fees carhowever, play an impdant role in influencing consumer behavior. For example, the
MCMH is currently expeencinga low bedoccupancy rate but high primary care outpatient visitation.
(For more information, please sd&ghapter5, Service Delivery.YJser fees could be used to ogient the

ways citizens of Saint Vincent seek out care in the public sector. It is worth noting that, for user fees to
play this role in shaping consumer preferences, it is essential that existing policcemsistently
implemented across the country.

Risk pooling is an important component in developing appropriate financial risk protection systems,
which are crucial to increasing access to health
of universal coverage. Financial risktpection is especially important in a country with a large

population of vulnerable households at risk of catastrophic health expenditure. According to the
2007/08Country Poverty Assessment, 30.2 percent of the population in Saint Vincent falls below the
poverty line, esmated at EC$5,52annuallyfor 2007/08 (Kai ConsultantsLimited 2009). Also, an

estimated 16,000 people, or 15 percent of the population, sayeatters, and thus particularly at risk

from communicableliseases and vermin/rodents in slu@&HO 2007) Natural disasters such as

hurricanes, growing in frequency due to climate change, further exacerbate the vulnerability of poor
populations (Kairi Consultantismited 2009).
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PRIVATE INSURANCE

Private health insurance in Saint Vincent is offered by four companies. The Insurance Assuicg&dioh
Vincentnotes that18 companies in Saint Vincent provide general insurance, but health insurance is
provided by only fourSagicor, Coreas, @onialLife Insurance Company (CL0), and Bitish American
Insurance Company (BAICO). These companies cover the estimated 9.4 percent of the population in

Saint Vincent that reported holding health insurance (Kairi Consultanmisdd 2009). Of those
covered, tke majority arethose who have formal employmegsponsored insuranc&.he Country
Poverty Assessment documents that coverage rates increase with income, with coveBagpeartent
in the lowest income quintile an2i3.1percent in the highesiTable 4.2shows a breakdown of these
coverage data.

TABLE 4.2 : CURRENT HEALTH INSUR ANCE COVERAGE (PRIVAT E)

Sex

Male
Male
Male
Male
Female
Female
Female
Female
Total
Total
Total
Total

Covered by

Health

Insurance

Yes

No

Not stated
Total

Yes

No

Not stated
Total

Yes

No

Not stated
Total

Poorest

4.3
94.2
15
100.00
2.6
96.5
1.0
100.00
3.5
95.3
1.2
100.00

SourceKairi Consultants imited (2009.

The four insurance companies that provide health coverage have introduced a lifetime maximum
coverage folPIH 1 V.

Ther e

Quintile

6.2
92.6
1.0
100.00
4.0
95.1
0.8
100.00
5.0
94.1
0.9
100.00

s however

11l Quintile

6.5
92.4
11
100.00
4.0
95.2
0.8
100.00
5.2
93.9
0.9
100.00

A%

Quintile

a

10.3
87.7
2.0
100.00
10.1
87.5
2.4
100.00
10.2
87.6
2.2
100.00

Wi

\Y,

Quintile

de

24.3
73.5
2.2
100.00
22.0
76.4
1.6
100.00
23.1
75.0
1.9
100.00

di sparity

Total

10.4
88.1
1.6
100.00
8.5
90.2
1.3
100.00
9.4
89.2
1.4
100.00

maximum was set at EC$50,000 while another was set at EC$10,0600Bthese maximums are

significantly lower than the major medical lifetime maximum of EC$1 million offered at Sagicor. It is
unlikely that the lifetime maximums feHIV are sufficiento support a person living with HIV over the

long term.

bet w

Recent finacial failures in two of the four companies have required regional and national responses and
carry implications for insurance holders in Saint Vincent. BAICO and CLICO, operategplyate
regional conglomeratebased in Trinidad and Tobageere declare insolvent and areurrently under
judicial managemeat the regional levellThe collapse of these companies has affected multiple

Caribbean countries, creating confusion and concern about how to reimburse policyholders and pay
outstanding claims. In mgD11,eastern Caribbean governments launched the ramsticipated BAICO

Health Insurance Support Fund that will provide some relief for policyholders. Additiouely,
government of Saint Vincent recently establistaatEC$5 million medical insurance fund to cover
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holders of BAICO medical insurance in tbeuntry (Chance011).Tr i ni dad and Tobagods

is paying EC$33 million to bail out CLICO, and in Agfitl1aregional high court appointed a judicial
manageto recovers ome of CLI CO policyhol ders® assets.

Despite these regional and national responses, some interviewees for this assessment reported that
these failures have resulted in a lack of confidence in private insurance compadisgvergbprivate
insurance providers confirmed during interviews that the faduraveresulted in significant fallout.
However, this opinion was not consistent across all interviews, with some arguing that the failures did
not impact the confidence levels of the populat&gnificantly.

NATIONAL INSURANCE  SERVICES (SOCIAL SEC URITY)

The cialsecurity schemein Saint Vincent imanaged by the National Insurance Services (NIS, formerly
called the National Insurance Schen@#)e NIS became operational in 1987 as a statutooyporation.

The institution falls under the portfolio of thMMIOF and is governed by a nimeemberBoard of

Directors. The aim of theNISis to provide social security protection to altizensof SaintVincent

including those living in the countandthosein the diaspora.

All employers and employees in Saint Vincent pay mandatory social security contributions. On all
income falling below the ceiling of EC$51,996, employers pay 4.5 percent and employees 3.5 percent to
the NIS (Global TaxandBusiness étal 2011).The social security scheme, which is comparable to

those in the region, offers standard income replacement and compensation benefitskiness,

maternity, employment injungld age pension, disability, and paymentéathsurvivor, currently, it

does not provide general health benefitsch as preventative health servi¢bS 2011). The

government of Saint Vincent does not provide health insurance coverage as a benefit of public sector
employment.

NATIONAL HEALTH INSU  RANCE

Saint Vincenis also exploring the establishment of Nldh undertaking exploreseveratimes before

The government of Saint Vincent has determined that the management of the NHI will be incorporated
into the structure of the NIS. Action has already been taken toatpcand rework the legislation
governing NIS. The revised legislation is currently withGtifice of the Attorney General for

finalzation.

The NIS is integrally involved in théapning and operationadition of NHI in Saint Vincentlt has held
discussins with ministries including MOHE and MOF as well as representatives from the private
insurance companies and other heattire providerslt was agreed that private insurance providers
would discontinue the provision of policies covering basic medicalarad move to providing major
medical coverage onlycovering surgery and advanced caas)the proposed NHI is implemented

According to interviews conducted for this assessmemg proposed NHI willprovide coverage for
formally employed workers whaoontribute to the resource poglandtheir dependentsWith respect

to the indigent populatiorthe government will provide coverage for persons o\ and the
institutionalized. Employedepsons between the ages of 16 and 60 will bquired to make
contributions,basedon a 3 percent payroll tax. It has also been proposed tlwgistderation be given to
transferringthe Employment Injurpenefitfrom the social security componentto the NHI component

It is envisioned that the NHI will ultimately providmiversal coverage and allow for access to services
in the public and private sectors.

1 As reported in key stakeholder interviews with NIS, the Insurance Association, and Sagicor.
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The budgeting process in Saint Vincent is similar for all line ministries.gai&ment votes on
resource allocation for both raarent and capital budgets. Since 2006, the funds allocatgdrbgment
to the MOHE haveincreasedn three of four budget cyclesy 10 pecent in 2007/08, 19 percent in
200809, and 16 percent in 2010/11.1y during the global economic recessior2009/10did the
MOHE budget shrink by 3 percenG{llespie and Nielse2010). MOHE headquarters then works with
Advance Proposalglso called Corporate Planthat are submitted by each of its 50 Budget Centers.
These Advance Proposals must be consolidat® that the final budget falls below the MOHE ceiling.
Before submission to the MOF, the budget is reviewed by the MOHE Perrm&eenetary and Health
Planner(Gillespie and NielseR010).Figure 4. depicts this process.

FIGURE 4.7: BUDGETING PROCESS FO R THE MOHE IN SAINT VINCENT

MOHE MOHE

Budget consolidates

Centers MOHE Budget Centers proposals and Parliament votes
asked to prepare and submit submits to on resource
provide Advance Proposals to MOF; MOF allocation for all
Advance MOHE headquarters ap;r)nr;:]\i/:tsrylme line ministries
Proposals

P budgets
\
I'\ AN | — | m—
CALL FOR PREPARATION, CONSOLIDATION
SUBMISSION VOTING

BUDGETS COLLECTION APPROVAL

Currently, the budgeting process in Saint Vincent and witmnMOHE specifically does not operate

optimally. Saint Vincent generally relies on a historical budgeting process, meaning that the total amount

of funding allocated to various programs is based upon what has been spent in the previous year. This
canresbt in inefficiencies and inappropriate allocat
profile and institutional needs change over time. Ideally, budgeting would be linked explicitly to a

strategic planning process and information on expectedscokspecific programs. Higdriority

programs would then be given increased allocations over time while funding for-jmveeity efforts

would be phased out or diminished.

An indication that the budgeting process may need adjustment is thehighntage of MOHE

expenditure that is allocated to human resources. In 2011, personal emoluments, allowances, and wages
accounted for 89 percent of MOHE recurrent expenditure (GOSVG 281This leaves a very small

portion of the total budget to support pcurement of supplies and pharmaceuticals, increasing the risk

of stockouts and shortages. Pharmaceutical costs in particular are likely to increase going forward, as
the prevalence othronic NCDscontinues to riselt also leaves very little for suchieams as health

promotion, which has been deemed a priority in the Strategic Health Plan to address chronic NCDs.
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Conduct a broad, systematic r eview of health financing options and packages
Thisshould include:

A deskreview of health financing options regionally and internationally to ideatdyant and
feasiblenealth financing solutions f&aint Vincent

A review of theuserfeestructuretor econsi der the role user fees
healthfinancing strategy and &iandardize the process of exemptions and rules behind exemptions

A review ofplans for the NHI

The review of the NHI will require several steps. First, stakeholders should define how the NHI will
function,whether the proposed fiancing mechanisms will support the operatiars] what revisions
are needed to existing legislation before théiativecan get approval. Additionally, stakeholders must
create a mechanism for monitoring the NHI once it has been operationalized. thiksé steps are
critical in ensuring that the NHI gets off the ground, is implemented properly, and is financially
sustainable.

Conduct a cost -benefit analysis of selected service provision in public and private sectors

Given the rising cost of service delivery3aintVincent, coupled with théackof capacity in the delivery
of specialist services, the MOHE should conduct a cost comparisearefcedelivery in the private
versus public sectarfor selected higlzost and highvolume servicesThisanalysisvill assist in
determining whether the MOHE cdpenefit from outsourcinghe delivery of key services to the private
sector. Thecost comparisorshould alsaover institutionsin neighboring territorieghat the MOHE
includes on its referral list. Contracting with the private sector could sthneeMOHEmMoney in some
instances.

Conduct a National Health Accounts analysis

NHA canprovide evidence to monitor trends in health spendamggossall sectors(public andprivaté),
healthcare activities, providers, diseasaadpopulation groupsk-urthermore, NHAs can helm

developing national strategies for effective health financing and in raising additional funds foDatalth.

from an NHA can beincorporated intoa ¢ o ufimdnciay giogections ancbuld allow policymakers to
compare Saint Vincentds health spendinTheBUr of i | e
Feasibility Studgisomadea strong recommendatiomo conduct NHA, which it argueswill offer a

mechanism for understanding expenditure flows in health as wphoagde key information for policy

planning, monitoringand evaluation.

As part of this work, Saint Vincent should consider advocating for the inclusion of a health expenditure
module within the Household Nutrition, Health and Diseases Survey that the EU is planning with the
MOHE. According to the EWreasibility Studysaint Vincent needs to conduct a food, nutrition, and
disease survey in order to better understand the factorizithg the rise in prevalence of chronic NCDs,

to measure the impact of current prevention programs, and to plan for an effective response moving
forward (GillespieandNielsen 2010)Because one of the main drivers of cost for conducting NHA is

the household expenditure survey, several countries have incorporated an expenditure module into a
larger household survey and as a result have realized significant cost Syimgerporating the

household expenditurenodule into a larger household surveSaint Vincent could fulfill two goals with
greater efficiency and cost savings.
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Institutionalize National Health Accounts and the t racking of health expenditures

While producing one NHA will help the MOHE in the short runstitutionalizing the process will

generate sustained benefits for the country. As part of this procéssVIOHE needs to develop

routine mechanisms for tracking health expendisygarticularly as they relate to health outcomes.

While in recent yearghere wasgood compliance with reporting to the international and bilateral

partners on resources received, it was not evident that there was ongoing critical analiisialibf
expenditure to ensure that programs remained within bud@#te way to establislkthis routine tracking

is to develop quarterly and annual health expenditure reporting. Tracking health expenditure, developing
periodic expenditureeports and finally producing and disseminating NHégularlywill provide the

MOHE with visible productshat promote accountability to the populace $&intVincent and allow

them to follow health spending trends with benefits for policy planning.

Build the Ministry of Health, Wellness and the Environment 8 s | e a dapacity im ihgalth
financing

A keyrecommendation is to strengthen the capacity of the MOHEhd@althfinancing andiealth
economics. This will include ongoing capacity buildirgyidencebasedplanningand progrardbased
budgeting, forecastingnd budget management (includM&b.

Develop a health financing strategy

A health financing strategy should be part of a broader strategy for health. It should include a desk
review of the key partners in health and opportunities for financial support (through bilateral
partnerships, grants, etc.) inder to identify alternative mechanisms to supplement the financing of
healthcare.
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Key Findings:
1 Primary health carés generally strong and communitased care is ensuring accas®ugh limited
diagnostics and hours opereate some problems in access
1 PLHIV face challenges accessing services due to stigma and discrimination
1 The MCMH is overutilized for primary care and rural hospitals are underutijitdd appears to belue

to the lack ofconsistent/dailyaccess to dotors and diagnosticat the primary care level ahat rural
hospitals

1 Inconsistent collection of user fees and lack of clarity on application of exemption rules affect
management and performance at public facilities

1 Quality improvement mechanisms are weak

This chapter assesses health service delivery in Saint Vincent across the public and private sectors.

Health service delivery is the most visible aspect of the health system because it is often where the

users interface with the health system. Servieeldi very i s o0concerned with hov
organized and managed, to ensure access, quality,
locations, and time (WHO 2007). This chaptaresents a brief profile of the performance anthpess

of health services iBaint Vincent

In Saint Vincent, the MOHE provides primary, secondary, and tertiary services throtiglaod
services and offsland care. Tertiary services must be accessed at other regional facilitisoffAs
depicted in Figure 5.1here are 39 public healttlinics fiverural district hospitals, and one referral
hospital, theMCMH. The health centers are arranged to cover a population of 2,900 witltimese-mile
radiuswithin each of thenine health districtsIn addition, each health center also has a community
health team to reach the hormlound populations. Specialized services are provided by the Lewis
Punnett Geriatrics Center in the village of Glen and the MeRlthRehabilitatiorCenter in the
village of Villa.
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FIGURE 5.1: DIAGRAM OF THE PUBLIC SECTOR HEALTH F ACILITIES

MCMH
(211 beds)

LPGC, MHRC*
Specialized care and diagnostics

District Hospitals (5)
Acute care, but not specialized services
Approximately 58 beds combined

Health Clinics (39)

Provides ANC; PNC; family planning; child care including immunization,
growth monitoring, and treatment of common diseases; diabetes and
hypertension clinics; and weekly district medical officer and pharmacist

visits

*LPGC = Lewis Punnett Geriatrics Center, MHRC = Mehtahlth Rehabilitation Center

Most private sector services arlcated on the island of Saint Vincent, particularly in Kowgs,
although some fivate providers are available in the Grenadines, including Mudstarel There are an
estimated 25 private physiciamsSaint Vincentmost of whom are general practitioners or OB/GYNSs.
An estimated 42ublic sector doctors also practice in the private sec{¥ellow Pages 2011; see
Section 6.3.3 in Chapter 6luman Resources for Health for more informatioffhere are three private
labs on the island that provide diagnostic servicesylad Hospitalvasa private 12-bed privatefacility
that provided specialtgare (particularly OB/GYN)however, at the time of this assessment tlaeility
director indicated that thehospitalwas no longer operatindrive privatenursing homesvith a
combined bed cagity of 55 offer resident care to the elderldGOs also provide soméealthservices
in the country. For example, Planned Parenthood provides family planning services, indN@iagd
postnatalcare (PNC)servicesthree days a week, while organizat®auch as House of Hope and
CHAA provide support servicefor PLHIV.

