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INTRODUCTION

Countries in the Caribbean share a similar history in the development of their health systems. They
have often cooperated to deal with many of the challenges to health which they have had to confront,
However, there is need for even greater collaboration and cooperation among the countries of the Region,
given the increasing threats to the economies of these countries and the presence of newly emerging and
re- emerging problems in the health sector. Efforts, therefore have to be focused not only on the fight
against disease, but on promotmg hea!thy lifestyles, protecting the environment and increasing the ca-
pacity of the health sector to provide quality servcces and value for money.

. The concept of the Caribbean Cooperation in Health {CCH) Initiative was introduced in 1984 at a
meeting of the former CARICOM Conference of Ministers responsible for Health (CMH). The CMH saw this
as 2 mechanism for health development through increasing collaboration and promoting technical coop-
eration am'ohg the countries in the Caribbean. The initiative, in which seven (7) priority health areas were
identified, was adopted by the CMH and approved by the Heads of Governmeht in 1986. An evaluation of
the initiative (1992-94), found that the priorities identified en'sured'that activities were focused in areas
critical to improvi’ng health status in the region. Overall it was established that the initiative was beneficial
to Caribbean countries. _ '

In 1996; the C(MH mandated a re-definition and re-formulation of the CCH initiative for the period
1997-2001. Awide cross section of national and regional professionals in health and planning from 19
member countries met in Port-of-Spain in July 1997 to re—program the initiative. The meeting selected
eight (8) health priority areas, recommended stra’tegies for implementation and identified some areas of
common concern which required joint action. The recommendations of that meeting, which were ap-

proved by CMH in 1997, form the basis of this current phase of the initiative.
VISION FOR HEALTH

The initiative promotes health as that state of well being which goes beyond the absence of disease and
includes mental, spiritual and emotional health. In addition, it recognizes that the factors affecting health go far
beyond the ambit of the health sector and encompass the physical and social environment, and the individual's -
genetic makeup and lifestyle. Thus interventions for improved heaith must include education for healthy life
choices and skills, food security, satisfactory housing; access to potable water supplies and proper disposal of

waste. _ ‘
In the Caribbean the debate on health will be expanded from health sector reform to health reform in which

greater focus is placed on the intrinsic value of health as a resource for sustainable human development, It is
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CCH-IE: A Mew Vision for Caribbean Health

one of the four (4) pillars of the people-centered development impli'cit in the CARICOM Charter for Civil
Society, along with education, wealth and the freedoms associated with democracy. Further as the Carib-
bean seeks to maximize tourism as a, if not the, key ehgine for economic develop'me_nt, the healfh sector
will strengthen the partnership_with the tourism and hospitality sectors and play a significant role in
making the Caribbean a safe destination, -

CCH seeks'therefore to contﬁbute to the vision that

“In the new mlliemum Carlbbean people will be happier, healthler and more productlve each

respected for his/her individuality and creativity and living more harmon:ously within cleaner
and greener environments."

WHAT IS THE NEW CCH?

‘The CCH is a mechanism through which Member States of the Caribbean Community

Collectively focus actlon and resources over a glven period towards the achlevement of agreed
objectives in priority health areas of common concern, :
|dentify the approaches and activities for joint action and/or Technlcai Cooperatlon among Couna _
tries {TCC) in support of capacity-building for the achievement of the objectives. '

The purpose of CCH is to encourage couniries to develop and impleménf_ programs which focus
action and resotirces on priority health issues of common concern to the Caribbean community, with
particular consideration given to vulnerable groups. In other wOrds

"Caribbean countries helpmg themselves and one another to tmprove

opportunities and systems for health in the Regton

GOAL OF CCH
The goal of (CH is

To fmprove and sustain the health of the pebpfe of the Caribbean:
Adding Years to Life and Life to Years for All. "

This goal reflects the Caribbean’s commitment to increasing equity in, and for, health within and
among countries.
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Introduction

" PARTICIPATING COUNTRIES

The countries participating in the initiative are Antigua and Barbuda, Anguilia, The Bahamas, Barbados, Belize,

