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PART |

MESSAGE FROM THE CHAIRPERSON OF THE HEALTH SECTOR REFORM
COMMITTEE

When we commenced the deliberations, in September 1997, we were essentially a group
of naive people who brought to the table varied experiences and expectations. Soon after
the onset one of our members commented that this was a massive undertaking. He added
that he thought we were going to help with some fixing here and there and he did not
appreciate that we were proposing arestructuring of the Health System. He also added
that this process would only be possible if we involved the Ministry of Health programme
managers sooner rather than later.

It isimportant to note that September 1997 was merely four months after amajor
landslide victory for the Saint Lucia Labour Party (SLP) at the polls. The campaign of the
SLP, if it could be encapsulated in one phrase, was the slogan “Time for Change’. The
spirit of change was powerful and we all felt that change was possible and therefore our
ambitions were given free reign. The SLP had documented its policy direction during the
political campaign in the form of the “ Contract of Faith”. This document was used as the
basis for designing the reforms. There was and is considerable political support for health
reform from al the Ministers but especially the Hon. Minister of Health, Human
Services, Family Affairs and Gender Relations, Sarah Flood-Beaubrun, who participated
in virtualy every fortnightly meeting and the Prime Minister, Dr. Kenny Anthony, who
constantly reminded us that he was aman in ahurry and that we must deliver soon. The
support from these two leaders has been acritica factor.

When we started, others who had been involved in reform el sewhere, told usthat the
process is more important than the documents. This| did not understand at the time;
athough | thought | did. Thisis, however, atruth because when the processis followed
faithfully there is entrenchment of away of thinking in addition to concepts, and if done
well, the process takes on alife of its own, and if thisis done as widely as possible and
the leadership encourages the process, chances of success are gredt. It is analogousto the
saying, “ Give aman afish and he has food for aday, teach aman to fish and he has food
for life”.

The two and a haf years that followed our first meeting have been eventful, and we are
now no longer as naive as we were at the beginning. The milestones of the path we
followed are documented in the paper; it isimportant that | note the process and its spirit.
We have been lucky because although we did not understand the power and importance
of the process, we did, however, adopt a consultative approach, with workers,
communities and stakeholders, and we did actively integrate the processinto the
Ministry’ sdaily affairs. We did this as honestly as we could, attempting to be as
straightforward and non-judgemental as possible. We tried to leave our pre-conceptions
behind: Thiswas not easy. The Health Sector Reform Committee and especiadly the
Health Sector Reform Secretariat were invaluable in keeping this process on track. There
were aso many other people including heads of departments, programme managers,
health workers, friends and the peopl e in the communities who constantly fed and helped
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the process. We listened to everybody and shared as much as we could. What | have
understood now isthat there are keys to success and these will become even more
important in the next phase of implementation. These keys to success are:
Trust in the people, i.e. workers and public.
The development of aclear vision and an honest, consistent value system
Effective leadership
Ability to listen to everyone and remain flexible while remaining true to the
articulated value system and vision.

5. Objectivity
One of my favourite memoriesis adiscussion with the Secretariat on the * Spirit of the
Process’ when we agreed that having adopted the spirit of consultation we had to remain
faithful to the process, occasionally venturing into places where we were uncomfortabl e,
but confident that we would get closer to the truth and progress. In fact, what we found
was that by adopting this philosophy we could go anywhere, discuss anything and
interestingly it helped us grow. Regardless of what the future holds, we benefited from
this process.

PWONPE

Our mandate is soon to be fulfilled with the presentation of our proposalsto the
Government. It would only be proper for me to express my concerns for the future. |
outlined the five main ingredients for success and | am concerned that the executive of
the Ministry will have difficulty ensuring that these five factors are in place and working
in synergy and harmony. The source of my fear isthat al five of these factors are counter
to the public service culture that has devel oped over the decades. We have proposed that
reform should be in the hands of the public servants, which we believe it should be.
These public servants, however, will have to change their existing culture and attitudes. |
would like to remind you that all meaningful change starts within you, to quote, Kendel
“Straw” Hippolyte, “1 cannot change the world; | can only change my world”. This, to
me, is the essence of reform. People who feel threatened are usually people who do not
want to change regardless of the need for change. | do not think that the Government can
afford to have personsinvolved who have no intention of embracing necessary change.

In closing, | wish to thank all who helped in this process especially the members of the
Health Sector Reform Committee and the Health Sector Reform Secretariat. On behalf of
all the people who contributed, | hope we have presented your concerns and your
suggestions honestly. | hope that we can advocate effectively for you, when we are
required to do so. | hope that the Ministry of Health can be successful asit moves
forward with implementation. | trust that all concerned truly understand how important it
isfor the people of Saint Luciato have ahealth service that can deliver the best to allow
them to be “fit for life”, capable of fulfilling their potential and achieving their goals and
ultimately being happy. God Bless al concerned and thank you for engaging us as you
did.

Dr. Stephen King FRCPC
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EXECUTIVE SUMMARY

This paper articulates a philosophy and vision for health, human services, family affairs
and gender relations. It outlines and expands on mgjor policy and strategy to position the
services to develop in the most sustainable and effective manner. Where it gives more
detail, asin the area of organisation of the services, it does so to ensure that the necessary
framework will be put in place. Attached isalist of documents, books and reports that
provide detail in specific areas, which served to inform this paper and may serve to alow
specific servicesto develop. We have purposely attempted to stay away, as much as
possible, from technical details. The paper isorganised in two main parts. Thefirst
documents the philosophy and vision of the proposed health system. An analysis of the
existing system and the reform follows and then there is a section outlining the public’s
perception of the existing health services. The second part is divided into six numbered
sections. These sections detail the policies and strategies for the way forward and are
headed as follows:

Organisation of the Services

Environmental and Other Public Hedlth Services
Financing the System

Quality Assurance

Regional, Inter-Ministerial and Intersectora collaboration
Implementation Plan

oukrwdpE

This second part was organised in thisway to parallel “the people speak” and provide the
solutionsin asimilar format to how the people expressed their concerns about the sector.
The conclusion attempts to summarise how the reformed service as proposed will deliver.

Health Sector Reform proposals have been devel oped on three principal pillars; equity,
efficiency and effectiveness. The process of reform is a stepwise, purposeful
implementation of policies and strategies that will result in atransformed health sector.
Thevision isahealth sector that is designed to produce “ wellness’ in the comprehensive
sense of mental, physical and socia health. The underlying belief isthat a people who are
well “holistically” will be maximally productive and therefore in a position to fully
develop themselves, their families, their communities and the nation. Essentialy this
sector isresponsible for ensuring that the most va uable national resource, the people,

will be well enough to alow for maximum human resource devel opment.

The reformisto be implemented in phases. Phase 1 is the re-organi sation of the service.
During this phase it is proposed to increase the capacity for planning, evaluating and
managing the sector. In addition the glaring service gaps will be addressed. There area
number of projectsthat will be strategically delivered throughout this phase to engender
confidence and add impetus to the process e.g. the Accident and Emergency Services.
Phase 1 provides the framework and capacity to alow phase 2 to be implemented. Phase
2 involves mainly areform of the sector’sfinancia system with the main objective of
developing asustainable, diversified financia system that creates the market forces that
drive the services towards achieving the detailed objectives of the sector. Phase 3 isthe
elaboration of acomprehensive nationa plan with detailed service plansincluding
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targets, costs and funding. These are not perceived to be discrete, mutually exclusive
phases. Each phase will be implemented concurrently as the capacity for implementation
is devel oped within the sector.

The health, human services, family affairs and gender relations divisions are to be re-
organized and re-oriented to work together in amultidisciplinary team approach. Roles,
responsibilities and lines of reporting will be clearly defined. There will be institutional
strengthening and capacity building. To achieve this, |eadership and management at al
levelswill be improved. The main thrust for al the serviceswill be to develop more
community based services, alowing decentralization with increased access by more
people to more sophisticated services in the most convenient way.

The centra office of the Ministry will become more focused on financia control, policy
for and regulation of the sector, public and private. From the delivery point of view, the
public sector will have three levels of service delivery: heath centres, polyclinics and
hospitals. The health centres are the community foca points for health development and
will be the main institutions for wellness promotion. The polyclinics are institutional
platforms for the delivery of more speciaized care and will house the multidisciplinary
team (heath workers and socia workers) to alow for the delivery of more sophisticated
services to the communities. The hospitals will operate as support for the polyclinics and
will provide the secondary and tertiary care services that cannot be delivered by the
polyclinics. The system is an integrated, mutually supportive network of institutions and
workers focused on providing services for the communitiesin the most comprehensive
and convenient way with minimum duplication.

The hospital component isin need of upgrading. A new menta heath facility will be
constructed to allow the menta heath servicesto be supported and developed in the most
modern and efficient way. A new genera hospital will be constructed to improve the
level of service available and to reduce the existing inefficient duplication of services.
The new general hospital, either as areplacement of VictoriaHospita or asthe major
genera hospital, will be in aposition to offer certain regiona servicesto our OECS
sisters. Planning will be improved with the creation and staffing of a planning unit and
the improvement of the information systemsincluding staff training and computerization.
The concept of information systems development is aong the lines of adigita neura
network operating and integrated at dl levels.

Human resource development is an essential component of the development of the sector
and isanecessary part of capacity building. A human resource plan will be devel oped
and implemented, being guided by the phased development of the services.

National programs targeted at the main health and socia problemswill be developed with
programme managers being responsible for successful devel opment and implementation.
These programmes include: gender based violence reduction, care of the elderly,
integrated childcare and protection, chronic non-communicable diseases (diabetes,
hypertension, cancer etc.), communicabl e diseases (Expanded Programme of
Immunisation, Sexualy Transmitted Disease Program, food borne, water borne and
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vector borne diseases). As acomponent of some of these, institutions will have to be
built, bought or renovated; these include the shelter for women, the transit home for
children and the senior citizens home. Included within these programmes are the
intersectoral network development and the informing of policy in these areas. This
includes:
?? Gender mainstreaming and support for the non-Governmenta crisis centres
?? A nationa policy on aging and networking with NGOs involved in age related
issues
?? The development of nationa policy on childcare and protection and the
institutionalisation of the convention of the rights of the child
?? Nationa policies and protocols to address communicable and non-communicable
diseases.

Health financing is critical to ensure sustainability of the sector and its services. There are
strategies that are being debated the options that will be implemented will be determined
within thisthree year period. Genera Government revenue will remain amain
component of financing the public sector. Thiswill be complemented by the development
of health insurance for persona health care. The NISwill have arolein this development
and will be amagjor decision maker in the level of insurance to be introduced and the
speed with which it can be implemented. Private insurance will have an enhanced role
when the health costing studies are completed and charges for services are revised. The
main concern is how to protect the poor within the proposed system, and thiswe are
committed to doing.

Quality of services, protection of people and the environment are issues that need to be
addressed. In order to ensure that the Ministry has the authority to act to ensure that this
isdelivered we will be reviewing and drafting pertinent legislation: The Menta Health
Act, The Public Health Act, Complaints Commission Act, Health Services Act (including
licensing of dl health professionals and accreditation of al health facilities). In addition
to legidation to ensure minimum standards we intend to institutionalise continuous
guality improvement at al levels, with the planning unit providing co-ordinated quality
assurance and support.

Having devel oped our services, public and private, we will be in abetter position to
participate in regiona sharing of health services. Sharing of servicesisasomething we
do and will continue to do. During the reform process we will soon bein better position
to be rational about how we develop loca servicesvis-a-visregional services.

The deliverables that the people expect of the health service, and therefore the proposed
reforms are:

?? Increased access to health services

?? Improved quality of servicesin asystem that ensures quality
?? Vaue for money

?? EqQuity in the service



11
Quiality Servicesfor Life

We believe that as aresult of awell functioning health service the people can deliver to
the country areduced burden of disease and enhanced productivity.
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PHILOSOPHY

Thecliché, “health isweath”, becomes areaity when health is defined as a state of
optimum menta, physical and spiritua wellness of every individual. Wellness of the
individual, as outlined, allows aperson to be maximally productive, capable of creating
opportunity and making use of such opportunity. Spiritua and menta heath not only
alowsfor individua productivity but aso produces socia harmony, resulting in heathy
communities. Productive individuas, living in healthy communities, produce a strong
nation; thereby creating maximum attainable wealth. Put another way, health is not
merely the absence of disease and health service is not merely the treatment of sickness.
Health isthe ability to achieve the maximum quality of life regardless of the physical,
mental, social or spiritua condition of an individual and health service isthe participatory
delivery of thisholistic care to human beings.

We recognise that health demands amultisectoral approach. We understand that all
sectors of the country have an impact on and are impacted by the health sector. We
cannot truly address health issues unless every ministry, agency and individual
understand their role in promoting heath. We intend to address health issues with the
involvement of every sector since this appears to be the best, if not the only, path to
sustai nable development of the health sector. To underline the scope of multisectoral
teamwork, consider the impact of violence and crime on every sector in the country, now,
ask how should it be tackled? The answer liesin amultisectoral approach with the health
sector intimately involved in management at al levels of the process. Heath should be
involved:
- inteaching life-skills to cope with conflict and anger management
- inteaching and reinforcing self esteem, care for others and socia
responsibility
- inearly identification of persons at risk and directing appropriate interventions
to prevent violence
- inmitigation of the effects of violence and rehabilitation of individuas
affected, both victim and perpetrator.
This quick and superficia overview of Hedth’srole in violence and crime management
shows clearly the close relationship required between the different sectors and agencies
that should be involved in addressing this national crisis. These include Heath, Human
Services, Gender Relations, Education, Legal Affairs, Police, the Judiciary, community-
based organi sations etc.

If any democratic Government’s mandate was to be encapsulated in one phrase it should
read, "Our objective isto improve the quality of life of our people”. Health, as defined
above, is paramount, if we are to improve the quality of life of the common person.
Reforming health is only useful if it will deliver aservice that can do this. In order to
reform to achieve the objectives of universality, quality and integration we need to
recognise the human condition and the unique system that existsin Saint Lucia.

We do not intend to discard the gains of the past. We recognise the strengthsin our
health sector and intend to build on these. We are cognisant of the constraints. We intend
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to devel op the health sector being guided by principles of equity, efficiency and

effectiveness. The ultimate goa isto produce a nation of people who are safe, happy and
productive.

m ental I health py

1T 1T
social health <> sony

T

supportivent policy
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INTRODUCTION
Definition of Health
Good health means many different things.

Health is no longer viewed within a narrow frame of reference involving simply the
absence of disease and infirmity. Good health means that we can actualy live longer and
enjoy hedthier lives. Thisinvolves good feelingsin the body, mind and spirit, in our day
to day dealings with others and about security at work and in our communities. It aso
includes our ability to make informed decisions, respond favourably to opportunities as
they present themselves and take responsibility for our health and the heath of our
communities. When people are healthy they can be productive in their daily activities.
Productive lifestyles can convert into better standards of living for people and a more
prosperous economy.

The Deter minants of Health

Our health is dependent on a multitude of factors.

Almost everything can impact on our health and determine the health status of the
population. The broad range of factors which determine our health are personal, social,
economic, political and environmenta. Some of these factors are beyond our control,
while others can be controlled. Some determinants of health are detailed in the table
below.

Table 1 The Determinants of Health

Fixed factors | Persona Factors | Socia and Economic Environmenta Factors
Factors
Age Lifestyle Poverty Air quality
Diet Employment Housing
Gender Physical activity | Education Water quality
Smoking Socia services Food quality
Genes Alcohol Trangport and leisure Socia environment
Sexual behaviour | Domestic violence Work environment
Drug abuse Socid Exclusion
Relationships

Fixed Factors

Fixed factors such as age and gender are entirely beyond our control. Government efforts
should be directed at minimising their predictable consequences. For example emphasis
on preventive health will encourage more men and women to adopt healthy lifestylesto
prevent cardiovascular diseases, cancer etc. Although genetic predisposition to diseases
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was once considered irreversible, research in the field of genetic engineering may make it
possible to control these factors.

Per sonal Factors
A healthy lifestyle isimportant.

How people live has serious implications for their heath. Poor eating habits, lack of
regular and appropriate exercise and an over indulgence in substances that may be
harmful, will cause poor health. A weakened state of health may make us more
susceptible to certain conditions of ill health, such as hypertension, kidney failure and
obesity. Today, sexual behaviour isavery important feature of heathy living. The
increase in sexudly transmitted diseases, particularly AIDS, has become amgjor threat to
our health. In order to encourage peopleto live healthier lives, the Government of Saint
L uciahas adopted primary health care policies. These policies place emphasis on
promoting disease prevention and wellness.

Social and Economic Factors
Health iswealth

Health contributes to human and economic development and at the same time benefits by
this development. In order to accomplish the goasof the heath services, strategies must
be directed towards achieving socia and economic well being for all.

Economic factors are powerful determinants of good health. Studies show that when
people are employed they actualy live longer and healthier lives. The employed are able
to achieve socia well being by improving their standard of living and engaging in leisure
activities. The unemployed, on the other hand, are less able to provide for their health
needs and that of their family and as aresult, exhibit higher rates of ill health.
Unemployed persons are not only less healthy, they are a'so more likely to engagein
illega activities and threaten the security of others and the socid fabric of the society.

We need to continue to eradicate poverty and discrimination.

The health sector has made significant contributionsto improved standards of living and
longevity among al groups of the population. Thisis evident in the reduction of
morbidity and mortality rates, control of communicable diseases and the introduction of
primary hedth care that is accessible and affordable to dl individuals.

However, the gains achieved in the health sector have not significantly reduced heath
gaps between socio-economic groups. The effects of health gaps are manifested in the
high rates of ill health, illiteracy, and socidl ills (e.g. crime, drug abuse and teenage
pregnancy) among the poorer groups of the population.
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We need strategies to eradicate poverty and discrimination. These strategies should
ensure that all groupsin our society have accessto basic socia services, infrastructure
and opportunitiesto earn aliving, including hedth, education, socia support services,
proper roads, organised and efficient transport systems and employment opportunities.
There are people without access to some of the above. This has serious consequences for
theisolated individua or group. Social exclusion givesriseto socid illsand
psychologicd problems, which reduce the productive potential of our society. Hence
efforts to reduce poverty and discrimination should be directed towards providing all
groups with the requisite skills, physical and socia amenities to make meaningful
contributions to the socia and economic devel opment of our nation.

The Environment
A healthy environment is a prerequisite to improved health conditions on theisland.

The condition of our physica surroundingsisavery important determinant of our health.
We cannot achieve good heath while we exist in an unheathy environment. Such factors
asclean air, safe food, safe drinking water, adequate housing, healthy work environment
are essentid requisites for good heath and socia well being.

The socia environment is defined as the quality of life enjoyed by individuasin their
community and the extent to which they respect and support each other. Thelink
between the socia environment and health iscomplex. It isintricately woven into issues
of poverty, employment, access to socia services, infrastructure and leisure activities.
The combined effects of these factors will determine the socia environment in which we
live.

Social engineering to improve health

Socia and economic factors, which determine health, can be controlled through effective
planning. Thisform of planning for health implies the use of an intersectoral approach,
which involves players from al sectors of the society. The integrated approach is needed
to provide the necessary support mechanisms, which are required to achieve the godl's of
the health services. These goals can only become aredity if various sectorsin the society
employ strategies and programs, which tackle inequalities that exist in the wider society
and impact directly on health. Policies and strategies must address the health needs of dl
groups and aim to close the health gaps between the rich and the poor. Thisis
fundamental in creating a climate for sustained attitudinal and institutional changes.
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ANALYSISOF HEALTH REFORM IN SAINT LUCIA

Health Sector Reform can only proceed as a component of the wider Public Sector
Reform. The launching of the Green Paper on Public Sector Reform, 6™ August 1999, has
established the context within which this Health Sector Reform can proceed. We believe
that the proposals made in this white paper are in tune with the proposa s being made for
public sector reform.

Health sector reform is a sustained process of policy, institutional and systems changes
aimed at improving efficiency, equity, cost-effectiveness and quality in the heath system,
the purpose of the change being to promote the achievement of overal heath policy
objectives.

Saint Lucians have been enjoying relatively good health according to most definitions of
the term “health” . In the English-speaking Caribbean, Saint Luciais second only to
Barbados in life expectancy and infant mortality, the commonly used measures when
comparisons of health status are made between countries. But as many of its CARICOM
neighbours, the Government is re-examining policies in respect of the percentage of
overal health care costs that should be borne by Government, how the system can be
reorganised to provide care more efficiently and effectively, and so on. Sufficeit to say
that the process of health sector reform iswell underway in Saint Lucia

The rational e for seeking to reform the health system isto meet the health challenges
facing the country, to address the growing dissatisfaction with existing services, the
socio-economic conditions in the country and the need to move to a system of care that
promotes wellness.

The decision to make primary health care (PHC) the cornerstone of the delivery systemis
not new. In fact it is over twenty (20) years old and was adopted not only by the then
government of St. Lucia, but those of many devel oped and devel oping countries. In 1978
a aconference in Alma Ata (Russia) which dwelt on the successes and failures of
different countries’ health systems, delegates from 106 nations came to the conclusion
that adelivery system based on PHC principles was the most adequate means of
addressing the heath problems of the day. The problems were seen as socia problems
inseparable from a country’s socio-economic development. This perspective has not
changed in the intervening years since the Declaration of Alma Atawhich was signed by
all countries attending the conference and many others subsequently. The premise that
health for all can only be achieved through adoption of a PHC strategy has grown
stronger with the passage of time.

In Saint Lucia heath resources are still consistently directed at supporting the traditional
curative medical care approach to the delivery of heath services. Thisis best exemplified
by government expenditure on the secondary care system (the hospitas), which over the
past decade has averaged around forty-five percent (45%) of the annual recurrent
expenditure of the Ministry of Health. Theirony isthat this sum of money is not enough
to maintain these services at an acceptable level, given the health system asit is presently
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structured and operated. There is considerable misunderstanding at all levels created by
poor communication and inadequate health information. It is also of note that although
some nineteen percent (19%) of the recurrent budget is spent on community-based care,
very little of that amount is on preventive services and health promotion, the bulwark of a
successful PHC strategy.

Negative manifestations emer ging from persistence with the current model

Over the past decade or thereabouts, persistence with the traditiona system of health care
services has produced multiple negative consequences for the country. Significant
manifestations of this state of affairsinclude:

- A shortfal of some 18% in the resources necessary to provide a satisfactory
level of basic hedth cares services (the so-called resource gap).

- Deepening inequitiesin the distribution of, and access to, resources - such as
spending on large urban hospitals has meant that rural, and usually poorer
communities have had to do with less.

- Thepopulation at large views unrestrained and unregulated growth of the
private health sector suspicioudly.

- A steady stream of complaints by the clientele of deterioration in the quality
of the public services offered.

Clearly these negative manifestations - particularly the last - have fuelled the
Government’ s resolve to reform the sector. As stated above, the heath problems have not
changed appreciably since the Declaration of AlmaAtain 1978 - chronic
noncommunicable diseases such as cancer, diabetes and hypertension continue to be the
leading causes of morbidity and mortality. It istherefore not surprising that the drive to
pursue aprimary health care strategy has intensified not only in Saint Lucia, but the
world over.

Appointment of a Health Sector Reform Committee

On assuming the reins of government in 1997, the political directorate appointed a Health
Sector Reform Committee (HSRC) with amandate to examine the Health Services and
elaborate the steps towards the devel opment of awhite paper. The HSRC guided by
policy outlined in “ The Contract of Faith” produced a discussion paper outlining the
following issues:

- Decentralisation of authority and responsibility through the creation of Regiona and
Institutional Management Units.

- Integration of services and the institutionalisation of the “team approach” at al levels
of the system.

- The development of multidisciplinary heath teams responsible for service provision
and the respective budgets.

- Thedevelopment of aPlan of Action for improving the health financia system.
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The development of Standards for Health Care and information systems to monitor
outcomes.

Theingtitutionalisation of professional self-regulation mechanismsincluding
licensing and accreditation.

The establishment of a Complaints Commission with authority to handle health
related complaints efficiently and justly.

It is clear from the above that the early thinking of the political directorate in respect of
health sector reform for St. Luciaincluded:

Decentraisation of management and functions

Integration of the different levels of care

L ocal management teams funded through a globa budget mechanism
Improved financing of the system

Quality assurance

Strengthening of the accountability mechanisms.

The aboveis proposed against the backdrop of a health system that is:

Decentralised according to a deconcentration model, which emphasises centra
control with little autonomy to make decisions at the operations level.
Characterised by care at two distinct levels - primary and secondary, with little
articulation between the two.

Budgeted through a program budgeting mechanism that |eaves budgetary control in
the office of the Permanent Secretary and sometimes the Ministry of Finance.
Financed via out-of-pocket spending and genera taxation, although some families
have purchased indemnity-type private health insurance.