Some private business such as the Mustigue Compamysooffer health services on sitdlustique
Islandis owned by the Mustique Company, whiemploys a doctor and nurse to providdirtical care at
free and subsidized prices for employees aasidens of the island, as well &3 tourists. Most
Vincentians on the islarate MustigueCompanyemployeesThe clinic runs special screening days for
diabetes and has thahility to do EKGsandx-rays.More complicated ases are referred to the MCMH.
Because there are no other healtlare providers on the islanfpublic or private) doctors at the
MustiqueClinic also digtibute pharmaceuticals.

While no household survey data on service utilization is availdidesurvey conducted for th€007/08
Country Poverty Assessmeiricluded questions on the first place visited for medical attention, which
sheds some light on pulation utilization patters. As table 5.1 showheg firsthealthcare provider
visitedby most &intVincentiangabout 50 percent)s a publichealth center public hospitals, counted
separatelyaccount for 16 percent of first visit3 he percentageof first visits for both pubt hospitals
and clinicglecreased as wealth increased, w8Bipercent in the poorest income quintiléut only 48
percent in the wealthiest quintilgoing first to publidacilities(Kairi Consultants imited 2009).In
contrast, the poverty assement sirvey results show that 21 percent of respondents overall reported
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that domestic private providers were the first place visited, and 9 pertigsitvisitedforeign private
providers for both categoriespercentags increase as income increasasly 6 pacent of the lowest
quintile and 36 percent of the highestintile cited domestic private providers, and only 6 percent of
the lowest quintile and 13.5 percent ofdlwealthiestyuintile cited foreign private providersiccording
to interviews with domest private sector providers,anvenience and confidentigliare the most
often-cited reasons Saint Vincentians choose privegalth servicgroviders. Other reasons include
shorter waiting tims, greater choice, and, to a lesser extent, better quality.

TABLE 5 .1: FIRST PLACE VISITED FOR MEDICAL ATTENTIO N BY QUINTILES (PERC ENT)

First Place Visited Per Capita Consumption Quintile
Poorest I " v \ Total
Public health center 64.2 575 57.3 51.6 32.2 50.4
Private provider 6.1 14.6 21.4 20.2 36.0 21.4
domestic
Public hospital 19.1 16.4 11.7 18.3 15.7 16.2
Private provider 6.0 9.4 8.4 5.8 13.5 9.0
abroad
Pharmacy 1.4 2.1 1.2 2.2 2.6 2.0
Traditional healer 1.4 0 0 0 0 0.3
Other 1.8 0 1.9 0 0.7

Source: Kairi Consultants Limited (2009)

Primarycare in the public sector is delivered by the health clinics and district hospitals. The clinics offer
limited hours generally from 8 AM to 4 PMyith a nurse on call while the district hospitals provide 24
hour care with a doctor on call. The District Migcal Officer (DMQ and the Pharmacist visit each

health clinic in their district one day per week. At the district hospitals, the DMO and Pharmacist
generally stop in briefly prior tanakingdaily clinic rounds, time permitting, atiten are on duty one

day a week at the district hospital. The mental he@®O also runs a weekly clinic at the district
hospitalsDiagnostic services are limited at the district facilitiesay and labs are not available. EKG
machines, which district facilities do haveaveot functional at the facilities visited during the
assessment.

The MCMH holds a prominent place in public healine provision in Saint Vincerthe MCMH has

211 beds and is the only facility with specialized care in Saint Vincent. Specializeditztvte at

MCMH includes general surgery, internal medicine, pediatrics, gynecology/obstetrics, ears/nose/throat,
and ophthalmologyThe MCMH delivers over 9 percent of babies born in Saint Vinc€RIAHO 2007)
While the district hospitals are equippedrfdeliveries,interviews with the district hospital staff indicate
that the standard protocol is that all first deliveries and any higher risk deliveries are refertie to
MCMH. Basic diagnostics including laboratory amdyxservicesare available ghe MCMH. However,

the 2010EU Feasibility Studgported multiple safety issues in tiphysicaktructure of MCMH that the
MOHE and the Public Works Ministry do not have the resources to address (Gillespilleilsen

2010. Also, over the period 20002004, the bedoccupancy rate averaged 67 percent, which PAHO has
suggested is below the level foptimalefficiency (PAHO 2014). While this rate indicates that

advanced care at MCMH is underutilizedithe same timeéhe Accidents and Emergen(&&E)

deparment of the MCMH is overutilized for primary care needs, according to interviews conducted for
this assessment.
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Laboratory services are provided by three private lab&ingstownand the lab located ahe MCMH.

Thelab at MCMH is multidisciplinary and functions both as a clinical lab for the hospital and a public
healthsurveillancd ab. The | abds capacity has r ee&dltaby been
areas include hematology, immunohematology, mictobig clinical, serology, and histolotjyerviews

conducted during the assessment indicate thastd i agnosti cs ar e (nadatawasat MCMH
made available to the assessment team to confirm.tHig)vever, this system is not without problems.

In the past, district hospitals collected a limited number of samples that MCMH lab staff would drive out

and pick up; however, poor maintenance of the | ab
continuing.

The private labsiave sometimes filled neetts the public sector, proving more reliable when testing
machinery at the hospital is not operating or when the hospital is out of regents for teQimgyprivate

lab ownerwho formerly worked at MCMH explained that the hospital may own testing machinery, but
it does not always pay the expensive annual maintenance fees. When equipment breaks down, the public
sector frequentlyincurs significant time delays until it is rejgair Private labs cannot afford to rely on
this strategy since broken equipment would result in immediate loss of busdesedab owner
interviewed reported tha25 percent of his total business wasferralsfrom the public hospitalvhen
equipment was auof commissionThe lab owner suggested that he would be interested in offering
lower fees to the governmernih exchangdor a negotiated contract for servicesr for concessions on
taxes for the mportation of certain productslt may be worthwhile for he government to explore the
use of private lab services for more complex blood testing, as well as thebeostfit of subcontracting
testing considering the high operational cost of equipment and maintenance contracts.

New facilitiesin the Saint Vincdrpublic health systerare currently in construction and planning phases.
The polyclinic in Stubls nearing completigmot far from the sitewhere the new international airport
isbeingbuilt I n addition to suppl e meerihgipmngry tateservcasunt r y 8 s
the original intention of the Stubllyclinic was to decentralize treatment f&dDS which currently
occurs only at MCMH, antb provide space for visiting specialists in all fielte Stubbd?olyclinic will
provide bothHIV counseling anbighly active AR (World Bank 201t). There are plans to upgrade

two more health centersn Saint Vinceninto polyclinics. A new diagnostic complex is under
construction in Georgetown (on the opposite side of Saint Vincent from MCMitf) assistance from

the government of Cuba. This facility will mainly provide dialysis but will also have laborai@ry;, and
ultrasound technology. Additionalithe MOHE, theMustique Charitable Trusand the WPFhave
partnered to manage and oversdeetconstruction and operation cd new pediatric wingt MCMHthat
will serve medical missions for Vincentians andditigens of other countries in theegion.

HIV in Saint Vincent has become a priority area in recent years and has received considerable funding
from external donors over the last five years. Antenatal testing records indicate that the epidemic has
become generalized, but seroprevalence data on vabiergroups are unavailable. One of the

challenges for NAS moving forwardowever,will be maintaining the current level of programming

aimed at the whole populatioasdonor contributionsbegin to declinend pressure to allocate more
domestic resourceso NCDs increases

Understanding of the HIV epidemic in Saint Vincent is not based on seroprevalence, but available data
provide a rough picture of its sizé&ccording to the Infectious Disease report compiled by the Senior
Nursing Officer at MCMH, theravere 63 new HIV cases in 2010 and 28 deaths. In 2010, the total
number of HIV cases ever reported reached 1,218 #eotal number of deaths ever attributed to

AIDS reached 575. These figures imply that there are currentlyk®¥8vn HIV cases Saint Mficent
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andaccording to the UNGASS 2010 report, approximately 89 percent of adults and children with
advanced HIV were receiving ART in 20@OSVG 2010a)

The HIVISTI inic at MCMH is the only public facility that provides services beyond VCT for HB/ ca
and treatment. ThdICMH HIV/STklinic operates twice a week, provided that the doctor is in town.
When the doctor is out of town, for vacation or for other matters, the clinic does not receive patients.
While the HIV clinic operates on the same darydin the same hospital location as a few other clinics to
integrateservices and increase confidentiality, currently the system does not realize these integration
and confidentiality goal$he HIV clinic shares a waiting room with ophthalmology, dentistng, other
specialized outpatient services. Only the HIV/STI d@iric wi n g is oot labelegallonsng for easy
identification of the HIV and STI patiergatering the wingA more integrated setting that could provide
more confidentiality taPLHIV might include providing a mix of services throughout the wings of the
clinical areas. Confidentiality remains an important issu@€bllV in Saint Vincent as they face
discrimination in most aspects of their lives. A 2005 Health Service Provision Asséssumehthat

only 49 percent of providers surveyed in Saint Vincent had positive attitudes &bdiN (USAID et al.
2006. During a focus group witRLHIV during this assessment, participants felt that provider attitudes
had improved with the MOHE promatig education and awareness of HIV, but that many nurses did not
appear to have received training in staend discrimination reduction.

In addition to the physical infrastructust the MCMHfailing to promote confidentiality and promoting
stigmatizationguardingpfa pat i e nt does ndt se¥m te he @dnsistently enforcdd one

interviewfor this assessmenaPLHIV, who had formerly been a prisone at Her Maj estyds F
SaintVincent, noted his experience: a prison official was present during his HIV counseling and testing
session. This official breached confidentiality b
with the result that other prisoners foundouteo ut t he intervi eweeds HIV st a
discrimination from both other inmates and guards due to this breach of confidentiality.

Saint Vincent has been concerned about the increase in admissions-adohigsions to the Mental
Health Rehabilitation Centein the last decade. From 2082004, the MOHE reported an increase of 10
percent in new admissions (MOHE 2007 atBshow that 82 percent of admissions2004were re-
admissiongapplications for patients needing to return to thesildy); in 2005, readmissions increased
to 90 percent of admission&illespieandNielsen2010). Currently there is no national mental health
policy to address this issue. Staff at the Mental HeR#habilitatiorCenter estimate thanearly 40
percentof the castad is for illicit drugrelated treatment. At the time of the assessment, there were
198 patients imesidence at the Mental HealtRehabilitation Cente Full integration of mental health
services into primary care has been challenging bea#ubke limited support staffrained in mental
health serviceavailable at health clinics. Mental health is an area the EU plans to support in the coming
years.

Improved access to services and improvements in treatmantdonmunicablelisease hasresulted in
longer life expectanciyn Saint VincentMOHE 2007). As pedp live longerchronicNCDs become

more prominent, particularly in comparison to infectious diseaaes arecreating a serious burden on
the health systenfactors that contribute tachronicNCDs includebiological factors such as high blood
pressure, obesity, high blood sugand high blood cholesteroDther risk factors related to lifestyle
include obesitysmoking, unhealthy diet, physical inactj\atyd alcohol abus€hronic NCDs are
considered diseases of lifestydephrase highlighting the fact that the prevention of these diseases at
individual and societal levetxuires behavioal change<hronic NCDs are now among the top causes
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of mortality inSaint VincentThis increasing incidence dfronicNCDs has resulted in rising costs for
treatment,creatinga growing burden on society

Hypertension and diabetes account for nearly 70 percent of outpatissits (Gillespi@ndNielsen

2010). Figure 5.Rlustrates thechronicNCD burden at District Medical Clinic sessior&his problem is
particularly acute since specialized caugh as dialysis, is currently unavailable on the isétidugh

the newModern Medical Complex in Georgetown will offer dialysis. According@01census data
analyzed in @007 report, thefour leading health conditions in the country were hypertension, asthma,
arthritis, and diabeteg$Economic Commission for Latin Ameriead the CaribbeafECLAC] 2007) These
conditions affect men more than womém Saint VincentAt the same time, women in Saint Vincent

have a higher incidence rate for these diseases than women in neighboring islands such as Antigua and
Barbuda and Saihucia. DMOshave noted in their reports that a particular challenge in combating
chronicNCDs is cultural perceptions of body image such that clinically overweight people are not seen
as unhealthy and thinness is associated with disease, particularly HIV.

FIGURE 5.2: PERCENTAGE OF ATTEND ANCE F OR DIABETES AND HYPERTENSION AT
SELECTED DISTRICT ME DICAL CLINICS, 2010
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Source: Chateaubelair District Hospital (2010). Georgetown Health District (2010). Marriaqua Health District (2010). Peeaitk®istrict 2010. Bequia
Health District (2019
*The Georgetown Health District report did not contain these data.

Health clinics in Saint Vincent offer ANC, PNC, family planning, immumigagoowth monitoring,

treatment of common diseases, and diabetes and hypertension treatment. These services are provided
on a rotating schedule, with each day dedicated to a particular service. Only VCT is offered on a daily
basis at the health cliniesross Saint Vincenthough ART treatment for HIV must be referred to

MCMH. Integrated services, where a patient can receive care for any issue, are considered ideal (Islam
2007). The inability to access all service in one stop could be contributing to sbthe bypassing of

care at the health clinic level as patients are looking for more convenient services. MCMH offers
integrated care sthat a patient may address all of his or her health needs in one day rather than make
multiple visits to the districhealth clinic on separate daysn t h e EebhkbiltyStadya 0
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supermarketshoppingapproach was recommended so ladlalthservices could be accessed at one time
(GillespieandNielsen2010).While best practice suggests that integrated care isrttwest appropriate
method of service delivery, this approach may not be feagivkn the constrained human resources in
Saint Vincent. In this case, service provision should focus on clustering services that will accommodate
patients as much as possitiamples includeclustering wetbaby checlups with family planning

services and ensuring that services aimed at men do not overlap with sensitive services for women.
the health clinics visited, services were arranged in this clustering fashion tdf@tléamily planning,

general gynecology and postnatal care on the same day.

Previous strategibealthplans andealthprofiles have indicated that Saint Vincent hopes to integrate
services more, particularly for HIV and ntehhealth. However, during thassessment, none of the
clinics visited could actually provide VCT on request dither to stock-outs of rapid testing kiter
unavailability of stafb perform the tests wheroccupied withother health sessionddental health is still
not integrated nto primary care services ariddelivered through communitpased staff from the
MentalHealthRehabilitation Cente who travel out to five locations and sometimes make home visits.

Saint Vincent has a number of vertical progsincluding those for H\and STls, family planning,
nutrition, and mental health. ThidSAdid not find that these programs are wéltegrated with other
programs with the exception of the nutrition program and the family planning program, which is
incorporated into maternal and child health services.