Bermuda, the British Virgin Islands, the Cayman Islands, Dominica, Grenada, Guyana, famaica, Montserrat, Saint
Lucia, St. Vincent and the Grenadmes St. Kitts and Nevis, Suriname, Trinidad and Tobago and the Turks and Caicos
Istands. The mtegratlon movement has necessitated the re deflnltlon of the Caribbean to include countries other
than the English- speakmg territories. Therefare selected countries will be invited to participate in specific projects
'_of CCH-I as appropnate

' -BE.NEFITS OF Tl;l'E NEW CCH INITIATIVE |

Countries participating in the initiative will:

. Access moblhse dﬂd opt|m1se national and external resources to address selected health issues.
*  lointly identify and implement appropriate and sustamabie pro;ects and programs in collaboration
with regional institutions.
+  Share expertise and experience with other Carlbbean countries especially in addressing similar
~ problems. Professionals in any one ceuntry will be less isolated and better able to develop
= partnershlps with colleagues in neighbouring countries. :
~+ ' (reate mechanisms for sustained involvement of relevant social partners.

*  Reduce costs by poulmg ideas and resources so that countries will benefit from economies of

_ -~ scale,

*  Contribute to reglonal integration |n a meanmgfu[ way in the health sector,

REGIONAL HEALTH PRIORITY AREAS

HEALTH SYSTEMS DEVELOPMENT

1
2 HUMAN RESOURCE DEVELOPMENT
3 FAMILY HEALTH
4 FOODAND NUTRITION
5 . CHRONIC NON-COMMUNICABLE DISEASES
_'g COMMUNICABLE DISEASES
7 MENTAL HEALTH

=]

ENVIRONMENTAL HEALTH
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PLANNING PROCESS

Regi(maland national consultations wefe held to identify thepriority issues related to each of the areas and

to develop goals objectives and indicators for resolvmg them overthe next five (5) years. The goal indicators
reflect achievement of ;mproved health status and/or decreased health risks. Respondlng to the consensus that
CCH should prowde a framework/protocol to a55|st nattonal planmng, the objectwes and mdlcators at that level

- are drrectronal and indicate key achievement or strategtc action required in the system to lmprove the SItuation

' The Logical Approach to project and program de5|gn was applied by all plannlng teams with a view to
edentlfymg clearly the’ outputs at national and reglonal levels required for :mproved health cystems or situations, |
- Available data from the Health Condltlons of the Caribbean and the Canbbean Regmnal Health Study were used
as faras possnble to gunde the settmq ol reahst[c targets thereby i mcreasmg probablllty of ach:evemenththm the

tlmeframe

HEALTH PROMOTION STRATEGY FOR IMPLEMENTAT]ON

Health Promotaon has become essent[al in a changmg Canbbean Over the last forty years non—_

'commumcable dlseases vto]ence and the "new’ sexually transmttted dlseases have gamed prlonty rank-

: 'mg over other mfectlous dlseases as the major causes of mortaltty in the Canbbean Ln‘estyles and envi-

o ronmental hazards are major contnbutlng factors.

- In times past, a focus on a curative approach to health care was fueled by the dlscovery of a!'llilblot-
. ics. Cost effective technologles and mterventtons ltke |mmumzat|ons and pure water supply yielded mas- .
sive returns in the treatment of commumcable dtseases The preventlon and control of chromc diseases
on the other hand pose dlfferent and major challenges Prominent among them are the costs of medlca-
- tion, hosp;tallzatlon and long term treatment and the difficulty in persuadmg mdmduals to change their
behaviour. It has become evident that a broader approach to the problems of chromc diseases and the
protection of health is requ:red _ _ _ _

Health promotion is the approach that best achleves this. goal In its w;dest perspectlve it treats
health as a primary tool in human and economlc development focusmg on public pohaes conducwe to
prevenhon of d|sease and on- promotron of well bemg and productlwty At an mdmdual and commumty
level, dynamic health educa’uon augmented by mulh»sectoral action, enables people to control and modify
persona[ practices- and llvmg condltlons that i lmprove thetr health '
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tn CCH-Il the six (6) strategles of the Caribbean Charter for Heaith Promotmn are applied, as approprlate to

ol priority arcas thus utlllzmg Health Promotlon as a strategic approach to health development. The strategies

are ;

Formulating healthy public policy.