Weak in terms of mechanisms that monitor quality and hold providers accountable for

the servicesthey giveto clients.

The HSRC recommended the establishment of a health sector reform secretariat (HSRS)
to conduct activities towards the devel opment of the white paper.

Activities of the HSRS

An early testimonia of the Government’s commitment to reforming the sector was the
appointment of aHealth Sector Reform Secretariat (hereinafter called “the Secretariat)
comprising persons with backgrounds and experiences in multiple areas of expertise to
include health education, sociology, communication, nursing, environmenta health and
medicine. Much of the planning and design work of reforming the health sector to this
junctureisthe result of the hard work and dedication of Secretariat staff.

Since its appointment, the Secretariat has engaged in anumber of activities:

Worked with PAHO and European Union commissioned consultants to provide
advice and make recommendations on a number of critica issuesrelated to the
structure and functioning of the health system.
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- Hosted a Preparatory Meeting on Heath Sector Reform which participantsincluded
senior staff of the Ministry of Health and other Government Ministries, the private
sector and non-Governmenta organisations (NGOS).

- Held consultations with health workers in the public and private sector, held
discussions with organisations and agencies whose work influence and is influenced
by the Ministry of Health. The purpose of these consultations wasto sensitise the
various stakeholders on the importance of reforming the sector and to solicit early
feedback on key policy issues and help develop strategies for the growth and
development of the reform process.

- Held consultations with 26 communities across Saint Luciato provide up-to-date
information on health reform matters; and to take under consideration the health
concerns that they may have including recommendations on how these may be
resolved.

As stated in the definition early in the document, health sector reformis*asustained
process of policy, institutional and systems change’. The processis also long and it may
be adecade or more before the desired shift of public and private expenditures to high
priority, cost-effective PHC solutions, isfully realised. The effort should be regarded as
occurring in aseries of distinct phases.

Phase 1 will include ingtitutional strengthening and improved management at al levels.
Information systemswill be developed, pilot projects and studies will be conducted.
Phase 1 will introduce changes that will orient the provision of services and alocation of
resources within the health sector.

Phase |l focuses primarily on devel oping a sustainable financial system. There will be
full commissioning of polyclinics throughout the country and the re-organised health
system should be well established with effective management, good information systems
and established quality systems.

Phase Il will witness the elaboration of the Nationa Health Services Plan.

Throughout these phases there will be legislative issues and issues of governance that
will have to be addressed and they should be addressed as the devel opment demands.
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Objectives of the Saint Lucian Health System

1.

To provide efficient quality health care not only because a healthy work forceisan
essential element to improved productivity, but also more importantly, because
healthy individuas are more likely to achieve their full human potential .

To maintain an adequate program of primary and preventative health care in which
the importance and role of health promotion as a method of information and
ultimately prevention, must be constantly emphasised. The programs should be
designed to empower people to act and health promotion should occur at every
opportunity and should commence as early as possiblei.e. infant school.

To achieve greater equity in the alocation and use of health resources so that thereis
adequate coverage for the popul ation with respect to basic health services, both
curative and preventative.

To design and implement comprehensive and integrated programs for the detection,
prevention and treatment of chronic disease and the rehabilitation of the disabled and
the treatment and care of the elderly (disability includes the physicaly, intellectualy
and mentaly disabled individuals)

To improve and sustain mental health servicesto the level of contemporary,
international standards.

To reduce the incidence of environmenta health problems by the employment of
interventions that change the serious situation in respect of basic sanitation and waste
management. To prevent chaotic development from having a negative impact on the
environment, and to preserve the natural resources for future generations.

To promote a high standard of industrial and occupational health and safety.

To improve the financing of the system so that it is both affordable and sustainable.
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BASIC STRATEGIES GUIDING THE REFORM PROCESSIN SAINT LUCIA

Health sector reform in Saint Luciais guided by a number of fundamental processes.
These basic principles permeate the thinking of the Government and persons guiding the
development of the proposals. It is of note that they contrast sharply with the system of
curative medical carethat is currently in place and are as follows:

Community participation: the active and permanent participation of persons from
diverse communitiesin Saint Luciain al stages of the heath development process. This
includes the peopl €' s determination of their own perceived needs; their prioritisation of
those needs; their definition of approaches to handle the problems; their formulation of
the corresponding programs, their participation in defined responsibilities and authorities,
and their supervision, evaluation and socia control of health resources and programmes.

Decentralisation: that includes elements of delegation and devolution - the transfer of
the authority and power to make decisions of al typesto the periphery, including the shift
of the corresponding administrative and technical tools. Primary care cannot evolve in the
current highly centralised and bureaucratic systems that severely restrict the opportunities
for community participation as described above.

I nter sectoral collaboration: the sole means of dealing with problemsthat arise from a
variety of causal factors. As stated earlier, currently the resources and activities are tied
up inasingle dimension - curative medical care, even though the multiple causality of the
dominant heath problemsis accepted, at least in theory. Policies, programmes and action
plans that are inconsistent with the theory will not lead to successful solutions; al sectors
must become involved with the effort.

Evidence-based decision-making: Improvement in the decision-making processes will
produce better decisions with better consequences. The evidence-based health system
will be built on the foundation of a nation-wide health information system. Thethrust is
for health care providers, administrators, policy makers and patients, to have the most
appropriate, balanced and high quality evidence on which to base their decisions.

Technology Assessment: careful appraisal of the mix of inputs - human resource and/or
physical infrastructure and equipment, to be applied in addressing atechnica problem to
produce a specific health output, intervention or service at itslowest cost. Appropriate
and viable new technologies will be developed and adapted to well defined technical and
administrative standards. The appropriate technology will aso be appropriate in the sense
that it can be easily absorbed, understood and utilised by the people.

Quality Assurance: Thisincludes for the short term measuring the quantity and quality
of resources put into the service - input indicators; and the actual process of care - process
indicators. And for the medium to long term - measuring the impact on health status—
output indicators. The dependence of quality Assurance (QA) on the development of a
health information system (HIS) should be apparent.
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THE PEOPLE SPEAK

The people welcomed the opportunity to play an active role in determining the future of
health development in Saint Lucia. Through the participatory approach health providers,
users and groups and organisationsinvolved in health directly and indirectly helped to
identify critical areas of concern in the health system and al so offered recommendations
asto how these concerns may be addressed. The response to this process was
overwhelming. It reflected a high level of commitment on the part of our heath staff and
aclear understanding of the concept of good health by the participants. This exercise will
enable the Ministry of Health to better understand the health needs and priorities of the
people.

Although the health concerns of the communities were numerous and varied, three main
themes permeated the discussions. These included, the detrimenta impact of poverty on
health, the urgent need for more educationa programs to better equip our people with the
knowledge they need to live healthy lives and the important role for sectoral
collaboration as a strategy to attain health goas and improve productive potentiasisland
wide. The multitude of issues discussed during this consultative exercise has been
encapsulated in five maor categories. These are listed below as follows:

The general state of the health services
Environmenta and public heath services
Fees, payment and financing of the service
Management issues

Ethical and Regulatory concerns

agkrowdpE

Apart from the common problems summarised under the five main headings listed above
every community had its own specific problems: Millet and Anse-la-Raye complained of
ahigh incidence of snakebites, Aux Leon reported agenera lack of facilities and
amenities, and Canaries highlighted alack of trained personnel to operate ambulance
services. It became evident from the discussions that we need to devel op systems that
allow communities to address these problems and to influence the availability of services.

1. THE GENERAL STATE OF THE HEALTH SYSTEM

The contributions outlined under this heading included the growing dissatisfaction with
existing services, the socio-economic conditionsin the country and the need to establish a
system of care that promotes wellness. The two main themes originating from this
category included accessto quality care and the provision of care for adiverse population
with diverse health needs (e.g. poor, young, elderly, men and women, sports persons, the
physically challenged etc.)
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1.1 Primary and Secondary Health

“ Health centres do not provide basic services to meet the needs of the of the people: they
function at low levels; lacking in basic equipment”
...Resident Gros | slet

“ Polyclinics would lead to better utilisation of human resources’
Agriculture Ext. Off. — Desruisseaux

“The quality of careat Victoria Hospital is poor”
...Health Worker

These quotes depict the general perception of health providers and clients of the quality
of the health services offered. Consultations further revealed that the public expected a
higher level of performance from health institutions. They believed that health centres
should offer more health services (for example laboratory tests, X- rays and specialist
services) and should provide care after normal working hours, possess more medical
personnel and basic equipment, and reduce waiting time to see doctors. The absence of
these services has given rise to asituation where health centres and also district hospitals
at Dennery and Soufriere are being bypassed even for minor ailments, persons preferring
to go to the larger and more costly hospitals— Victoriaand St. Judes. The resulting state
of affairsisan overloaded and inefficient functioning of the Accident and Emergency and
Outpatient Departments of these secondary ingtitutions.

Other access and quality issues were directed at provider-patient relationships, acommon
issue being the attitude of medica staff to clients and the urgent need to improve
relations between these two parties.

“Thenursesdon’t listen to you. If you say, your mother did not take the medication they
get vex. They don’t give you a chance to explain your self”
...Resident

“ The doctors do not make time to explain to you what iswrong. They think they know
everything.”

...Resident
1.2 Menta Health
There were acknowledgements of mental heath related problems within the community
including drug abuse, undue pressure being placed on school children to passthe
Common Entrance Examination, domestic violence and child abuse.

The negative perception of mental health was captured in the statement,

“ Peoplethink that you are mad for life once you reach Golden Hope”
...Resident - Gros|det
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The residents of some communities were particularly concerned about community-based
care for the mentdly ill. One resident applauded the manner in which community based
psychiatric services were organised in the past and made an appeal for the return of these
services. In genera there were cals for counselling services at the community level
especially for the youth.

“ My father was a mental patient. When we used to have community psychiatric services,
he would get his medicine and hewasn’t so sick.”
...Resident Vieux Fort

2 ENVIRONMENTAL AND PUBLIC HEALTH SERVICES

“1f our surroundings are not healthy how can we be healthy.”
...Resident - Millet

This statement depicts clearly the absolute importance of environmental /public heath to
the success of heath development on the island. The mgjority of these concerns were
centred on improvements in the management of garbage and the treatment, storage
protection, delivery of and accessto water.

Other mgjor concernsincluded sewerage management particularly where, asisthe casein
some communities, soil type, topography and poverty have caused this problem to
become particularly acute.

“You cannot put pit toiletsin these areas. The type of soil will not let you do that.”
... Resident — Aux Leon

There were also pleasto review food handling and regulate sale of dated and unheathy
products to the public

2.1 The Socia Context of Health

The participants possessed aremarkabl e understanding of socia heath. They spoke at
length of all the socid ills &fflicting their communities and impacting on their heath.
They spoke of crimes, abuse particularly in relation to drugs and children, poverty, the
conditions of the roads and noise pollution. In dmost every community, it was suggested
that socia services should be included in the services provided by heath centres and
schools. With respect to school involvement in hedth, it was suggested that schools could
play amajor role in enforcing strategies to control contagious diseases. Health centres
and schools could play agreater role in identifying cases of abuse. Equally important to
these communities was the need for support mechanismsto enable individuas and
families at risk to be removed from threatening environments and for referral of reports to
competent trained staff

In the area of preventative care the communities identified the need for health
improvement and mai ntenance programs to be more proactive. Clinical examiners could
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be sensitised and trained to detect signs of domestic violence and child abuse and report
any suspicions to the relevant authorities. In relation to the increase in sexually
transmitted diseases, for example, there was a need for more education at the community
level to control the spread of the disease. There was an expressed need to emphasise
health promotion through sports and health education (e.g. life skills education).

In summary, there were calls for health servicesto address environmenta health, chronic
non-communicabl e diseases (e.g. diabetes, hypertension, and cancer), mental health,
sexually transmitted diseases and trauma. More than half of these communitiesindicated
that these health concerns should be given priority. There was aso acall for
improvements in preventive health, health promotion and emergency services, and
particularly ambulance services.

3. FEES, PAYMENT AND FINANCING OF THE HEALTH SERVICE

“ As soon as they come for the sick you must have their money ready for them because
they will not take the sick to the hospital”
... Resident —

“If we paying, we must get good service’
.... Resident - Jacmel

In every community much concern was directed at the escalating cost of health care. The
guestion of paying for health and financing the heath system generated much discussion.
Much discussion focused on the health package offered to Nationa Insurance Scheme
(NIS) contributors and the status of the National Health Insurance (NHI) scheme. It was
evident from the discussions that health users were willing to pay for heath careif these
services were improved. Given the experience of the great difficulty in collecting medical
feesit raises the question why this difficulty if persons are willing to pay? It was clear
from discussionsthat people objected to a“ cash on delivery service”. They preferred pre-
payment, insurance or taxation, or abilling system. It was a so clear that people were not
happy with the delivery of service in the public system and therefore a so objected paying
cash on delivery. Another factor isthe cultural belief that public services are provided by
Government and as such people should not have to pay for what they consider essential
public services. The demand for medical services of a non-emergency nature throughout
the day is manifest by the fact that over 75% of attendees to the Accident and Emergency
Department did not have any urgent or severe problem. Generally speaking, people who
could afford preferred to use private services because they perceived that these services
were more responsive to their needs and they had more control.

The majority of the blue-collar workersindicated clearly that they preferred to commit
money monthly to some fund, which would then reimburse providers, whenever they
sought medical care. One necessary requirement of thisfund wasthat it would have to
cover family dependants - the unemployed and children. In the area of elderly care the
majority of participants suggested that the exemption system should be extended to
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elderly persons. Some stated that the needs assessment should remain the main criterion
for determining the recipient of thiswelfare service.
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In response to the financing of the health system some participants suggested that health

tax or health lotto might be another way. The health workers a so stated that a designated
health fund, rather than the consolidated fund might be capable of directing more money
to the Ministry of Health, through better-organised recovery mechanisms.

From the evidence above it is clear that there is need to change the system of payments so
that clients who need care will not be required to pay for it before the service is delivered.
It was a'so evident that there is need to develop a system that allows persons who cannot
afford to pay to get health care when they need it.

4. MANAGEMENT

Effective Management and organisation of health careiscrucia to the success of the
reform initiative. The results of the consultations revealed that alarge proportion of the
problems experienced by the health system can be linked to ineffective management and
organisation of scarce resources. human, financia and physical. Community responses
examined the manner in which heath care is delivered by medical ingtitutions and the
role of the community in the management of community health.
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“Too many things are donein Castries.”
...Resident - Laborie

“ The health centres never have the medication. The nurse tells you all the time, they
don’t have anything.”
...Resident - Aux Leon

“ Why isit that a test for which the result is available from a private lab in one week
would have to take three months at Victoria Hospital”
... Resident — Monchy

In response to the role of the community in the management of community health, there
were mixed feelings. With the exception of Soufriere and Dennery most communities
appeared alittle overwhelmed by the sheer magnitude of the responsibility. It isworth
noting, however, that every community gave clear indication that they would like to be
more involved in the management of community health. The actual involvement of the
community in health development will have to be based on the willingness and
capabilities of the people and the extent of resources.

“We would like to be moreinvolved in the management of our health.

| am sure our village council could be responsible for that.”
... Resident — Dennery

“1f you give Soufriere the resources, Soufriere would be ready.”
... Resident — Soufriere
“ We need more meetings like this so we can tell you what iswrong and ask about what is
being done about what we said we needed.”
... Resident - Millet
Suggested Manageria and Organisationa changesinclude:

- Need to decentraise and remove the Castries focus and base of services.

- Moreinvolvement of communities in the management of community based health
services.

- Involvement of community members in determining exemptions (needs assessment
and means testing).

- The need to embrace policy development as acentral function, involving all sectors.
This should be informed from the field.
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- Communication systems within the heath service and between agencies need to be
improved.

- Theneed to improve the referral system.
- Need to improve collaboration between the Ministries.

- Information systems need to be enhanced to allow appropriate information to be
collected in atimely fashion and should be used by all to develop plans and evauate
program implementation and its effects.

- Accountability needsto be developed, with aignment of responsibility and authority.

- Conditions of Serviceto addressworkers benefits, human resource development and
occupational heath and safety

- Clear organisationa structure and lines of reporting

- Equipment & Building facilities need to be improved and properly maintained. The
mobility of personnel and services should be addressed to alow servicesto be taken
out to people. Health centres and hospitals are poorly equipped.

A summary of these issues points to the need for an evaluation into the way the health
system is being managed and the need for more emphasis on community involvement in
managing loca health services. Given that different communities have different
capacities the Ministry of Health in collaboration with al relevant partieswill need to be
aware of these differences and plan accordingly.

5. ETHICAL AND REGULATORY CONCERNS

Gross disparitiesin the price of drugs and in genera the high cost of medicine was a
common problem in al the communities. In addition the type of drugs prescribed by
doctors was al so of concern.

“There are clairvoyant doctors. They are able to diagnose your problem and give you a
prescription before you even walk into the office”
...Resident — Canaries

“Price of drugsfor private pharmaciesin the area varies as much as eighty percent.
Some kind of price control is needed”
... Resident — Vieux Fort

There appeared to be general consensus that the Ministry of Health needed to critically
examine its various functions namely the organisation and management of hedth, the
provision of heath care and the financing of heath. An analysis of the consultation
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reports revea ed the need for stricter regulationsin all these areas of the heath system.
Issues relating to quality, equity and efficiency cannot be resolved without clear rules and
guidelines by which to monitor and evauate the activities of the heath system asit
attempts to achieve health goals and meet the health needs of the people.

A summary of the major areas in which people suggested regulation is presented below:

- Price and dispensation of drugsto ensure that prices are affordable and that the health
and safety of the client are never jeopardised.

- Quality of care provided by doctors and other medica staff in the public and private
sector (particularly where doctors straddle public and private practice).

- Accessto hedlth services at health ingtitutions (opening hours, waiting times and
accessto doctors).

- Therolesand functions of doctorsin the delivery of health services.

- Handling and sale of food in public places (particularly outdated food items).



31
Quiality Servicesfor Life

PART I1
1. ORGANISATION OF THE SERVICES
Policy

The Health system and community-based services will beimproved to meet the
health needs of our people by providing opportunitiesfor public participation in the
planning and implementation of health improvement programmesand an
integrated system that is capable of effectively responding.

I ntegr ate mental well-being into all aspects of social life and integrate mental health
servicesinto the general system of service delivery.

Theintegrated regional serviceswill be structured to achieve more equity in
resour ce allocation, better use of resources and more accessto higher quality
services. Thefocusbeing primary care which through effective health promotion
encour ages people to be and remain healthy.

Headth Centers
EMERGENCIES Pm%

Polyclinic Team

Administrator
PNO
DMO
Services of DMO, FNP, Family Case . PHNS i
Workers, Environmental FNP/MHP > H OSpI tal S

Nurse/Psychiatric Nurse

Health Officers)
entist, Dental Nurse, Aid|

<
<

PRIMARY SPECIALIST
CARE SERVICES

Regional Officers SUPPORT

Thisisa“generic’” model of aregiona heath network that we have designed for our
services, based on existing infrastructure and resources. It is noteworthy that it is defined
by the general hospital catchment areas. This model because it is generic and flexible can
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be applied regardless of the number of hospitas. It will work with one or two general
hospitals defining one or two health regions respectively.

1.1 Strengthening community-based health services

With the need to control the cost of any new initiative in mind, the options that appear
most feasible for strengthening the performance of community-based servicesin the short
term are asfollows:

- Broadening the role and improving the quantity and quality of services available at
the health centre so that it functions as a health devel opment unit and not just asa
clinicd service point.

- Introducing polyclinicsinto the delivery system that will support the adjacent health
centres; deliver ahigher level of service (than the heath centres), e.g. laboratory and
X-ray; and provide after-hours care.

1.2 Health Centres as Health Devel opment Units

Currently health centres operate for the most part as clinical service points delivering
mainly curative medica care and preventive services. Chronic non-communicable
diseases, sexually transmitted diseases and mentd health care offer the opportunity for
these community based institutions to initiate health programs and health devel opment
activitiesin response to the needs of the community in their respective catchment areas.
The health centre will assume alarger role as the heath development unit for the
community, and will be the interface between the people and the health system.

Asthe health facility closest to most communitiesin Saint Lucia, the health centre will be
programmed to:

Respond to local needs and requests.

- Maintain an ongoing dialogue with individuas, families and communities.

- Work with other sectorsin promoting activities and initiatives related to health.

- Function as a“hedth development unit” and not simply asaclinica service point.
- Provide equitable and quality heath careto all in its particular catchment area.

- Provide aplatform/base to operate heath outreach programsfor al vulnerable
persons including the elderly and disabled and other persons with afflictions that

restrict their mobility.

- Conduct periodic clinics as deemed necessary with the assistance of the community.
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- Dispense medications as per prescription under direction of polyclinic pharmacists.

- Create and maintain acommunity health database, that tracks socio-economic and
health data by household and individual.

1.2.1 The hedth centre isthe focal point for community heath issues

Health centre activitieswill be based on the fundamenta principle that the health centre
in collaboration with the community personsis responsible for the heath of the
community. This principle will be elaborated from an information and education nucleus,
such elaboration being the responsibility of the Health Promotion Unit of arestructured
Ministry of Heath. An understanding of the health problems of the catchment area of the
health centre will be required and would involve the collection, collation and anadysis of
community health data. The collection and maintenance of socio-economic and health
information database on individuals and households will be the responsibility of the
hedth centre. The heath centre could be considered as acommunity source for other
types of government information and action, especially since health centres are idedly
located for use by other government agencies as community development units.

1.2.2 Hedlth Centre Team

The ability of health centre staff to form well functioning heath teamsis centrd to the
success of the program. With skill, effort and on-the-job training, health centres will
extend their area of functioning through innovative actions with community workers and
the whole range of community-based human resources - sometimes referred to asthe
“hidden resources for health action”. The staffing pattern for atypical heath centre (the
team) will include acommunity nurse or public health nurse, community health aides,
environmental health aides, vector control officers and support staff. The services of a
medical officer, family nurse practitioner (FNP), menta health practitioner, psychiatric
nurse, environmental health officer, health education officer, family life educator, family
case worker and afield nutrition officer are available, when necessary, from the
respective polyclinic. A community-based statistical clerk will assist the team. A Nurse's
service will be available at al timesin the community. During working hours a nurse will
be at the health centre, after working hours anurse living in the community will accept
responsibility. Idealy the community nurse who is the health manager for the areaand in
charge of the health centre should be from and living in the community. The team should
also receive support from other government officers and officers of statutory authorities.

Authority needs to be invested in the primary care team leader (nurse) to alow her to
mobilise the resources needed to solve the community’ s problems. The health centre
team al so needs access to transportation. There is need to train more community nursesin
public health and also provide training for health managersin fiscal, personnel and
clinical service management.

Community Hedlth Aides (CHA) are critical workers on the frontline. They are from and
live in the community. It is proposed that community health aides are trained in areas of
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socia work and community-based rehabilitation (CBR). There is a course designed to
achieve this avail able through the Human Services Department. The sdaries should be
upgraded accordingly and transportation needs should be addressed.

Proposals to ensure adequate nursing coverage include full-time staff supplemented by
nursing sessions. The after hours community coverage can be provided by designated
nurses who live in the community. These nurses should receive an on-call stipend and
should have accessto the hedth centre.

1.2.3 Establishing partnerships with the community

For health centres to assume the health and development role that really contributesto
loca developmenta efforts, health centre staff must work in partnership with local
communities. This should be reflected in the centre’s governing structure. The exact
form of the latter will be worked out through a consultative process involving
representatives of the community, the Ministry of Local Government & Community
Development and the Ministry of Health, Human Services, Family Affairs & Gender
Relations. Joint management and shared responsibilities involving health centre staff and
community representatives will be the aim of the consultation process.

Thefirst step will be to establish “heath” improvement committeesin each community.
These committees need not be new committees; it is advisable to work with existing
community development committees, other existing committees, clubs and non-
governmental agencies. It isimportant to identify the community “gatekeepers’, i.e the
influential community citizens who can be sensitised to become involved in this process.
The hedth centre nurse will be instrumental in establishing and maintaining the
committee that will consist of community residents, the nurse and any other agency
representatives considered necessary by the community. This committee isto identify
health issues and propose solutions with a primary focus on action. These committees and
the nurse will need support at different levels. Thisincludes support from government
regiona officers and community organisations, from local government structures, from
the respective Ministries, statutory authorities and from the inter-ministerial committees
(especidly committee of Permanent Secretaries and committee of chief technica
officers). A community resident should chair the committee. Experience from Dominica
suggests that the committees need to be focused on targets and projects so that there can
be demonstrable success. The hedth centre nurseiscritical in maintaining the health
focus and linking Government and the community thereby alowing the power of both to
be in synergy to ensure success.