The HIV/IAIDSprogram has been funded primarily by the World Bawith contributions from the
government of Saint VincenEuture funding for ARVs has been secured through Global Fund grants
which will allowthem to be distributed to patients for free for at least two more years (through 2013).
The goal of théNorld Bankd grogram which ended in 2011, was to scale up preventative programs,
particularly for higkrisk groups strengthen treatment foPLHIV through integration with primary care
reduce stigmaand build capacity at MOHE and other institutions involved with HIV prevention and
treatmentAccor ding to the Worl d Bank dEmafessignificaatr y 2011 e
progress on several keyutcome and intermediate outcomeadicatorssuch as the number of reported
new HIV cases, which declined by 41 percastwell as the number of new AIDS cases, which declined
by 56 percentOther remarkable improvements are the number of individualsgeégor HIV, which
reached 8,927 for the period Jaary 1, 2010 through Segmber30, 2010, exceeding the target of

2,00Q and the number of public facilities staffed by trained counselors providing specialized HIV
counseling and testingrhichreached thearget value of 39 (18 of these facilities provide rapid testing)
(World Bank 2011c).

Al t hough these changes do reflect real i mprovemen
qualifications are important to noté&irst, achievementoftheWwr | d Bankds program tar
necessarily imply that the countryds targets were
Bankds target for number of i ntatargethsistatedithdSaistt ed f o
VincentNational Strategic Plafor HIV/AIDSwas totest 50percent of people between the agesdb®,

and the program clearly did not allow for the country to reach this goal. Another qualificatigiven

the small population in Saikiincent, smalthanges in nundss can produce largpercentage chages.

For example, the percentage of pregnant women who are-ptisitive who are provided with

treatment and care actually decreased from 95 percent in 2004 to 82.4 percent ind@1® three

individual cases (World B& 2011c) Further, while health facilities were staffed with trained staff for

VCT, during this assessment the facilities visited were unable to provide VCT on demand due to lack of

tests at the facilities or limited staffing available to conduct theifessimeone requested it during busy

clinic hoursAlso, these idicators do not measure howell HIV prevention and treatment services

havebeen integrated into primary carejor do they speak to concerns for the sustainability of the gains
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made during th project implementation period from 20@2011.A final qualification concerns
treatment As will be discussed itChapter7, Management oPharmaceuticals andddial Supplies
limited staff have received training for ARV counseling and statk of ARVs were also reported, both
of which affect the quality of care f&LHIV.

A combination of factors inhibits effective continuity of care for patients receiving services in the public
health system in SdiWincent.To begin with, patient health records have traditionally been kept on
paper andstored at the health facilitysaint Vincent utilizes a referral system from primary care to
secondary care, but this only works when patients first present at #th clinic or district hospital for
care, receive a clinical provider written referral sheet with a description of their most recent episode of
care, the reason for their referral to the next level, and whether there are any known issues thait coul
compicate the patier® care.ln principal, the referral sheet would then be updated by the provider at
the secondary level and returned with the patient to therpary care level for followup. The more

frequent occurrence in Saint Vincent, based on numersiakeholder interviews with patients and
providers alike, is that patients bypass the health clinic or district hospital angfzlto MCMH,

which leads to a discontinuity of care across the system.

The electronic health management information systetivllS) currently being rolled out in Saint Vincent

is expected to address this issue to a certain extent as patient information will become available

electronically at all points of care in the system. However, this electronic information will be only as

good as the data entered into the HMIS, which will likely not include the full patient history on all
patients who have ever been seermmrUdmesnothavethche heal t
resources (financial or human) to backfill into the HNHE& medical records of all patients seen across

the systemThis information will only become available as patients are seen for the first time at a health

facility after that facility has implemented the HMIS systeanmore detailed discussion on thisptic,

please se€hapter8, HealthInformation Systems

The private sector makes referrals to MCMH as necessary for advanced care and surgery or to a dual
practice physician. No formal referral system between the public and private sentsis.In additon

to public sector physiciansnty dual practice physicians have access to the facilities and equipment at
MCMH. No data on patients is required to be shared between public and private providessme

cases, lte MOHE informally engages with the ptivaector, often for oneoff services in a

subcontracting relationship. By more actively and openly discussing these types of relationships, the
MOHE could identify alternative solutions and resources for reaching its priority objectives and
maximize the esources available on the island;drder to do so, the MOHE needs to clarify its top
priorities, because approaching puigiivate partnerships without linking them strategically to
objectives might create a burden of management on the public sectoer#tan a mechanism for
increasing resources for public providers and increasing access for the. public

The district hospitals have ambulances assigned to them. However, site visits showed that the
ambulances are often not well maintained and are oukofise. Additionally, in some instances, the
ambulances are being used not only to transport patients but also to pick up items like groceries for the
district hospitals, which keeps the nurses traveling with the patients and the ambulance away from the
fecility for the majority of the dayStakeholders interviewed reported transportation from the

Grenadines can be problematic when outside of the normal operating hours of ferries or charter planes.

Health outcomes, as shown by the indicatars able 52, are strong andjenerallyhigher than the
average in the LAC region for almost all indicators. One exception is contraceptive prevalence, which
averages at only 48 percent in Saint Vincent as opposed to 75 percent in the LAC. While use of
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contraceptives for womenn Saint Vincenhas grown in recent years with increased family planning

options available through the National Family Planning Program, the lower contraceptive prevalence rate
indirectly suggests that family planning is not easdgssible or that there are other social constraints
preventing uptake.

TABLE 5 .2: SERVICE DELIVERY IND ICATORS FOR SAINT VI NCENT COMPARED TOL ATIN
AMERICA AND THE CARIBBEAN REGION

Health System Indicator Saint Year of LAC Year of
Vincent Data Average Data

Number of hospital beds (per 10,000 population)’ 30.00 2007 20.08 2007
DTP3 immunization coverage ofykarolds* 99.0 2009 88.59 2007
Births attended by skilled health personnel (%)** 99.0 2008 94.42 2007
Contraceptive prevalence 48.00 2006 74.71 2009
(% of women age$5049)y*
Pregnant women who received 1+ antenatal care 99.9) 2008 95.01 2009
visits (%6y**
Mortality rate, infant (per 1,000 live births) 11.20 2009 18.92 2009
Mortality rate, under-5 (per 1,000 births¥* 12.80 2009 22.55 2009
Maternal mortality ratio (per 100,000 live birth) 93.00 2000 103.46 2008

Source: World Bank @0113). *World Bank (2011a)** UNICER2010.

Compared to the regional average, Saint Vincent also has a higher nunbeilabldosptal beds.
Recent reports by the EGillispieandNeilsen 2010) and PAHO (20dDhave suggested that the bed
capacity rate may be higher than needed for Saint Vincent. The bed occupancy rates have been
documented at 63.5 percent in 1997,.6@ercent in 2000and 702 percent in 2004 (La Foucade et al
2005; MOHE 2007)Several of those interviewed for this assessment did report gadients

overutilized MCMH; however, these reports relate to thopatients visiting the &E unit for primary

care needs, not the usaf hospitalbeds for more advance care. Only 0.38 percent of patients treated in
the A&Eunit from 200@®2004 were critical. On the contrary, many patients report to th&Bunit for
routine primary careservices (MOHE 2007).

Avalilaility of services examines the degree to which facilities are functional, adequately staffed,
equippedand supplied, and available to the public. In Saint Vincent, geographic access to primary care
services through the health clinics is sufficient, diepts generally travel no more than three miles to

reach a facilityThere are, however, limitations with the system, such as limited diagnastigsited

hours when facilities are open or when doctors are available, that encourage people to circuhwent
primary care levelThere is a concentration of specialized and private services in Kingstown, which is to
be expected given the small size of the country. Reaching Kingstown from other parts of Saint Vincent is
generally possible via public transpdida, though people living in the Grenadinasist travel by boat

or airplane There is also currently no formal ambulance service (neither air nor ferry) from the
Grenadines to Kingstown for patients needing to be transported to MCMH for urgent care.

The pivate sectoralsoserves an important role in the mézhl supply chain by providing convenient
access tachoice of medical and paramedical produ&dce margins on private sector medical

products are limited because prices are regulated and privaetipes compete on price. Overall, this
regulation and competition benefits consumers. Some private providers offer advanced treatment not
available in the public sector. For example, private sector dentists offer root canals, advanced
extractions, crownsand emergency treatment as well as advanced imaging and orthoduvities.

demand is sufficient, private providers often organize to fly specialist doctors such as cardiologists and
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neurologistsrom oversea®n a regular basiwith benefits for all actas involved: providers in Saint

Vincent and the foreign specialists make a profit, consumers save money, as the cost of receiving care in
Saint Vincent is lower than the combined cost of transport and services abroad, and the country overall
gains as healtbare availability increasdn.other cases, private sector services provide references and

help create contactsvith off-island specialists.

Private pharmacies and labs are also importanhe supply chain in Saint Vincelany Vincentians

seek heldor medical concerns girivate pharmacies befer going to a clinic or doctgrand some offer

a wider variety of branded medication thesavailable in the public sectdvledical services such as

private labs play a role in the health supply chain since they ssgpiges to private providerd.abs

feature avariety of blood testsrangng from thestandard to more complexThe labs sign contracts

with local providers, guanteeing them prompt service for a discounted fee. These contracts ensure the
volume necessary taun a profitable lab business. Interviews for this assessment also reported that
private labs are often able to provide test results to doctors more quitkén public counterparts

Financial barriers to primary and secondasgye in the public sector wergenerallyfound to be low

based on interviews conducted during the assessment. Primary care at the health clinics is provided free
of charge and amall ser fee of EC$5s needed for filling prescriptions. This user feeprescriptions
however, is inconsistently applied or often waiadhe discretion of the providerdn the district
hospitalsanEC$10 user fee is also commonly waived. User feedhmteer at MCMH, but the

exemption policy is so broad anthevenlyappliedthat nearly everyone who asks for an exemption is
granted one. The exemption policy varies by site, but generally was believed to hold for the poor, those
under 16 and older than 6%&nd for all essential public health and safety workers. Financial need is
recorded on the patientds prescription or file
but not based on formal documentation requiremer®r hospital services, more formalappraisal is
doneby social workers, although no written guidelines were available for review by the assessment
team Ideallythe rules for granting user fee exemptions would be clearly outlined, allowing nurses and
others conducting theappraisal toenforce them systematically and explain them to clients.

While primary and secondary care is affordable in public facilities, financial barrgrfesgiccessing

tertiary care.Tertiary care is only available in the private sector and ovesséhe MOHE has some

financial assistance available for all citizens; however, these resources are not sufficient to cover the full
cost and as notedn Section 4.4.2Risk Poolingynly about 9.4 percent of the population hasalth

insurance.

Intervieweesreported that district hospitalsvere inadeaquately stocked with consumablésuch as

gloves and in some instances foadtidcertain pharmaceuticals (including aspirin), dwad some pieces

of equipment like EKG machinesere malfunctioningA common fator causingstock-outs of
consumablesased on interviews conductegppears to be thadlistrict pharmacisgtdo not havethe

time or trainingto accuratelyforecast needslssues have also & reported with support staffuch as
cleaners or drivers noteporting for duty, which disrupts provision of services. District pharmacists are
administrative supervisors for district hospitdisit are often attending health clinics throughout the
week and are thusot availablet district hospitals to deal withuman resources issues with district
hospitalsjnterviews indicate thatlinics also experience stoduts of pharmaceuticals. Clinics reported
issues such as broken air conditioners in the pharmacies, which poses a risk for the medicines stored
there. Most of the rural facilities reported lack of adequate staffing due to absenteeism and the lack of
replacement staff.

To ensure the clinical quality of health services, health systems must define, communicate, and monitor
the qualityof care. This information is used by policymakers and providers to improve quality. Quality is
also impacted by the motivation of providers to implement standards of care. In Saint Vincent, the
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MOHE recognizes the need for improved policies and informatiio@nsure the quality of care;
however, to date this initiative has not been realized.

There is nooverarching National Medicisdolicy that guides the development, implementatimd
monitoring of standards, protocols, or procedures. Only the Pharmarly regulated by the Pharmacy
Council, provides standards for the registration of facilities, but not for their licensing. Draft regulations
not yet passedfor the Pharmacy Act would implement a structue license the health facilities. There
are no acreditation policies on the island, although the framework for Mtél, proposed in 1999,

includes provisions for accreditation.

In interviews conducteat the health clinics for this assessment, some nursing staff did not know about
the national standarduidelines they were supposed to follow fdinicaltreatment while others

referred to a community nursing manual. The faesivisited did havflow charts for services posted on
the wall. The Chief Nursing Offic€CNO) had procedure manuals for commity nursing staff and

family health which outlined various procedures and reporting mechanisms. The assessment team did
not find similar guidelines for doctors; however, pharmacists noted that thereemienaltreatment
guidelines for HNadopted by Sat Vincent in 2004 and which include discussions of referral and follow
up systems

The Senior Nursing Officer for Community Health supervises ward sisters at the district hospitals and
staff nurses at the health centers while the District Pharmacy Sigmeroversees district pharmacy

staff. For the most part, the supervision appears to take place through monthly discussions on service
delivery statistics, which are reported back to the MOHE in a standardized format across the districts.
Depending on thelistrict, some supervisors reported on quality issues inribgularreports. There

were no indications that the visits provided any opportunity to dialogue and provide substantive

feedback about the quality of care, key markerefdéctived s uppop e¢i viesisoan. 6 Support
supervision improves quality by oO0strengthening re
identification and resolution of problems, and helping to optimize the allocation of resources, promoting

high standards, teamwork, anétter two-way communicatiodf(PATHChi | dr ends Vaccine P
2003).

In addition to supervision, quality is also monitored through customer complaints. The revised laws of

Saint Vincentallow for patients of MCMH to seek redress of any complaints fromgtegeon or speak

with the CMO, who will investigate. This mechanism exists only at MChtenlieweesreported that

this mechanism is rarely used for quality complaints, but rather for complaints of a more personal

nature. In practice, most complaintsgohr ough t he hospital s social wor
actively use a Patient Suggestion Botervieweessaid that no one from the MOHE has come to pick

up the suggestions in quite some tinmeorder to obtain thisfeedback

The EU Feasibility Study found that confidentiality was an issue as access to medical records was
uncontrolled and manual entry of data led to the loss of information (Gillespie and Neilsen 2010).
most public clinics, patients filling prescriptions dx have private space away from the waiting area to
discuss their medications. Only recently has the MCMH added an enclosed area for prescription
counseling. In the private sector, the space for confidential patient counseling is supposed to be
regulated It not all facilities have this. A perceived lack of confidentiality in the public sector has
prompted many patients to access services in the privattos, particularly for HI\services. Despite
free services in the public sector, a number of patienilt go to a private physician and pay for ARVs at
a price of EC$308%400 for one month.

2 Laws of Saint Vincent fiorce on January 1, 1991 under Title XVII, Health, Education, and Social Services.
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Communitylevel participation in service delivery is limited in Saint Vincent. Local health committees do
not exist. Although tlere is an active community nursing program that provides home visits and health
promotion, no mechanism currently functions to solicit feedback in the community. The Nurses
Association and Senior Nursing Officer have conducted patient satisfaction satvey&MH, but these
surveys are not conducteat the community levelSome districts havdiabetes orhypertensiongroups

that have provided some support or services for populations in their community living with these
conditions; these groups could playaager role in health promotion if given appropriate support from

the MOHE. Community groups worked with NAS as recipients of small grants; however, with the end
of the World Bank funding for the program in 2010, civil society grants have ended anadésu

what future engagement will be like without this component. NAS, in coordination with civil society
groups, has provided peer educators and community animators to promote HIV prevention and care in
the community.