Reorienting health services, _
Empowering communities to achieve well being.
Creating supportive environments.
Devaloping/increasing personal hea!th_ékiils. a

Buiiding alliances with special emphasis on the media. -

CRITICAL SUCCESS FACTORS

1.

- Long term and sustained commitment of countries as indicated by :

Usrng the regional priorities and objectwes to guide national plannmg and to produce
reliable health data collected in a timely manner.

Supportmg the role of Chief Medlca[ Officers ((MOs}) as the natlonal CCH Coordinators.

Involvmg and communlcatmg with key stakeholders at national and reglonai levels.

+ Participating fully at all Ievels of CCH
: F'rowding guidance, direction and relevant information to the CCH Secretanat

A prof:aent Secretariat.

Greater attention to commumcatlon among countries and befween countries and key stake
holders, including the Secretariat.

Ongomg monitoring and evaluation W|th tlmely reprogrammlng of objectives and/or strat
cgies for implementatlon

Use of (CHas a common agenda for health in the Caribbean by all coliaboratlng institu-

" tions and donor agencues and countries.

THE FUTURE

' Tﬁe new CCH initiative will 'e'ns'u're' that activitieé are focused in areas critical to improving health status |

in the reglon In additlon it will also more actzve!y involve all the countries of the Caribbean, and re-

g|ona! and mternattonal institutions and agenues in a dynamic commumcatlons network dedicated to

improving health in the region. CCH-l signals the redefinition and reorientation of health seeks to

expand commitment to health; _and to include other sectors as partlcipants and partners.
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MANAGEMENT OF CCH-1

In order for CCH-1l to have greater reach, impatt and success than the first Initiative had, countries

have seriously reflected on the initiative and made firm commitments to ensure that it is sustainable.
It is imporfant to ensure that ownership of CCH remains with the :participa_ting countries and that CCH
itself represents a synergy of cooperaﬁng rather than competing interests. It should be noted that great
care was taken to ensure that all countries and sectors were represented in the c’oncebtualizatibn, design
“and deﬁélopment of this phase, _ | _ |
Chief Medical Officers {CMOs) have a critical leadership role as (CH coordinators or persons respon-
~ sible for steering and managing CCH-I1 at the national level, To facilitate this, they wiil:

»  Organize coordinating mechanisms at the national level.

*  Increase networking among CMOs and with the CCH Secretariat. _ _

. Partiéipate in the annual regional meetings of CMOs to, inter alia, monitor CCH-II.

+  Produce national progresé reports on CCH-1I and annual CMB/MOH reports in a timely manner,

National program mahagers {focal pbints) in each of the .eight p'riorit.y areas have been identified -
and, together with the Chief Medical Officers (CMOs) of each country, form the basic building blocks of the
cooperative mechanism, :

The Coordinating Mechanism described below supports the national efforts at regional level.

CCH COORDINATING MECHANISM

The coordinating mechanism is composed of:

1. The Caucus of Ministers responsible for Health, a sub-committee of the Council for Human

and Social Development (COHSOD), ultimately responsible for guiding the implementation
~ of CCH-II. _ _ '

2. The Steering Committee comprising the Executive Committee of the (MOs; Regional Focal Points
for the priority areas drawn from Caribbean Environmental Health Institute {CEHI), Caribbean
Epidemiology Centre {CAREC), Caribbean Food and Nutrition Institute {CFNI), tarihbeém_ Health
Research Council (CHRC), UWI and PAHO; and representatives of the CCH Secretariat, The CCH
Secretariat, which manages the administrative functions of (CH, compriseé the CARICOM Secre-
tarfat and the Office of Caribbean Program Co-ordination, PAHO/WHO, |

The Steering Committee will meet twice a year and its functions are; _
. Supporting and facilitating the implementation at national level including identification of
solutions to common problems identified in implementation. |

. Promoting and facilitating technical cooperation within and among countries, agencies,

il
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" institutions and organizations in the public, private and voluntary sectors.

o

Mobilizing resources,

. Monitoring and evaluating CCH.