Key Recommendations
Convert health centresinto community health development units, which involve the

community, health personnel and other regional officersin the planning and
delivery of health services.
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Invest authority in the health centre nursein chargeto ensurethat she hasthe
ability to mobilisethe required resour cesto addr ess the community needs.

Establish community health improvement committees (using existing committees,
groups and influential community leader s) that are action oriented — focused on
projects and tar gets.

Develop the appropriateinter-Ministerial networksto support action at the
community level.

1.3 Introducing polyclinic services

Many of the complaints about lack of care after hours and inaccessibility of doctors,
speciaists, laboratory and radiology services can be addressed with the introduction of
polyclinics. The concept isnot new to Saint Lucia a polyclinic has been constructed at
Gros Islet and now waits commissioning. These institutions share some characteristics
with both local health centres and district hospitals but aso differ from them. They offer
first contact care in anon-hospital setting.

1.3.1 Providing primary care support for health centres

Polyclinics are open 24 hours aday for urgent medical care, may have beds for limited
inpatient care, and can make referrals to secondary and tertiary care hospitals. They serve
adefined population, usually but not always encompassing the catchment areas of several
loca health centres. The primary heath care functions of the latter are supported by the
polyclinic including the services of heath officers necessary for the proper functioning of
the health centre team e.g. socia workers, environmenta health officers, nutrition
officers, menta health practitioners etc. The public heath supervision/administration and
certain training activities will be based at polyclinics. The training of personsin health
and medica practice, administration and community organisation is another common
activity to be found in these facilities.

The precise range and volume of polyclinic serviceswill be dictated by loca hedth
needs, and the demands of the National Health Services Plan (NHSP). The NHSPisa
guantified set of service targets based on an objective and quantified assessment of the
health care needs and demands of the population. It will articulate what workload and
patient throughput levels are planned for all health service locations and the levels and
types of resources required to provide them.

1.3.2 Polyclinic Services

These will include generd clinics of all types. There will be 24-hour emergency services
co-ordinated by the respective hospital emergency departments. At the polyclinic the

emergency medical technicians and the FNP will co-ordinate with the respective Hospital
emergency room doctors to handle emergencies and after hours care. Additional services
will include pharmacy, |aboratory, X-ray, physiotherapy, electrocardiography, audiology
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screening and denta services. The clinics conducted at the polyclinic will complement
the health centre services and will be co-ordinated with the health centres served by the
polyclinic. Specidist consultations will be arranged by appointment, and in the main will
be through referras by doctors and nurses working with defined protocols. Such
consultations will include genera medicine, surgery, orthopaedics, obstetrics, paediatrics,
mental health and other specialities or sub-speciadities determined to be necessary and
cost-effective. The regionalisation of health services defined by ahospital catchment area
allows the development of regional clinica protocols supported by the hospital services.

1.3.3 Inpatient Care & Ambulance Services

Selected polyclinicswill aso provide inpatient and materna care (mainly childbirth) for
patients requiring abed for less than 24 hours. All polyclinicswill have dedicated
ambulance services stationed at each polyclinic to transport patients to higher-level
facilities when necessary. These ambulances will be staffed with emergency medical
technicians and first responders. The polyclinic will be the source of dispatch for the
community ambulance services. Other services will be determined as the situation
dictates, e.g. treatment of snakebitesin communitieslocated in the interior. Asisthe case
of the health centres, the exact services to be offered by the polyclinic will be dictated by
the disease profile of the catchment area served by the polyclinic.

1.3.4 Polyclinic Teams

Theteam in place at the typica polyclinic will include an administrator (contracted HA
[1), district medical officers, nurse practitioners, nurse midwives, registered nurses,
dentist, dental nurses, denta aides, family case worker, pharmacists, amental health
practitioner, psychiatric nurse, environmental health officer, health educator, family life
educator, field nutrition officer, and multipurpose technician(s). Speciaists will be
assigned to polyclinics, and in that sense will be part of the team. If the servicesto be
accessed include physiotherapy, then persons with the necessary skillswill aso be
considered team members. Multipurpose technicians are persons trained to take ssimple
X-rays (long bones, chest, and skull) and perform routine laboratory tests including
venipunctures. The amount of on-site testing to be done will be determined by needs,
guality considerations and cost effectiveness. Sessionsfor al levels of health
professionals should be considered as an option to create flexibility in staffing

1.3.5 Upgrading the Dennery and Soufriere Hospitals

Given the above, polyclinics are geared to provide ahigher level of service than that
which is presently provided at the district hospitals - Dennery and Soufriere. Because
resources are limited, asthey are everywhere, the Government must come to adecision
on the fate of these smaller ingtitutions. Hospital s handle life-threatening conditions
whose treatment demands the use of sophisticated medical technology. They require a
degree of capital investment and support services of akind commensurate with the
complexity of the medica conditionsthey treat and the procedures they perform. They
also engage in the teaching of clinical medicine and research. The options for
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Government are to upgrade the District Hospitals to the level of the preceding definition
for hospitals, or to the level of apolyclinic with dedicated ambulance services. The latter
option seems preferable and would be anything but novel. In 1994 Saskatchewan,
Canada, closed 54 rura hospitals. Some of these were converted to community wellness
centres (aform of community health centre). Barbados with a population of 260,000
persons has asingle Genera Hospital (in the public domain), that supports a constellation
of polyclinics strategically located in the more populous areas. Trinidad and Tobago with
apopulation of 1,300,000 personsisreplacing eight (8) district hospitals with thirteen
(13) polyclinics.

From the foregoing discourse there are emerging three main levels of health care services
inSt. Lucia

- Hedth centres (primary care)

- Polyclinics (primary care support and community secondary care services)

- Hospitals (secondary and tertiary care services)

To ease the workloads of the Accident and Emergency departments and make clinical
services more avail able to the people, Government will apply the polyclinic concept
countrywide, asis being donein other countries. In that event, in order to contain costs,
the recommendation is that polyclinic functions similar to the ones described above, be
established in five ingtitutions, which are fortuitously geographically located: Gros Islet
Polyclinic, VictoriaHospital, Soufriere Hospital, St. Jude Hospital and Dennery Hospital.
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There is debate over locating polyclinics within Victoriaand St. Jude Hospitas. The
arguments for doing this are that these hospitals are strategically well located and it is
less expensive to establish them at these sites since most of the infrastructure aready
exists. The recurrent expense of operating the polyclinics within the Hospital grounds
will be less than stand-al one facilities away from the hospital's, since some mutual staff
support and the proximity of 24-hour emergency rooms (alowing the polyclinics here to
close at night e.g. after 10.00 PM). In fact, both general hospitals are presently

devel oping these services adjacent to their respective emergency rooms. Programmes
such asthe STD and Hansen’s programmes al so operate out of Victoria Hospital,
indicative of the ability to operate outreach and primary care support programmes from
the existing Hospitals. The formalisation of the polyclinic function should allow the
polyclinic servicesto be better devel oped and supported. The disadvantage of locating
them within the hospital isthe possibility of increased patient flow to the
hospital/polyclinic combination and the possibility that the hospital administration may
not give the necessary atention to the polyclinic function. The recommendation isto
develop polyclinic functions at the two genera hospitals with apolyclinic administrative
structure similar to the stand-alone facilities with the primary care administrator (HA 111)
reporting to the Hospital Administrator (HA 1V).

Thereis also debate on the suitability of the existing Dennery Hospital to alow for
proper emergency care. It is being advanced that this facility isnot ideally located since
the access to it is difficult and the building is not functional for the demands that the
upgrading will place on it. It has been suggested that an aternative location isidentified
and amodern facility constructed. Regardless of the timing of relocation, Dennery
Hospita services need to be upgraded in budget year 2000. This upgrade includes at | east
one more DM O, three nurse/midwifes and a storekeeper.
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Soufriere Hospital

1.3.6 Upgrade Soufriere Hospital

An option to be considered by Government is to establish the polyclinic concept at the
Soufriere Hospital asapilot. Thiswill require the full co-operation of the Soufriere and
surrounding communities, i.e. those communities that under normal circumstances would
use the Soufriere Hospital as the point of first referral. The Soufriere Polyclinic will act
as asource of reference for the Etangs, Fond St. Jacques, Canaries, Mongouge and
possibly La Fargue health centres, providing comprehensive care as described above,
while leaving the St. Jude Hospital to dea with referrals and more complex cases. It isa
win-win situation since the residents of those areas will be receiving heath services that
do not now exist a the Soufriere Hospital.

1.3.7 Establish Gros Idlet Polyclinic

GrosIdet polyclinic is partialy completed, four of the seven buildings, and is ready to
commence some level of service. The Government has committed to this project and
should complete it. The need for apolyclinic in this areais supported by the health sector
reform plan. The existing population in the catchment area of this polyclinic aready
justifies the completion and establishment of the polyclinic. Added to thisisthe
realisation that thisis aso the fastest growing areain Saint Lucia. The Northern area
served by the Gros Islet polyclinic aso includes asignificant proportion of the visitor
(tourist) population. High quality polyclinic services, as being proposed, would enhance
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the hedlth servicesto locals and visitors. Gros Islet will be the only stand-alone polyclinic
without beds. It will be supported by VictoriaHospital and will serve the people as far
south as Corinth and Marisule.

K ey recommendations

Five polyclinics, using existing facilities, should be established to provide; support to
respective health centre networks, secondary care community services and 24-hour
community emer gency services. These emergency servicesare part of the regional
health emer gency services co-or dinated by the hospital emergency rooms and staff.

Soufriere Hospital should be upgraded.

Grosldlet polyclinic should be commissioned and established as a polyclinicin the
new financial year.

Services at Dennery Hospital should be upgraded even while debate over relocation
to allow proper emergency car e continues.

Polyclinic functions should be established in conjunction with outpatient services at
St. Jude and Victoria Hospitalsin the new financial year.
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1.4 Strengthening management and operations at the hospitals

Extensive physical renewal has been underway at Victoria Hospita for some time now:
presently the focusis on completing reconstruction of the “L Block”. Although thisis
desirable, experience el sewhere has shown that without strengthening the management
and operations of ahospital, provision of new infrastructure is ineffective and wasteful. A
process of strengthening of the management and operations of the whole hospital should
be undertaken as soon as possible. Such aprogramme is presented bel ow.

1.4.1 Present management structure

The hospita’ s management structure istypical of most hospitalsin the English speaking
Caribbean. ThereisaHospita Board with some limited powers and aManagement Team
comprising aHospital Administrator, Principa Nursing Officer (PNO) and Medica
Superintendent. This system of management does not provide clearly identifiable
leadership leaving a situation where lines of responsibility are blurred. Strong vertical ties
into the Ministry of Health serve to further confuse the operational management. Key
decisionsrest with the Ministry of Health.



42
Quiality Servicesfor Life

1.4.2 Modern Management requires a Chief Executive Officer

The general management approach has been the system of management in the United
States and severa other countries for anumber of years, and was adopted in the UK in
the early 1980s. The concept of asingle individua being responsible for al the hospital
services (medical, administrative, supportive, etc.) conforms with the basic management
principle that in an organisation there should be clear lines of responsibility and authority.
Weintend to achieve this at two levels. At theregional level it is proposed that agrade 19
post of Executive Director (ED) be created. This officer will report to the Permanent
Secretary and will be responsible for all personnel and services throughout the hospita
catchment area (i.e. hospitals, polyclinic and health centres). Each of the two general
hospital catchment areas will have an Executive Director based in each one (North —
VictoriaHospital catchment and South — Saint Jude catchment). All hospital personnel
and services will report to aHospital Administrator IV (HA 1V, grade 18), the HA 1V
reports to the Executive Director. In addition the polyclinic administrators who supervise
the servicesin the polyclinic catchment areawill report to the Executive Director. The
Medica Director and the Nursing Director supervise the medical and nursing staff
throughout the region and report to the Executive Director.

1.4.3 Devolving responsibility and authority to the Hospitals/Health Institutions

It would make little sense to clarify relationships within the institution and still have
decision making centralised in the Ministry of Heath. The options faced by the
Government are to delegate appropriate authority to the Executive Director or to establish
aBoard and delegate authority to thisboard. It is proposed that maintaining the public
service structure and status through the Executive Director is the best option. The hospital
board should be an advisory board rather than a management board. It is aso strongly
recommended that al key positions especialy all administrators should be contracted
officers. It isaso proposed the budget “ envelope” concept be applied to the region,
controlled by the Executive Director, and in turn to the hospitals and other institutions
controlled by the respective administrators. These budget agreements should be clear-
signed agreements with documented expectations of services, standards and funding.
These agreements will clearly define the authority of the Executive Director and the
respective Administrators and will alow these Administrators to operate the services
within the defined parameters without interference.

In respect of delegation or devolution of responsibility to the Ministry and to the
Executive Directors it is recommended that ateam comprising representatives of the
Ministry of the Public Service, the Public Service Commission, the Health Sector Reform
Committee, Public Sector Reform, the Permanent Secretary and the CM O, be appointed
to examine the issues and options and make recommendations to Cabinet.
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1.4.4 Management strengthening and organisationa development

A programme of management devel opment will be designed and implemented through
the vehicle of participatory workshops and work sessions. Staff from the various
departments, institutions and units of the hospital will be involved in arange of
disciplinary, inter-disciplinary and problem solving efforts. The programme aimsto
create avision for the future Regiona Service and each institution, and to promote a
climate of change and opportunity. The sessions will focus on:

- goasand objectives

- policies and procedures

- workloads

- job descriptions

- problemsand constraints

- training needs

- supply/equipment deficiencies
- communications

The objective isto create apolicy and procedure manua for each department aswell asa
Departmental Organisation Plan. The exercise will aso lead to the determination of
performance standards/criteriafor departments and the individuals who work in them.

Management development training will aso be offered to the management level staff in
the hospital with aheavy emphasis on participant’s daily work situations to include
subjects such as practice in problem solving, conflict management, team building, group
dynamics, management styles and change management.

1.4.5 Devel oping operationa procedures and protocols

Operationa procedures and protocolswill be developed for al key functions. Working
with the relevant staff groups, drawing on other specific expertise as agreed will do this.
The emphasiswill be on developing good practice and in working with staff to
implement this, rather than on producing elaborate documentation. Training needs will be
identified and detailed.

1.4.6 Implementing a Patient Classification System

A series of events the complexity of which exceeds the bounds of this paper, have
combined to produce a situation where nursing tasks at the VictoriaHospita are
performed for the most part by registered nurses. Efficient utilisation of nurse manpower
isapriority. Implementation of aPatient Classification System (PCS) will assist the
determination on ascientific basis of nurse staffing requirements not only for hospita
inpatients, but aso for the public health/primary heath care sector.
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1.4.7 Hospital and Medica Staff By-laws

The Medical Staff at the Hospitalsis presently engaged in the review of the by-laws
which govern conduct in the discharge of responsibility to ensure that the hospital
provides quality medica care. This exercise has created an urgency to review and update
the Hospitd By-lawsto prevent and effectively resolve the inevitable problems that arise
among the medical and other professiond staff, administration, and the Ministry of
Health. The proposed regionalisation of services demands that these regulations and by-
laws be devel oped in the context of aregional service that extends beyond institutional
boundaries.

1.4.8 Establishing clear contract agreements with doctors and improving supervision of
medical staff.

It is necessary to develop clear contracts with detailed performance expectations between
doctors and the Administration. It isrecommended that aMedica Director be hired to
supervise al medica staff including doctors and allied professiona staff (radiographers,
pharmacists, technol ogists, physiotherapists etc.). This person will be instrumenta in
detailing and negotiating contracts with medical staff and in developing protocols,
regulations and so on.

1.4.9 Construction of anew hospital

The plansto date have focussed on the development of anew hospital at the existing
VictoriaHospita site. The advantage of this option isthe projected lower project cost
(EC$ 40,000,000 — TVA fina report). The disadvantages are:

?? Thedifficulty operating and improving the servicesin ahospital undergoing
construction.

?? The constraints due to the site and existing buildings producing the difficulty in
ensuring the most efficient structure with the consequent recurrent cost
implications.

?? Theinability to produce anew hospital at this site that will be capable of
expanding and changing to effectively serve Saint Lucians into the future

?? Thenew hospital at thissite will aso limit options for the development of a
hospita that can effectively participate in regiona service provision and limits
the options for the devel opment of anationa heath system served by asingle
nationa hospital.

The recommended option isto build anew, modern genera hospital just South of
VictoriaHospita (suggested on lands made available by recent completion of the “tunnel
road”). When the new hospita is completed, the existing Victoria Hospital can be used as
the Castries polyclinic, Rehabilitation Hospita and step—down facility.

The implementation of thisoption will aso alow the long term option of developing this
new genera hospital asthe nationa genera hospital and to convert Saint Judeto a
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community hospital offering arange of services but referring to the main hospital for
most el ective and sophisticated service.

Key Recommendations

I mprove management systems at the hospitals and delegate appropriate executive
authority over all service within each hospital, to the hospital administrator with a
regional Executive Director having the overall responsibility and the overall
regional budget that he/she assignsto the regional institutions.

Appoint ateam with representatives of the Ministry,of the Public Service, the Public
Service Commission, the Health Sector Reform Committee, Public Sector Reform,
the Permanent Secretary of Health, Human Services, Family Affairs& Gender
Relationsand the CMO. Thisteam will examine the issues of gover nance of the
hospitalsin the context of the public service, reform and the plansfor integrating
health servicesin aregional manner.

Review and establish legidation for all health institutions and medical staff.

Establish clear contract agreementswith doctor s detailing the expectations of both
parties.

Construct a new modern general hospital on a new siteto replace existing Victoria
Hospital and develop existing Victoria Hospital into the Castries Polyclinic, a
Rehabilitation Hospital and a step-down hospital.
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1.4.10 St. Jude Hospita

That the hospital provides avaluable service to the people of St. Luciaiswithout
guestion. According to Health Policy Management Unit (Designing a nationa health
insurance for St.Lucia: issues and options annex A1) figures more than one-third of al
inpatient care in the country, is at the St. Jude Hospital. Long term recommendations of
the Management Audit Team is that Government should decide whether it wants St. Jude
Hospitd to operate as a statutory body or whether it should be absorbed within the
genera services. In that respect, attention should be paid to the current efforts of Health
Sector Reform and the role of St. Jude in this effort. These recommendations are on
target and the future of the St. Jude Hospital isamajor item under consideration.

Saint Jude Hospital is a government-owned institution operated and managed by the
Mercy Medical Centre of lowaunder aManagement Contract signed between the GOSL
and the institution on April 30, 1993 for aperiod of five (5) years.

Of interest in the contractua arrangement isthat:

- TheHospita Administrator (HA) is selected from current staff at Mercy Hospita
Medica Centre (in lowa), and that s/he remains an employee of the latter;
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-  The GOSL has asignificant degree of control in the selection, appointment and
compensation of the HA;

- A specified number of professionas and other staff of St. Jude's are hired by the HA
but their salaries and other benefits are paid by the GOSL;

- TheHA isin*“sole charge of the administration and running of the hospital and is
entitled to appoint personnel be they skilled, cemi-skilled or unskilled, voluntary or
non-voluntary to work in the hospital in appropriate occupations and to terminate
such appointments as provided for in the staff orders’

- On paper thereis asignificant degree of control by the GOSL of the HA’ s functions;

- TheHA'’s personnel management function, e.g. hiring and firing staff, are subjected
to “established government procedures and staff orders’.

As can be discerned from the above, the terms of the contract |eave considerable |eeway
for misinterpretation in their application, and there have been periodic disagreements
over the years between the HA and the Ministry of Health. These disagreements have not
been helped by alack of effective communication between the Ministry of Health and
Saint Jude Hospital. In 1998 a Management Audit of the ingtitution by a Management
Audit Team appointed by Cabinet concluded among other findings that “anumber of
ambiguities exist in the interpretation and application of the terms of the contract”.
Discussion of the audit team’ s findings exceeds the bounds of this paper. One conclusion
that deserves immediate attention isthat the employees at St. Jude do not fit the legal
definition of “public officers’. The option hereisto classify St. Jude Hospital workers as
civil servantsto be appointed by the Public Service Commission. This should be done as
soon as all concerned are clear that the Saint Jude Hospita should be embraced asa
Government Hospital. If, on the other hand, the option isto “ statutarise” or privatise the
hospital then the option to not appoint the workers should be followed. This second
option will in our opinion create considerable confusion and problemsfor the staff at
Saint Jude hospital, it will be counter to the proposed reform for the Southern Health
Region and therefore we recommend the first option, i.e. to appoint Saint Jude staff by
the PSC and make the staff equal to all other Government workers.

As more autonomy in its operations is being considered for VictoriaHospital, there are
many important lessons to be learnt from the continuing experiences of Saint Jude. There
are issues of management, accountability, personnel, communication and management
practices, al of which underscore the need to elaborate the issues and carefully explore
the options prior to embarking on one form of decentralisation or another.

The immediate problem for the Ministry of Hedth iswhat to do with the management
contract. The contract terminated in December 1997. A memorandum of understanding
was submitted in August 1998 to the Sisters of Mercy. The option for the Government is
whether to enforce the termination or seek extension of the contract for some defined
period while the issues are being worked through. The operational and manageria issues
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are the same for both hospitals, but the legal hurdlesto be surmounted appear larger for
Saint Jude.

Earlier in the document, arecommendation to Cabinet was that atask force comprising
representatives of the Public Sector Reform, the Ministry of the Public Service, the
HSRC, and the Ministry of Health, be appointed to study the VictoriaHospital issuesin
respect of governance, and to make recommendations. Programs and action plans were
also outlined in respect of the management and operations of VH. The task
force/committee should include St. Jude in its portfolio. The Government has little choice
but to seek extension of the contract with the Mercy Hospital Medica Centre for some
defined period.

Saint Jude Hospita has aready launched initiatives that health sector reform is proposing
for the future hospital sector. These include: inpatient psychiatric care, supporting
community services and institutions e.g. the Senior Citizens Home and Saint Jude
relationship, and the various Saint Jude outreach programmes. Saint Judeisaso in the
process of developing continuous quality improvement, especially in the design of critica
pathways for major diseases e.g. Diabetes. Saint Jude has many lessons to teach and has
the ability to move more quickly than VictoriaHospita to restructure its services to meet
the needs of the future service.

Regardless of time frames and what is deliberated first, the goa isto have the two
genera hospitas functioning in an equivaent manner delivering equivalent service.

L essons from each one should be heeded in the design of what is appropriate, feasible
and effective. In light of thisit is proposed that Saint Jude and the catchment area of the
hospita including the Soufriere Hospital, health centresin the Soufriere, Vieux Fort and
Micoud areas should be integrated under the direction of an Executive Director as
proposed for the VictoriaHospita catchment area.
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FIGURE 2
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Key Recommendations

Hospitalsto be equivalent: service organisation and provision to bethe samein the

south asin the north with ssimilar management structure.

Renew contract with Sistersof Mercy with detailed expectations and funding levels
from the Ministry.

Challenge and work with Saint Judeto pilot integration of health services, linking

Saint Jude with the Soufriere pilot project.

Confirm and appoint Saint Jude workersascivil servants
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1.5 Strengthening Mental Health Services

The menta health services need to be understood as services designed primarily to
produce menta “ wellness’ in al peopleresident in Saint Lucia. It is expected that 10% of
people will become seriously mentaly ill. Another goa of the mental health servicesisto
cure or treat these persons and rehabilitate them back into society as productive, happy
individuals.

Thisvision for mental health servicesis being offered against the backdrop of
stigmatisation of mentd illness, the mentally ill and menta institutions. This prejudice
exists, unfortunately, at al levelsin the society.

The menta hedlth services, as for other health services, propose a community-based
approach. The community program can be outlined under the following headings:

Prevention

Menta health promotion

Early detection of disease
Prompt, professional treatment
Rehabilitation

Adequate follow-up

N3N IIIN

The community team will need some full-time staff stationed in the community at
polyclinics and will aso depend on and provide support to the primary care health team
a the health centre. The full-time staff at the polyclinic level includes menta health
practitioner(s), psychiatric nurse(s) and counsellor(s). The services of apsychiatrist,
clinica psychologist, occupational therapist, rehabilitation therapist, substance abuse
counsellor(s) and socia workerswill be necessary to complement the full-time workers
to deliver acomprehensive program.

The community menta heath program, designed and controlled by the menta hospital
staff, will be delivered from the platforms of the health centres and polyclinics.
Community accessto “preferred” medicationswill be dispensed in the community at
health centres by mental health practitioners and psychiatric nurses. At the polyclinic
level the pharmacist performs compl ete dispensing and oversees the dispensing of
preferred medications a health centres. Child guidance clinicswill be conducted at the
polyclinic and will include ateam networked with education, probation, paediatrics,
psychiatry and human services.