Reorganize the Milton Cato Memorial Hospital outpatient specialty clinic in order to
reduce stigma

Addressing stigma is more than just training; it requires a commitment to ensure that infrastructure is
not stigmatizing as welh the case of th@utpatient clinic, the HIV posterecated only in the hallways
where these services are provideghile wellmeaning, signify to everyone where the HIV services are
being providedin order to remedy this situatiorthe assessmerteamsuggestshat MCMHremove the
HIV posters andotate the exam rooms that the HIV cliniand other outpatient services use order

to improve confidentialityConducting an HIV stigma sel§sessment, using one of the many available
off-the-shelf tools could helpMCMH identfy other areas for reducingtigmaagainsPLHIV.

Standardize exemption policies for prescriptions and hospital services

Health systenstaff currently make subjective decisions about who is eligible for user fee exemptions.
The policies are not evenly emted throughout the districts. Clarifying and creating specific critieria
who is eligible for user fee exempti@nd distributing written guidelines nationatiyuld ease some of
the burden on the staff in making these evaluations.

Create clinical practice guidelines for priority health areas to promote standardized,
guality care and more cost -effective treatments

Just as the community nursing program has created a procedure manual for critical health issues, the
MOHE should develop clinical pra@iguidelines for doctors and pharmacists to follow for priority

areas such ashronicNCDs (particubirly hypertension and diabetes)aving guidelines for these areas
will help to ensure that all patients are receiviteye according tdhe same standarecrossthe

country. Defining standards will be particularly important when the new medical complex in
Georgetown with dialysis is operational. These guidelines could also outline the appropriate prescription
practices that line up with the availability ofidgs on theSaint VincenEssential Medicines L{&ML)

Creating these guidelines will require establishing a committee to first review best practices and
guidelinesused inother countries ando determinethe appropriatestandard for Saint VincenfThe
committee would also need to createmolicy for periodc revision and rolout to facilities. The
guidelines should identify the responsibility of each level of care and establish referral criteria and
mechanisms fofollow-up care. TheSVGDental and Mdical Association, along with civil society groups
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like the Diabetic and Hypertensiv&ssociation, could spearhead this effort with guidance from the
CMO.

Promote the use of rural hospitals and health clinics

Many patients areelfreferring to MCMH, putting a strain on the&E departmenfor primary care

issues. Many patients are willing to make the trip further away for the convenience offered at MCMH.
The opening of th&tubbgPolyclinic should help reduce this burden by diagvpatients to the polyclinic
facility rather tharto MCMH. However, a sustained effort to promote the use of the district facilities
would benefit the entire system. The MOHE should encourage users to take advantage of the services
available at the hedltclinics and district hospitals. A number of strategies could be used to address this
problem including the following:

Improved maitenance ofequipment at the rural facilities would ensure that services that can be
offered at this level are aiable. Iproved maintenance dhe lab vehicles would also help to
reinstate pickup of sanples at the district hospitals

Stronger enforcement of user fees at MCMH or the introduction of higher fees for primary care
provided at MCMH could deter some patient®im seking primary care at MCMH

Initiation of a public awareness campatguld helpdefine appropriate leals of service for care
seeking

Implement supportive supervision  which can support quality improvements and provide
feedback to health facility staff

Saint Vincent has aigervision structure in place, but$eems to function mostly as a reporting

mechanism rather than as a system to identify and address issues around the quality of care. Supportive
supervision promotes quality at all levels of theltieaystem by strengthening relationships within the
system, focusing on the identificatiand resolution of problemdjelping to optimize the allocation of
resourcesand promoting high standards, teamwork, and better tway communicationHATH

Childredds Vacci ne). Gurentlyrsapervisdrg llade checklists to ensure clinical standards

are met but the assessment did not find channels for corrective action or feedback on progress made.
Supportive supervision would establish goals, monitor pregjrand address problems identified to

improve the quality of service.
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Key Findings
7 Saint Vincent has a solid, consi stent nurseso® trai
workers

1 The human resources component of SmartStream isentty underutilized. This is being
addressed using external assistance

1 Extensive training for health workers has resulted in widespread capacity for providing VCT

1 Legislation goveing health professions provides basic guidelines on licensing, but needs
strengthening irguidance on education amé-licensing

1 Procedures for replacing departing staff are cumbersome anddonsuming

1 An HRH strategic plan has not yet been developed or implemented, though it was identified as a
need in the Strategic Plan fetealth

1 Dual practice among physicians is largely unregulated, resulting in perceptions by the private
that a subsidization of private practice for some providers takes place

WH O dVWorld Health Report 2006 (WHO 2006def i nhes HRH, or the health wor
engaged in actions whose primary intent is to enh
promote and preserve health as well as those who diagnose and treat disease. Also included are health
management and support workedsthose who help make the health system function but who do not
provide heal th HKO2008). Aspests a HRHehatiark geberally dbnsidered urgent

include shortages of health care workers on a national scaleanisalignedistribution of health care

workers, especially between urban and rural areas.

WHO r ecommends that nationglovernments engage in a multisectqradcess to create an enabling
environment for HRH and human resources management (HRM). These recommendations are
presented ashe WHO Global Health Workforce Alliance HRH Action Framework and cover such
areas as policy, finance, HRM, education, partigrsimd leadership/A//HO 2011b). Central to meeting
HRH needs is the development of strong HRM at all levels of the health care system. HRM may be
expressed in terms of:

Planning the workforce
Developing the workforce
Managing the workforce

In Saint Vincenthe MOHE has recognized the need to strengthen planning and management of the
health workforceand has taken action to:

Develop HRH plans

Secure assistance in HRH capacity building (primarily from the EU and the World Bank)
Assess core dataset of humaresources informatiowith PAHO assistance

Produce a descriptiorof the regulatory framework

List existing human resource development opportunitigsch as preservice and ifservice training.
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According to the PAHO Essential Publlealth Functions assessment conducted in 2608jRMand
development policy exists iBaint VincentA human resource plan was contemplated for
implementation in 2007 as part of the Strategic RtarHealth, but the plan was never developed
Additionaly, neithercompilation ofabsolute numbers nor the distribution of health workeesulted
from a planning process. A European Commission report from 2010 noted that:

0...there is no method or tool used systematic
replacement Human Resources for Health. No succession planning feofesskind

health workers is in place. The health sector authorities continue to respond to

staffing gaps, across all service levels, indnadc way . @nd(i€dseh 10y pi e

One ofthe main challenges facing the health syste8aint Vincents the appointment of personnel.

Estimate®f the interviewees from this assessment were thaighly 10percentof all funded positions

havenot hadhealth workers appointed tdill them. Manyempty senior positions werélled by civil

servants who were working in an 0 aeseniompgsiions apacity
like staff nurse, requires a lengthy process that can take up to one yaaddition, por sucession

planning for longerving incumbents also threatens the ldagn sustainability of certain aspsdaf the

health systemincluding specialist doctars

The Strategic Plan for Health notes that data on human resourc8aiint Vincenis not wellorganized
and that staff shortages exist in specialist areas such as physiotherapy, social work, and radiography. In
the logical framework attached to th@rategicPlanfor Health HRH objectives were developed,
including developing authan Rsources Information System (HRI®Y)iting an HRH strategic plaand
ensuring that all vacant positions are fillé¢hile the Strategic Plafor Health does not provide the
necessary guidancerfachieving these goalsdoes provideindicators to measie successCurrently,
progress is being made amplementing an HRIS (called SmartStream); however, there has been little
progress towarddeveloping an HRH strategic plarhough there have been no structural chantgesl!
vacant positionsthe CNO did note that she had recently persuaded the MOF to allow 8@Dto fill a
number ofvacantstaff nurse position€ven though these staff nurse positions have been released by
the MOF, approval was not given by tBE€Dfor a number of management positionsaving them
unfilled.

In the absence of a strategic plan for HRH, staffintepas are largely historical; percentage increases in
budgets guide what new staflembersare hired, rather than an analysis of need hisnan resource
functions for the government are located in th@CD, the MOHED s r o IMés oftemadwsRg the
SCDand guiding existing staff. No staff person at the MEDtds the primary role of guidirtguman
resourcesrelated issues within the health sect®ather these functions arsplit between the CNO,

the CMO, and the HalthPlanner. Despite these challersgsome progress has been made on improving
regulation of the health sector, as the Pharmacy Act was passed into law in 2004, and the Medical Act,
Nurses and Midwives Act, artle Pharmacyict Regulations are in various stages of completionce
enactedthese updates will provide for licensure, registration, continuing education, drasheed
disciplinary procedures. EhMedical Act and the Pharmadyt Regulationshowever,continue to be

stuck at the legal affairs office, a situation that has persisted for years.

In addition to general practice legislatipregulations on public sector physicians wiave private
medical practices (referred to as dual practice physiciareshot clear. Currently, the government
regulates dual practice by putting a clause in the contracts of senior doctdBimh Vincentthere are
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five levels of doctorgfrom lowest to highest level of experiencdhtern, Medical Officer, Registrar,
Sanior Registrar, and Consultan©nly those physicians classifiedRegistrars and above are allowed to
be in dual practice, whilthe amount of timepermittedto be spentat a private pratice increases with
seniority.In theory, these senior doctorattendrounds with junior doctorsat MCMH in the morning
andthen go to their private pactices in the afternoonn practice, however, the amount of time that
dual practice physiciamsustwork at MCMH isnot definedin their contracts Interviewees noted that
some consultarstwork only about two hours at MCMH before going to their private practiedthough
they aresome of the highegpaid staff in the civil service.

As of 2010, PAHO estimated that Saint Vinceat 923 publisector healthcare workers These
figures are presented by PAHO occupational category, with healtted worker density per 10,000
peopleand the number of people in Saint Vincent per HRH worker in Table 6.1.

TABLE 6.1 : PUBLIC SECTOR H UMA N RESOURCES FOR HEALTH W ORKERS PER 10,000
POPULATION BY PAHO O CCUPATIONAL G ROUPINGS

Occupation Number of W orkers Density per 10,000 Population per
(%) Population (95% CI) W orker
Medical doctors 62 (6.7) 5.84 (4.497.48) 1,714
Nurses and midwivesa 268(29.0) 25.22 (22.2628.43) 396
Nursing assistant/auxiliary/aidel 208 (22.5) 19.58 (17.0822.42) 511
Nursing assistant 127 (13.8) 11.95 (9.9614.22) 837
Nursing auxiliary 41 (4.4) 3.86 (2.785.23) 2,592
Nursing aide 40 (4.3) 3.76 (2.695.13) 2,656
Dentists and allied 21 (2.3) 1.98 (1.283.02) 5,060
Pharmacists and allied 23 (2.5) 2.16 (1.293.25) 4,620
Social workers 12 (1.3) 1.13 (0.581.97) 8,854
Rehabilitation workers 5(0.5) 0.47 (0.181.10) 21,251
Technologists 24 (2.6) 2.26 (1.493.36) 4,427
Public health practitioners 67 (7.3) 6.31 (4.888.01) 1,586
Nutritionists 8 (0.9) 0.75 (0.381.48) 13,282
Mentalhealth practitioners 1(0.2) 0.09 (0000.52) 106,253
Other health workers 224 (24.3) 21.08 (18.4%24.03) 474
ALL health workers 923(100.0) 86.87 (81.3692.66) 115

Source: PAHO (2010b)

a Nurses and midwives have the same occupational groupingoviitrament payroll system.

b The nursing assistant is a trained profesaitiat is required to register with the nursing council irder to practice. Nursing auxiliaries are not trained and are not
required to register with the nursing council; they assist with general ward activities. The nursing aide is also natrtragistired.

In the public sector, therés onedoctor for every 1,714 Vincentians. With 268 nurses and midwives in

the publichealth system (a density of 25.2 per 10,000) there is one nurse for every 396 Vincentian and
roughlyfour nurses for each doctor. In Saint Vincent, three further categories of nursingestatfthe

nursing assistant, the nursing auxiliary, and the nursing aide. The nursing assistant is a trained
professional that is required to register withe nursing council in order to practice. Nursing auxiliaries

are not trained and are not requiretb register with the nursing council; they assist with general ward
activities, such as taking samples to the laboratory. The nursing aide is also not trained or registered, but
assists individuals living at the Mental HeRlghabilitatiorCenter and theLewis Punnetteriatrics

Center with activities of daily living. There are a total of 208 nursing assistants, nursing auxiliaries, and
nursing aides in the Saint Vincent public sector health care sysi#aing up t@a density of 19.@ursing
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professionalper 10,000peopleor one for every 511 Vincentians. A fourth major categavther health
workers, includes the many health managers and support workers involved in maintainingchealth
and healthcare facilities; there are 21.1 other health workerg 4€,000people(PAHO 201®M).

There are25.2 nursedor every 10,000peoplein Saint Vincentwhich isroughly twice the number of
nurses per capita as a selection of CARICOM countimetuded in aecentWorld Bank study(World
Bank 2009)In fact, e supply of staff nurses and midwives currently exceeds demand, as approximately
50 nurses are waiting to fill postieading to an estimated unemployment rate of 20 percent for nurses
in Saint Vincent. Interviewees noted that tBaintVincent and the Grerdines Community College
School of Nursindrains more nurses than can be accommodated in the public health system as a
deliberate poverty alleviation strategy and that nurses who were unable to find work in Saint Vincent
were expected to migrate abroad. €hefore, the major challenge appears to be rationalizing the
number of public sector nurses needed, rather than a true shortage of the total number of nurses in
Saint Vincent. These challenges contrast sharply with the situation in other OECS countchdade
shortages in the training of nurses locally.

Additionally,Saint Vincents a net exporter of nurses thealth care systems wther Caribbean
countriesand the United States, Canada, and the United Kingdom. While there is an oversupply of
nursesin Saint Vincentthere are also serious deficits in several categories of auxiliary workers.
example, there are only nine stakoplein the entire health education departmemo fill both centrat
and districtlevel positionseven though each of thaine districts is supposed to have one health
educator The educator post in the Southern Grenadinésr examplehas been unfilled for the last two
years.Additionally, there are no dieticians at either MCMH or the Lewis Pur@etiatrics Centerto
monitor the nutrition of patientdn residencgGillespieandNielsen2010)

Other shortages of health workers include environmental health workers, who enforce food safety
regulations, skilled maintenance staff, and specialist doétsithe availakl pool of human resources on
SaintVincent is quite small, succession planning is a significant need which has not yet been fully
considered. The European Commission report gives the exawiiee Assistant Engineer at MCMH.

He has held his post for 14 ges, and a Senior Engineer, who would supervise this post, has never been
hired. In effect, the Assistd Engineer performs both job&illespieandNielsen 2010).

Specialist doctors are also at a premium: there are no cardiologists, oncologists, nejstsolog
endocrinologists irBaintVincent, and only one radiologigbne specialty that appeato be well staffed

is obstetrics andgynecology. As the requisite experierfoe other specialistgloes not exist onSaint

Vincent, the new dialysis center @eorgetown is currently slated to be stafféat the first two yearsby
Cuban health workers, with the idea that Vincentians will be trained to use the equipment by the Cuban
staff. Theoversupply of generalist nurses, rationalizing nursing training ashtrtage of specialists,
particularly in relation to new facilities such as ttialysis centeand the paediatric wing of MCMH
highlightthe needin Saint Vincent to developn HRH strategic plan.

Table 6.2oresents health care workers in three types of facilittesalth centers, rural hospitals, and
MCMH. Health centers and rural hospitals provide primary care services, while MCMH is the sole
secondary and tertiary care facility 8aint VincentThese thee types of health facilities are the main
employers of clinical doctors and nurses, with few doctors being employed eritirthg private sector.