The Regional Focal Points will have responsibility for:

o

. Promoting, facilitating and guiding countries in developing plans, policies, programs and projects
to achieve the national goals set in the priority areas. -
. Assisting in building capacity for the implementation of CCH-Il at national level including project

design and other resource mobilization skills,

4. The (CH Secretariat will hold formal meetingé at least 3 times per year and will -

. Dévelop an annual workplan for review by the Steering Committee. |
. Prepare aﬁ annual report on CCH for COHSOD'and disseminate same to all stakeholders.
. Ma_int‘a'i'n a database for monitoring the initiative. |
. Assis_’t in resou_rcé mobilizatien.
| . Implement a commﬂnicat_iohs strategy.
. Design common formats for cou:ntry' reports on CCH-!I and monitor implementation on an ongoing
basis. o . o
v Arrange for conduct of evaluations at strategic intervals.

* In support of the above the CCH-I monitoring niechanisrn will build on the successes of programs in which
~ national program managers have been identified and aésigned respohsibiiity for planning progfams, coordinating
| impiemen.tation and reporting directly to regional counterparts on a regular basis. These programs include Mater-
naf and Child Health, Expanded Program of immunization, and Nutrition. CCH National Focal Points responsible for
priority. areas vﬁ_ril] meet reqularly (annually or every two years) to evaluate activities of previous periods and
develop future work plans. These meetings are important for identifying the strengths and challenge's of individual
country programs and promating TCC or joint action as a strategy for achieving 6bjectEVEs.

Governments will need to commit resources to guarantee that regular meetings are held in all priority areas.
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CCH REGIONAL COORDINATING MECHANISM

CAUCUS OF MINISTERS
~ RESPONSIBLE
FOR HEALTH
STEERING
COMMITTEE
fﬂ .
O | ANNUAL MEETING|
AR | OFCMOs [

- { REGIONAL MEETINGS OF
NATIONAL FOCAL POINTS
OF 8 PRIORITY AREAS
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COMMUNICATIONS STRATEGY

In developing the second phase of the Caribbean Cooperation in Health Initiative (CCH-N1), it was

emphasized that greater attention must he paid to communications. This is necessary in an effort to
disSeminate information about CCH and its benefits, especia.ﬂy its contribution to improvement of the
- health and quality of life of Caribbean people.

CMOS will be encouraged and supported to implement national communication strategies, taking
advantage of the capacity and expertise in the CARICOM Secretariat and PAHO and of the partnership of -
the CCH Secretariat with the Caribbean Broadcasting Union (CBU) and the Caribbean News Agency (CANA)

The communication strategy will include, but not be limited to the fo!lowmg

1. Wide dissemination of the CCH documen_t and associated reports.
DeVeIopment of a logo to be used by all countries, facilitated by the production of logo stickers.
Preduction of publicity material - posters brochures and exhibitions about CCH - targeting the
| many publics in and outside of the heaith sector.
Production and dlssemlnatlon of news releases and features for all media.
5, lnvolvement of journalasts in angoing dra!ogue on health and environment issues and on the progress
of CCH. The CCH Secretariat will collaborate with the evalving Health Journalists Network and use
- UWIDEC and other distanée'curhmunication technoiogies ta hold regidnal teleconferences at least
twicea year. :
6. Use of web sites - mformahon related to CCH available on the CARICOM and PAHO/CPC web sites
until a primary web site is established.

XV



Health Systems Development

HEALTH SYSTEMS DEVELOPMENT

_ Strengthenmg health serwces in general deals with |mprovmg the mstrtutlonal capamty to manage

"~ and develop health systems to meet the demands of changmg epldemlology, emergtng technologues and

resource constralnts -Mare’ spec1f|cally it looks at the inputs to the systems i.e. human, financial and

. material resources; how these are organlzed and managed in orderto address the health problems inany
partlcular country, ancf how they are dlstrlbuted (e.g. rural vs urban) and utilized (e.qg. by different socio-

| economlc groups) as |mportant determinants of ! e@uity" of access to thehealth services Underpinning
thls pnonty area, therefore is a clear realization that the way the health sector is orgamzed and function-
mg in ‘éach country has to change through a process of health sector reform in order to meet these

_ 'challenges of the present and the future.