The main mentd health facility (tertiary level) integrates specialist psychiatric in-patient
care, substance abuse treatment and rehabilitation. This facility supports and directs the
community menta heath program. There is need for anew facility of modern design, in
an appropriate quiet, friendly location. A new facility should house all relevant specialist
facilities (in-patient facilities, substance abuse facilities, sheltered workshop etc.). A
facility designed for 200 inpatients is considered appropriate.
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The general hospitalswill also be included in the mental heath programme and under the
direction of the psychiatristswill see, admit and treat mentally ill persons considered
appropriate to be handled in that environment.

Thereisneed to train the primary care health team at the health centre in mental health
promotion, disease prevention and early detection. In the training of other health
professionas, doctors and nurses, there should be proper rotations in the mental health
services. This should occur as part of undergraduate and postgraduate training.

Education programmes on mental health need to be developed to target all groupsin the
community (including lawyers, police, employers, parents, NGOs as well as the genera
public).

There are anumber of general measures that need to be taken to support and develop the
mental health programme. These include:

?? Employee assistance programme in al workplacesto provide for proper stress
management, substance abuse treatment and rehabilitation of the mentaly ill.

?? Development of anti-discrimination legislation to define and adequately protect the
rights of the mentaly ill.

?? Communities, employers and especialy families should be educated and supported
to take treated patients back into the community, work place and home. Partnerships
with communities need to be forged to encourage communitiesto be involved in the
rehabilitation of the mentally ill, partialy treated patient back into the community
and the work environment.

?? The public assistance programme should be further devel oped to help the
unemployed, treated patients.

?? A need to conduct ongoing research and ongoing assessments of needs to allow
planning and appropriate modifications of the menta health programs.

K ey recommendations

Educate all levels of society to reorient thethinking of all to treat mental illness as
we would any other illnessrecognising that mental illness can be prevented, treated
and cured asistrue of any other illness

Integrate the delivery of mental health servicesinto the general health delivery
system.

Develop strong community based mental health services networ ked with other social
agencies/Ministries and the private sector. The community-based servicesareto be
gear ed towar ds mental health promotion, early disease detection, rehabilitation and
follow-up, with the necessary specialist mental health professional support.
Specialist support isnecessary for design of programmes, training of staff and to
providethe appropriate treatment wher e necessary
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Build a new comprehensive, moder n mental health facility and increase levels and
categoriesof staff for the community services and for the new mental health tertiary
facility.
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1.6 HUMAN SERVICES AND FAMILY AFFAIRS

The decision to combine the Ministry of Health and the Ministries of Human Services,
Family Affairs and Gender Relationsis asound one, especialy when one appreciates the
concept of wellnessthat is being proposed in this paper. Unfortunately, to date, the
potential power of thisunion has not been reaised and rather there has been the
perception of marginalisation of Human Services, Family Affairs. This must be corrected.
It isnot possible for usto develop anation of well people unlessweinvest in the
development of Human Services, Family Affairs and Gender Relations.

We propose that the staff structure be revised. We intend to have an arm of genera
family caseworkers, assigned to polyclinics, from which they operate. The family
caseworker services are to be integrated into the delivery system as part of the
multidisciplinary team. The work of the FCWswill be supported by the community
health aides and the community nurses at the community level. The FCWswill be part of
the polyclinic team networked to schoolsin the areaand al other socia and health
institutionsin the region.

The unit of Socia Welfare will be housed in this department. In asimilar fashion the
public assistance officers will be assigned to polyclinics and will be part of the team
involved in the delivery of “holistic care”. The Socia Welfare officers report through a
Socia Welfare Officer 111 to the Human Services and Family Affairs supervisor.

We intend to develop specialist serviceswithin this department. The speciaist services
provide support to handle referrals of “complex” cases, they will design and develop
programmes for the identified specia populations and they will provide the resources for
training other workersto be more proficient in handling problemsin specia cases. The
specia areas include the establishment of aunit of “child & family services’. Thisunit
will be staffed with family caseworkers with expertise in each of the following areas:
childcare & protection, family care and adolescent care. There will betwo FCWsin this
unit trained to dea with domestic violence. Thisisto ensure that the shelter for abused
women has constant support and that nationa programmes to tackle domestic violence
will be developed. This unit of child and family services will be responsible for the
implementation of the integrated childcare and protection programme to be funded by
The European Union through STABEX funds. The unit will be managed by aFCW il
(Child & Family Services) who reports through the human services and family affairs
supervisor who reports to the Director of Human Services, Family Affairs.

The second area of speciaisation isthe medical and psychiatric socia worker arm. These
FCWstrained in these areas operate in the North and South regions supporting the heath

ingtitutions involved in psychiatric and medica services. These FCWs a so report through
the human services and family affairs supervisor to the Director.
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1.6.1 Other specia services

There are special areas that require anaysis, programme support and/or development.
Servicesin these areas need to be developed in collaboration with other agenciesin
Government and in the private sector. These include but are not confined to: the Ministry
of Education, Dunottar School, Help Age, National Council for the Physically
Challenged, National Council for Elderly Citizens, Homes for Senior Citizens, CARE,
employers etc.

?? Aged and ageing related services

This demands an integrated programme aimed at creating anation in which people agein
apositive, healthy manner. The god isfor people to have a continuously improving
quality of life, so that the “golden years’ are golden. In order to achieve this, we need to
teach our people, from the earliest age, from infant school on, how to respect older
people, how to interact and learn from older people, how to devel op themselves and plan
for their ageing, and how to look after the needs of their older relatives.

Programsin thisareawill obviously involve many socia partners. The recurring theme of
this health sector reform returns forcefully in this area. We need to devel op integrated
programmes with multiple partners clearly emphasising the need for community
responsibility and action.

We conceive that our resources and system, restructured as we are proposing, will be able
to provide support, guidance and platforms for delivery of integrated programmes for
ageing. The programme manager responsible for these programmes will be asenior field
socia worker (grade 15) who reports to the Director of Human Services, Family Affairs.
In addition there is aneed to develop programmes for other populations that will be
developed in asimilar fashion, these include:

?? Servicesfor the intellectually impaired

Asoutlined in the above section our approach to programs for the intellectually impaired
will be one of effective partnering with social partners. Here we recognise the need for
special education and we recognise our rolein early detection, diagnosis, treatment,
counselling and support; thereby, allowing teachers to educate a person for maximum
productivity.

?? Servicesfor the psychologically impaired, substance abusers & mentaly
impaired.

We anticipate that our menta health services, when restructured, will be in aposition to
guide the design and development of programmes to help in thisarea. The policy of
partnering with other agencies and the community to deliver an integrated program will
also be applied.
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The Director of Human Services, Family Affairswill be upgraded to grade 18 and will be
the central Director reporting to the Permanent Secretary on this department’ s services.
This person will be the main conduit to alow for the development and implementation of
national policy in thisareaof social development.

FIGURE 3
Director Human Services
Family Affairs
Grade 18
[
[ ]
Human Services & Special Programmes
& Family Affairs Supervisor Co-ordinator
Grade 16 (ageing & dishled)
Grade 16
[
[ I I ]
Generd Socia Family Case Worker FCW (clinical)
FCWs Welfare Officer 111 Child & Family Services Medical & Psychiatric
[ I I I ] |
Socia FCW FCW FCW FCW FCWs
Welfare Child care & | | Adolescent Family Domestic
officers protection Violence

1.6.2 Shelter for abused women and children

A shelter will be established with the support of the European Union through STABEX
funds. This shelter will be part of acomprehensive domestic violence programme.
Human Services and Family Affairs will develop the programme with the help of Health
Canadaand PAHO. The domestic violence programme will only be successful if the
necessary network with the Police, the Family Court, health institutions, private sector
and the community is developed. The proposed restructuring of the health sector will
facilitate this process. The shelter will be managed as an institution and will benefit from
being administered by a shelter manager who reports to the Executive Director — North.
The professiona servicesto the shelter will be provided by the FCW trained in Domestic
Violence and other health personnel as necessary.
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1.6.3 Senior CitizensHome

There isaneed to upgrade the facility and services at the Senior Citizens Home. The
Home is seen as part of the programme to help and support the aged. We intend to
develop community-based care for the aged, thereby reducing the need for
ingtitutionalisation. The programmes for the aged will not only involve the Senior
Citizens Home and the Community, but also al the private homes and NGOs involved in
care of the elderly. The Home Manager who reports to the Executive Director - South,
will administer the Senior Citizens Home. Thisfacilitates the support of the home from
both the Soufriere and Saint Jude Hospitas. Thereisaneed to develop medical, nursing
and other personnel trained in Geriatric care. We are confident that integrating the Home
with the other regional heath institutions will cause the system to focus on developing
these services.
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1.7 GENDER AND DEVELOPMENT

With the emergence of new knowledge obtained through experience it has become
evident that the concept of gender must be mainstreamed into devel opment efforts if any
governmental action isto benefit women and men equitably. This approach ensures that
there isfairness and that no group benefits from any development intervention at the
expense of the other. Thiswould of necessity require a new approach to development
planning, implementation and evaluation to include gender considerations.

This approach requires the devel opment of an enabling environment where al personnel
involved in the development, implementation and monitoring of policies, programmes,
and projects have an understanding of the concept of gender and its relationship to the
achievement of socid justice.

The reform initiatives being undertaken in the public sector provide an excellent
opportunity for the institutionalisation of this approach.

Gender can be defined as culturally prescribed socia roles and identities of women and
men, as well as the relationships emanating from these roles, which affect the way they
experience their lives. Gender impacts not only male female relationships at the family
level, but on al other aspects of their lives. Consequently gender equity involves more
than just “including men” or focusing on the family. The approach focuses more on
equity of outcome and less on equal treatment for women and men.

1.7.1 Gender mainstreaming

There is need for mainstreaming gender in all national policies and programmes. The tool
to be employed isaGender Anaysis Framework in development planning,
implementation, monitoring and eva uation. Gender analysisisavaluabletool in
understanding socia processes and is akey factor in ensuring that problems are
adequately addressed. The whole purpose of this approach isto integrate, and not isol ate,
women and their activities.

“ Mainstreaming looks beyond the promotion of projects and programmes for women, to
the consideration of gender issues across al sectors, ministries and departments.” (IDS,
1996)

This requires a transformation of institutiona structures and planning procedures, which
can effectively and efficiently transform policy into practice. Some of the measures
necessary to promote the mainstreaming of gender in development policies and planning
include:

?? Theinclusion of gender issuesin al development plans
?? Developing gender analysis guidelines and checklist for planning and evauation
?? The promotion of gender awarenesstraining
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?? The use of gender-disaggregated data and indicators on issues such as violence
and reproductive hedlth, etc.

Information systems must alow for an adequate gender-disaggregated database to better
inform programmes of existing services, so that they can benefit men and women in a
more equitable and sustained way.

In this new paradigm the focus of the Division will have to be on:

?? Training to create amore enabling environment for gender mainstreaming

?? Research and anaysis to inform the gender planning process

?? Establishment of gender indicators for social and economic development, in
association with government ministries, agencies and the private sector.

?? Policy /Programme devel opment, monitoring and evaluation to ensure the
incorporation of principles of social justice and gender equity.

In order to effectively and efficiently fulfil this mandate it is necessary that the proposed
Planning Unit of the “new” Ministry of Health, Human Services, Family Affairsand
Gender Relations be structured to meet the needs for gender mainstreaming as outlined.

1.7.2 Engendering health sector reform

Gender Mainstreaming in the Health Sector Reform initiative requires that agender
perspective be included at all stages of the process. The very composition of the Health
Sector Reform Commiittee & Secretariat had to incorporate gender analysis/planning
competency and should have included the Dept. of Gender Relations. The consultative
process that informed strategies and recommendations had to be done with agender
perspective to obtain “truthful” information. A deliberate and explicit attempt must be
made to include this gender perspective, if we are serious about socia equity.

Without an adequate information base of quantitative and qualitative gender statistics, it
isdifficult to incorporate a definitive gender perspective in this document (White Paper).

However, the following strategies are recommended:

?? Recognition and acceptance that gender is adeterminant of the health of the
individua
?? Increase the capacity of the Planning Unit for gender sensitive planning, analysis and

monitoring

?? Strengthen research capability to ensure that quantitative and qualitative dataare
collected on gender and community differentias to better inform health interventions
for the achievement of socid equity

?? Increase capacity to identify heath gaps not only between rich and poor, but aso
between men and women
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?? Put mechanismsin place to ensure gender equity in “ Community Hedth
Improvement Committees’ and gender analysis competency on the
Interministerial Committee and al other health committees

?? Public Education which focuses on closing the gender gap in health, and improving
gender relationsin society and health workers at al levels.
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1.8 REGIONAL INTEGRATION OF SERVICES FOCUSSED ON OUTCOMES

Ultimately the aim is to integrate the community-based health services, the hospital
services and al other agenciesinvolved in the devel opment and maintenance of health.
The objectives are:

?? To develop the necessary multidisciplinary approach

?? To pool resources on aregional, rather than institutiona basis, thereby providing for
more cost-effective utilisation of resources and less duplication

?? Chalenge management to seek cost-effective interventions by budgeting an envelope
on aregional, service output basis

?? Todevelop and structure aservice sensitive at dl levelsto clients needs

?? To develop asystem that is operating in concert as a mutually supportive system-

wide team

This has been done in New Zead and where management and budgets are oriented towards
specific services for adefined population rather than to health facilities. Service
managersin that system are budget-holders accountabl e for achieving defined outcomes
within afixed budget. As such the manageria responsibilities cut across levels of care.
The arrangement has led managers to place greater emphasis on prevention and primary
services as the most cost-effective means of meeting their objectives within constrained
budgets. We propose that the budget agreements with the Executive Directors should be
developed in asimilar format designed to achieve the above.

Thereisaneed to rationaise services and clarify the respective roles, responsibilities,
authority and relationships of al persons and institutionsin the health sector and the
partnersin the process (Ministry of Education etc). Thisis essentidly what the reform
process, to date, is attempting to do, and thiswill be further elaborated in the phase 1 of
the reform process.

Once the problems are resolved, it will become clear whether efforts at integration must
proceed in the context of the establishment of Regiona Heath Service Boards (RHSBS)
or whether the proposed Executive Directors reporting to the Permanent Secretary should
remain. These will evolve from experience gained during phase 1 and discussions
involving community persons, the Ministry of Local Government, the Ministry of the
Public Service, the Public Sector Reform Commission and the Ministry of Hedth. In the
interim it is proposed that Executive Directors are contracted to administer and develop
services in the regiona manner defined by the genera hospital catchment areas, inclusive
of polyclinics and health centres. These Executive Directors are contracted public
managers at grade 19 responsible to the Permanent Secretary of Health, Human Services,
Family Affairs and Gender Relations. The respective regional administrations (ED, MD,
ND, Hedth information managers and accountant) should be housed in the region,
preferably in the largest regiona institution, to be avail able to the ingtitutional
administrators.
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K ey recommendations

All Health servicesin each general hospital catchment areaswill be placed in one
arm under the direction of respective Executive Director.

Rationalisation of servicesand development of clarity within the servicesisthefirst
step towar dsintegration.



63
Quiality Servicesfor Life

1.9 RESTRUCTURING TO IMPROVE THE CAPACITY OF THE MINISTRY

Theindividua and institutiona capacities, which currently exist in the Ministry of
Health, Human Services, Family Affairs and Gender Relations, will not produce the
efficient, effective and equitable operation of the Saint Lucian Health Care System that is
desired by the decision makers and the public at large. To improve the functioning of the
Ministry towards the achievement of these attributes will require not only augmentation
of the present individual capacities, but also reorganisation of the corporate structure so
that performance is geared to achievements of specified outputs and performance
objectives. At present amismatch exists between the policies, systems and institutional
arrangements in place at the Ministry, and the plans and programmes that are being
discussed to improve headlth status and health services. This situation must be corrected if
health sector reform in Saint Luciaisto be successful. The Ministry must be improved to
play aleadership rolein the process.

1.9.1 Role of the Ministry of Health, Human Services, Family Affairs and Gender
Relations

The main role for the Ministry isthat of developing a health strategy for the country and
ensuring that it isbeing delivered. The strategy will aim to achieve improved efficiency,
equity and cost-effectiveness in the delivery of health services, and the production of
guality servicesthat are satisfactory to consumers. To be successful the Ministry must:

?? Determine nationa health and socid priorities through needs assessment
?? Establish asystem that will monitor for any changesin the latter
?? Formulate policies and broad programmes to address the prioritised problems

?? Allocate resources so that the problems are addressed in the most cost-effective
manner

?? Collaboratively set targets and performance standards with the service
providerg/ingtitutionsinvolved in the implementation of the national policies and
programmes

?? Improve the performance of systems - clinical, human resource, financia, etc.- to
support the achievement of specified objectives

?? Co-ordinate the planning, design and implementation of an information system and
management information system (MIS) to track whether resources are being deployed
in the system asintended, and to monitor to ensure that the desired results are being
achieved

?? Perform regulatory functions of all hedth services, including the private sector, that
will be aimed at achieving specified quality and standards
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?? Develop and oversee quality assurance systemsincluding clinica audit;
?? Establish and maintain mechanisms for effective complaints resolution.
1.9.2 Building individual and institutional capacities

To carry out the role and responsibilities associated with the functions as outlined above,
the Ministry will empower itself to co-ordinate and provide better management and
leadership to the multiplicity of individuals and organisationsinvolved in the delivery of
health services. Services will have to be devel oped and/or acquired when and where
needed in the following areas: epidemiology, heath promotion, policy formulation and
planning, human resource planning and management, quality assurance and clinical audit,
guantity surveying, economic and financial management, negotiation and contract
management. In addition leadership skillswill be needed as well as capacity in
communication and public relations.

1.9.3 Restructuring the Ministry

Merely acquiring staff with the above mentioned individua capacities will not
automatically lead to optimal performance of the functions outlined in the prior section.
The Ministry will be restructured to foster teamwork and interdisciplinary collaboration
in the formulation of nationa strategies that will shift resources towards more cost-
effective solutions. This restructuring will proceed from abase that is characterised by
over-centralisation (most decisions on personnel and expenditure are made from higher
up in the public service bureaucracy); and by amanagerial staff that is more concerned
with inputs than with the achievement of specific outputs and performance targets.

In the new structure, the current horizontal but paralel reporting lines - technica staff
report to the CM O and non-technical staff to the Permanent Secretary, will be subsumed
by abroader and flatter structure that is the hallmark of well managed organisationsin
the world of today. Epidemiologists and quality assurance specidists will collaborate
with finance and human resource specidistsin formulating new policies and designing
and devel oping programmes to facilitate policy implementation.

While the PSwill provide the corporate |eadership and vision to the effort as s/he
continues to support the Minister in the exercise of constitutional and political
responsibilities; it isthe service directors and technocrats who inform the new policies
and programmes in the areas outlined in the last paragraph.

The existing culturein the public service leads to what workers have called

“interference” in the operations of the service. It is anticipated that with the clear lines of
authority thiswill no longer be the case. Administrators, directors and managers will hold
persons reporting to them accountable and in turn will be accountable to their
supervisors. No officer should be “bypassed”. Mechanismsto effectively ded with
grievances will be put in place.
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The Ministry will have eight major departments reporting directly to the Permanent

Secretary:
AAURE4
Ministerof Health
Permanent Secretary
Grade 20
Deputy Permenent Secretary
Grade19
|
[ [ ]
Assistant Secretary Transportation Security
Humen Resource Services Services
General Administrative
Saff
[ I I I I I ]

CMo Executive Director Executive Director Director Financial Analyst Chief Director
Grade19 (South) Grade19 (North) Grade 19 Human Services Finance Planner Gender
FanilyAffairs &Budgeting Grade18 Relations

Grade18 Grade18 Grade18

seefigured seefigure? seefigurel seefigure3 Accountants Central Procurement seefigure5 a
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Training
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Officer

1. Human Resource Management, general administration, transportation and security
will be headed by the Deputy Permanent Secretary
2. Department of Public Health - Environmental Health Services and Nationa Public

Health programmes headed by the Chief Medical Officer

Northern Health Services— headed by an Executive Director

Southern Health Services — headed by an Executive Director

Corporate Planning and Information Unit, headed by the Chief Planner
Human Services, Family Affairs and Gender Relations, headed by a Director

our®
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7. Financial Services and Accounts headed by the Chief Financia Officer
8. Gender Relations headed by a Director

1.9.4 Establishing a Planning Unit

Without reliable and timely information, planning is reduced to an exercisein futility. In
the new structure the prime focus will necessarily be on planning, and by extension the
development of the information base for the proper performance of this function. Many
countries are moving towards amalgamation of the two functionsin their restructuring
efforts by developing aPlanning & Information Unit in the Ministry of Health. The Saint
LuciaMinistry of Health will adopt asimilar sub-structure. Staff has been identified and
will be trained to perform the required functions.

The unit will be responsible for nationa information systems development and
mai ntenance, quality systems co-ordination, planning, project development and research.

The unit will aso be responsible for engineering and maintenance services. This
centraisation of maintenance services should result in a pooling of nationa resourcesto
alow for abetter quality of service. Depending on workloads in different institutions,
certain officerswill be stationed at these institutions. One goal isto develop ahigh
quality national workshop that will be used to fix and restore equipment while teaching.

Quantity Surveyor | | Maintenance Officers
LI

FIGURES
Chief Planner
Grade18
Legal Officer
[ I I I I I I ]
HealthPlanning Offiicers | | Social PlanningOfficers | | Biomedical Engineer Information QualityCo-ordinator Health Economist Epidemiologist ResearchOfficers
LI LI Systems Manager LI
Sanitory Engineer Plant
Engineer
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1.9.5 The Department of Public Health

The CMO isresponsible the Department of Public Health which includes Environmental
Health Services and al nationa health priority programmes (infectious diseases, chronic
diseases as previously outlined).

The senior denta surgeon who reports to the CMO will develop the dental services. The
dental staff will be deployed by assignment to each of the five polyclinics.

As stated earlier in the paper, abasic principle of heath sector reformin Saint Luciais
involvement of the community in all aspects of the process. It isamajor plank in the
strategy to shift away from institutionally based health delivery modelsto community-
based models that place increased emphasis on health promotion and prevention. The
programmes and activities to accomplish thiswill revolve around an informational and
educationa nucleus that is driven by community concerns. A Health Promotion Unit will
assist communities in devel oping communication and education strategies for heath
promotion. The Bureau of Health Education is the nucleus around which this unit will be
developed. A communications professiona will need to be hired to develop public
relations and communication strategies. Additional training for health educatorsin heath
promotion, and in education strategies for other Ministry services (Human Services,
Family Affairs & Gender Relations) is necessary.

FIGURE 6
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CNO
Grade 18
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Health Promotion EHS Medical Officer Medical Officer Dental Surgeon
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Educators Communication Director Director STD MCH Nurse Nutrition Qccupational Drug
Officer HIV/AIDS/STIs Physician Officer Health & Inspectors
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1.9.6 Finance and Budgeting

The chief financia officer directs this department. The department is responsible for
resource allocation, financia audit and control. The financia analyst will aso co-ordinate
centra procurement of all supplies. The department will also be responsible for ensuring
appropriate distribution, storage and inventory control.

K ey recommendations

Strengthen the Ministry to allow it to effectively carry out itsrole asthe policy
maker, theregulator of the health sector (public and private) and the purchaser of
servicesfor the people.

Establish the new organisational structure and the new posts. The seven heads of
departments, the Permanent Secretary and the Minister will be the executive
committee of the Ministry of Health.
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2. ENVIRONMENTAL AND OTHER PUBLIC HEALTH SERVICES
Policy

A healthy environment isthe foundation on which health can be developed. The
environment includesthe physical environment, the social environment and the
wor king environment.

Environmental Health and public health programmeswill be designed and
delivered in a comprehensive and integrated fashion involving multiple agencies and
the communities.

The Ministry of Health will fulfil itsleader ship role expressing health sector needs
and developing the inter sector al collaboration. The Ministry will also function asthe
regulator of the sector.

2.1 Sustaining and improving environmental health
2.1.1 The existing situation

The Environmenta Health Division needs strong, effective leadership operatingin a
system in which the role of the Environmenta Health Division is clearly defined. The
role that the Division is expected to fulfil will determine the amount of authority and
resources that the Division must be given to be successful. To date, little has been done to
address these issues. Within the last decade many new agencies and Ministries have
become involved in this sphere of activity, previously confined to the Environmental
Health Division. The mgor players are; Solid Waste Management Authority, Ministry of
Agriculture, Fisheries, Forestry and the Environment, Ministry of Planning, Water and
Sewerage Company, Ministry of Community Development and Loca Government,
Ministry of Labour and of course the private sector. The Environmenta Health Division
has been placed in aposition where it defaultsto what is left after certain roles are
“carved away”. What appears to consistently remain with the Environmental Division is
the regulatory role that naturally includes oversight and enforcement. Unfortunately this
task isvirtually impossible given the existing organisation, legislation and procedures.