The distribution of health workers is heavily skewed toward tertiary care, with 90 percent of doctors
and55 percent of nursing staff being employed at MCNMIEMH also employs the largest share of the
entire MOHE workforce (51 percenbf 923total workers). The seven doctors that work at therimary
leveldivide their time between various primary care fa@stiincluding the rural hospitadsd health
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centas, often spending one morning per week at each health center in their district and afternoons at
the rural hospital.

TABLE 6 .2: HEALTH WORKERS IN PR IMARY, SECONDAR Y, AND TERTIARY CARE

Health Care Facility Number Density per Population per
10,000 People W orker

Primary care: health centers

Doctors 7 0.66 15,179
Nurses and nurse assistants 161 15.15 660
Primary care: rural hospitals

Doctors - - -
Nurses and nurse assistants 52 4.89 2,043
Secondary/tertiary care: MCMH

Doctors 54 5.08 1,968
Nurses and nurse assistants 262 24.66 406

Source: PAHO (2010b)

It is difficult to get a full accounting on the number of doctors completely in the private sbetause
of the prevalence of dual practice and the absence of an authoritative central provider rebpdily6.3
shows the breakdown of health workers 8aint Vincenbetweenprivate andpublic sector There seem
to be an estimated?2 doctorscurrently workingin both the public sector and the private sectavhich
accounts foressentially half of all doctors and the majority of public sector doctBsHO 201().
Interviews conducted for this assessment supported these estimatieen asked how manyyblic
sector doctors also practice in the private sector, the respofieen interviewees for this assessment
was usuallgy oall of them

Among the private practitioners interviewed, there is a sense of unfairness that dual practitioners have
the advantage carrying out a lucrative medical practice in Saint Vincent, since business risk and
financial investment are much lower for dual practitioners than for providers operating purely in the
private sector. Also, private sector physicians are limited in dgihdwecause regulatiordo not allow

them to use public bspital facilities for surgery and no private surgical facilities currently exist, thus
limiting the scope of private practice on the island to nonsurgical activitreme is also the sense
among tke doctors interviewedhat dual practice physicians can offer lower prices, attracting clients
away from a prely private sector practice. According to some private providersldgractice

physicians can afford to lower their ratess they receive hasesalary from the MOHE This dynamic
may be inadvertentlgubsidizingertainprivate health services by offering rates that do not completely
reflect the cost of doing business and which undeKguirely) private sector providersvho must bear

the fullcost of their practices

Intervieweesalsonoted that essentially all registrars, senior registrars, and consultants maintained a
private practice. Interviews with thlurses Association showed that very few nurses were in the
private sector; those that ere had been employed by thpivate MaryfieldHospital before it closed.
Approximately 50 nurses, however, are unemployed as they wait for appointment in the public sector
or positions abroad. Pharmacists, much like doctors, also showed a high degnes pfatctice Though

the numbers for pharmacists do not reflect much dual practice, erifews, pharmacists noted that

they spend spare time after finishing worktlveir public sector day jobworking atprivate pharmacies.
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TABLE 6.3. HEALTH WO RKERSREGISTERED WITH THE REGISTRAT ION C OUNCILS * IN
SAINT VINCENT BY OCC UPATIONAL CATEGORY

Occupation Number in Number Active Members® Estimated Full/Part -
Public Sector Registered Time Private Sector

W orkers
Medical doctors - 109 95° 4
Dentists - 25 25 13
Nurses/nursing assistants - 1,104/273 558/210 unknown
Pharmacists 22 4 42 20

Source: PAHQ2010b)

a The General Medical Council, the General Nursing Council, the Pharmacy Council, and the Paramedical Council

b Number obtained from SVG Medicssociation
¢ Six are working abroad

d From Yellow Pages

e Seven are students

Management of the health workforce 8aint Vincents the joint responsibility of th&CD, the MOHE,
and the MOEFThe SCDis the government agencgsponsible for the entire government workforce,
including all government health worketfs.this rolg it oversee appointments, training, scholarships,
disciplinary measures, and payroll. The ME)HSs the ministry responsible for health in general,
recommends appointments to positions, informs tB€D about vacancies, and oversees ongoing
training. The MOF manages the payroll budgeth&alth workers and releasgmsitions as funding

becomesavailable.

Information on luman resources in the health sector is currently managed in alignment with other
ministries, except for th&sCD. The SCD conducts performance reviews, develops job descriptions, and
coordinates training and educational opportunities. These management@otdten not shared
between theSCDand the MOHE. Currently, much of this information is pajpased, thoughwo
computerbasedsystems are currently under development to provide datal analysis tools fahe

existing public health workforce.

The first system under development falls under the purview3@ba n d

the Worl d

Government for Regioal Integration Project &RIP).This project is implementing SmartStream
management software throughout the entire public sector, witiak the capability to manage finances,
human resources, assets, and performance management. As the software is modgavethenent of
Saint Vincent has decided to stagger the implementation of different modules; current8C s

managing payrdibr the entire public sende using SmartStream. The government &lasady purchased
the human resource module and ptao expand the use oEmart&eamto include otherhuman

resourcesfunctions, such as educaticgxperience, and time in post.

The seond electronic HRVI systemunder development is specific to the M@#4nd is anoduleof the
new electronic HIISVGHISjhat is beingolled out by the HPIUAccording to interviewees, the
human resourcesomponentof the SVGHISs not a priority for the HAU; however, the work being
done by theSCDand the MOHE will need to be coordinated in order to avoid duplication of effort
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The recruitment process for health worksiin the public sector is circuitous and bureaucraticsane

cases taking up to one year to fill open positipdespending on the amount of vacation time the
incumbent has accumulated. Fitsie MOHE must notify theSCD of the resignation and th8 CD must
officially accept the resignatioNext, all vacation tira accumulated by resigning workers must expire
before the MOF will allow thesCDto hire a replacement. Once all the vacation time has expired, the
MOHE must request the MOF for approval to fill the position and the MOF must release the position by
allowing the SCDto begin the process of finding a replacement. FinallySthB, with advice from the
MOHE, advertises and places a new hire in the position. Additiomadikers areoften placed in acting
positions by theSCDin order to evaluate their fithesor the role onceit is released by the MOF and

the SCD canbeginthe hiring process.

The length of timet takesto fill positions puts atrain on the health workforceguring the assessment
an interviewee estimated from their data thatughly 15percentof nursing positions we unfilled as a
result ofdelay in the hiring procesaMost health workers in positions are Vincentians aethining
workers did not seem to be a significant challeng&asitVincent There isan oversupply of nursing
gtaffin Saint Vincentwhich make up the bulk of health professadmin the country.

Absenteeism was noted as a significant challenge i2h@EU Feasibility Studyhichstated,
dabsenteeism and attrition are commonplace amongst the Nursing Aides ard YAttendants...absent
is anesprit de corpt MCMH due to rapid, frequat turnover of lowert i e r (GdlespicarfdNielsen
2010).The USAIDfundedHSAfound that while longerm absenteeism was not a significant problem,
short-term absenteeisnthat did not require a docto& note was iéntified as a frequent problendvard
Sisters at MCMH recognize sheteérm absenteeism aan impedimento providing quality cardn fact
they have produced a report outlining the numberatifsences taken by nursingf§, their on-time

arrival percentageand when tardiness and absences occurfidwty found that all cadres olurseswere
disproportionately more likely to take shoiterm sick leave on Monday, which points to inappropriate
use of sick leave benefits. \Ndhthese managers did not hatree disciplinary authority or the ability to
provide incentives, they brought the information to the attention of the nursing staff, in order to give
them a sense of the problem

In addition to absenteeism, long vacations problematic for ensuring that enough stafé available to

meet patient demand. Since most public sector workers get 30 days of vacation, multiple workers, often
doctors,tend to take vacation at the same timotating stafbetween MCMH and communityealth

facilities ompensats for the absence of these health workeltsut ensuring that all needs are met is

often a difficult proposition.

Supervision of health workers is an important aspedt®M. In Saint Vincentnursing and medical staf

have separate reporting lines, with tilNO and theCMO overseeing the respective professions.

Nursing is further broken down into Community Health and MCMgéch of these areas also has Ward
Sisters (Charge Nurses) who directly supervise the Staff Nuteghe staffing plan, Ward Sisters

oversee each of the Rural Hospitals ahé nursing services on each ward at the hospitalrrently

nine nursing management positions, such as Ward Sisters, are unfilled. These managers set schedules
and provide techital oversight of the work performed on their wards; however, they do not have any
HRM functions, including the ability to discipline or hire employees. For these functions, managers must
go through theSCD. Doctors operate more independently than nursesth senior doctors such as
registrars and consultantsverseeinghe work of junior doctors, such as interns and medicticers

All medical servicethroughout the Saint Vincent health systeme supervisedy the CMO.
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For new nursing staffhe Procedure Manual for Community Nursing a resource for learning standard
operating procedures.This document dates to 2002 and is currently under revidigrthe Community
Nursing Office Additionally, all stafihembershave job descriptions that are onefilvith the SCDand in
the possession of the health workdPerformance appraisals are done once a year and are used to
determine promotionsStaffmembershave access to them and ask for them when they are being
considered for promotionsThe highest authdties on managing medical, nursing, and pharmaceutical
professions in the country are the appropriateuncils, which oversee registration, academic
qualifications, and disciplinary sanctitorstheir respective domains.

Despite the small size &aint Vincenttraining opportunities for medical and nursing professionals do

exist. Nursing education can be obtained at the governmep¢ratedSaintVincent and the Grenadines

Community College School of Nursing, which was moved from the purview of the EtoHkhe

Ministry of Educationin2009.he program at this school |l eads to a
nursesandcertificate programs fomidwives and nursing assistants exist as WeR009, there were

166 places for registered nurses and 25 for nursing assistants, with all places filled. Twenty midwifery

slots were not filled.

As Saint Vincendoes not have an esite, fully accreditedbur-yearuniversity, specialisatiosithin

nursing can be secured only from Faculties of Nursing in the l&gébbearcountries in Europe or in

North America.Currently, nurses filling jobs in specialised MCMH divisions (notably the Operating
Theate, IntensiveCare Unit, and Trauma Unit) have learned to do so the job, without benefit of a
recognized qualification in that nursing speciality. This finding presents a challenge to meeting the
standard criteria of a secondary hospital attempting touse a form of recogmed hospital

accreditation in the futurewhich had been identified as a method for demonstrating quality and a stated
objective of the Saint Vincent Strategic Plan for Health (PAHO 2008)

Medical education also exists$aint Vincen as an offshore medical school, Trinity School of Medicine,
was established in 2008t the time of the assessment, Trinity School of Medicine noted thatschool
had9 Vincentians irthe pre-Medical program]3in the Medical progragand? in clinical rotations in

the United StatesThe schoolalsohasa scholarship program to train Vincentian doctors, offering one
full scholarship for a Vincentian student and a reduciétibn rate for all Vincentians

As the Trinity School of Medicine is ¢g@inew, most current doctors irBaintVincent were trainedat

University of the West Indied{Wl), St . Geor ge 0s Urratiingtéutioasiinvgneziela Gr e n a «
andCuba.The PAHO core dataset indicates that for the 2@2607 academic year, eightizéns of

Saint Vincenapplied to any kind of medical degrpmgramand one was accepted. For the 2@2D08

academic year, 18 applied and 9 were accepted. From 2003 to 2006, no Vincentians graduated from a

UWI health training prograniPAHO 201(@).

In order to facilitate access to medical education, 8@Dhas a number of scholarships available for
study at UWI, whileSt . Ge o r g ehashistoricallyotfered $cholarships to Vincentian students.
For the Latin American School of Medicine in Culle, SCD shortlists aplicants who have passed at
least two Alevelsubjects preferably in the scienséPAHO 201®). The Cuban government makes the
final selection. Last year there were 50 applicants in a range of subjectBodas)edical and
nonmedicaland19 scholarships were awarddy the SCD (PAHO 201®). For scholarships based in
Venezuela, interviews are conducted at the local embddsy Cuban and Venezuelan options require
the applicant to learn Spanish upon arriving, as it is thguage of instruction.
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In-service training is organized by the Medical DirectoM&IMH every Wednesday at 1 PM. For
nurses, the training covers a range of topics, including clinical care and management skills. Often
lecturers from theTrinity School of Medicine provide theseminars Additionally, an annual symposium
provides an opportunity for medical professionals to hear from overseas experts on argderest

Though continuing educatida not a requirement for any health pedsional, there has been movement
toward making it mndatory. For example, thdurses Association would like to require that members
attend a certain number of continuing education sessions before they are allowedéagister.
Pharmacists noted that whithe Pharmacy Act does not require continuing educaticeditsto re-
register, the Pharmacdict Regulations will give the Pharmacy Council the authority to set a number of
required hours and deny registration to pharmacists who do not obtain the reduitgnber of credits.
These regulations are currently in draft form and are not yet enacted into law.

Streamline the hiring process through statutory reform or updating guidelines

The process for hiring new staff throughout the entire public service is bureaucratic and time

consuming. Reforming the process to improve the timeliness of replacing departing staff would go a long
way toward relieving some of the burden on current st&bme specific idedsr considerationinclude:
providing a lump sum payment to retirees for their vacation titimiting the amount of vacation time

that civil servants can accrue, and devolving the authority to hire certain levels of health workédrs (suc

as nurse assistants) to the M@&H

Coordinate with the Service Commission Department to clarify the roles of each H uman
Resources Information System (Smart Stream and SVGHIS) in managing human resources
in order to avoid duplication

As noted, both theSCDand theHPU at the MOHE are developing HRIS functionality in their
respective databaseSoordinating between th&CDand the MOHE to determine if there is overlap
between the two systems and how they could collaborate, rather than compete, would promote
efficiency.

Develop and implement a H uman Resources for Health strategic plan

One of the key indicators for the currerfaint VincenStrategic Plan for Health is the devetoent of
an HRH strategic plarCurrently, there is o operational HRH strategic plan to guidlevestments in
human resourcesl his type of guidance is sorely neededorovide more depth to the broad concepts
outlined in the Strategic Plan for Healtjusthealth workertraining b meet demand, and ratiatize
the appropriate placement of health workers.

Rationalize nurse training needs to match demand

Currently, more nurses are being trained than can be employed in the public saatbprivate

employment opportunities are almost nonexistent for nurs@&s.a result, many nurses are unemployed

or have to go abroad for employmemhs nur sesd training is provided
of Saint Vincentthere is no opportunity cost for prospective nurses to go into trainiié¢hen those

nurses arenot hired by the government, either by staying unemployed or going abroad, the government
does not benefit frontheir trainingthrough improvemergin access to healthare. Fully understanding
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the costs and benefigssociated with the oversupply of nurses would help the ME&tiondize the
system as a part of an HRH strategic planning process. Additionally, the need to train more specialist
nurses remains acute and should be considered during planning.

Update legis lation on health providers to include a continuing education requirement |
regular licensing, and improved disciplinary procedures

Regulating the practice of health providers is a key governmentalA&sleith other pieces of legislation
thatarestalledb et t er coordination with the Attorney
Chapter 3,Governance for more detalabout improving the legislative environment.