* " Human resource deVelopment has been ldentltled as a separate prlonty area for thrs initiative and

| thls sect|on will theretore address in partlcular how the services are orgamzed and financed with specral |

S emphasrs on: the leadershrp role of the Ministries of Health (Headquarters) the issue of qualrty improve-

. ment; and the productlon and use of information in decrsmn makmg at all levels. In add:tlon the continu-

ing pnorltres of mamtenance of plant and eqmpment disaster management -in partlcular preparedness
and mlt:gat:on and drug 'management are mcluded o . '
A of this must be ach|eved during a penod of rearientation of the health sector toward health
_' promohon and strategies to adopt this approach are mcluded for each of the sub- pnorlty areas, gurded by
~ the Canbbean Charter on Health Promotion,

These are areas where there is srgnn‘lcant potentral for cooperatrve action between the countries and
at the end of thls section some suggested opportumtles for ]omt actlon are included. This list is by no

© means exhaustlve but it is hoped will generate ideas for further pro;ects and initiatives.
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SUB~PRIORITY AREAS

HREORGANIZAT]ON OF HEALTH SYSTFMS
FINANC]NG HEALTH SERVICES
| _QUALITY ASSURANCE
lNFORMAT!ON SYSTEMS .
._.MAIN rENANCE AND ASSESSM[NT OF TECHNOLOGY
| _DISASTER MANAG[MENT

- DRUG MANAGEMENT

18



Health Systems Development

- OVERALL GOAL AND INDICATORS

_GOAL | |
Health syslems reformed to improve efflctency, effectiveness and quallty of services delwered to
the total population. - o :

| INDICATORS

1. In 50% of countnes consumer surveys indicate mcreased sa’esfachon with hospital and primary care
~ services between 2000 and 2004,

2. . Mechamsms to ensuré access ta an agreed package of services for selected chromc dlseases (natlon~ _
' ally deflned) for alt residents, operatlonal in all countnes by 2008. '

3, The costs of hospital services incy eased by ne more than the national annual cost of lwmg index begln- '
3 fing no later than 2003,

4. " In aII countnes budgetary review process is mformed by analysss of performance and outcome indica-
tors of health services and programs by 2003 :

.5 Down—t[me of at least 30 |tems of cntlcal and essentlal eqmpment (selected nationally by health man-
) agers) reduced by 20% betWeen 1999 and 2004, :

6. Essential health services operational within at Ieast 8 hours of natural disaster, or as soon as. feas:ble
_and wctlms ef dlsaster managed ade-quately in the pre-hospital and hosp:tal phases. -

7. Mechamsms in place in alt countrles to make available and affordable a safe supply of wtal ancl essential
drugs for natlonaily defined pnonty health conditions by end 2003,

3. Common/shared services in at least one speclalty/sub spemalty area establlshed by end 2003 among
selected countries.

19
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RE-ORGANIZATION OF HEALTH SYSTEMS

PRIORITY ISSUES

1. Inability of the Ministry of Health Headquarters to assume the leadership role in responding
to or addressing effectively changes in the health profile and the wider environment. _

2. Limited capacity and mechanisms for involvement of community in the orqan:zatlon and man-
agement of health systems.

3. Inefficient and ineffective management systems.

OBIECTIVE 1
Reform of the Ministry Headquarters initiated.

INDICATORS
1.1 By 2000, all countries will have re-defined the roles and functlons of the Mmlstry of Health
Headguarters, in keeping with the steering role of Ministries agreed to at the regional level;
new policy document including a revised organizational chart dassemmated throughout the Min-
- istry of Health.

1.2 By 2003 all countries wili have had job descriptions revised as reqmred to support the reform
process and at least 50% of newly- ~defined posts for headquarters filled.

OBIECTIVE 2

~ Capacity for training health and community workers for joint management of hea[th systems strength-
ened, ,

INDICATORS

2.1 By 2003, curricula of formal training programs at natlonai and regional levels modified to
include community development.

2.2 Inatleast 60% of countries, in-service programs to train health managers to work with commu-
nities established by 2000.

2.3 By 2003, at least 50% of countries would have instituted training programs for com'mu.nity
leaders to identify and relate health issues to their living conditions.

OBIECTIVE 3 .
Mechanisms to foster interaction between health workers and communities developed.