2.1.2 Formalising the network

Thereisaneed to formalise the network with al agenciesinvolved in maintaining
environmenta heath. The options for doing this include the implementation of an
effective Environmenta or Public Health Board, the powers of which should be
determined by consultation with al parties. The other option isto have a committee of
the agencies involved, which would provide aforum for harmonisation of policy and
action. The committee is the faster and |ess threatening option, however it is aso the
weaker one. The existing Public Health Act does call for a Public Health Board and gives
it considerable power. Thereis no doubt the existing Act will need to be revised, however
in the interim the recommendation is for the Public Heath Board to be activated to
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provide an officia forum for discussion to take place and joint decisions made. If the
Environmenta Health Division isto regulate this sphere of activity the Division needs to
be elevated to aposition that commands respect from the agenciesinvolved. The
execution of the existing Act with the formation of the Board is the most feasible way of
achieving this.

2.1.2 Decentralisation of services

The main programme areas that the Division isresponsible for are; Food Quality, Vector
Control, Water/Waste Water, Solid Waste, Building Control, Port Health, Community
Sanitation, Occupational Heath & Safety. It isnot far fetched to assume that soon we
will be adding other areas of pollution control including; industrial effects, air quality etc.

Thereisno doubt that decentralisation of servicesisdesirable, it isthe sustainable way of
ensuring community action for environmenta health. The people, during consultation,
asked for thisto occur. We propose that the existing health institutions should be used as
platforms for environmenta health activities. The Environmenta Health Aides and
Vector Control Officerswill be part of the Heath Centre team. The goal isthat every
Health Centre will have at |east one Environmental Health Aide and Vector Control
Officer. Their function will be to monitor the assigned catchment area, providing advice
and direction to the community, these officers must be visible and they must be given
authority to enforce the environmental health legislation. These officers gather
intelligence to be passed up to the Environmenta Heath Officers who provide the
support and supervise anumber of Environmental Health Aides and Vector Control
Officers

The Environmenta Health Officers operate from the base of the polyclinic complexes.
They are part of the polyclinic team that supports anumber of health centre teamsin the
catchment area of the respective polyclinic. The Environmenta Health Officers provide
the more sophisticated and specidised support for the services. They are the officers
responsible for the management of the various programmes of the division in the
communities. They supervise and support the Environmental Health Aides and Vector
Control Officersin their daily activities. The Environmental Health Officers with
speciaist training in specific areas will contribute to these programmes as they are
implemented in the proposed decentralised fashion outlined here. The policy isasfar as
possible to integrate programmes into genera daily activities rather than having vertica
programmes implemented by specialists.

The organisation of the health service will put in place aHeath Improvement Committee
that will bring to the Health Centre the community concerns many of which will be
related to garbage, water and sewerage. Given the number of agenciesinvolved it is
proposed that the environmental health officer can liase with officers employed by other
agencies MAFFE, WASCO or SLWMA to effect solutions. In addition the Board or
inter-Ministeria committees (including the Permanent Secretaries) can address problems
that require multi-agency action.
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2.1.3 The enabling environment

The ability of the Division to be successful depends not only on the manpower and
training; two critical factors for success, but also there is aneed for modern legislation,
information systems and technical support services (laboratory, communications, legal
services etc.). The reform of legislation will need to articulate clearly the leadership, role
and authority of the Division. Thereis an ongoing debate on the leadership. The existing
legidation calsfor aMedical Officer to be the leader of the Division. Consultations with
the officersin the Division suggested that there is a need to recognise the modern role of
the Division and have a Director trained in Environmenta Health reporting directly to the
Permanent Secretary. This as yet unresolved issue would need to be resolved prior to
finalising new legidation. In the interim we recommend that a Director of Environmental
Health (grade 18) as proposed be hired. Given existing legidation, this Director will
report to the CMO. The definitive arrangement, including relationship with and role of a
Board or not, will be articulated during the revision of the legidation. The objective must
be to provide the Division with the most effective leadership. The qualities required of
the Director will become more apparent when the role of the Division isclarified. The
legislation will aso need to alow faster mechanisms of enforcement in place, some
suggestions that have surfaced, include a system of ticketing in the communities by
Officers or Aides for offences. A second suggestion was to give the
Environmental/Public Health Board the power to have hearings and determine penalties
for certain offences without the necessity of using the regular court system.

The information system needs to meet the needs of the Division, the Ministry and other
Agenciesinvolved. The system needsto draw relevant information in atimely fashion
from other parts of the health service and indeed from other Government agencies.
Idedlly an electronic system should be an integrated one in the form of the digital neura
network that is programmed to draw the relevant data down to the attention of the
Division, while allowing the Division to access and track their own specific data easily.
Prior to electronic systems however, there is aneed to organise and streamline existing
data collection, processing and communication. We must devel op the most appropriate
indicators of environmenta heath problems and environmental health status, included in
these must be the indicators of success. Thereisno doubt that el ectronic systems alow
datato be collected, stored, analysed and transferred more efficiently and therefore
ultimately we must devel op the information system along these lines.

The laboratory services need to be upgraded to meet the needs of the Division.
Discussions between laboratory directors and the Division should facilitate this.

Thereisneed for lega servicesto be made available. The options are to contract legal
services or to develop the capacity within the Ministry to provide these services. The
recommendation isto create and fill the post of lega officer within the planning unit.

There are other services that will be developed and shared with other Ministry
Departments. Public Relations, health promotiona packages and communication for the
Division need to be developed. We should develop this areain conjunction with other
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Ministry Departments; the proposd is for aMinistry Public Relations/Communications
Office as part of the Health Promotion Unit. The other reason for networking the
Division with the Health Promotiona Unit isthe recognition of the importance of
environmenta health in primary heath care. This mechanism ensures co-ordination and
integration of health promotiona programmes that will alow the production of more
consistent, meaningful and powerful health promotion.

The Personnel and Accounting needs of the Division have to be met. If these services are
to be shared then the mechanism must be put in place to meet the needs of the Division.
The proposal isfor the establishment of post of an Assistant Director to assist the
Director with these administrative issues in addition to technica and district service
issues. Aswith al other Ministry Departments there are i ssues that need to be addressed
by the Ministry of the Public Service and Public Service Commission. The Division
would like more control over training, hiring, disciplining, allowances and incentives for
officers. It is proposed that the committee including (PSC, Ministry of Public Service,
Public Sector Reform, P.S. Headlth, CM O, Health Sector Reform) should investigate and
make recommendations to Cabinet on the amount of authority that can be given to
Departmentsin these areas and the mechanisms that can be established to ensure fairness

2.2 Occupationa health and safety

There isaneed to network with the Ministry of Labour, Employers Federation etc. to
develop occupationa heath and safety programmes to address the working environment.
These need to be developed with input from various health agencies (Environmental
Health, Mental Headth and genera heath teams). The programme devel oped should be
comprehensive and include elements such as the empl oyee assistance program, health
screening and health promotion services. The options as to where the programme
responsibility should be include, the Environmental Health Division, The Chief Medical
Officer or hig’her Senior Medical Officer, or indeed, with the Ministry of Labour. We
recommend that this programme should be the responsibility of an agency of the Ministry
of Health, preferably the environmenta health division, this meansthat is preferable that
the director possesses these skills. The diverse nature of this programme makesiit yet
another good exampl e of the need for “horizonta” networking necessary for the
implementation of an effective heath programme

2.3 Develop family health programs (inclusive of Maternal & Child Health) under the
direction of a Senior Medical Officer and MCH nurse manager

The antenata care program will be strengthened to ensure that al pregnant women are
enrolled early, appropriately screened and treated to give the foetus the best chance of
developing properly. Within this programme we shall establish prenata disease
prevention programmes including protection from HIV. The antenatal programme will be
developed jointly with the SMO, MCH nurse and the Obstetriciansin the Region.
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An expanded programme of immunisation will be maintained and expanded as necessary
to cover at least 98% of all children for the recognised diseases as determined by PAHO
and the Saint Lucia Government.

A school health programme will address the different needs of school children of
different ages. This program demands close collaboration with the Ministry of Education
and the community. We expect the health improvement committees, polyclinic and health
centre teams to be very active in the implementation and monitoring of the school health
programme. The school health programme will be developed jointly with the regional
paediatricians, family caseworkers, menta heath personnel and the primary care team.
This programme will provide, among other things, hearing, vision, psychological and
dental screening and treatment for al primary school children.

The school-feeding programme should involve the community. Co-operation between the
health team, the school team and the community would result in a cost-effective, heathy
school diet. The health team isinstrumenta in ensuring that the diet is healthy and the
school administration isimportant in itsimplementation.

Support services including socia investigation, counselling and treatment servicesto help
implement programs such as the education socia work program and programs designed
to reduce substance abuse and violence will need to be established for each school. The
health centre and polyclinic teamswill be instrumental in providing resources for the
schoolsto implement these services.

Life skillstraining and spiritua development should be included in the school
curriculum; the health centre, polyclinic and Ministry’s resources will be used to help
teachers deliver this programme. As part of lifeskills training the Heal th services can
provide avenues for school youth to be exposed to caring for elderly, sick etc. during
holidays as part of this programme.

Truancy monitoring, prevention and correction will aso be ajoint effort with the
community, the health team, teachers etc. It is anticipated that the household information
database, which will be established at the Health Centre as aresult of the health needs
assessments, will allow workersto identify families at risk and allow early intervention to
prevent anti-socia behaviour.

Parenting programmes to educate adults on how to be better parents and to provide
support in the community for them will be established. Single parent programmes that
allow single parentsto work and look after their children will be established. It is
anticipated that structuring such programmes will alow government to advocate and
provide incentives for employersto develop employment opportunities for single parents.

2.4 Establish violence and injury prevention programme

Thereisno doubt that motor vehicle accidents and other forms of injury are amajor
health problem. To reduce the impact of motor vehicle accidents we will have to network
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with the Police, Ministry of Communications & Works & Transport Board to implement
programmes to reduce driving under the influence, to ensure that roads are built safely
and pedestrians protected, to ensure seat belt usage and proper vehicle usage.

To address the domestic violence issue we need to network with police, family court and
other departments of the Ministry of Legal Servicesto identify families at risk for early
intervention and to mitigate damage in families aready affected (child witness
programmes, sheltering, etc.).

Crime prevention is also an areathat we anticipate our heath centre team in collaboration
with the health improvement committees and the police will be able to address. It is our
hope that the family health programmes will eventually have a positive impact and
reduce the amount of violence and injury in the long term.

2.5 National Health Programmes

National public health programsin areas of magjor morbidity and mortality need to be
developed and structured. Apart from those mentioned above others are:

- Diabetes and Hypertension,
- Cancer,
- HIV/AIDS/STDs and infectious diseases.

The Senior Medica Officersin the department of Public Heath will also manage these
programmes.

The Nationa Blood Bank Serviceisanationa health programme that would benefit from
centra co-ordination. This alows for resource pooling and the devel opment of standards.
It isrecommended that the Northern health region would devel op the Blood Bank Service
and the Southern region would “contract” these services from the North. The private
sector should aso contract these services. It is recommended that Blood Bank Services
remain as public sector based services.

2.6 Organiseintersectora collaboration at two levels

The need for intersectoral actions cannot be overstated. Many of the problems e.g. stray
dogs and pigs, the indiscriminate dumping of rubbish, washing of carsin the rivers, noise
pollution, etc., can be taken care of at the locd level by enforcement of lawsthat are
aready on the books. The exact mechanism for so doing - the loca council, health
improvement committee, more support for the EHO, etc., will have to be worked out.
Other problems such as an inadequate water supply, accidents secondary to poorly
constructed roads etc., will require action at higher levels, i.e. by Cabinet. We anticipate
that establishing the system we propose will facilitate the appropriate action.
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2.7 Improve and institutionalise health promotion

Health promotion has asignificant role to play in resolving many of the low and some
higher level problems. Programmes to promote health: family life education, nutrition,
anti-smoking etc. should be elaborated from an information and education nucleus.
Responsibility for devel oping suitable teaching materias, supporting personnel in the
field and handling the overall logistics, should be acentral responsibility, i.e. of the
Ministry of Health. The functions of the Health Promotion unit of the Ministry of Health
can be reoriented to accomplish this.

2.8 Theleadership by Ministry of Headlth in health issues must be established

Leadership in resolving multisectoral issues that impact health should come from the
Ministry of Health. Ministry personnel should assume the lead in bringing focusto
particular heath issues by calling meetings of the relevant technical and community
personnel, sharing data on preva ence/incidence, inviting other Ministriesto collaborate
in seeking solutions, etc. It is anticipated that devel oping the machinery of the Ministry
that allows for an effective planning unit will be amajor step in giving the Ministry the
ability to lead on health issues with the confidence of solid data and comprehensive
anaysis.

At Cabinet the focus should be on policy and in seeking ways to maximise the use of
resources that are aways scarce.

Key Recommendations

TheMinistry of Health must assume leader ship in issues affecting health, especially
since the public health issues require multisectoral action. The Ministry of Health
should be strengthened to allow it to perform theregulatory function effectively; the
Environmental Health Division in particular will need strengthening.

Theorganisation of the health service allowsthe community to effect, influence and
deter mine action to be taken through the Health | mprovement Committee, Health
Centre Team and Gover nment Regional Officers. Thisaction must be supported at
the higher levels.

The organisation of the health services at the community level allowsfor and co-
ordinatesthe necessary multisectoral collaboration at the level of action in the
community.

National programmesto address major causes of morbidity and mortality need to
be established and existing ones strengthened.
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3. FINANCING THE HEALTH SYSTEM
Policy

Maximise the use of health resour ces and create a mor e efficient health system
capable of providing quality health servicesin the most cost-effective manner.

Reduce theimpact of poverty by making health car e affordable and accessible to all
in need of care.

Achieve a match between specific service requirements and available funding.
Focusresourceson priority health needs.

I ncor por ate appropriate incentive and accountability frameworksinto all
agreementsto ensurevaluefor money.

The finance component of the health system is crucial to the provision of quality and
eguitable services and the sustainability of the health system. It is a powerful incentive
device capable of motivating providersto deliver quality health care. The main objective
of the proposed financing system isto strengthen the finance component of the health
system by devel oping a finance mechanism that is sustainable, diversified and capable of
creating efficiency and achieving service goals.

Health resources like the resources of any other sector are limited and are constantly up
against other competing demands. The Government should seek to maintain the health
service while strategic investment into the planned reformsis done. When the system has
been successfully restructured from its service organisation and delivery point of view
(phase 1) then Government can consider how to better raise money and invest in health to
produce designed and assured benefits. The policy prescriptions being proposed, asthe
main themes for reforming the finance component of the health system will reduce
known substantial misallocation and inefficiencies, and improve quality and coverage. It
isafact that more moneys are needed to sustain the health system but to seek to generate
additional resources without addressing the problems which plague the system will be
tantamount to throwing money down the drain.

Discussions on the financing of acountry’s health services are influenced by how
economic resources are or will be generated to pay for health care. Of equal importance
in any such discussion though, is how cost-effectively and efficiently the resources so
generated are being deployed in the system; and the extent of planning and market forces
in the alocation of the resources. Appropriate attention must be paid to al three aspectsiif
financing of the system isto be sustained over the long term. It should be clear from the
prior sectionsthat all the foregoing aspects of financing are being given due
consideration in the current drive to reform Saint Lucia's heath system.
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3.1 Improved financia management — The Role of the Ministry of Health

The management of health funds including appropriate alocation is an important issue to
be addressed. The Ministry of Headth will have to play the main role in the allocation of
funds and the monitoring of the financia system. There are anumber of systems
available to guide allocation of funds, the most popular, and probably equitable, ones are
those based on the population served by the institution or entity to whom funds are
allocated. Population based formulas need accurate information on the popul ations served
and their needs. Regardless of how allocations are decided, there needs to be a system
that makes administrators/institutions/boards or authorities, to whom alocations are
made, responsible and accountable for their own budget. The system must aso alow
flexibility for these entities to provide services in the most cost-effective manner. It isthis
concept of the Ministry of Health managing the health funds and essentialy purchasing
service from entities responsible for service provision that is termed separation of finance
from provision of service. By instituting this, the Ministry of Health can now develop
purchaser-provider agreements or budgets detailed in the form of contracts or budget
agreements that make clear levels of funding and expectations/targets etc. It also gives
the Ministry of Hedlth the flexibility to purchase services wherever it can get the best
value for money (public agency or private agency). It is clear that before this can be
implemented the Ministry will have to have afully functioning information and planning
unit with agood information system in place. The Ministry will aso have to have
developed its negotiating skills.

MINISTRY OF HEALTH, MUMAN SERVICES

FAMILY AFFIARS & GEND\ER RELATIONS

POLLCY, REG ATION, PURCHASER\A
SERVDERS

COM MIENTS

3.2 Need to determine expenditure on private hedth services

In addition there is the reality of growing private heath care servicesthat are preferred by
the population. Recent surveys have shown that in Jamaica some 70% of tota health
expenditure isin the private sector; and in Trinidad and Tobago the figureisalittle over
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50%. These countries’ public health systems have been under similar stressto Saint
Lucid s public hedth system, a condition that drives personsto seek carein the private
sector. With asteady rise in the number of physiciansin private practice, growth in the
number of private |aboratories and the recent commissioning of Tapion Hospita, it will
not be surprising if expenditure on private heath services by Saint Lucians has grown in
geometric proportions since 1990 - 1991 when such expenditure was calculated to be
13.6%.

Consideration of the financia system cannot proceed in the absence of knowledge on
what the actual figure on private expenditure istoday. More importantly the decision-
makers will get abetter perspective on what percentage of the GDP is being spent on

health.

3.3 Operational research for the short term

The NIS should develop its present medica benefit service and administer this service
along accepted health insurance lines. Thiswill essentialy be the pilot NHI. The extent to
which this service is developed will be determined by examining the costs and results of
thisservice. NISwill pay for services provided for NIS contributors to the Ministry of
Health or service providers at the realistic cost of these services.

The ingtitutions (hospitals and health centres) will need to analyze the cost of services
and implement proper cost-accounting procedures. The Ministry will have to anayse the
cost of public health services (promotion, prevention & environmenta health), and al the
ministry’s programmes. Two financia consultants are in place for budget year 2000 to
helpinthisarea

A health needs assessment will have to be done. It is proposed that the first step in this
processisto collect baseline information via questionnaires administered by the Health
centre nurses and their primary care teams. The data so collected will aso form the health
centre database. Additiona information should be gathered from al the Ministry
programme aress.

Saint Luciaisfortunate that the mgjority of doctors (over 90%) are on contract. The
present contracts for doctors should be negotiated detailing expected levels of service and
how the doctor will be compensated for the expected service. The Ministry can develop
appropriate incentives within these contracts to devel op the service the Ministry would
like. At afuture date these contracts could be taken up by the appropriate authority/board
as determined by the evolving health service.

Both parties, to begin the process of devel oping institutional purchaser-provider
agreements, should use the St. Jude/Mercy contract negotiations with Government as a
template.
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3.4 Developing a publicly guaranteed package of services

Government cannot provide al the health servicesfor everyone. If it triesto do so the
Ministry of Health will easily consume the recurrent budget for the entire country. A
determination has to be made on what minimal or essential package of heath servicesthe
country can afford. This package must be defined on the basis of detailed
epidemiologicd, clinica and financial information, not available at this point in time. An
early caveat in respect of any package isthat in spending public money for health care,
no interventions will be bought for non-poor people that are not available for the poor.
Another isthat health promotion and preventive activities must be included. One
approach to the development of the publicly guaranteed package of services, isto include
al heath promotion and prevention services, al emergency services, mental heath
services and services outlined in the national priority programmes (Diabetes,
Hypertension, Cancer, STDs, Infectious diseases, Trauma)

Until the reforms begin to produce the critical information referenced previously, it will
be futile to attempt to project what must be included in an essentia package of care for
Saint Lucians. It isaso evident that the cost of the package, and how to apply the
available resources so that the system is sustained over the long term will aso be
dependent on this. With government expenditure seemingly at its uppermost limits, itis
likely that any additiona burden will have to be borne on the shoulders of the consumers.
As stated earlier they appear willing to carry it, but the services must be improved and if
care becomes necessary in the private sector, they must be able to accessiit.

3.5 Current financing of the System

At the moment health carein Saint Luciais financed from the consolidated fund (mainly
tax based revenues) and from out-of-pocket expenses by individual s/families.
Contributions are a so made by socia insurance viaayearly NIS lump sum contribution
to the Exchequer (average EC$ 3m. for the past 4 years); and by private insurance
purchased by employers for their employees. It is of note that in 1990-1991 total private
expenditure was estimated to be 13.6% of total health expenditure. In 2000 thereisa
strong likelihood that this figure is much higher. Estimates in 1995 suggested that 48% of
total health expenditure was in the private sector.

3.6 Health Financing Options
3.6.1 Genera Government Revenues (“consolidated fund”)

Thisisthe main mode of financing al health services and will remain as such for many
yearsto come. As dternative modes are devel oped the consolidated fund contribution can
be fine-tuned to the funding of servicesin the publicly guaranteed package of services
and certain capital projects and strategic heath investment. The future here will be
determined by the devel oping health service and will be defined in phase 1.
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3.6.2 Out of Pocket Expenditure

This approach generates considerable debate and controversy. Theissues here are that it
isconsidered that any out of pocket payments for essential package services would
disadvantage the poor and would be inequitable. It is adso considered that revenue
generation from this system has been margina and there are fairly hefty transaction costs
when compared to revenue generated. On the other hand proponents of this mechanism
indicate that it isaform of limiting abuse of service and making consumers appreciate
what they purchase. In Saint Luciasince 1992 first hand experience with this mechanism
has been gained. It is our opinion that this mechanism will not be applicable to services
outlined in the publicly guaranteed package of services. It may have aplace as co-
payments in services outside of this package.

3.6.3 Insurance

Private Insurance is established in Saint Lucia. After proper costing of servicesitis
anticipated that these insurance plans will pay the public institutions the actua cost of
service rather than the present subsidised cost.

Establishing NHI in Saint Luciais an old concept that has been around since NISwas
established in 1978. Through the years anumber of studies have been done towards
launching the scheme. The latest by the Health Policy Management Unit (HPMU) was
published in 1995. This document identified many issues which needed to be addressed
including:

?? Analysis of Household Income and Expenditure (HI & E) survey for the quantity and
composition of medica care expenditures,

?? The private sector’s capacity to provide care;

?? The development and implementation of an electronic patient account and billing
system;

?? The development of standardised staffing patterns for the two hospitals based on
treatment protocols and minimal productivity standards.

To the above can be added the problems posed by a growing number of non-salaried
workers, the self-employed and those in unstable employment in Saint Lucia. The
experience elsewhere is that persons who fal into those categories do not contribute what
they should because their incomes are difficult to ascertain. Thisresultsin an inequitable
burden falling on salaried employees. In addition the macroeconomic outlook for the
country is not encouraging in terms of a quick turnaround towards alarger formal sector
that will blunt this problem. Thisisalessthan ideal situation for an insurance system
dependent on employment.

Consultations revea ed that in genera people are not averse to health insurance but they
wanted improvements in existing services and more coverage/benefits.
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Government will have to consider the role of apublic heath insurance (NHI) vis-a-vis
therole of private insurance. There are anumber of proposals, one that is attractiveis
developing a public insurance to cover the “ publicly guaranteed package of services’ and
allowing private insurance to function as supplemental insurance covering additiona
services not included in this package and making up the difference in cases where the
public insurance does not meet the full cost.

It is becoming more and more apparent that NIS will be aleading institution in the
development of an NHI programme aong the lines of socia insurance. Sharing of
information and serious, constructive discussions with NIS are advisable sooner rather
than later.

3.6.4 Earmarked Taxation

Persons a so expressed willingness to contribute via earmarked taxation on certain
products (e.g. cigarettes and alcohol). A recent review by the NHI board revea s that a
15-20% sales tax on acohol and cigarettes would realise approximately EC$12 million
per annum. Distributors and manufacturers could collect thistax. The advantage of thisis
the ease of administration and the genera acceptability of thiskind of tax on “unhealthy
products’. There are issues of trade agreements and the potential negative impact on the
manufacturing sector of this proposal that will have to be considered.

There are other products and services that could carry a health levy; these include
telephone bills and other utilities. This strategy aso has implicationsto cost of living,
business etc. and should not be implemented unless careful analysisis done.