Clarify the responsibilities of public sector doctors who have private practices

As noted abovethe written agreement between senior doctors and tB&€D states that senior doctors
can have private practicedowever, many doctors interviewed expressed frustration that few
regulationggovernedhow these doctors should spend their timig was feltby a number of physicians
interviewedthat dual practice is underregulated and not alwggared towardsmproving healthWhile
dual practice is part of the health system in Saint Vincent due to its importance in supplementing the
salaries of pulix sector doctors, stronger guidelines and regulation on dual praetimed provide

useful guidancd-or instancethe government couldnandaé a set number of hours that dual practice
physicians must evk for the public sector

90

Gener



Key Findings
Affordable pharmaceuticals are available due to discountliuying through the Pharmaceutical
Procurement Service (PPS)
Recent mvestments in pharmacovigilance, lab strengtheaimgjthe creation ohnEML are improving
the management of pharmaceuticals and medical supplies
Legislation for the pharmacy sector is in place but lacks an enforcement mechanism, namely regulations
to the Pharmacy Act
Access to medications for mental health patieat®endngcommunitybased clinichas decrease@s
nurses may no longer dispenseaccordance with the Pharmacy Act
Limited training on ARVs for pharmaciststhée MCMH has resulted in inappropriate medications being
prescribed to PLHIV
Stockouts (particularly aspirin, antidiabetigsjectablemedicationsand standard¢onsumablesuch as
latex gloveyare common at multiple levels and have been attributedashcflowproblems impeding
procurements poor inventory management in the distrigtand vastage of medications in the hospital
wards

Careful management of pharmaceuticaisl other medical productis essential to meetingealth

system goal€Even so, many health systems and programs run into difficulty achieving their goals because
they have not addressed how the medicines essential to saving lives and improving health will be
managed, suppliedndutilized Pharmaceuticals can be expensive to purchase and distribute, but
shortages of essential medicines, improper use of medicimelsspending on unnecessary or towality
medicines also have a high césivasted resources and preventable iliness and death. Pharmaceutical
management represents the whole set of activities aimed at ensuring the timely availability and
appropriate usef safe, effectivajuality medicines and related products and services in any health care
setting.Due to the increasing prevalence dfironicNCDs in Saint Vincent and the anticipated

reduction in external financial support for AR\fsoper management ahe sector is a vital for the
financial sustainability of health systems in the country.

According to several stakeholders interviewed for this assessment, pharmacists in Saint Vincent have
traditionallybeen a firststop for patients seeking medical advice, whether it be for a specific medication
or to see if they really need to see a doctor. Medicines in Saint Vincent are supplied through 40
government pharmacies (located at a health clinic or distrogpital) and 17 foprofit retail pharmacies
(Pharmacy Council 2011). The public sector pharmacies are allocated such that each district has two to
five pharmacies, but these pharmacies do not operate on a daily(BPadikD 201@). District health

clinics and district hospitals often operate only one day a week when the pharmacist is on rotation at
that clinic/hospital. The pharmacy at MCMH operates daily. There were 17 licensed pharmaceutical
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importers in 2009(Inter-American Drug Abuse Control Commissid&ICAD] 2010 and seven registered
wholesalers of pharmaceutical products in 2011 (Pharmacy Council Registry PBédd.are no
pharmaceutical manufacturers operatiim Saint Vincent. As of 2011, there were 49 registered
pharmacists across Saint Vincent and the Grenadines. The public sector employs approximately 24 of
these pharmacists (WH@ndthe GlobalFund2011). There are also two additional registered
pharmacisassistants. Registered nurses have recently been prohibited from dispensing prescriptions to
mental health patients in community clinics, further hindering access to medications for some patients.

The escalating costs of medicines, increased financiatraints, and the increased burden of chronic
NCDs in Saint Vincent has forced the country to look for more efficient procurement, management, and
distribution systems for medicines to increase accessibility (OECS 2011a; MOHE 2007). Finding lower
priced rmedicines challenges a country with a small population because there are limited economies of

scale in purchases. To increase efficiency, Saint

assisted all OECS countries in reducing the cost of procumedicines and has also provided more
rigorous regulation and oversight of procurements. The PPS plays a critical role in ensuring access to
medicines in the public sector.

The Pharmacy Act of 2002 sets most of the policy governing the pharmaceutical iseSaint Vincent.
More recently, the EML was released in September 2010 (MOHE 2010a). The Pharmacy Act provides
for the regulation and control of pharmaceutical practice and related matters and also provides for a
Pharmacy Council to regulate standarasl gractices for all pharmacists, pharmagcisl pharmacy
owners. The EMlis modeled to guide purchases and prescription in the public sector. Under the
Pharmacy Act, pharmacy owners/operators are not permitted to dispense drugs without a licensed
pharmacst in attendancéPAHO 201@). The current law concentrates on the regutaii of the

pharmacist profession and not the regulation of the drugs themselves. In 2007, the Pharmacy Council
submitted amendments to the Pharmacy Act to specifically address licensing for pharmacies,
pharmacists, and drug wholesalers. The current law oalls for registration of pharmacies and

phar macists. However, personnel turnover at the
completion of this review. Additionally, thegulations for the Pharmacy Act, providing specifications for
theact s i mpl ementation, have not been passed.

The authorities responsible for coordinating activities related to the control of pharmaceutical products
are the CMO and Drug Inspector in the MOHE, and the Saint Vincent and the Grenadines Pharmacy
Council,which is responsible for handling the registration of entities, such as pharmacists and
pharmacies, and dru¢g€ICAD 201Q. The Pharmacy Council follows theSJFood and Drug

Ad mi ni s PreseriptionroDnug@ Broduct List to determine control of drugs and pharmaceuticals. The
Drug Inspector carries out most of the daily regulation functions on behalf of the MOHE and reports to
the CMO, who is officially charged with oversigBurrently, theDr ug | nspectordés rol e
constraints. The inspector primarily monitors narcotics and private sector practice. The Pharmacy Act
gives oversight of the registration of drugs to the Pharmacy Council; howevecptheil does not have

the skil set or resources to follow through and has been exploring possibilities of more regional
cooperation for regulatory oversight and the registration of drugs. The medicine regulatory function is
largely done through the OECS PPS where public medicingsuachased through prequalified

suppliers and where sample testing is conducted. There is ho separate regulatory body in Saint Vincent.

The Pharmacy Act requires that all pharmacists and pharmacies be registered but doeguiat tieem

to be licensed. Importers, distributorand wholesalers are also required to be registe(€4CAD

2010. Registration requirements for pharmacists include paying a fee, qualification from an institution
recognized by the Pharmacy Council, and being of good character, though the law does not define this
last item. The Pharmacy Act requires annual registratio pharmacists. Several interviewees reported
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there being many dual practice pharmacists working in both the public and private sectors; however
there areneitherregulations governing this practice nor systems in place to track this activity.

Registraion for pharmacies includes paying a fee and having a physical inspection conducted. A
registered pharmacist must be present at all times of dispensing per the Pharmacy Act. The Pharmacy
Act does not provide details on what the Drug Inspector must look forapprove a facility and older
legislation provides limited guidance for the Drug Inspector to use. The initial inspection checklist
focuses orwhether due diligence was done hiring staff, fulfilling spatial requirements as well as security
and construdbn specifications, and whether there is a process for filling out the stocks and prices of
certain drugs, if requested. Pharmacies opened prior to the regulations that do not meet the Drug

Il nspectords requirements hav gecloratemptsgavisinrétatld e x e mpt
pharmacies at least twice a year and wholesalers once a year, but this plan is limited by staffing
shortages. The public sector is inspected on a periodic basis. Interviews during the assessment found
that inspections of phranacies and distributors do take place. Under the Pharmacy Act, only doctors
and pharmacists may import controlled substances. To qudtifitors and pharmacists must acquire an
import license and report regularly to the Drug Inspector on stock levels.

The Pharmacy Act currently does not have approved regulations to guide its implementation. The

Pharmacy Council, in conjunction with the Pharmacy Association, drafted and submitted regulations

based on best practices in 2006; however, the draft remainsenttAt t or ney Gener al 8s of
regulations for pharmacists include continuing education requirements for licensure and exemptions

allowing nurses in community health programs to dispense drugs under specific conditions without a
pharmacist present. Theegulation also looks at other issues related to pharmacies including regulation

of internet and maibrder pharmacies and the regulation of the marketing and advertising of

pharmaceuticals.

The assessment team found that the lack of approved regulatianekalted in a perception of

politicization in the pharmaceutical industry. Interviewees from the private sector reported delays in
approval for either a pharmacy or pharmacist registration for reasons they believed to be personal or
related to partyaffiiated politics. However, the official reasons cited largely coincided with provisions in

the draft regulations that have not been formally approved. Without approved regulations, the Pharmacy
Council and Drug Inspector lack the foundation to enforce thievpsions outlined in the regulations.

These provisions were designed to provide the highest quality care and safety of pharmaceuticals in Saint
Vincent. The longer it takes for these provisions to be implemented, the more challenging it will be for

the MOHE to ensure quality of the pharmaceutical sector in the future without the perception that

politics are behind the changes.

According to several interviewees, starting several months priortollsy t he Phar macy Act
provision that requires only registed pharmacists to dispense drugs began being enforced at the

community mental health clinics. However, the unapproved regulations supporting the Pharmacy Act

outline a process to permit nurses in this type of clinic to dispense medications with the mrajrEng.

The act allows nurses and doctors to administer drugs (i.e., to physically provide a needed dosage on

the spot) but not to dispense (i.e., sell or give out future dosages). In the past, the nurses at the

community mental health clinics wouldsgdense medicines to patients as mental health patients were

believed to be unlikely to followp with a prescription at the pharmacy. Thtict enforcement of the

Pharmacy Act provision has forced the clinic to change its method of dispensing. Now &eabh\who

is expected at the clinic has a package with the correct dosages made up at the Mental Health
RehabilitatorCent er phar macy prior to the clinic. The pa:
given to the patient. Unfortunately, this systaloes not allow for the nurses and doctors to dispense

medication to walkin patients. The mental health community reported feeling very concerned about the

care that walkin patients were receiving. A review of the unappro\@trmacyAct Regulations

indicated that these concerns have been addressed through a provision that allows nurses under certain
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circumstances to dispense medicines with approval and training from the Pharmacy Council. Until these
regulations are approved and a system is put intogylaather dialoge between the pharmacy and
mental health community is needed to address the care of mental health patients.

Pharmacovigilance is necessary to detect, assess, understand, and prevent adveesctiong (ADR).

In Saint Vincent, there are no legal requirements for pharmacovigjlaantéhe country participates in

the OECSds pharmacovigilance system which is an
physicians and pharmacists wuntarily report suspected ADR. The MOHE has recently invested
resources in improving pharmacovigilance throughout the island, including appointing a
pharmacovigilance officer. Throughout 2010 the pharmacovigilance officer sensitized approximately 154
nurses, doctors, and pharmacists in the public and private sector to the topic. All pharmacists

interviewed for the assessment when asked reported that they had accessed or knew where to access
the OECS forms for reporting ADRThe MOHE plans within the nextear to expand awareness to the

public to encourage reporting ADR and build public trust that those investigations will be conducted.

FIGURE 7.1: PHARMACEUTICAL SUPPLY CHAIN FOR SA INT VINCENT
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Phar maceuticals in Saint Vincentos public sector
Central Medical Store(CMS) purchases through the OECS/PPS. The CMS orders from the PPS three
times a year. The payment for orders is made through the office of the Permanent Secretary. Purchases
outside of the PPS are often for products such as dextrose and IV solutiongrafargely due to

supplier shortages or to withholding because Saint Vincent was late on its payment to the PPS. When

the CMS goes outside of the PPS, it tends to use traditional suppliers (including some that the PPS
generally uses) without a competititéd process or testingf manufacturers. A local distributor can

sometimes provide the items needed but there is no formal arrangement.

The OEC#PS system, which has been in place since 1989, has reduced the cost of procuring drugs by
approximately 30 prcent annuallyor the region (Burnett 2009)As a result of the PPS purchasing
mechanismSaint Vincenhas decreaseiis pharmaceutical costs significantly, averagisigover40

percent reduction in cost$or a basket of 20 popular drugsider one staly (see Figurer.2).

FIGURE 7.2: AVERAGE PERCENTAGE U NIT COST REDUCTION F OR A MARKET BASKET O F
20 POPULAR D RUGS 2001/02 VERSUS INDIVIDUAL COUNTRY P RICES
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However, Saint Vincent, along with several other countries in the regimftéa late with payments

that replenish the PPS account and allow the PPS to reimburse suppliers. These delays threaten the
system by weakening PPSO6s position apontidflnus r ai si
reducing the quality of goods phased. The suppliers view the whole region asngleblock, so the

late payment from one country can cause the suppliers to delay shipments to all the OECS countries,

even if the others have balanced accounts. The OECS/PPS 2010 Annual Report nogadrtheincent

had requisition orders suspended and that suppliers had withheld supplies due to delayed payments on
orders.

Average availability of medicine in Saint Vincent was estimated to be 73 percent, the lowest
performance on this indicator in th@ ECS along with Antigua and Barbuda (OECS/PPE.ZMint
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Vincent has the longest lead time in days for payment of erdescured through PPS at 140 days
(OECS/PPS 2a) This arrangement has resulted in suppliers threatening to impose interest cluarges
overdue invoices and some suppliers not submitting new tenders, reducing competition and increasing
prices. Some interviewees noted their concern with lowgrality drugs coming into the public sector
because the tendering process through the PPS d#dagenerics manufactureins places like India

while the private sector mostly sourced from more w&lhown companies in Europe or the United

States. The drug qualioncernis mitigated, however, by the prequalification of suppliers and sample
testing ane by the PPS.

Vaccines are procured through PAHOGOs RAbhotbdndi ng Fu
Bannenberg 20Q9For the Revolving Fund, members contribute 3 percent of net purchase to a

common fund as a line of credit for all members, which they must repay within 60 daysedfing the
products(PAHO 201). NAS in Saint Vincent orders ARVs direclitgm the CMS based on the number

of registered cases. The Clinical Care Coordinator of NAS works directly with the CMS to place orders

and the ARVs are then dispensed at MCMH.

The public laboratoryaMCMH submits its purchase requests dire
office. The laboratory also controls the purchasing of laboratory equipment and reagents, neither of

which is purchased through the PPS system. The laboratory budget is a parthafgpbi¢al budget not

the pharmaceutical supplies budget, making it difficult for CMS to track procurements and spending

specific to the laboratory. Late payments by Saint Vincent to the suppliers, both PPS suppliers and

outside suppliers, have become acteeently, delaying delivery of shipments and leading to sbotk

of routine items such as reagents at the lab. According to stakeholders interviewed for the assessment,

this problem is threatening routine testing, particularly for HIV. CD4 count testié public sector

have been limited due to the outages, reportedly resulting in business moving to the private sector.

INVENTORY MANAGEMENT , WASTAGE , AND STOCK -OUTS

The CMS uses a software package called ORION@MSH to manage their pharmaceutical ynvdrgor
CMS uses historical consumption patterns to forecast needs but this effort is challenging as they do not
receive regular reports from pharmacies showing items received, disbursements to patiefits

stock on hand. The CMS staff frequently does know if the goods were consumed or left to expire.
However, earlier this year the CMS created a form for recording the destructibexpired goods.

Public pharmacies must submit this certificate which lists the type, quantity, and expiry date for the
medicines. The SVGHIS currently being rolled out should allow the CMS to track the expiry dates of
drugs and monitor pharmaceutical inventory more closa$yit contains a pharmacy module that
pharmacies are being required to utilize.

All public pharmaciesn the island use a pull systerfihe district pharmacists order for the district

hospitals and clinics on a monthly basis. The pharmacies use bin cards to monitor their lsticks
recentlythe SVGHIS has been put in place for ordering from CMS. Unfatilg,at the time of the
assessmentot all pharmaciekadcomputers or internet access in order to place their orders.

According to interviews conducted, all pharmacies must use the electronic system for ordering,
regardless of internet access. The phanies continue using the bin cards to monitor inventory. Each
pharmacy has established a minimum supply that they should have on hand based on the expected
demand, which is monitored by bin numbers or counts in the electronic system. Physical stock counts
are supposed to be done when monthly orders are placed. The CMS delivers orders once a month. The

3l n a opull 6 system, no commodities are sent unless reques
orders to facilities on a regular basis, unless thdifiacnakes a special request for a nonstandard order.
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CMS has one driver and two vehicles for delivery, which also pigkhapmaceutical shipments arriving
at the ports.