INDICATOR

3.1 By 2003, at least 50% of countries have formal mechanisms for invelving community participa-
tion including the private sector and NGOs.
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RE-ORGANIZATION OF HEALTH SYSTEMS

OBIECTIVE 4

Structure, resources and systems in place for improved management,

- INDICATORS

4.1 By 2003, all countries will have revised legisiative and administrative arrangements to delegate
authority for day-to-day operations from headquarters and to match levels of authority with
that of responsibility and accountabitity for produchon of services at institutional and commu-
nity levels, :

4.2 By 2003, in all countrles at least 80% of staff with management responsibilities trained to

. apply the principles of management.

4.3 By 2003, at least 50% of countries will have developed management systems (plans, proce-
dures and protocols) to manage utilization of resources and report on performance and out-
puts and/or outcomes an an annual basis.
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RE-ORGANIZATION OF HEALTH SYSTEMS

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _

Enactment of legislation and/or formulation of policy document which elucidates the revised role of
the Ministry of Health Headquarters (MoH-H/Q).

Public sector reform to facilitate changes in the health systems. -

Mechanisms for community pa_rticipation developed, formalized and implemented. -

Policies to support the critical role of health in development and shift from sickness to wellness model.

RE-ORIENTING HEALTH SERVICES : _

Strengthenmg of team at headquarters to examine the structure and carry out new and/or rewsed roles.

Involvement of new cadres to cater to the changing needs. _

Development of systems for monitoring performance of MoH-H/Q Ieadershlp

Training of health workers to interact with the community. :

Client oriented services with health promotion as the pnonty strategy. System becomes pertormance'
driven within a culture of accountability. .

EMPOWERING COMMUNITIES :
Support for community leaders to be advocales and bring health issues to the fore.
Involvement of communities in the management of the health system at all levels.
Training of community leaders to interact effectively with the health systems.
Education of the community and provision of opportunities in the management and planning process -
for community involvement. L
Participating in the shift from the sickness to the wellness model,

CREATING SUPPORTIVE ENVIRONMENTS

Supporting leadership in the private sector and pnnmpals in schoots to promote health strategies
e.g. healthy work places and healthy schools.

Public sector reform programmes in place {with mechanisms to facilitate transfer of staff etc.).

DEVELOPING PERSONAL HEALTH SKILLS

Enhancing the capacity of health workers to provide personal health skills programmes.

Evaluation of education projects to facilitate acquisition of personal skills in addition to heaith infor-
mation. '

BUILDING ALLIANCES

Support from all social partners: private and publlc sectors trade unions, p0|lttca] parties, ‘media
houses.

Improved collaboration with community development officers, social scientists and universities.

Using communication and media strategies to inform public of health | issues, policies and plans.

Information on actions toward preventive and protective measures on various health issues.

Guidelines for public sector personne for dealing with the media.
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FINANCING HEALTH SERVICES

PRIORITY ISSUES _
1. Inefficiency in allocating funds and in utilization of resources.
2. Failure to mobilize potential and available financial resources.
3. Unknown costs of health services.

OBIECTIVE 1

Financial management systems improved.

INDICATORS : :

1.1 Financial management and information system revised in all countries to facilitate unit costing
of a range of primary and secondary services at least annually by 2003.

1.2 All countries will demonstrate evidence of mobilization of additional financial resources for
health services by 2001 and greater autanomy for the management of resources by institutions
or unit community services by 2003, _

1.3 I all countries there will be evidence of impraved allocation and utilization of funds to reflect

- policy priorities of health promotion and disease prevention between 1999 and 2003.
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* FINANCING HEALTH SERVICES

* HEALTH PROMOTION STRATEGIES.
HEALTHY. PUBLIC POLICY s
Pursumg policies that will | mcrease fundlng available for health to 5% of GDP

: Promotlng shifts in the allocation for both emstmg and new resources to be spent on preventwe :
~ services and health promotlon '

N | RE—DRIENTING HEALTH SERWCES :
Decentrallsmg management and budget responmb!lltaes
Creatlng a culture of cost consciousness,

h EMPOWERING COMMUNITIES _ : _
Educating the community on the cost of health care and engaglng them in pnonty settlng and selec~
~ tion of financing options. :

CREATING SUPPORTIVE ENVIRONMENTS : : SR
Retammg user fee revenue within the coliectmg facmty, adjustmg fee Eevels to keep up with |nﬂat|on
and enacting Ieglslation and/or regulatlon

* DEVELOPING PERSONAL HEALTH SKILLS - |

* Supporting commun:ty -based organlzahons NGOs and others Whlch focus on cost effectwe promo-_
‘tion of healthy life styles (diet, exercise, substance abuse, AIDS preventlon etc) and of self
care, - - '

BUILDING ALLIANCES _ _

Strengthemng the alliance between the mass media and health lnterest groups toward successtui i
communication of health promotion and preventive activities. . . - o

Social marketing of health-related policies that promote efﬁuent use cf health resources and also
alliances between health and pharmaceutical and equ;pment suppliers.