3.6.5 Permits and licensing

These were raised during consultations as supplementary finance the feeling was they
would be especially applicable for products or businesses that have negative heath
consequences, e.g. pesticides, pollution prone manufacturing etc. Food handler,
restaurant, health care provider and hedth institution licenses were also seen as sources
of revenue.

3.6.6 Rentals of space and equipment to the private sector and sale of servicesto private
sector.

There are facilities and services within the public sector that could be rented to or
provided for the private sector. For example, certain laboratory tests and forensic services
can be purchased by the private sector. Space in health facilities for certain private
practitioners can be rented and so on.

3.6.7 Hedlth lottery

Thiswas raised as amechanism to generate money especialy for capital projects.
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3.6.8 Community fund raising

Thiswas seen as another way of communities contributing to capital projectswithin the
community. The Heath Improvement Committees were seen as the vehicles for moving
this mechanism.

3.6.8 Hedth Co-operatives

This mechanism was identified as another alternative to insurance; however, it was
appreciated that there is need for considerable capacity in the body that would operate a
co-operative.

K ey recommendations

Develop cost accounting throughout the system, develop financial infor mation
systems and develop financial accountability at unit manager level.

Establish therealistic cost of each service.

M ake definitive recommendationsin phase || when more and better information is
available including the results of the pilot projects and operational resear ch.

Work with NISto develop NI'S medical benefits service asa proper public health
insurance service.
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4. QUALITY ASSURANCE
Policy

Promote client-focused car e and ensur e a people based appr oach to health
development.

Develop systemsthat protect the public and encour age an evidence-based approach
to decisions.

The quality of care at mgjor health institutions is a primary concern of many individuals.
Assuring quality is akey to providing abetter service and improving public confidence.
Specific functiona areasinclude clinical audit functions; promotion of standards,
protocols and procedures; health services' evauation; research & development including
technology assessment; and patient rights.

4.1 Developing norms and standards to guide inputs into the system

There are plans afoot to substantially renovate/replace the physica infrastructure and to
introduce cost-effective technologies. To optimise the investment, substantia training
and retraining of workers will be necessary. Norms and standards will be required to
guide inputs into the system (personnel, equipment and supplies) as well asto monitor
the process of health care delivery itself. In addition, the development of quality
standards will be critical to the enforcement of the new organisationa culture that will
stress accountability. Protocols and manuals will be developed by and for the use of staff,
and mechanisms put in place to ensure that they are being utilised and updated in the
constantly changing scenario of contemporary clinica practice.

4.2 Develop tota quality management/continuous quality improvement

Given the above, the Ministry of Health isintent on establishing Total Quality
Management / Continuous Quality Improvement (TQM/CQI) programmes. The essentia
difference between the traditional quality assurance programme and TQM/CQI, isthat
the former relies on end point inspection to determine quality, while the latter focuses on
the process of care delivery to identify areas for improvement. Research has shown that
85% of all quality problemsliein the process and not with the workers or product.
Process control therefore, contributes more than inspection to assuring and improving
quality.

The Ministry will need to have an officer (the quality co-ordinator) within the Planning
unit dedicated to TQM/CQI. This person will assist health managersto establish CQI in
their daily operations. This person will aso be responsible for the auditing and the
ongoing monitoring of performance.
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4.2.1 Project inputs to set up TOM/CQI in the health system

The new organisational structure suggested for the Ministry of Health will demonstrate a
concern about the quality of health services. Standards, protocols, procedures and
regulationswill be required for medical care, nursing care, dlied professional services
and specidist care. TQM policy and strategy will have to be developed almost from
scratch given where things stand at the moment. Fortunately some departments and
services have dready started to analyse their processes and procedures. The anticipation
though is that further down the road more expertise will be needed in areas such asthe
development and promotion of standards, and ensuring that regulatory functions are
undertaken effectively. The overal responsibility for assuring quality in the heath system
rests with the Ministry of Health.

4.2.2 TQM Important at All levels of the System

The TQM approach will beingtitutionalised at al levels of the system - from health
centresto the St. Jude and VictoriaHospitas. It should be noted that a perception of poor
guality at the lower end of the system leads to bypassing of health centres and district
hospital s for the more expensive regiona hospitals. Those who can afford it go to the
private sector. The end result is not only gross inefficiency, but creeping development of
atwo-tiered system of care: one for those who can afford it, and another for those who
cannot (the latter overly represented by the poor and aready disadvantaged). No
government in a democratic system can live with thigl!

4.3 Quality focus at the health centre level

At the health centre level the approach must focus on the team: a desire to continuously
examine their work, continuous quality improvement (CQI) being the objective. The
focus will be on the prevention and treatment of the common acute and chronic
conditions aswell asthe structura and organisational issues such asthe quality of referral
documents and the information system.

4.4 Technology Assessment

There is also an absolute requirement for continuous technology assessment. Global
communications (the Internet, telemedicine, etc.) have sensitised providers and clients to
new technologies such as organ replacement and magnetic resonance imaging; and the
demand for their introduction in Saint Luciais great. Each technology must be carefully
assessed in respect of cost-effectiveness and the suitability to the local environment.
Many countries have appointed technol ogy assessment committees comprising technical
and laypersons since there are ethical issues that must be addressed. It isimportant,
however, that any such committee be backed up by suitable expertise. The Ministry is
examining this approach with aview to determining how it can be applied in Saint Lucia
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4.5 Charter of Patient Rights

Having established standards of care and expected achievable outputs at every level of
the service, acharter of patients’ rights can be established and published. We caution that
one cannot adopt a charter from another system or country. We need to establish our
own. Thereisno doubt that charters published in other countries can guide us. This
document must be seen, not as* window dressing”, but as a serious contract with the
people that the system is committed to.

4.6 Complaints Commission

The purpose of acomplaints commission isto provide an avenue for rapid formal
resolution of complaints arising within the health services. It has been shown (Victoria,
Austrdia) that the establishment of afunctioning commission can resolve the mgjority of
complaints with minimal trauma. It avoids the often-negative effects of airing complaints
viathe public media. It also avoids the necessity of court action in many situations. There
isin existence a parliamentary commissioner to hear complaints arising in the public
sector. This mechanism does not appear to meet all the needs of the health services.
Therefore this complaints commission should be mandated to hear complaintsarising in
the public and private sector.

Mechanisms to deal with patient complaints (easily discernible by the public) should be
set up at al facilities, and the Charter of Patient Rights displayed in key patient care and
flow areas of the hospitals, polyclinics and health centres. A Complaints Commission
comprising technical and lay persons, will be set up to deal with any complaintsarisingin
the health services that cannot be satisfactorily resolved through the regular
administrative mechanisms.

Legidation and procedures will have to be designed for these complaints mechanismsto
operate. In addition the Medical Staff By-laws referenced earlier, will contain very clear
clauses governing medical staff. The Hospita & Institutiona by-lawswill contain similar
provisionsin respect of other hospital/institutiona staff.

4.7 Licensing and Accreditation

There are three main bodies presently responsible for regulation, the Nursing Council, the
Medical Council and the Medical Board. There isneed to review and harmonise
legidation to govern the practise of the healing arts (including allopathic medical
practitioners, dentists, alied professionals, complementary/aternative practitioners and
health facilities).

The Acts and functions of al existing regulatory boards and councils need to be
reviewed. The Acts can be harmonised into asingle health services act with separate
components. The Nursing Council should stand and continue its existing role with minor
amendmentsto cover certain nurse specialists (e.g. Nurse Anaesthetists, Family Nurse
Practitionersetc.). The Medical Councilsrole can be expanded to include dentists,
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complementary practitioners and alied professionals (laboratory, pharmacy, radiology,
physiotherapy etc.). The dternative isto separate the alied professionals from the
doctors, complementary practitioners and dentists, and have a separate council within the
same health services act to govern these professionals. Consultations with
complementary practitioners raised the suggestion for a separate complementary
practitioners council. There is aneed to introduce licensing and accreditation of
professionals and institutions, public and private. This can be done within the health
services act or by the establishment of anew Health Fecilities Licensing and
Accreditation Authority and Act.

The suggestion that would satisfy al partiesis aharmonised heath services act with
separate councils for each of the following: allopathic doctors and dentists,
complementary practitioners, nurses, alied heath professionas and institutions. This act
would provide for registration, licensing and accreditation by the respective councils
(Medicd, Nursing, Complementary Practitioners, Allied Health Professionals, Health
Fecilities)

There are other Actsincluding the Public Health Act that should be reviewed in the
process of overhauling al the Saint Lucian heath legidation. These acts must alow for a
renewable licensing process, with provisions for auditing and appropriate penalties for
breaches.

A number of countriesin the region are presently updating and adding legislation in these
areas. The most recent isthe Commonwealth of the Bahamas.

The implementation of licensing for professionals can be achieved more quickly than
accreditation for institutions since the accreditation system will be dependent on
implementation of TQM/CQI and the appropriate information systems that will take time
and take usinto phase Il or I1l. The licensing process can be implemented in phase | with
appropriate legidation.

4.8 Complementary Medicine

There is need to develop a coherent policy and approach to complementary/alternative
medicine. Thereis no doubt that this practiceisin existence and there is public demand
for these services. This area of medicine covers awide range of services. The policy
proposed here isto adopt an evidence based approach to how these services are

“ mainstreamed” into the public service. Services that have not been proven effective can
be |eft in the private sector with appropriate regulation to ensure that the publicis
protected. Some areas should be incorporated into the main stream of the public and
private service. Chiropractic and Acupuncture can be mainstreamed. Aspects of Herbal
M edicine and Naturopathic Medicine can aso be mainstreamed. Other areas will need
further evaluation in our setting and internationally before we should consider
mainstreaming them. They can, however, be allowed to function in the private sector with
the necessary regulation (licensing etc.).
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Key Recommendations
Implement TQM and CQI at all levels.

Establish regulation at the Ministry level for public and private services (including
all practitionersallopathic and complementary)

Regulation creates a demand for legislation to be drafted to cover licensing and
accreditation and the complaints commission.

Hospital and institutional legislation and medical staff by-laws need to be updated
and drafted respectively.

Adopt an evidence-based approach to the servicesto be offered.
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5. REGIONAL, INTERMINISTERIAL & INTERSECTORAL
COLLABORATION

Policy

Facilitate sustainable national development by partnering with all concerned
towardsthe delivery of quality health carewith the emphasison primary and
preventative careto produce a people who are mentally, physically, spiritually and
socially well.

5.1 Wellness Promotion

The concept of wellnessis fundamental to the success of many of the programme
initiatives of the Government of Saint Lucia. It is seen asacritical element of the socia
and economic development of its people. Therefore, it is clear that every Ministry’s or
sector’srole in the society must of necessity be executed in amanner that places wellness
promotion as apriority in the fulfilment of their mandate. The Ministry of Heath should
be considered anational resourcein thisarea. Thislink will establish ministeria and
sectora relationships bearing in mind the construct that good health is fundamental to
sustained socia and economic devel opment.



89
Quiality Servicesfor Life

In order to maximise the efforts of the Government al Ministrieswill be required to
incorporate into their programmes specific activities to promote health and wellness
especially where the main programme areas may have direct implications for the health
of our people. As amatter of policy, impact assessments should be required for capita
works projects (public or private) that significantly impact on heath and environmenta
issues, prior to the commencement of such projects so asto alow time for appropriate
interventions to mitigate against such impact.

5.2 Networking

The benefits of appropriate networking strategies need to be underscored. Networking
has the ability to create economic gains by introducing greater efficiency, reducing
duplication and maximising the use of resources. Joint programme implementation in the
pursuit of sustainable devel opment and a safer environment is the policy.

5.2.1 Non-Governmental Organisations (NGOSs)

There are many NGOs that are making val uable contributions to the devel opment and
maintenance of the health sector. The relationship between the Ministry of Health and
these agencies needs to be organised and improved. Information sharing with the NGOs
isan areathat needs to be addressed in the short term. Involving the NGOs as advisorsin
policy and service development is desirable. Co-ordination of activities between different
NGOs and Government agencies should be addressed. Proposalsinclude:

- encouraging the formation of an “umbrellaassociation” or Council of Health related
NGOs to provide aforum for co-ordination and harmonisation

- establish/assign an officelr(s) a the Ministry to be the contact and liaison between the
Ministry and NGOs

- indesigning the information system involve NGOs to ensure that the system can meet
their needs. In addition many NGOs have resources to help in this area.

5.2.2 The Government of Saint Luciawill strengthen the links between the various
ministries of Government through collaborative strategies towards the following
objectives:

Health and Agriculture
and economic growth.

Food production and consumption for improved nutrition
Consumption of wholesome and nutritious food

Public and Veterinary Health

Environmental Management including

occupational health and safety

Health and Education, Y outh and Sports - Health Education and Promotion
Human Resource Devel opment - Hedlthy Lifestyles promotion

- Sports Medicine

- Human Resource Development Training
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Health and Tourism - Health tourism
- Generd hedth servicesto support tourism

Headth and Public Service - Public Sector reform
- Human resource training

Health and Commerce - Public health safety/Consumer protection
- Consumption and lifestyles

Health and Community Development - Environmental awareness
- Ingtitution and capacity building
- Development of communities

Heath and Legal Affairsand Labour - Development and review of legislation

- Occupationa Health and Safety
Health and Communication and Works, - Development of safe transport and road
Transport and Public Utilities infrastructure

- Provision of high quality potable water

Health and Finance and Planning - Co-ordination in identification and
utilisation of all resources
- Overall sector development
5.2.3 Therole of the church

It isimportant to network with and involve the religious organisations in the devel opment
of policy and the implementation of certain programmes of mutua interest. Thisis
especidly important since in our definition of heath we recogni se the complete human
being.

5.3 Regulation and Sector Co-ordination

The Government will continue to maintain the overall responsibility to ensure that quality
health careis available to those who seek it. However, the system will be regulated such
that the growth of the private sector will serve as a mechanism to improve quality care,
promote healthy competition through the provision of services that would augment the
capacity of the system and expand the range of services available throughout the country.

5.4 Community Empowerment

The thrust of the Government isto engage as many people as possible in the decision
making process, thereby creating a high degree of transparency. Consistent with the
efforts of the Government to institute local Government, communities will be encouraged
to participate fully in the programme planning, implementation, monitoring and
evaluation to ensure that the needs and concerns of the communities are adequately met.
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5.5 Working with the private sector

The principal objective of this component of health reform in St. Luciaisto anayse and
adjust the role of the Ministry of Heath in harmonising private sector activitieswith
national health system objectives.

According to aHERA 1998 report, the expansion of the private sector is posing
numerous challenges to the public sector. While the exact impact of the private sector is
not known, it is generally believed and accepted that facilities such as Tapion Hospita
and some private labs, are being used as a yardstick to determine the quality of care and
services offered by the public ingtitutions. Thisis, however, only one dimension of
private sector consideration; there are many others e.g. the increasing private practice of
complementary medicine and provision of herbal and health productsin health stores.

The only way to create harmony and synergy in pursuit of anationa system that meets
the needs of all concerned isthrough continuous open dia ogue between the public and
private sector. Thisrelationship will alow for the development of appropriate regulatory
mechanisms and incentives to cause servicesto develop as agreed. Government should
never be aconstraint on private sector growth, but rather afacilitator of appropriate
private sector growth.

5.5.1 Policy formulation

Thereisavirtua absence of private sector representation in the process of policy
development on heath matters. Since the Government regards privatisation as one of the
approaches it will adopt to “broaden and strengthen the scope and capacities of the
private sector to contribute to the economic, social, educational and cultura development
of Saint Lucia’ (Saint LuciaMedium Term Economic Strategy), thiswill have to change.
Mechanisms will have to be developed to incorporate private interests on boards, and
committees and to foster networking with the private sector.

In addition in developing policies, every attempt will be made to synchronise the
relationship between the public and private sectors so that they operate in the public
interest. Such policies will necessarily include the enforcement of regulations that may
take the form of:

?? Price controls and support for essential products and servcies. for example at the
Vieux Fort community consultation it was revea ed that the price of adrug may vary
as much as 60% between pharmaciesin the immediate area.

?? Quantity and distribution controls: such as controls on location to promote access to
under served aress.

?? Quality controls: to ensure that profit margins are not increased at the expense of
quality.
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?? Licensing and Accreditation of practitioners and health facilities.

It should be noted that the establishment of public health insurance or specific purchaser-
provider agreements would give the agency, selected to manage the funds control over
the dlocations to the various providers. Thisis apowerful tool: incentives can be offered
to encourage certain activities by providers (and discourage others). Experience has
shown that the ability to offer incentives as a carrot to foster the implementation of
specific prioritiesis amore effective means of regulation than legd controls.

5.6 Partner ships
5.6.1 Competition

The private sector is continuously expanding - more physicians, more pharmacists, even a
hospital, entering this style of practice, and competing with the public sector for the same
resources. While healthy competition is necessary for the devel opment of the health
system, it will be monitored and where necessary controlled so that inequities already
present in the distribution of, and access to, resources, are not made worse. For example,
where access to the private sector is based on the ability and willingnessto pay, atwo-
tiered system of care will develop unless government subsidises care in the private sector
for those persons unable to pay; or raises the standard of care in its own facilities thus
encouraging consumers to return. Both such actions are being discussed presently.

5.6.2 Joint Ventures

A principa objective of joint venturesisto facilitate the sharing of experiences and
resources, it is particularly applicable to the pharmaceutical industry in St. Lucia. The
vision for the purchase and distribution of pharmaceuticas and medical suppliesisto
make the products more available and at a cheaper price to the population. A joint
venture between the private and public sectorswill enable this. A recommendation
coming out of the consultations with health workersisthat the scope of the bulk
purchasing by the Eastern Caribbean Drug Service (ECDS) be extended to include all
medical suppliesand that the private sector be supplied as well. These actions will
trandate into increased availability and reduced costs of drugs for consumers.
Appropriate price control measureswill be enforced as amatter of policy.

5.6.3 Contracts

Contracting between private sector businesses or individuals and the government to
provide services within the public sector is ongoing. To ensure efficiency and
effectiveness of the outputs, the Ministry of Health needs to include performance
standards and expected outputs in the contract documents. The Ministry of Heath in
contract negotiations, and in contract management, will therefore acquire skills.
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The most common complaint from communities across St. L uciawas cursory treatment
by doctors contracted to provide servicesin clinics at the health centre level. Frequent
were the anecdotes of adoctor prescribing a drug before the patient could properly
disclose his or her aillment, and usually without the benefit of aproper examination. In
addition, people complained about late arriva for clinic sessions, and early departure,
with many doctors spending less than one hour per clinic session.

Fifty (50) patients are booked to see the doctor in atypica session, with many persons
arriving very early to ensure that they make the cut-off. There appearsto belittlein the
way of triage and sicker patients may be told to come back for the next session. Doctors
complain of having to see too many patients, and being under-compensated for the
expected effort. Both parties appear uncomfortable with the contractual arrangements as
they stand at the moment; renegotiating appears to be awelcome move for both sides.

Thedoctors contracts with the government average about two years in duration; for the
most part though, routine renewal isthe norm. Theissues cited above could be resolved
through negotiations, the results of which can be reflected in the doctors' contracts. As
stated above, the Ministry of Health will move expeditiously to acquire the necessary
skillsin contract negotiations and contract management. M 1S support as cited above, will
assist with formulation of the necessary performance eval uation mechanismsthat the
situation warrants.

5.7 Specid areas

Health Tourism isan areain which we need to have clear policy. This should be

devel oped with private sector involvement and the Ministry of Health as the regulator. If
we need to access any services developed as health tourism for our citizens then we do
this via contract negotiation. We need to be guided by the principle that public money
should not be spent on providing services for the non-poor unless we provide the poor
with equal access to these services.

5.8 Shared Services

Presently we depend on Martinique, Barbados and to alesser extent Trinidad for certain
services, especialy oncology, cardiovascular surgery, neurologica and neurosurgical
services and M agnetic Resonance Imaging diagnostic services. Thereis no doubt that we
will always need to seek certain services from overseas providers, based on the inability
to offer certain servicesin a cost-effective and quality manner because of the small
volume of patients. On the other hand we can capitalise on this reform impetus and
certain resources available to usto develop our serviceslocdly to participate in offering
regional services. Quality, cost-effective services will attract regional patients especially
from the OECS hence negating the constraint of the small volume of patients. Saint Lucia
iswell positioned to move to develop this now.
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Key Recommendations

TheMinistry must develop and maintain strong networ ks with clear objectivesand
expectations.

The Ministry of Health must take a leader ship role and develop the capacity to
negotiate and monitor contractswith service providers.

TheMinistry must develop clear policy documenting itsrelationship with other
Ministries, agencies and the private sector.

TheMinistry must assert itself asthe protector of and advocate for the health of the
entire nation and all its people.
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6. IMPLEMENTATION PLAN

Health sector reform is asustained and purposive process of policy, systems and
institutiona improvements that will take many years to achieve the objectives of fully
upgrading efficiency, effectiveness, equity and quality that is desired for the health
delivery system.

PHASE | (1999 onwards)

The approach we propose is to invest mainly in management (personnel and systems) and
major health gaps, while maintaining the services. The identifiable mgor gapsare in
primary care services, polyclinic services, menta heath services and human services.

It isanticipated that in this phase the health sector will be re-organised and proper
management systems established. Thiswill set the stage for the future development of the
sector. The systems we propose to install should be able to guide decision-makers on
what strategies to implement to achieve maximum productivity within the limits of the
available resources. At this time many of the suggestions that one hears are based more
on intuition and assumption rather than hard data and fact. In addition the ability to act
quickly and effectively in the present system is poor. We believe that investing as
proposed in phase | will resolve these problems that are paralysing the health services.

The detailed implementation plan is presented in this document.
PHASE Il (the financial system)

Thereisaneed to develop proper cost accounting and billing systems from the outset.
Thiswill be done as part of the information system development in phase 1. Costing of
services provided will be done. Agencies presently paying for services (private insurance,
NIS and Government Departments) should be billed for the realistic cost of services.
Individua s who can pay should aso be billed. Information on users should be collected,
such that the cost of exemptions can be determined.

Having done costing of the services, when Government decidesto implement realistic
fees the Government should consider raising the threshold for exemption from the present
$6000 p.a. per family to $20,000, or only applying redistic feesto the insured (public or
private) in the first instance. Thisexercise is designed to provide information on costs of
services, user profiles, and so on to guide phase |1 of heath sector reform.

NIS should establish its existing medica benefits programme along established health
insurance lines and purchase services from the Ministry of Heath. Discussions between
NHI and NIS are ongoing and should become focused on the above proposal.

A study on the impact and feasibility of introduction of an additiona limited earmarked
tax 10% on cigarette and alcohol sales collected by distributors and manufacturers should
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be done. In addition a study on the impact and feasibility of introducing an earmarked tax
on electricity or telephones should be done.

The treasury should establish a“health fund” into which all money earmarked for health
(i.e. from NIS, MOH “budget”, and any ear marked tax). The performance of thisfund
can then be tracked.

The Budget process should be improved to become purchaser-provider agreements
between the Ministry and its service providers.

With these activities underway, information gained can be used to design the most
appropriate heath financia system for Saint Lucia. We should aim to implement the new
system by April 2002.

PHASE I1I

A comprehensive detailed National Health Service Plan will require more information
than we presently have. The National Health Service Plan should be a detailed document
of targets and resources required. It should detail short term (annual), medium term (three
year) and long term (five year) plans for every programme of the Ministry. It will require
that the heath sector has been organised as outlined in this document. For the 2002
budget there will be the beginning of aNHSP. This budget will report on the success of
programmes to date and the success and progress made in organising and rationaising
the health sector. It will also itemise the resources required to take the process as outlined
forward. It will present the new health financial system. In the financial year 2003 a
NHSP can be elaborated and the Government can expect to implement acomprehensive
new and sustainable health service.
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DEVELOPMENT OF A MANAGEMENT INFORMATION SYSTEM (MIS)

Reliable and timely information illuminates planning activity and is the base for monitoring
and evaluating the results of such efforts. Strategic management is supported and driven by
the daily activities of resource and clinica management. The combination of these two
areas of management activity influences the development of policies and drivesthe
planning function and ultimately the operations within the hospitals and health centres. A
comprehensive MIS supports resource management activities by identifying and measuring
inputs, measuring outputs of the processes, and anaysing key indicators to improve the
managers decision-making capabilities.

- Appointment of Information systems managersat Central Ministry of Health and
in each health region

MIS will be developed at the hospital, polyclinics and heath centre levels. Twelve (12)
person-months of IS/IT expertise in the heath areawill be sought to assist with the
planning and implementation of the system. National counterparts are aso proposed with
the persons sel ected assuming the position of an information systems manager within the
planning unit of the Ministry of Health and information managersin each region. The
consultant will assist the latter in defining the position, and is aso expected to provide
“hands on” assistance in developing the MIS.