While the PPS 2010 Annual Report notdtht inventory management was satisfactory in Saint Vincent, a
2008 report noted that this was an area in need of capacity builditumar 2008, and the team for this
assessment similarly found that inventory management seemedaalhallenge, particularly at the

district level.The district pharmacists are charged with overseeing the inventory for the district hospital
(if there is one in the district) and for all of the health clinics. Om&rict pharmacists do not have time

to properly count their stockwhile they are rotating between clinics aiséeing high volumed patients

at each clinicThey generally do not have enough down time at each facility to properly manage their
inventory.Without counting stockthey do not have an efficient system to estimate how much of a
product they are going through or what count they have in stock alre@iig.recent move to

electronic ordering idikely to provide improvements in stock managementtie long term;however,

the current lack of computers and consistent internet accasghe clinics makethis ordering

problematic Some district pharmacistarrently have totravelto Kingstown to use a computer.
Pharmacists at MCMH, who have pharmasgistants to help with inventory management, did not
report as many challenges with steolat issues as pharmacists at other facilities.

Key stakeholders interviewed notegastageof pharmaceuticalat the hospitalalthough data to

document the amount ofvastage were not available to the assessment team. One pharmacist who was
interviewed noted that nearly 25 percent of the inventory was lost because medications had expired.
Interviewees also reported that doctors at MCMH often change medications, buirtiiaese situations
nurses do not alwayeeturn the remaininginusedmedicationgo the pharmacy for proper storage.

Instead be medicationsare left in the wards and often expire or become unusable due to clumping or
cracking fromexposureto the elemeits. Improper maintenance of the air conditioning and cold storage
units in the district hospitals and clinics also threatens to create more wastage if not addressed.

For laboratories, interviewees noted that the maintenance of equipment is poor. Someremiipas

been purchased outright without a service contract. Manufacturers often have specialized equipment
that few technicians outside of their company know how to repair. In addition, the cost of bringing a
technician to the island is usually prohikgtiittempts have been made to increase the training that lab
staff receive from the manufacturers when the item is purchased, but capacity for maintenance among
the lab staff in Saint Vincent is still limited.

The 17 private pharmaaeand?7 wholesale pharmacies play an important role in meeting the demand
for pharmaceutical products in Saint Vincent. Public pharmacies outside of MCMH are not open on a
daily basis and the private sector allows for patients to fill prescriptions astim@e convenient for

them, often with a shorter wait time. However, the pharmacies charge retail prices and not a flat fee of
EC$5 as in the public sector. Most of the private retail pharmacies and wholesalers are located in and
around Kingstown but therare also retailers in other parts of Saint Vincent, including as far south as
Union Island. The private pharmacy industry has grown rapidly over the past five years.

Private pharmacies provide a range of products that are not available in the public ssgtecially for
branded treatments, and ov&he-counter medicines such as aspirin and ibuprofen which are sometimes
out of stock or more expensive at the public health centers. The nonpharmaceutical products have
become as important for these businessassthe prescribed drugs that they sell to bring business in the
door. Some private pharmacies offer additional services on a regular basis, such as blood pressure
screening. As businesses, they are focused on keeping clients, and this incentive nitaaifésts

offering competitive prices and emphasizing customer service. Customers help keep prices competitive
across the private sector as well by actively comparing price information at various pharmacies before
purchasing, particularly in Kingstown wherivate pharmacies are clustered close together.
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While the practice is prohibited by the Pharmacy Council and the Pharmacynfertyiews conducted
indicate thatsome private providers offer pharmaceutical products through pharmacies attached to their
practice or clinic é.g.MustigueClinic). The Planned Parenthood clinic offers contraceptive products
which they source from Trinidad and supply to clinic visitors; they also supply pharmacies on the island
with contraceptives. The togelling productsdr all pharmacies were hypertensive and diabetes
medicationsARVs were notroutinely available at private pharmacies, but could be ordered through
private pharmacies for clients that requested and paid for them directly. Stoiskin the private sector
were not common, although some retailers reported intermittent delays from the manufacturers that
led to stockouts. The retail pharmacies visited during this assessment found that there were both paper
and electronic inventory management systems in operation.

Many retail pharmacies obtain supplies through local distributors or wholesalers. Private pharmacies rely

on the drug registrations in other countries such as th&lind UK. to ensure that drugs are safe since

the drug registration mechanism in Saint Vincent, though it exists on paper, is not functional. Three

di stributors (Shepher dpraprese@ some & the nrhjaraneetndtiecnal and Br vy
pharmaceutical lines, such as GlaxoSmithKiMgeth, Bayer, and Seven Seas. Wholesalers procure

from a variety of locations including India, th&sUBarbados, Trinidad, and theKJ Importing
pharmaceuticalneducts is not a major impediment for business. It requires a specific import license,
customs cl earance, and a pharmacistds signatur e,
Both Coreas Hazells and Dasco have both wholesale and retaibtipes.

Rational drug use is concerned with ensuring that patients are prescribed and dispensed the full amount
of appropriate, higlguality medicines in a cosffective manner and that the full course of the

medication is completed withounterruption. Policy for rational use in Saint Vincent has become more

of a focus over the last few years. The Pharmacy and Therapeutic Committee was established in 2007 to
establish the EML. The Pharmacy and Therapeutic Committee released a newly d&Ntpa

September 2010. The EML is intendedguidepurchases and prescriptions in the public health sector.

The EML re List presents a list of minimum medicgthat Saint Vincent deems necesstoythe

basic health care systensagelisting medicies foraddressing itgriority healthconditions. The
Complementary List presents essential medicines for priority disdaseghich speciatliagnostic or
monitoringfacilities, specialishedical care, and/or specializediningis necessaryor their

administration. The priority conditions in Saint Vincent include infectious disease likelibvijc

NCDs like hypertension and diabetes, as well family planning services. The use of an EML can make
procurement more effective because prescriptions willhbere predictable and encourages physicians
to prescribe the same medications, which increases orderwlieh can lead to savings by unit pritte
also serves as a guideline for physicians on medicines that will be easily accessible and are likely to be
stock. There are 291 drugs on the Saint Vincent EML. The EMtgaslybased on the WHO Model List

of Essential Medicines.

There does not appear to be a body in place or the capacity at the MOHE to monitor compliance with
the EML. Centralized publjrocurement from the EML will encourage providers to prescribe from this
list. There are no legislative requirements for promoting use of generics (AlaimatBanneberg 2009)
however, assessment interviews indicated that generic substitution is comnranticpd both in the
public and private sectors. Draft regulations include a substitution policy. The EML contains mostly
generics to promote coseffectiveness in procurement for the public sector.

For most conditionsSandardTreatmentGuidelineSTGs)do not exist. There are partial national
treatment guidelines for HIYAbbott andBanneberg 2009 he Pharmacy and Therapeutic Committee
is developing guidelines for antimicrobials and has plans to create treatment guidelines for chronic
diseases in the near future. Tkemmittee sees diabetes as a top priority as a study conducted in 2005
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showed poo adherence to diabetes regimes in Saint Vincent. Duringd84 interviews,PLHIV
reported pharmacists dispensing improper medications for their condition and interviews with
pharmacists confirmed that not all pharmacists dispensing ARVs have had aiprivpining.

In the public sector, district pharmacists are often overwhelmed with patients and unable to spend the
full amount of time they would like to with a patient when counseling them. Furthermore, many of the
clinics do not have private space foounseling. A few years ago, MCMH added an enclosure that
pharmacists there have cited as increasing confidentialityddrV and, they reported, resulting in

better adherence since patients stay for the full amount of counseling.

Household survey data on the availability and affordability of medicines are not available. However,
during the assessment nearly all interviewees in district facilities noted-stdgslas a challenge. Steck
outs at the district level are of particulaoacern since private pharmacies are concentrated in
Kingstown and therefore less able to fill in the public sectors gaps. Commatiyf-stock items

include IV fluid, hypertensives, aspirin, and consumables. Intervialgeagported stoclkouts of ARVs
particularly combination drugs. At the MCMH, steclts were not as common. Reasons for the stock
outs appear to be a combination ¢f) cash flow shortagethrough the PP pay distributors in a

timely fashion resulting in withholdired deliveries(2) weak inventory management in district
pharmacies, an(8) wastage of medications at MCMH. The MOHE has asked the Chief Pharmacist to
investigate the issue further.

Currently, a user fee stamp of EC$5 (US$1.87) is required to fill prescriptions in thesaakor.

Patients buy the stamp at the local post office and must present it to the pharmacist in order to receive
their medications. In recent years, local post offices have closed in rural areas, making it more difficult to
buy the requisite stamp neay. The health districts have reacted in various ways to this. Based on
assessment interviews, some district pharmacists have allowed patients without stamps to access
medicines free of charge while others have turned patients away. Likewise, duringeingesome

nursing staff reported concerns about access to medicines in districts where the pharmacists are strictly
adhering to thestamprule. As discussed ifection 3.3,Government Structures ilChapter3, many

groups including the pocare exemptedrom user fees. According to interviews conducted for this
assessmenthe user fees for prescriptions are not broadly enforced in the dissramd nurses

commonly inform pharmacists that patients cannot afford medicines. No one is denied access to
medicinesf they cannot afford it.

In the private sector, pharmacies also offer various price points to help meet the needs of clients.
Private pharmacies commonly offer discount programs for frequent shoppers and seniors. Most retailer
pharmacists reported workig with their clients to offer lower prices because it is often the personal
relationships between the pharmacist and the client that bring them into the pharmacy.

The MOHE has been exploring a program to offer a discount program for diabetic medicatiens. T
program in its current formation is designed to be similar to the one running in Saint Lucia, where the
distributors can purchase medications for diabetes through the CMS. This program would allow
distributors to get the medications at the same pricetlas PPS. The matlp on these medications

would be capped to guarantee lower prices in the private sector. The private sector has been receptive
to this idea, but many retail pharmacies would like the policy to allow retailers to purchase from PPS so
they do not have to pay the markip from the wholesalers. The discussion on this issue between the
MOHE and private sector pharmacies and distributors has receihed if implemented, it would offer
more affordable medications to many Vincentians.
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Pharmaceuticals in the public sector are financed outoffth@ e r nment of Saint Vi ncert

Fund. The revenue from the user fee stamps of EC$5 is returned to the Consolidated Fund. The
revenue, however, does not make a substantial contributiotine cost of medications as the user fees

are minimal and not uniformly collected. Financing pharmaceuticals was a concern for many interviewees
due the frequency of stoekuts. During the assessment, theyggestedhat they believedthe issue of
stock-outs was largelyhe result of insufficient cash flow by the MOHE at payment time that has forced

the MOHE to prioritize which bills to pay.

Actual government expenditures on pharmaceutical supplies were EC$6 million in 2009, the latest data
available fsm expenditure and revenue estimates (GOSVG Z)1Eor 2011, the MOHE estimated the
pharmaceutical budget at EC$6.5 million (GOSVG 2DTable 71 below shows expenditure data from
the WHO World Medicines Situation Report from 2004. These data areyikelunderrepresent true
expenditure because no household expenditure survey or other regular mechanisms for reporting
expenditures incurred has been conducted, and thus strong data are not available. The only available
estimates are for private sector spding on pharmaceuticals, and also for pharmaceutical spending in
the HIV response in 2004, as an HIV subaccount was conducted in 2006. This NHA HIV subaccount
reports that 31 percent of OOP expenditures on health were for pharmaceuticals (UNAIREbt
Associates 2006)-or more discussion on OOP and financing indicators for Saint Vincent, please refer
to Chapter4, Health Financing.

TABLE 7.1 : PHARMACEUTICAL EXPEN DITURE IND ICATORS FOR SA INT VINCENT , 2000

Saint Year of LAC
Vincent Data

Total expenditue on pharmaceuticals (% total expenditure on health) 23.7 2000 23.2
Total expenditure on pharmaceuticals (per capita at average exchan 40.00 2000 41.79
rate) in US$

Government expenditure on pharmaceuticals (per capita at average 23.00 2000 12.21
exchange rate) in US$

Private expenditure on pharmaceuticals (per capita at average exchi 18.00 2000 32.45
rate) in US$

Source: WHO (2004)

PAHOGds 2007 Health in the Amer i cas ingSaiftVincenmrt i on
diabetes cost US$407,154 and medications for hypertension cost US$230,032. The two combined
represented 20 percent of the annual pharmaceutical budget in the Saint Vincent public health system.
Prices for medicines are generally affordable in theipglelctor as they are heavily subsidized and even
provided free of charge when necessary. Additionally, contraceptiomarihe childhood

immunization are provided free of charge in the public sector. ARVs are available free of charge in Saint
Vincent, hanks largely to contributions from external donors. The OECS Round 10 proposal to the
Global Fund was not approved and funding from previous rounds expired in early 2011. The new grant
would have supported preferredrpvider services for vulnerablegpuldions, particularly for treatment.

The Round 9 grant from the Global Fund awarded to PANCAP will fundlifivetand secondine ARVs

for two years starting in 2011, with an increasing government contribution each year. Brazil has an
agreement with the PP® provide free firstline ARVs through 2013 with shipment costs picked up by
UNICEF. In September 2011, the OHEBS received for the benefit of its members a donation of ARVs
valued at EC$272,000 from Trinity Global Support Foundation based in C&D&@S 201h). The

donation was initiated by the Rotary Club of Gros Islet, Saint Lucia, which provided an additional
EC$6,000 grant to distribute the ARVs to the other OECS countries.
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Prices in private pharmacies generally offer affordable prices for ¥fioséntians and the consumers
keep the prices low through comparison shopping. Price controls exist for private sectoruapark
Wholesalers are allowed a 12 percent marg and retailers are able to levy an additional 13 percent
mark-up on the cost they py. Based on CARICOM policies, certain essential medicinesaare added
tax (VAT) exempt, while medical products are not.

Develop Standard Treatment Guidelines to promote standardized, quality care and more
cost-effective treatments

STGs list the preferred treatment for common health conditions. These guidelines promote
standardized, quality care and can promote more afftctive treatments. STGs offer patients

consistent and effective treatment and allowpply managers to better predict demand for certain
medicines. Currently very few STGs exist in Saint Vincent, but the Pharmacy and Therapeutic
Committee is in place and capable of creating these guldesDental and Medical Association, along

with civil society groups like the Diabetes Association, could assist the committee with developing these
guidelines. These guidelines could better direct appropriate prescription practices that line up with the
availability of drugs on the EML. Other OECS counthiase developed STGs that could be used as a
foundation to quickly move this recommendation into action.

Train pharmacists in antiretroviral drug dispensing to ensure people living with HIV are
adhering appropriately to their regimen

Training in ARV dispeaiing is needed to ensure thRLHIV are adhering appropriately to their regimen.
All pharmacists dispensing ARVs should receive training. A request for trainindr fie@H could easily
be implemented in upcoming work plans for technical assistance.