Establlshmg alllance with tertlary institutions (reg|ona[ and extra regmnal}
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~ Health Systems Development
QuALITY ASSURANCE
PRIORiTY 1ISSUES

1. Not enough at’rentron being paid to quallty issues in the management of the health services.
2. Norms and standards do not exist for health service delivery,

OBIECT IVE 1

Quahty Improvement adopted as part of the management process

'_INDICATORS _ : :

1.1 All countries will have demonstrated quairty rnltlatrves and functronmg teams in at least two
_ !eve!s of the system by end of 2003, _ :

1.2 AII countrles will have |dentif|ed a focal polnt for "Qualrty” by end of 2000

-OBJECT VE2

B Norms standards and systems for delwery of quahty services estabhshed atall !eveis

_ lNDICATORS ,
21 All countries wrll have reievant documentatron of norms and standards in at least three se]ected
areas (at managerial and operatlonal [evels) by end of 2000 and establish systems to monitor
- the performance of the health sector in these three areas. - :
2.2 All countries will have developed a Charter of Patients’ Rights and Responsrbllrtes to be dis-
.~ played at key points of patient contact by end of 2000. :
C23 M countries will have mechamsms within all levels of the system to mvestrgate citizens' com-
plalnts by end of 2003 '

OBIECTIVE 3 .
Legrslatwe/regulatory mechanisms to facmtate qualrty of care monitoring in place.
INDICATDRS | ‘ L .
- 3. 1 All countnes WI|| be par’ncrpatlng in the approved common mechamsms for the reglstratron of .
: professmnals by 2003. : '

3.2 Al countnes wdl have agreed to mechamsms to apply Carrbbean standards for secondary and
tertiary care institutions in the pubhc and private sectors by 2001 and |n|t|ated mechanlsms to
apply same nationally by 2003 . : :

3.3 Al Iaboratones in the public and prlvate sectorwdi be partlc:lpatmg in the reglonai accréditation
process for Iaborator[es by 2003 R :

3.4 All countries have access {cost éffective and timely}) to laboratory diagnosis for mvestlgatron of
at least vaccme preventable diseases; food- borne, water—borne and vector—borne diseases; and
HIV, common STDs, and tuberculosis by end 2003, ' '

3.5 Al countnes w;lf have estabfrshed at Ieast a national ethical commtﬁee by the end of ZOOT
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" CCH-Il A New Vision for Carlbbean Health

“QUALITY ASSURANCE

| HEALTH PROMOT[ON STRATEGI[S

HEALTHY PUBLlC POLICY
* Public sector reform initiatives to mclude qualaty _ S
. Establishing Accreditation and Registration Boards/CounC!is and systems w&th norms and standards ‘
: Advocatmg for the establishment of Natlonal Quality Councils.

RE- ORIENTING HEALTH SERVICES

_ Developmg education programmes to foster a culture of quaiity at all Ievels of the system
lncorporatmg Quahty lmprovement if management training programmes. -
Developing protocols for management at all levels of the system and serv:ces '
Estabhshsng and/ or sirengthenmg quahty teams '

o EMPOWERING COMMUNITIES | . | | |
: Estabhshmg complaint mechantsms at all Ievels of the system and ensunng that complaznants re-
ceive feedback on any action taken. ‘ N
Estabhshlng Boards and/or Commlttees W|th cttlzen representatlon

nnnnn

CREATING SUPPORTIVE ENVIRONMENTS : .
Working with the private sector and NGOS to foster acceptance and :mplementation of norms and
standards. ' ' '

BUILDING ALLIANCES
Encouraging the media to act as ad\focates for quailty 7 _
- Collaborating with tra:nlng institutions and professional orgamzatlons
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Health Systems Development

INFORMATION SYSTEMS

PRIORITY ISSUES ‘
1. Inadequate and mcornplete data and data analysis for managmg resources, evaluating qual~
ity and monitoring health trends.
2. Planning and decision maklng not information based. :
3. Lack of Information Systems and Informatlon Technology (IS/IT) plans.