- MISdevelopment at the hospital and polyclinic levels

At the hospita level the information system manager will provide hospital managers with
the following services:

- Education and training in the development of management systems including forms for
datacollection and producing the required reports on aregular basis,

- Support in the development of specia reportsto highlight and anayse specific
problems,

- Education and training for producers and users of information - to understand what to
do with the dataonceit is collected,;

- Facilitation of the working relationship between each department head and the relevant
hospital administratorsin developing the MIS forms to capture and monitor the above
departmental information each month;

- Training department heads to compare the monthly departmental performance to past
periods and to budget projections, with the emphasis placed on accurately identifying
the emergence of any pattern of irregularities and taking the appropriate actions.
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The ISIT expert will aso assist the identification of systems to support the important
Human Resource and Finance functions.

-  MISdevelopment at the health centrelevel.

At the hedlth centre level the information systems mangers will co-ordinate a short training
programme that will concentrate on the role of datain supporting the primary care
functions of health centres; data sources; recording data and ensuring their quality; uses of
data; and presentation and communication of data. The course was designed for and
conducted successfully in Nigerian health centres, but can be easily adapted to the St.
Lucian situation.

DEFINING AND CLARIFYING THE PUBLIC-PRIVATE MIX

Thedoctors' contracts with the government average about two years in duration; for the
most part however, routine renewa isthe norm. There is no good reason why the
differences between doctors and the Ministry of Health could not be resolved through
negotiations, the results of which can be reflected in the doctors' contracts. The Ministry of
Health will move to acquire the necessary skillsin contract negotiations and contract
management. M IS support, as cited above, will assist with formulation of the necessary
performance eval uation mechanisms that the situation warrants.

Since much of the dissatisfaction isfocused in the secondary system, the opportunity is
there to cover much ground through development and implementation of the Medicd Staff
and Hospital/Institutional by-laws that are included among the terms of reference of the
Regional and Hospital Administrations. These administrationswill aso establish clear
policy that will guide the operations of public services and how the public sector interfaces
with the private sector.

Once agreement is reached on such issues as hours of work, work loads, indicators for
performance measurement, and so on, the Ministry of Health will seek the assistance of the
Ministry of Lega affairsto undertake the tasks of drawing up the contracts between the
Ministry of Health and the contractors.

The development of heath institutiona legidation, policy, medica staff regulations and by
laws will aso help to clarify this area The establishment of acomplaints commission in
addition to licensing and accreditation will also encourage the peopl e to be more confident
in the health system, public and private.

The Ministry will actively engage the private sector in the development of policy,
legidation and service. The system as being proposed provides opportunity for the public
and private sector to work together at the community level and at board and council levels.
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ESTABLISHING INTER-MINISTERIAL COMMITTEES

The consultations bore out the need for an intersectoral approach to resolving their health
problems. Community persons were concerned about the adequacy, safety and integrity of
their community water supply - which isan issue that isin the domain of the Ministry of
Public Utilities & WASCO,; the state of their environment - many complaining about
rubbish being strewn by stray dogs or the infrequency of collection. Solid Waste
Management and perhaps the Ministry of Local Government/Community Devel opment
should address these problems. Others were concerned with the use of chemicals by
farmers and how this was polluting the environment and water supply - problems that
should be taken up with the Ministry of Agriculture, Fisheries and Environment.

It was established earlier in the document that intersectoral collaboration is best fostered at
the community level, and this remains true. However, given the nature of some of the
problems, an inter-Ministerial committee, consisting of the ministeria chief technica
officers, CEO’s of WASCO & SLWMA seems like agood idea. It is expected that the
existing committee of Permanent Secretaries could aso become active in thisareabeing
driven and supported by the technical officers committee. We anticipate that if these two
high level committees could be made to function effectively, much intersectora
collaboration would occur and indeed the Cabinet would probably find itself relieved of
many mundane issues.

HEALTH IMPROVEMENT COMMITTEESIN COMMUNITIES

We need to support the establishment of community health improvement committees
operating at the level of the health centre to alow the community ongoing contribution to
the development of heath in the community from the beginning. These committees are to
provide aforum for communities to identify issues, propose solutions, implement solutions
and monitor results. These committees, which will be established and maintained by the
community nurse, will need support from local government regiona officers, community
organi sations, the respective Ministries and the inter-Ministerial committees. Channels of
communication from health improvement committees will need to be established and may
vary depending on the community, the local government structure and the devel opment of
local government in that community. One of the first tasks of the committee will be to
identify the necessary support required for its function and the channels of communication
required. The Ministry of Health astheinitiator of this system needs to ensure that the
support is established. The inter-Ministeriad committeeswill be useful forumsto assist in
thisarea
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DETAILSOF THE ACTIVITIES AND THE INCREASE IN THE RECURRENT COSTS

OF THE PROPOSED REFORM S

SUMMARY TABLE

NAME RECURRENT COST RECURRENT COST
- TOTAL FOR 3 YRS -YEAR 1

I. Corporate Planning $626,416 $396,484

[I.  Agency Administration $335,124 $231,800

[ll. Environmenta Health Services $272,333 $133,533

IV. Menta Health Services $1,154,058 $404,608

V. Saint Jude Hospita $869,948 $579,946

VI. VictoriaHospita $1,938,402 $1,531,275

VII. Human Services & Family Affairs $772,688 $220,301

VIII. Gros Idet Polyclinic $896,057 $646,768

IX. Primary Care Services $1,376,700 $295,000

X. Soufriere Hospital $247,397 $97,758

XI. Shelter for women and children $260,147 $260,147

X1I._ Dennery Hospital $391,236 $157,056

XIII. Gender Relations $20,000 $20,000
$9,160,509.00 $4,974,677.00
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ACTIVITY IMPLEMENTATION DATE | COST AND DURATION
Hire Chief Planner August 2000 $35,466 (53,200)
Hire Hedth Planner |1 August 2000 $35,370 (42,444)
Hire Research Officer August 2000 $35,317 (39,989)
Hire Socid Planning Officer August 2000 $34,163 (40,996)
Hire Quantity Surveyor August 2000 $35,370 (42,444)
Hire Legdl Officer August 2000 $35,466 (53,200)
Hire Information manager November 2000 $21,000 (50,414)
Hire Quality Co-ordinator November 2000 $19,905 (47,774)
Hire Biomedica Engineer August 2000 $33,610 (50,414)
Hire 4 Maintenance officers (refrigeration November 2000 $46,700 (112,000)
technician, plumber, maintenance technician,

biomedica technician)

Hire Secretary August 2000 $17,117 (20,541)
Travel Allowance $24,000

Quality assurance programme November 2000 $25,000
Technical Assistance In Information and July 2000

quality systems

Integrate epidemiology and statisticsinto unit | April 2000

TOTAL COST FOR INITIATIVE: $627,416

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3
Number of Staff 14 - -
Persona emoluments $347,484 | $205,932 -
Wages/Travelling $24,000 -
Operating Costs $25,000 | $25,000 -
Tota Cost $396,484 $225,932 | -
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II.AGENCY ADMINISTRATION

ACTIVITY

IMPLEMENTATION DATE

COST AND DURATION

Hire Executive Directors— North April 2000 $75,600

- South April 2001 $75,600
Hire Medicd Directors June 2000 $85,000 (upgrade MS)

April 2001 $100,000 (upgrade M S)
Hire Nursing Directors— North June 2000 $16,200 (upgrade of PNO I11)
- South April 2001 $16,200 (upgrade of PNO 111)
Convert HA I11 to Assistant Director, April 2000 NAC
Administration April 2001 NAC
Hire Assistant Directors (Human April 2000 $5000 (upgrade DHA)
Resource) April 2001 $47,774
Hire Information managers (2) April 2001 $95,550
Implement new Organisational structure April 2000
Make | egidative Amendments April 2000 Capital initiative
Office furniture, computers, fax machines | April 2000 $50,000
and communications, office supplies
TOTAL COST FOR INITIATIVE: $566,924
TOTAL OPERATING COSTS
Items Year 1 Year 2 Year 3
Number of Staff 3 6 -
Persona emoluments $181,800 $335,124 -
Wages
Operating Costs $50,000 - -
Tota Cost $231,800 $335,124 -
1. ENVIRONMENTAL HEALTH
ACTIVITY IMPLEMENTATION DATE | COST
Hire Director of Environmental Services | May 2000 $48,533 (53,200)
Convert CEHO to Assistant Director May 2000 NAC
Administration
Hire seventeen Environmental Health October 2000 (5) $35,000
Aides April 2001 (5) $70,000
April 2002 (7) $110,800

L egidative reform May 2000 Capitd initiative
Implement new Organisational structure | April 2000
Make |egidlative Amendments April 2001
Office equipment and supplies May 2000 $50,000

TOTAL COST FOR INITIATIVE: $272,333

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3

Number of Staff 7 5 7
Persona emoluments $83,533 | $70,000 | $118,800
Wages - - -
Operating Costs $50,000 - -
Tota Cost $133,533 $70,000 | $118,800
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IV.MENTAL HEALTH SERVICES

ACTIVITY

IMPLEMENTATION DATE

COST AND DURATION

Hire Menta Hedth Services Administrator April 2001 $53,200
Convert HA Il to Assistant Menta Health April 2001 $7,000
Services Administrator
Create And Hire 2™ psychiatrist April 2000 $80,000
Upgrade Director Turning Point April 2001 $5,000
Upgrade PNO Il to PNO 11 April 2000 $5,000
Hire fifteen psychiatric nurses April 2000 $144,180
April 2001 $144,180
April 2002 $144,180
Train five menta health practitioners April 2002 $199,905
Hire aclinica psychologist April 2000 funded
Hire two psychotherapists April 2000 funded
April 2001 $41,537
Hire three counsellors April 2002 $135,000
Hire two Occupationa Therapists April 2000 $31,428
April 2001 $31,428
Hire and activation of storekeeper Il April 2000 funded
Hire four (4) Domestic Assistants April 2000 $40,000
Hire five (5) ward orderlies April 2000 $56,000
Transportation alowance April 2000 $48,000
Develop Information systems and other April 2001-March 2003 Capitd initiative
programme devel opment support
L egidative reform May 2000 Capitd initiative
Implement new Organisationa structure April 2000
Make |egidlative Amendments April 2001

TOTAL COST FOR INITIATIVE: $1,154,058

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3
Number of Staff 18 7 13
Persona emoluments $356,608 $270,345 $479,085
Wages/Travelling $48,000

Operating Costs - - -
Tota Cost $404,608 $270,345 $479,085
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V. SAINT JUDE HOSPITAL

Objectives

1. Improve Management
& Administration

2. Improve Information
system

3. Improve human
resource management

4. Improve quality
systems and regulation

5. Improve equipment
status

6. Improve middle
management

7. Improve Emergency
Services

8. Improve generd
clinical services

Activities

Time

Cost

1.1 Findise contract with
Sisters of Mercy for three
years

April 2000- 2002

Subject to negotiation

1.2 Implement April 2000 NAC
organisationd structure as
outlined in Southern region
1.3 Develop policies, July 2000 Allow $2000
procedures and guidelines
in conjunction with ED -
North and MOH
2.1 Develop information August 2000 Capitd initiative
System in conjunction with
Northern region and 1PU
3.1 Develop human October 2000 No cost
resource plan
3.2 Implement plan October 2000 TBD
4.1 Establish QA June 2000 $2000
committee working with
hospital and community
4.2 Develop Medical staff October 2000 No cost
policiesin conjunction with
— Northern region and
MOH
4.3 Develop Hospital January 2001 Funded in Victoria
legislation and regulations Hospita plan
in conjunction with
Northern region and MOH
4.4 Develop Medica Staff | January 2001 Funded in Victoria
by-laws and regulationsin Hospita plan
conjunction with CCS-
North and MOH
4.5 Develop proper May 2000 No additional cost
contracts with doctors (dependent on
negotiations)
4.6 Establish provider April 2000 No additional cost
agreements as part of
budget and contract
agreements
5.1 Perform equipment June 2000 $1000
inventory
5.2 Develop maintenance June 2000
plan
6.1 Conduct middle June 2000 and on | Grant funds from PAHO
management “on the job” to develop program (to be
training conducted a Sir Arthur
Lewis)
7.1 Create 7 EMT postsand | July 2000 (4) $79,960
fill April 2001 (3) $59,960
8.1 Hire eight staff nurses | April 2000 (4) $115,032
April 2001 (4) $115,032
8.2 Hirethree RNA’s April 2000 $48,968
8.3 Hire cytotechnologist April 2000 $33,800
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8.4 Hire Physiotherapist April 2000 $33,860
8.5 Hirefour consultants— | April 2000 (2) $115,000
three family practitioners April 2001 (2) $115,000
and one orthopaedic
surgeon
8.6 Hire one Accountsclerk | April 2000 $19,624
8.7 Hiretwo junior clerks April 2000 $28,712

TOTAL COST OF INITIATIVE: $869,948

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3

Number of staff 18 9

Personad Emoluments $474,956 $289,992

Wages

Operating costs $5,000

TOTAL COST $579,956 $289,992
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1. Improve senior
management

2. Improve human resource
management

3 Improve hedth
information

4  Improveingtitutiona
regulaion and quality
assurance

5. Improve equipment status

6. Improve middle
management

7. Improve services

Activities Time Costs

1.1 Create HA 1V post and hire | April 2001 Upgrade $6000

HA IV

2.1 Develop human resource October 2000 No cost

plan

2.2 Implement plan October 2000 To be determined

2.3 Implement free medica April 2000

care for ancillary staff

3.1 Hire Statistica Assistant April 2000 $31,428

\%

3.2 Upgrade to Statistical April 2000 $12,800

Assistant |

3.3 Design Hospitd October 2000 Capitd initiative

Information system

3.4 Develop & Implement HIS | April 2001 Capitd Initiative
April 2002

4.1 Establish QA committee April 2000 $2000

4.2 Implement interim Dec 1999 No cost

Organisationd structure

4.3 Develop Hospital Policies | May 2000 No cost

4.4 Develop Medica staff May 2000 No cost

policies

45 January 2001 Capitd Initiative

- Develop Hospita legidation

and regulations

- Develop Medica Staff by-

laws and regulations

4.6 Develop proper contracts April 2000 No additional cost

with doctors (dependent on

negoti ations)

4.7 Establish provider April 2000 No additional cost

agreements as part of budget

agreements

5.1 Perform equipment December 1999 | $1000

inventory

5.2 Develop maintenance plan | June 2000

5.3 Purchase X-Ray machine June 2000 Capitd

6.1 Conduct middle June 2000 and Grant funds from PAHO

management “on the job” on to develop program (to

training be conducted a Sir

Arthur Lewis)

7.1 Oncal for maintenance April 2000 $11,000

staff

7.2 Activation of seven April 2000 (2) $43,092

medica technologists posts April 2001 (5) | $107,730

7.3 Implement new staff April 2000 No cost

structure and with

nomenclaure changes

7.4 Contract second April 2000 $120,000

orthopaedic surgeon

7.5 Contract third surgeon April 2000 $120,000

7.6 Contract Senior Registrar April 2000 $78,000

(0&.G)
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7.7 Contract Third Internist April 2000 $80,000
7.8 Contract 2™ A&E April 2000 $120,000
Consultant
7.8 Increase in non-clinica April 2000 $116,015
support steff (6 orderlies, 3
domestic assistants and 4
laundry maids)
7.9 Hire 15 RNs April 2000 $435,000
Hire 15 RNAs April 2001 $246,190
7.10 Hire 3 Night Supervisors | April 2000 $127,332
7.11 Medica Socia Work April 2000 Funded in HS& FA
7.13 Maintenance staff April 2000 Funded in corporate
planning
7.14 HireSEMTs April 2000 $41,586
Hire 6 first responders April 2000 $59,152
TOTAL COST OF INITIATIVE: $1,938,402
TOTAL OPERATING COSTS
Items Year 1 Year 2 Year 3
Number of Staff 58 20 -
Persona emoluments 1,528,275 $407,127 -
Wages - - -
Operating Costs 3000 - -
Tota Cost $1,531,275 $407,127 -
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VII.HUMAN SERVICES & FAMILY AFFAIRS

Objectives

1. Improve
M anagement

2. Improve family case
worker services

Activities Time Cost
1.1 Upgrade Director HS, FA to grade | April 2000 $2800
18 and fill post - contract

1.2 Activate and fill socia work April 2001 $47,757
supervisor post grade 16 and change

name to supervisor human services &

family affairs - contract

1.3 Activate senior field social worker | April 2000 $45,100
grade 15 and assign services for

elderly and disabled to this officer

1.4 Implement new organisational April 2000 NAC
structure

2.1 Fill FCW III post, grade 14, and April 2001 $42,444
create unit of specialised FCW in child

and family services

2.2 Train FCWsin areas of child care | April 2000 (2) | $74,260
& protection (1), adolescent care (1), April 2001 (2) | $74,260
family care (1) & domestic violence April 2002 (1) | $37,130
(2) and fill these five posts thereby

creating the unit of child & family

services

2.3 Assign one genera FCW to each April 2000 NAC
polyclinic with regional responsibility

2.4 Hire an intake officer April 2000 $20,541
2.5 Traintwo medicd FCWsandtwo | April 2001 $5,600
psychiatric FCWs and assign one April 2002 $5,600

medica and one psychiétric to each
region
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3. * Implement
Integrated
child care &
protection
programme

* ALL COSTSIN
2000-2001 WILL
BE MET BY EDF

3. Implement
integrated child
care and protection
programme
inclusive of:

- transit home
for childrenin
crisis

- children’s
services
support
programme
($146,250)

- natona child
abuse
prevention and
parenting
education
programme
($209,100)

- juvenile
offenders and
young persons
programme
($2142,850)

- community
based hedth
cae
programme for
vulnerable
children
($36,500)

- treatment and
support for
victims of
violence and
traumatised
persons
($51,400)

April PS

2000

April
2001

House Mother ($45,100)
4 security guards
($41,000)

5 house assistants
($65,200)

Operations ($79,650)

Foster parentstraining
($22,000)

Emergency Assistance
($21,000)

Public Education
($13,800)

Abuse registry
development & support
($12,000)

BTC programme
($39,200)

Upton Gardens
programme ($38,240)

Community outreach
and parenting
programme ($23,500)
Lobby & protection
workshops ($10,000)
Child abuse
management workshops
($25,600)

Staff training on child
welfare (overseas)
($50,000)

Ongoing

Capitd
Building,
furniture,
transit home
— ($865,000)
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4. Improvepublic | 4.1 Createand hire | April PS $74,260 Ongoing
assistance/socid two additional 2000
welfare services welfare officers and

assign officers (six)

to each of the

polyclinic regions

(5) with acentrd,

senior officer

(welfare officer I11)
5. Operating Fire Extinguishers, | April DHS | $3,350 Ongoing
expenses Air Conditioning 2000 &FA

servicing,

Sanitation
TOTAL COST OF INITIATIVE: $772,688
TOTAL OPERATING COSTS
Items Year 1 Year 2 Year 3
Number of Staff 6 13 1
Persona emoluments $216,961 $278,917 $42,730
Wages
Operating Costs $3,340 $230,740
Total Cost $220,301 $509,657 $42,730
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VIII. GROSISLET POLYCLINIC

Objectives
1. Establish polyclinic

administration & genera
support

Establish 24hr ambulance
service linked to VH

Establish generad clinic
services (daily), support for
primary care services of
linked health centres and
polyclinic primary care
services

Establish Dentad services

Establish professiond support
services and other specidist
services

6. Operating costs, construction

and training

Develop Information system

Activities Time Cost

1.1 Contract HA 111 April 2001 $47,757

1.2 Assign PNO I April 2000 NAC

1.3 Hire 1 Secretary IV April 2000 $28,188

1.4 Hire 1 handyman April 2000 $9,900

1.5 Hire Cashier April 2000 $13,156

2.1 Hire 7 Emergency Medical | April 2000 (4) $79,960

Technicians April 2001 (3) $60,000

3.1Hire1SMO April 2000 $60,000

3.2Hire1DMO April 2000 $45,000

3.2 Assign 3 FNPs April 2000 NAC

3.3 Assign 3 District Nurses April 2000 NAC

3.4 Hire 12 Registered Nurses | April 2000 (8) $230,064
April 2001 (4) $115,032

3.5Assign 3CHAs April 2000 NAC

4.1 Assign 1 dentist April 2000 NAC

4.2 Assign 1 dental nurses April 2000 NAC

4.3 Assign 1 dentd assistants April 2000 NAC

5.1 Assign 1 field nutrition April 2000 NAC

officer

5.2 Assign 1 Hedlth Educator April 2000 NAC

5.3 Assign 1 psychiatric nurse | April 2000 Funded under

mental services

5.4 Assign 1 family case April 2000 NAC

worker

5.5 Assign socia welfare April 2000 NAC

officer

5.6 Assign 2 Environmental April 2000 NAC

Health Officers

5.7 Assign 2 Medica April 2000 NAC

L aboratory Assistants

5.8 Hire 2 radiographers April 2000 $26,500
April 2001 $26,500

5.9 Assign two pharmacists April 2000 NAC

6.1 Operating costs April 2000 $150,000

6.2 Train three multipurpose April 2001 TBD

technicians

6.3 Train Menta health April 2001 Mentd Hedth

practitioner Services

7.1 Work with hedlth April 2001 Capitd initiative

information managers a 1PU

and hospita s to design and

implement information system
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8. Develop shared generd
services — transportation,
maintenance, security,
cleaning, kitchen & laundry

9. Establish quality systems

7.2 Develop “household folder”
with hedlth centres

April 2000

Capitdl initiative

8.1 work with other regional
institutions to devel op these
services

April 2000

9.1 Develop qudlity circles
including polyclinic and hedth
centre key personnel, work with
quality co-ordinator and
regional QA committees

July 2000

Allow $2000

9.2 Develop policies,
procedures and guidelinein
keeping with regiona policy
and procedures, and clinica
protocols as devel oped by
specidists

October 2000

Allow $2000

TOTAL COST OF INITIATIVE: $896,057

TOTAL OPERATING COSTS

Items Year 1 Year 2 Yea 3
Number of Staff 19 9

Persona emoluments $492,768 $249,289

Wages

Operating Costs $154,000

Tota Cost $646,768 $249,289
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IX. PRIMARY CARE SERVICES

Objectives Activities Time Cost
1.1 Hire one public health nurse April 2000 $40,000
1. Improve primary care supervisor (housed a apolyclinic)
services operations, 1.2 Hire six Family Nurse April 2001 $80,000
establish primary care Practitioners (to be housed at April 2002 $80,000
teams operating out of | polyclinics) April 2003 $80,000
each hedth centreand "1 4 Upgrade of Community Headlth | April 2000 $120,600
providetwenty four | Ajdesto $965/month
hour accessto anursein 715 Transportation alowance to April 2000 $80,400
the community. Community Health Aides
(100/month)
1.6 Training of Community Hedth June 2000 Funded
Aidesin socia work and
rehabilitation
1.7 Training of community health Over three years Source PAHO
nurses in management and upgrade | starting June 2000 | support
to public health nurses
1.8 On cdll alowance for thirty four | April 2001 $625,000
community nurses
1.9 Hiring of 23 CHAs April 2001 (12) $150,700
April 2002 (11) $146,000
1.10 Support for development of April 2000 $52,000
community participation
2. Develop Information 2.1 Work with health information April 2001 Capitd
system managers at Planning and April 2002 Initiative
Information Unit and hospitas to
design and implement information
system
2.2 Develop “household folder” April 2000 Capitd
3. Develop shared generd initiative
services — trangportation | 3.1 work with other regiona April 2000
maintenance, security, institutions to devel op these services
cleaning, kitchen & 4.1 work with polyclinic quality April 2000 Allow $2000
catering circle to ensure development and

] implementation of policies,
4. Develop quaity systems | procedures and guidelines

TOTAL COST OF INITIATIVE: $1,376,700

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3
Number of Staff 1 14 13
Persona emoluments $241,000 $230,700 | $226,000
Wages $625,000

Operating Costs $54,000

Tota Cost $295,000 | $855,700 $226,000
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Objectives