Hire m ore pharmacy students to assist district pharmacists with inventory management to
avoid stock -outs at health clinics and district hospitals

In MCMH, the pharmacy uses students to assist them with various tasks including inventosy.siédns
seems to alleiate some of thavorkload on pharmacistsThis system might help distritgvel

pharmacies overcome current human resource constraints as well, and the utility and feasibility of
implementing this system should be explored furthdiring more students opharmacy technicians
could improve the inventory management in the district pharmacies at a cost that is lower than hiring
more trained pharmacistsTo qualify as pharmacy techniciangjriingfor pharmacy techniciansay be
necessarput would be more ost-effective than training more pharnists overseas. For example in
SaintLucig pharmacytechniciansoften get online certificates from Penn Foster Career School, where
the cost is approximately Sb450$600 (dependingn the availability gbromotionaldeak), compared

to a place like U WI where tuition is listed at approximately US$12,600 per academic year

Request immediate f ast-track ing of the review for the Pharmacy Act Regulations and assist
in finding ways to address personnel issues inthe Attorn eyGener al 6s of fice to
the reviews

The regulations for the Pharmacy Act have not been passed yet. These regulations are very thorough
and the Pharmacy Association dPdarmacyCouncilhave spent a great deal of timesearching other

c 0 u nt mulagonHandradapting them to the Vincentian context. But without these regulattiens,
Drug Inspectorhas littleabilityto enforce what is believedo be appropriate or inappropriate.
Furthermore, without these regulationthe Pharmacy Act hdsnited regulatory authority. Some
pharmacis and pharmacy owners perceive the enforcement to be based on political party affiliation or
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persoral interests rather than on sound logic and law. It is vital that these regulations are approved as
soon as possible froper regulation of the sector, especially at a time when the private pharmacy
industry seems to be growinhe MOHE should request immediate faisicking and assist in finding
ways to address personnel issues in thtofey Generab s o f f i this happen. ma k e

Initiate dialog ue between the Pharmacy Association and mental health professionals  to
reach a compromise on dispensing of medications at mental health clinics by
nonpharmacists

The Pharmacy CouncPharmacyAssociaion, and mentahealth prdessionals neetb engage ira
dialoguean order to understand the concerns of glartieswith regard to dispensing medicines at
community mental health clinics.phanshould be formulatedo ensure mental health patients are able
to access the care theyeed in the community clinics becatises highly unlikely thathese patientswill
travel to Kingstownto fill a prescription. Until regulations are passed, a stopgap solution must be
devised. The MOHE should initiate this dialedput allow the two si@s to find an approach that will
work for both.

Increase budgetary control for the Central Medical Store s and labs

The labs andhe CMS needyreatercontrol over their budgets so they cgmrevent or respond quickly
to stock-outs. A longterm solution would likely requirghe passage cfome type of autonomy act
Before pursing thisourse, however, stakeholdeshould careailly considerthe financial management
capacity at the labs aride CMS asadelegation from the Budgetuthority may require training before
implementationBuilding this capacitpay be something that the PPS could help with.

Collaborate with private sector to supplement the Essential Medicines List with brand -
name medications that the private sector, unlik e the public sector, may be able and willing
to sell

The creation of the EML is an excellent start to making drug procurements moreeffisient, as long

as doctors adhere to the list. The generics policy in the draft regulations for the Pharmacy Palswil
promote cost savings. If the public sector is moving to providing mostly generics, the private sector will
become the main providers of branded medicines. In this way, the private sector could complement
what the public sector offers and not competéectly. Further conversations between the public and
private sectos could be useful in identifying medicines that the private sector can and is willing to
provide, thus relieving some of the burden from the public sector. This dialoguld also fadtiate
negotiations of a policy on discounted medications@NCDs currently being explored. Saint Lucia

may be a good model to use for both of these policies because it currently has these types of policies
and shares the same regional challenges.

Advocat e for a clinical pharmacist position

A clinical pharmacist could providdCMH with someone who could advise doctors on the medications
available from the pharmacies, help manage treatment on the waardsmonitor what is being done

with the medications tgrevent wastagdmplementing this plawould require a budget allocation

which does not seem available currenifjhe MOHE should begin advocating fortroducingthe

position of clinical pharmacias a costsaving effort when the fundsom the MOFdo become available.
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Key Findings

Portions of the electronic SVGHIS system have been rolled out to 70 percent of the public health
facilities
Good technical infrastructure (i.e., networks, computers, secure buildings) is in place across health
facilities to support SVGHIS
HPIU is understaffed to support the needs of a nationally implemented SVGHIS in the long term

1 Absence of single patient ideirer nationally (across all programs, not just health) limits the capacity
of SVGHIS to uniquely track patients

1 Data quality is not currently tracked

1 Afeedback loop for HPIU to share and discuss data with primary health facilities is not consistently

practiced
AnHI S i s defined as a o0set of components and proce
information that wil!/ i mprove health care managem

(Lippeveld et al2000). The HIS typically sars four functions: (1) data generation, (2) data compilation,
(3) data analysis and synthesis, and (4) data communication artdeadn Metrics Network2008). The

HIS collects data from the health sector and other relevant sectors; seeks to analydatthand

ensure their overall quality, relevance, and timeliness; and converts the data into information for health
related decisiormaking. The functioning of the HIS at the national level provides a strong indicator of
the overall health syste@functianing. The following section provides an overview of the key

structures, findingsand recommendations relevant to the Saint Vincent HIS.

The HIS in Saint Vincent today is in transition from a papsed data capture and reporting, to a web
basedelectronic HMIS (known as the SVGHIS) with patient reeleneel data capture accessible across

all public health facilities in the country. This transition has the potential to drastically improve the
availability of clinical and epidemiological inforrmatiut also has the potential to overwhelm the

limited HPIU staff managing the software customization, personnel training, system implementation, and
technical support for the SVGHIS. Th#?IUalso has limited central staffing capacity to aggregate,

analye, and disseminate timely health information for effective decigsiakinglt has takermore than

six yeardgo customize the opersource HMIS, prepare the infrastructure to support the computer

based system, allocate the financial resources to hire technical support staff, and initiate implementation.
Though the target for full implementation of the SVGHIS was originally set faerideof 2008, delays
havepushedhe targetfor implementation of initial modulest all facilitiego the first quarter of 2012.

These delays highlight the challenges that{R&U will continue to facén moving from implementation

to full usage of the SYHIS.
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The primary unit within the Saint Vincent MOHE responsible for HIS as defined aboveH®tbe

which is overseen by the National Epidemiologist. The HIS support team is le8ystems Analyst,

who reports directly to the National Epidemiologist. Within th¢PIU the staff members are split

between Surveillance and Information Management Support. According to the National Epidemiologist,
four fulFtime permanent staff positiorare budgeted for SurveillancgSenior Statistician, a Junior
Statistician, ®ataClerk, and the National Epidemiologist. Instead, in addition to the Epidemiologist,
three junior staff members are employed to capture surveillance data and vital statisteccollating
statistics, one conducting data entry, and one acting as the medical libfidreiedicalLibrarianhas
initiatedoutreach to the MentaHealthRehabilitation Centeand to the Lewis Punnetgeriatrics

Center, which do not routinely report data to théiPIU.

The Information Management team includes one Coordinator, one Systems Administratbone
Programmer/AnalysiThe Coordinator is a senior staff member who has been on education leave for
the last year ¢ obtain a Master of Science degree in Health Informatics. The Coordinator has one year
to go before finishing the program and potentially returning to HielU The Information Management
team is primarily focused on planning and supporting informatidrcammunications technolggICT)
across the MOHE. The HBlIis also supported by contracted employees in the rolePefelopers

(two employeey SystemAnalyst bne employeé, DevelopmentT rainingSecificationsecialist éne
employeg, andCustomer SQupport (four employeels TheHPIUis responsible for implementing the
SVGHIS, which is being rolled out across the country in phases. One staff member frétRliHalso

sits on the nationalevel ICT Technical Working Group, which is responsible for cooatiimy
information systems strategies across SaHdPlt Vi nce
has access to the services of a contracted consufram the Canadian developer of the SVGHiBo

will residelocally for another year. Overallhe technical capacity of thdPIUteam is very strong, but

the gap between budgeted positions and officially filled positions continues to create constraints.

Data reporting on routine health statistics éenductedat the health clinics on paper, with forms sent to
the district hospital and then onward to the MOHE. All data is aggregated at the central level, where it is
compiled into Excel databases. The Health Digest of Basic Health Indicatoré22005is the lgest
compilation of epidemiogical datdor Saint VincentThe report contains extensive tabular and

graphical data on health statistics for the fixgar period covered, but does not provide any contextual
analysis to explain the daf®IOHE 201h). Based on site visits to several of the health clinics and

district hospitals, the usage of information collected is quite good. The staff at the health clinics compile
and post their monthly statistics omdesignated wall of the facility in handtten tables.The tables

track their targets and progress toward their targeWhile not electronically tabulated and produced,
thistype of systenindicates a strong understanding of the value of using data. See picture of a sample
chartin Figure 8.1
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FIGURE 8.1: CLIFTON HEALTH CLINI C DATA WALL, UNION |  SLAND

Source: Be visit, Assessment Teai2011)

Saint Vincent received &% millionfrom the World Bankbetween2005and2011to support the

development of its HI\Brevention and treatmenprogramns. A key component ofthis programwas

targeted toward building the infrastructure to conduct effective HIV/AND&E Saint Vincent leveraged

those funddo identify and acquire an electronic health record (EHRRsed HMIS. In the early vision for

the electronicHMIS, the health facilities would capture patient information (from demographics to

clinical diagnosdo treatment plans) in the EHR, which would then allow for aggregatectranic

reporting to the MOHE.The system has become known as the SVGHIS andilison an EHR platform

known as ACSIS from the Canadian company Accesstec, Inc. Based on interviews with the HPIU Senior
Analyst, the SVGHIS system contains the following seven modules:

1 HIVIAIDS
Supply Chain Management

Human Resources

1

1

9 Electronic Health Bcords

9 Admission & Dischargénpatien)
1 Maternal Child Health

9 Clinician Order Entry

Three additional modules, Finance, Laborataryd Public Healthwill be incorporatedinto the
functionality of the system by the HPIU programméraio HPIU staff haveeceived trainingn coding
and customizing the SVGHIS system; support is also provided by the Accesstec consultaas who
mentioned above, will be available locally for another y&acontract.
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A key functional benefit of the SVGHIS for Saint Vingenhatit is a welbbased system with
consolidatecbpensource database installed on a central server. This architecture minimizes the
technical infrastructure requirements at each installation site, simplifies technical sugmbrt
streamlines the upding processAll that is needed for access at any location is a computer, a secure
internet connection routed to the database seryand the appropriate user access righiso, SVGHIS
will create a local replication of the database, allowing the usensork offline when access to the
central server is not available.f. the internet connection between a health clinic and the server is not
working) andthen to automatically synchronize the records databases when there is connectivity.

Based on the wrk plan and project plan, the SVGHMas initially expected to be fully implemented and
operational by the end of 2008. Significant challenges in software customizagasuring that health
facilities were outfitted with the appropriate security togiect new equipmentandin limited staffing

have all contributed to delays in the ralut of the SVGHIS. During interviews and site visits for this
assessment, the system was shown to be working well. All staff interviewed at clinics during the
assessmenndicated thatthey hadreceived training in how to use the SVGH#&&hough for some there
was a significant lag between their initial training and the timing of the system implementation at their
facility.

A primary concern observed bihe assessment team was that no specific plan had been developed for
capturing historical patient informatiann S a i n telecWanio healtim records. While the SVGHIS

will allow providers and health administrators to vigwa t i basictdemdgraphioformation

(populated through data transfers from other Saint Vincent information systéhesiglectronic patient
recordswill by no meangontain the full patient medical historyhe paper medical records that exist

for most patients will not be backid into the system, thus requiring the use of both paper and
electronic records for information capturdn addition, the reporting component of the SVGHIS has not
yet been customized and implemented, requiring that current repotingl OHE continue onpaper

forms. The SVGHIS will assign each new record (and therefore patient) with a unique identifier. This
identifier, however, is not part of a national identifier that would uniquely identify a Vincentian across all
public information systems, suchtasse forvital registration, voting and/or education. The

introduction of a national unique identifier would improve the tracking of patient information within the
SVGHIS as well.

Interviews with Medical Records staff at MCMH, the largest health faciligyrits of patient visit
volume in the country, indicate that they are transitioning patient registration information into the
SVGHIS as new patients checkThe Medical Records stafbw look up registration numbexfor
patients who have visited the hdsgd beforein a master spreadsheet thatei maintain in Microsoft
Excel.The data in the Excel tables is based on the paper registry maintained by the Medical Records
Department for any new patient presenting at the hospital. A review of the registringuhe
assessment site visit indicated more than 168,000 patient records have beenilutggbeir registry
and papemedical record files created.hese paper medical records are storedainovercrowded
space, which the Medical Records staff inditeteomes more difficult to manage each y&espite
this issue, aimple sampling of the medical recomshe time of the site visishowed that most
records could be retrieved with relative ease based on the numerical filing system maintained.

The Strategic Plan for Health presented a set of strategic indicators for monitorirrgwerpents in the
health systemit did not, however, define a minimum set of health indicators for priority diseases, for
example, that are part of the national roné reporting system. One of the anticipated outcomes of the
forthcoming EUsupported Nutrition and Disease Burden Survey is the development of baseline
indicators for tracking progress against NCD prevention and treatment. For the HIV/AIDS program,
numerots targets and indicators have been developed and tracked based on program reporting
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requirements to the Global Fund and the World Bank. While initially an overwhelming task to manage
and consistently report, interviews with key stakeholders noted thatrihenber ofHIV/AIDS indicators
regularly reportedhad been reduced to 35 in totaNAS, which has been incorporated into the MOHE
structure, manages this process.

Statistical information on births, deaths, marriggesl divoces are collected from the Department of
the Registryln Saint Vincenthe majority of the birthsannuallymore than 99 percent) take place in a
hospita) particularlyMCMH which accounts foB2 percent and these hospitals become the location
where primary information on births is initially capturé8uropean Commission Development and
Cooperation2008) Family members are required to register births (and deaths) with the district
registrar, which thenreports them tothe Department of the Rdgtry. Every parent in Saint Vincent has
three months from the date of birth of the child within which to register the birthahild. Deaths are
reported inasimilar fashion anshouldbe coded according to the International Classification of
DiseasesYersion 10 (ICDB10). This coding is done in tHePIUby the National Epidemiologist, where
there is a significant backlog of recorfds codingdue to insufficienttoderswith appropriate training
and certification.

There is currently no centrally locatieand commonly agreedpon database with primary datar each
citizen in Saint Vincent that could be utilized to assign a unique patient identifier. There are various
databases owned by such entities asi8§ the Department of Registry, the MOHE, arftktElectoral
Commission. The absence pfocessto assigra unique nationatlentifierposes a challenge to the

ability of the SVGHIS to maintain a distinct record for each patient over,teéapecially between public
and private healtlcare points of careEnsuring quality of care issues, such as reviewingditgg
interactions, is more challenging when there are possible duplications of health records in the system.

The Statistics Office is located within the Central Planning Divisf the MOF and is headed by a Chief
Statistician. The duties of the Statist@ffice, as stated in the Census and Statistics Act of 1983tare

Collect, compileanalyzeabstractand publish statistical information relative to the agricultural,
commercial, industrial, financial, socgald general activities and conditions of the inhabitants of
Saint Vincent

Collaborate with the departments of thgovernment in the collection, aapilation and publication
of statistical records of administration

Take any census of Saint Vincent and the Grenadines as provided aotthis

Generallyorganizea scheme of coordinated social and economic statistics pertaining to Saint
Vincent(GOSVG 198)

There are three units withinthe StatisticOfficet Social, Economiand TradeThe Social Unit is

responsible for the collection, compilatipand dissemination aftal statistics (i.e.births, deaths,

marriages) andbr preparing annual popuian estimates and projection$he Social Unit is also
responsible for supporting all healthe | at ed surveys, including trackin
achieving the Millennium Development Goals and the decennial census. The last full censusadomplete

and published for Saint Vincent was don2@®1; the results and data tables from that census are
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