1. Improve administration

2. Establish 24 hr. ambulance
services linked to Saint Jude
Hospital

3. Improve general clinic
services, professional support,
primary care support and
primary care services.

4, Establish X-Ray services

5. Train three multipurpose
technicians

6. Develop information systems

7. Develop shared services—
maintenance, transportation,
security, cleaning, kitchen and
catering

Activities Time Cost

1.1 Train Senior Executive Officer | April 2000 $16,330

for upgrade to HA 111 — contract

1.2 HirePNO I April 2000 $40,000

2.1 Hire seven Emergency April 2001 (4) | $79,960

Medica Technicians April 2002 (3) | $59,679

3.1 Assign 3 Family Nurse April 2000 NAC

Practitioners

3.2 Assign 1 denta nurses April 2000 NAC

3.3 Hire 1 dentd therapist April 2000 $31,428

3.4 Assign 1 Family case worker April 2000 NAC

3.6 Assign socia welfare officer April 2000 NAC

3.7 Assign 1 field nutrition officer | April 2000 NAC

3.8 Assign 1 Hedth Educator April 2000 NAC

3.9 Train amenta health April 2002 Mentd Hedth

practitioner Services

3.10 Hire apsychiatric nurse April 2000 Funded under
mental services

4.1 Assign aradiographer July 2001 $10,000

temporarily until multipurpose

technician trained

4.2 Purchase basic X-Ray machine | April 2001 Capitd

5.1 Create multipurpose Start Sept $10,000

technician postsand train thetwo | 2000 and train

Medicd laboratory assistants one per year

6.1 Work with hedlth information | April 2000- Capitd

managers at PIU and SJH to 2002 initiative

develop and implement

information systems

7. Work with other regiona July 2000

institutions to devel op these
servicesjointly

TOTAL COST OF INITIATIVE: $247,397

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3
Number of Staff 4 5 3
Persona emoluments $97,758 $89,860 $59,679
Wages

Operating Costs

Tota Cost $97,758 $89,960 $59,679
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Objectives Activities Time Cost
1. Improve Administration 1.1 Train PNO Il to upgradeto HA | April 2000 $17,757
"
1.2 Hire PNO | April 2000 $39,981
1.3 Activate clerk Il April 2000 $17,949
2.1 Assign 3 FNPS April 2000 NAC
2.2 Hire three nurse/midwifes April 2000 (1) | $37,130
n ) April 2001 (2) | $74,260
2. Improve generdl clinic services 53 Agon one additiond DMO | April 2000 | NAC
& primary care services 2.4 Assgn 1 FCW April 2000 NAC
2.5 Assign 1 health educator April 2000 NAC
2.6 Hire MLA October 1999 | NAC
2.7 Assign field nutrition officer April 2000 NAC
2.8 Hire seven EMTS April 2001 (4) | $79,960
April 2002 (3) | $59,960
3. Review existing structureand | 3.1 Conduct feasibility for July 2001 $20,000
examine options for relocation | refocation
4. Develop new programmes to 4.1 Egtablish the multidisciplinary | April 2001 Capita
support new prison population | team with the necessary tools and April 2002 initiative
& Develop Information system | information systems
5. Develop shared services— 5.1. Work with other regiona April 2000

maintenance, transportation,
security, cleaning, kitchen and
catering

institutions to devel op these
servicesjointly

TOTAL COST OF INITIATIVE: $391,236

TOTAL OPERATING COSTS

Items Year 1 Year 2 Year 3
Number of Staff 3 6 3
Persona emoluments $157,056 $154,220 $59,960
Wages

Operating Costs $20,000

Tota Cost $157,056 $174,220 $59,960
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XIl. SHELTER FOR ABUSED WOMEN & CHILDREN

Objectives Activities Time Cost
1. Shelter Administration and 1.1 Hire shelter manager April $47,747
support 1.2 Hirefivefulltime 2000 $72,000
counsellors
1.3 Hirethree part-time $22,000
counsellors

1.4 Hire one senior counsellor $35,000

1.5 Hire one gardener $8,400
3. Operating costs 3.2 Utilities, supplies etc. April $75,000

2000
TOTAL OPERATING COSTS
Items Year 1 Year 2 Year 3
Number of staff 11
Persona Emoluments $185,147
Wages
Operating costs $75,000
TOTAL COST $260,147
XI1l1. GENDER RELATIONS
Objectives Activities Time Cost
1.1 Fill Director of Gender April 2000 | NAC
1. Improve Management Relations post
April 2000 | NAC will be
2. Review legidation on gender done as part
violence and sexua offences of crimina
code review

3. Develop programme of assistanceto | 4.1 Assistance to New Frontier April 2000 | $20,000

NGO involved in Gender issues

and Crisis Centre

TOTAL COST OF PLAN - $20,000
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CONCLUSION

Health sector reform as proposed is a purposeful evolution of systems and services. The
process starts with the organisation of the sector into aflexible, disciplined service. The
proposed organisation of serviceis able to accommodate two general hospitalsor asingle
national hospital or any variation of this. The mechanisms proposed ingtitutionalise the
needs of the patients and community by formalising community participation in the
development of services and in the delivery of services. The reformed services will address
the following concerns expressed by the people and heath workers:

1. Increased accessto health services;

The communities want more sophisticated health services closer to them and more
available at al times. This desire hasto be balanced against resource limitations and
resources required for more sophisticated heath services.

Reform proposes that health centres should be re-programmed to be health devel opment
units and these units should work with the community, other government agencies and
non-governmental organisations involved in community and health development. Every
community will have nursing services available at al times, during regular working hours
at the hedth centre and after hours the nurse living in the community will be on-call to
meet the community needs in terms of triage.

Every Health Centre is supported by a polyclinic. Reform proposes five polyclinics
strategically located — Gros Idlet, Castries, Dennery, Soufriere, Vieux Fort. These
polyclinics offer regular doctors clinics Monday to Friday al day and Saturday morning.
They a so offer twenty-four hour ambulance services and Family Nurse Practitioner
services after hours supported by the respective hospita service. These polyclinic services
are supported and co-ordinated by the hospital servicesin the region. Every polyclinicis
attached to aHospital. This system means that a patient will receive the appropriate level of
care for hig’her condition at whatever level the patient enters the service. Patients do not
need to think about where they have to go. They merely have to arrive at the nearest
polyclinic or go through their community nurse, living in their community. Polyclinics will
also bring specialised services closer to the community, by offering regular specidist
clinics and specidist services, e.g. minor surgery. Polyclinics will offer x-ray, laboratory
and pharmacy services thereby providing the necessary support for proper diagnosis and
treatment at these polyclinics. Patients will only haveto travel asfar asthe nearest
polyclinic for these services. The polyclinic houses avariety of workerswith different
skills, alowing the devel opment of amultidisciplinary team and service.

The involvement of the community with the health centre staff will alow the development
of servicestailored to the community needs, and will provide for ongoing evolution of
these services. The polyclinic serviceswill be devel oped to meet the needs of the health
centres thus devel oping the polyclinic services in asimilar sensitive fashion. In addition the
polyclinics determine the type of hospital servicesto be developed. Thus this system
proposed results in mutual support and a cascading programming of services to meet the
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needs of the individua communities with the communities constantly driving the
refinements and evolution of services.

The pooling of resourcesin the regional system proposed will alow the development of a
multidisciplinary approach with amore appropriate deployment of human and other
resources. Thiswill trandate not only into better services but aso more empowered,
confident health workers who will also have better attitudes. The system proposed creates
clarity of roles and responsibilities and aso creates clear accountability. These attributes
also result in abetter worker attitude. In addition accountability alows for appropriate
disciplinary action when necessary.

A patient’s charter of rightswill be developed such that everyone can know exactly what to
expect in terms of service.

Reform proposes heavy investment in mental health services, in particul ar the development
of community-based services. It must be noted that the mental serviceswill be delivered
along side other services, in the same ingtitutions, in the same multidisciplinary way. There
is an increased emphasis on counselling and other psychological services as adjuncts to
existing psychiatric services. There is also an emphasis on early detection and detection of
persons at risk to alow early intervention and the devel opment of preventative services. It
isanticipated that this approach will slowly but surely change the attitude of people to
mental disorders and disability. The use of family case workers, community heath aides,
mental health practitioners, psychiatric nurses and community nurses as front line workers
in this area of creating mental and socia wellness needs to be highlighted as a critical
component of the reformed health service.

The environmenta health services will be approached in asimilar multidisciplinary and
community co-operative way with the environmental heath officers being resident at
polyclinics and moving within the community served. The health centres serve as monitors
of the environmenta health and platforms for action within the community. At the higher
level of the central Government, environmental health will be given agreater voice to
advocate for intersectoral and public action by contracting aqualified director of
environmental health services, who will have a supportive information system and
communication system.

The primary care services are seen by reform as the focus of the health service. These
services are the ones that will create communities of people who are mentally, physicaly
and socially well. Thisiswhy reform proposes heavy investment in this area of the service.
Theidentification of the health centre as the unit responsible for primary care alows for
more holistic, targeted strategies aimed at achieving the goals outlined for the primary care
services. The centra Ministry will aso develop programmes that will guide the strategies
to be employed for the major public health problems (diabetes, hypertension, cancer,
injury, violence, sexually transmitted diseases and other infectious diseases). This approach
allows for co-ordinated action employing effective strategies. It also alows for the
necessary networking at central and community levels to implement the solutions. Hedth
promotion will be delivered in asimilar way, central co-ordination with decentralised
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implementation. There will be considerable investment in school health and child health
programmes in generd. These health programmes will be holistic in terms of promoting
mental, physical and spiritua wellness.

2. Improving quality and creating a system that guar antees quality

Reform proposes many strategies to improve quality and to guarantee quality. These
include at the central level, the recognition that the Ministry of Hedth is the agency
responsible for ensuring quality in the public and private sector. This demands that health
legidation is drafted that ensures standards of care in both public and private sector.
Licensing and accreditation will be implemented. Complementary practitioners will be
brought into the regulatory system. An independent complaints commission will be
established to rapidly address health complaints that are not resolved through the
administrative system.

Continuous qudity improvement will be implemented throughout the services and the
Ministry will ensure central co-ordination, monitoring and auditing by contracting a quality
co-ordinator and developing an integrated information system through the Planning Unit.

Budget agreements and contracts will be used as tools to ensure that performance standards
are linked to funding, thereby creating incentive for quality service.

The quality of service isdirectly linked to the quality of the human resources. Health
reform proposes investment in human resource management and development. Thiswill be
done by employing trained human resource managers at the central (Deputy Permanent
Secretary) and regiona (Human Resource Managers, north and south) levels. All
administrators and al key services and management positions will be by contract to ensure
that the leadership, management and service delivery can be guaranteed.

The people will experience a better quaity service in the form of amore timely, more
sophisticated and more responsive service.

3. Giving valuefor money

The proposed health sector will be one in which staff will be more easily mobilised and
will make better use of existing staff.

Partnerships and networks will create synergy within the system and will cause
mobilisation of presently “hidden” resources. Thiswill have acost benefit.

The system proposed is one of clear budget control and accountability which should result
in cost containment.

Better management and the pooling of resources regionaly will provide for better
allocation of resources and more sharing of resources. Thiswill result in amore cost-
effective system.
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When cost-efficiency is added to better quality service the result is“better vaue for
money” . If people are given better value for money they are prepared to invest more of
their money in the devel opment of the service.

4. Equity intheservice

Equity isan important principle in the reform process. The proposed system is equitablein
that it decentralises services. It givesindividual communities influence in determining how
the health service devel ops.

The system also provides for equity in the alocation of resources by developing virtudly
identical regiona services with responsibility for al services.

A publicly guaranteed package of services will be developed in conjunction with a
patient’s charter of rights. Thiswill guarantee that every Saint Lucian is assured of these
health services.

5. Reduced burden of disease and mor e productivity

Thisisthe ultimate god of the service. We intend to provide a service that alows people to
be well, mentally, physicaly and spiritually. We intend to devel op asystem that identifies
people at risk of developing disease or socia problems and intervenesto prevent the
disease or problem. Weintend to provide a service that detects diseases and social
problems early and allows for rapid effective interventions to minimise the effect of the
disease or problem. We intend to develop a system that rehabilitates people affected by
disease or socia problems.

The last paragraph encapsulates the reform process we propose which we expect will allow
the devel opment of a people who are safe, happy and productive.
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Sector Reform; b) Gomes,P.I-CARICAD, Some Thoughts on the Structure of the Public Service on
the New Age. ¢) Strategic Human Resource Devel opment and Management. d) Performance
Management: A New Approach — Presentation to the Nationa Consultation on Public Sector Reform
by Dr. D. Jules, Permanent Secretary, Ministry of Education, Human resource development, Y outh
& Sports.
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22.
23.

24.
25.

26.
27.

28.
29.

30.

31.

32.

33.

34.
35.

36.

37.
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Proceedings from the June 1999 OECS M ulti-Partite Development Conference.

“St. Lucian Herbal Pharmacopoeia’-a project proposa to UNESCO for the production and

publication of abook on 227 St. Lucian medicina plants— Dr. Gilbertha St. Rose, June ' 99.

Renewing the NHS— Labour’ s agenda for a healthier Britain — Conference ' 95.

St. LuciaMinistry of Education, Human Resource Development, Y outh & Sports Education

Development Plan 1999-2005 & Beyond — Synthesis of Public Feedback Received.

Constitution of the Government of St. Lucia— 1979.

Presentation from the PAHO Roundtable On “Challenges of Health For The 21% Century” —

Santiago, Chile April 1998.

PAHO (WASHINGTON) — Comments on the Health Sector Draft White Paper for St. Lucia— Dr.

R. Marchesich (Consultant )/ Dr. A. Infante ( Regional Advisor ).

Health in the Americas, 1998 Edition, Volume 1 & I

MEDICARE Managed Care Website — Glossary of Terms.

WHO/PAHO Publications Guidelines For The Preparation Of The Health Services System Profile

In The Countries Of The Region— Division of Health Systems & Services Development; Program of

Organization & Management of Health Systems Based on Primary Health Care. (b) Glossary of

terms used in the “Health for dl” series, N0.1-8. (c) HEALTH, The courageto care; Editors

Gunatilleke,G and Hammad,A. (d) Primary Health Care and Local Health Systemsin the Caribbean

— Proceedings of the Workshop on Primary Heath Care and Locd Heath Systems— Tobago, Nov.

1988. (e) WOMEN SHEALTH — Towards a better world — Report on the first meeting of the

GLOBAL COMMISSION ON WOMEN'SHEALTH (j) WHO GLOBAL STRATEGY FOR

HEALTH AND ENVIRONMENT, 1993. (k) THE ROLE OF THE HOSPITAL IN THE DISTRICT —

Delivering or supporting primary health care?— Van LerbergheW & Lafort,Y, Division of

Strengthening of Health Services WHO. (I) COVERAGE OF MATERNITY CARE — A Listing of

available information.

WORLD HEALTH FORUM, Vol. 18, 1997 — HEALTH SYSTEMS:; Revolution or evolutionin

hospital management? — Gauld, R.

Jamaica Ministry of Hedth Information Pamphlet on Health Reform — Decentralizing the Public

Health Sector.

WHO Report from the 7" Consultative Committee meeting on Organization of Health Systems

Based On Primary Health Care: Primary Health Care Systems and Services for the 21% century —

Geneva, Feb. 1997.

PAHO/WHO Barbados— Preparatory reading document for the Seminar on Health sector reform via

UWIdite— St. Lucia, Feb.1998.

BMJ Publication: HARD CHOICESIN HEALTH CARE; Editor Lenaghan, J.

UWI 50" Anniversary L ecture Series — Prof. G.A.O Alleyne,Director, PAHO — THE HEALTH of

SMALL STATES- Castries, St. Lucia, Oct. 1998.

REFERENCE TEXTS:

?7? SOCIOLOGY ASAPPLIED TO MEDICINE — Editor, Scambler,G.
?? BUILDING COMMUNITY SUPPORT FOR PEOPLE : A Plan For Mental Healthin

Ontario — Report of the Provincial Community Mentad Health Committee, Ontario, July
1998.

Address by Dr. Hanza Rafeeq, Hon. Minister of Health, Trinidad and Tobago, at the Health Sector

Reform Conference, Argenting, Nov.1997 — THE ROLE OF THE STATE AS GUARANTOR OF

THE HEALTH CARE.
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FINANCING:

1.

2.

10.
11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

EXPERIENCE WITH ORGANIZATIONAL AND FINANCING REFORM OF THE HEALTH
SECTOR- Kutzin,J; Division of Strengthening of Health Services/WHO; Jan.1995.
HEALTH INSURANCE FOR THE FORMAL SECTORIN AFRICA: “ Yes, but.....” —Kutzin,J;
Division of Analysis, Research and Assessment/WHO.
DESIGNING A NATIONAL HEALTH INSURANCE PROGRAMME FOR ST. LUCIA: Issuesand
options - OECS Hedlth Policy and Management Unit in cooperation with J.Snow Inc., Socia
Sectors Development Strategies Inc. and UWI Ingtitute for Socia and Economic Research.
MANAGING AND FINANCING HEALTH TO REDUCE THE IMPACT OF POVERTY IN THE
CARIBBEAN — Implementing Decentralization and Financing Strategies while Protecting the Poor
— Policy Document of Aug.1999 PAHO/UNDP/CARICOM PROJECT.
FINANCING AND MANAGING HEALTHCARE: Medicare.
COST ANALYSISIN PRIMARY HEALTH CARE — A Training Manual for Programme Managers,
WHO in collaboration with the United Nations Children’ s Fund & the AgaKhan Foundation.
RECOMMENDATIONS FOR ADEQUATELY FINANCING HEALTH CARE SERVICES—
Augustin, T. January 1998.Health Sector Reform Secretariat.
HEALTH REFORM - INCENTIVES AND PROVIDER PAYMENT METHODS- Barnum,H; Kutzin,J
and Saxenian,H. Human Resources Development and Operations Policy (HRO) Working Papers.
March 1995.
NHIS—-“FROM VISION TO REALITY" — THE COOPERS AND LYBRAND CONSULTING
GROUP — an assessment of the feasibility of, and adesign of aNationa Hedth Insurance System
for Trinidad & Tobago. March 1994.
HEALTH TAX PROPOSAL — draft; St. LuciaNational Health Insurance Programme. April 1999.
CURRENT ISSUESIN HEALTH CARE REFORM — Permanent Committee on Medica Care and
Sickness Insurance / Permanent Committee on Mutua Benefit Societies, Generd Secretariat of the
International Socia Security Association, Geneva.
CHOICESIN REFORMING HEALTH INSURANCE PROGRAMMES-— Creating Consensus :
Process and choicein socia security reform. 3 LEO WILDMANN SYMPOSIUM; International
Socid Security Association.
BUDGET ALLOCATION AND PURCHASING — Provider Payment M echanisms: Flagship Module
7. THE WORLD BANK/IFC/M.I.G.A
WATER SUPPLY AND SANITATION — Handbook of Financia Principles and Methods. WHO,
GENEVA, 1990.
FINANCIAL MANAGEMENT REFORM — CENTRAL GOVT. OPERATION; Public Sector Reform
Consultation. April 1999.
New Zealand Ministry of Health On-Line Publications: @) A Performance Report on the Third Y ear
of the Regiond Hedlth Authorities; b) Population Based Funding Formula— Overview/ Personal
Health PBFF/Public Health PBFF/Disability Support Services PBFF; ¢) Rationing — an overview; d)
Sustainable Funding for The Health and Disability Sector.
Choicesin Reforming Hedlth Insurance Programmes — Aviva Ron, Internationa Socia Security
Association 26" General Assembly, October 1998.
Excerpts from documents- V. Getting Vaue for Money in Hedth Care,

V1. A Mixed Economy in Hedth Care.

Memos from Saint Jude Hospital — Charges for NIS patients 26/10/99
- St. Jude Hospita Data 26/8/99
Hospital Regulations, 1992 — Government of Saint Lucia
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SERVICES:

9.

10.
11.

Menta Health Services Development - Cuban Consultant’s Proposal.

Institutional Strengthening — Environmenta Health Dept. Presentation at P.Rico meeting, Aug.
1998.

Integrated Child Care & Protection Programme, Ministry of Health, Human Services, Family
Affars & Gender Relations, St. Lucia, Revised Sept.1999.

Community-Based Hedth Care Training Programme for COMMUNITY HEALTH AIDES -
Proposa for EMERGENCY MEDICAL SERVICES Operations Manua & Field Trestment Protocol
—1998/99 — Prepared by Craig Herman,EMT.

BMJ Editorid — Providing primary carein the A&E Dept. BMJ 1998;316:409-410.

BMJ study — Effectiveness of a regional trauma systemin reducing mortality from major trauma:
before and after study — Nicholl,J and Turner, J. BMJ# 7119 Vol. 315.

REDUCING MOTHER-TO-CHILD TRANSMISSION OF HIV IN THE CARIBBEAN — Guidelines
for National Health Authorities & Policy Makers from the Caribbean Technica Consultation, Carec
1998. (n) CARIBBEAN ADOLESCENT HEALTH SURVEY: Antigua, Dominica, Grenada, Jamaica
—WHO Collaborating Centre on Adolescent Health, Dept. of Pediatrics, University of Minnesota.
(0) STANDARDS FOR BLOOD BANKS & TRANSFUS ON SERVICES— CARIBBEAN REGIONAL
STANDARDS, VERSION 2, CAREC/PAHO.

OCCUPATIONAL HYGIENE — National Plan of Action for . Lucia— Proposal by Magloire W.L
as part of an Integrated Environmental Health Strategy within the context of Health Sector Reform.
Report on the Environmental Health Branch Retreat May 1998

Environmental health position paper July 1999

QUALITY,LEGAL & INFORMATION SYTEMS

1.
2.

10.

11.

12.
13.

14.

15.

16.

SAY HIGH TO QUALITY — Quality Improvement For Hospitals, PAHO/CPC/3.1/95.06.

QUALITY ASSURANCE PROGRAMS FOR HEALTH SERVICESIN THE CONTEXT OF THE
HEALTH SECTOR REFORM — PAHO/WHO Division of Hedth Systems & Services Development
with the Ministry of Health & Socia Action, Republic of Argentina - Regiona Meeting, Argentina,
Nov. 1997.

CUSTOMER FOCUS & A NEWWORK ETHIC WITHIN THE CIVIL SERVICE — Francis A,
Aug.1999.
THE STATE OF MANAGED CARE QUALITY — 1% Annual report of the National Committee for
Quality Assurance (NCQA), USA.

CHOOSING A HEALTH OUTCOME MEASUREMENT INSTRUMENT — EUROPEAN
RESEARCH GROUP ON HEALTH OUTCOMES ( ERGHO)

Health Outcome Indicators (NHS)

Development of Indicators for Monitoring Progress Towards Health for All by the Year 2000 —
“HEALTH FOR ALL" series, No.4, 1981.

METHODS FOR EVALUATING EFFECTS OF HEALTH REFORMS— McPake, B & Kutzin, J,
Division of Analysis, Research and Assessment, WHO.

BASIC INDICATORS 1996 — Hedlth Situation Analysis Program, Division of Health and Human
Development, PAHO/WHO.

Report on the Review of the Medica Records Department of the VictoriaHospital, St. Lucia—
Lewis.C.A, PAHO Consultant, June 1998.

INTEGRATION OF HEALTH INFORMATION SYSTEMS— Highway to Health : Transforming U.S
Healthcare in the Information Age

INFORMATION SYSTEMS FOR MEDICAL TRANSACTIONS— Gawande,A; Bates,D.W

Issuesin developing and Implementing a Health Information System— New Zeadand Hedth
Information Service

Rapid Assessment of National Health Information Systems (HI1S) Including Epidemiological
Surveillance (ES) — SK Lwangaand S.A Sapirie. WHO Sept 1995

Health Complaints and the Health Services Commissioner (Health Services (Conciliation and
Review Act 1987) — Victoria, Austrdia
The Legal Environment of the Public Service — Gerard Williams, Legal Advisor, PSC



17.
18.

19.
20.
21.
. Integrated Care pathways — BMJ — Harry Campbell, Rona Hotchkiss, Nicola Bradshaw and Mary
23.
24.
25.
26.
27.
28.

29.
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Caribbean Public Service Reform: A legal Perspective from Trinidad and Tobago — Carla Herbert
Agency for Health Care Administration, Board of Chiorpractic, Laws and Rules, Chapter 455 and
460 Florida Statutes and Rule 59N, Florida Administrative Code.

Risk Management in Health Care— David Bowden

Systems for Risk Identification — Audrone M. Vanagunas

Risk Management — Nursing Policy Manual, Jamaica

Porteus.

Measuring Performancein the NHS— BMJ 1998; 3 16:322

Evidence-Based Clinical Practice Guidelines— Kevin G. Moores (Medscape)

Implementing Guidelines and Protocols to Reduce Costs and Preserve Quality- Dan Murtagh and
Neil Baun (Medscape)

Guidelinesfor Guarantee of Service — Government of Jamaica, Customer Service Improvement
Programme

Guidelines — Setting Customer Service Standards— Handbook Customer Service, Gover nment of
Jamaica

Better Health Outcomes Newsletter — Health Services Outcomes Branch, Austarlia’ s Commonwealth
Department of Health and Family Services

Needs Based Technology Assessment — WHO Collaborating Centre for Health Technology
Assessment — University of Ottawa, Canada