'OBIECT IVE

Countnes wil provrde resources for and unptement plans and systems which produce informatlon on a
Lo tlme[y basis for planning and managing health systems

; INDICATORS _ : _
1.1 Al countrles will have avmlable an annuai CMO/MOH report mcludmg asa mmimum the agreed
format by lune 30 each year, starting 1999, : :
1.2 All countries will be able to provide core data |nd1cators annually and the Iatest year for which .
o |nd|cators are reported should not be more than two years prior to publlcatlon '
1.3 Each country will have trained and/or recruited personnel responsible for coordmatlng the pro-
- duction and dissemination of information and facilitate the utihzatlon of mformatlon in at Ieast
' the central level at the Mmlstry of Health by 2003.
1.4 Information System and Information Technology (IS/lT pian to support hospital objectives and
.~ national health system developed and implemented and at least one report on implementation
o dlssemlnated to'key managers in each country by end 2000. _
15 Database of services and technologtes available in the Carlbbean region made acce55|ble to aII'
) countries by end 2000.
1.6 Al laboratories testing for HIV, common STDs and tubercuiosus in both the public and pnvate
sectors have in place laboratory mformatlon systems which meet the minimum regional stan-
- dards and generate data required for surveillance and public health action.

27



CCH-Il A New Vision for Caribbean Health

INFORMATION SYSTEMS

HFALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _

Fostering open communication, sharing 1nformat|on mter—sectoral and mtra-sectoral and with the
public. : :

Policies to promete easy access of individuals and famihes to computers

' RE ORIENTING HEALTH SERVICES
~ Training health care providers to analyse and use mformat;on
'__Focuslng on performance indicators, outcomes and quahty of services,

EMPOWERING COMMUNITIES _
~ Disseminating epidemlolog[cal and treatment mformatlon to comrnunlty based organlzahons NGOS
'_ -and other public sector agencies about health problems of their specific geographic area, _
Prowdmg statistical information such as years of useful life saved through the use of seat-belts,
' instituting breathalyser testing, and ces sation of smokmg initiatives to create the necessary '
pollcy environment for addressing the problem ' '

' CREATING SUPPORTIVE ENVIRONMENTS
Recognition of the broad range of skills, mamtenance and equ:pment requxred for health mformation
systems. -
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Health Systems Development
- MAINTENANCE AND ASSESSMENT OF TECHNOLOGY

PRIORITY ISSUES

1. Poor recognltlon of the value of effectwe mamtenance to the lntegnty of the health systems.
2. Inadequate/lnappropnate management of the mamtenance function at health facilities (plant,
buddlng and equipment). '
3. Inappropnate procurement practices.

| 'OBjECl'IVE 1

Increased understanding of the value of effectwe mamtenance demonstrated by allocation of resources.

' INDICATORS : : :
1Al countries will atlocate ho less than 4% of recurrent health expendlture for management of
_maintenance functions by end 2003. " '
1, 2 ‘Levels of posts in the maintenance departments upgraded and staff appropnately tramed to
meet competenues of rewsed posts by end 2001 :

OBJECT VE2

Countries will 1mplement]strengthen systems, procedures and standalds to upgrade programmes for main-
tenance of burldrngs, piant and equ:pment in their major |nst|tutrons :

INDICATORS : :
- 2.1 Al countnes will have rmplemented a mamtenance programme for buildings, ptant and equrp
. ment of all health facilities by end 2003, .
2.2 All countries will have preventive maintenance schedules and work order systems in place at
~ major hospitals and institutions by end 2001. :
2.3 All countries will have defined critical, essentlal and necessary equment at all levels of the
' health system by end of 2000 and have in place user/techmcran in-service training programmes
~ forall new equipment by end 2002.
2.4 Al countries will have current mVentory of p!ant and equrpment by end 2002. _
- 2.5 All countries will rmplement maintenance information systems providing regular reports on work
orders, status of equipment and execution of service contracts in major rnstrtutlons by end
2003 : : o
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MAINTENANCE AND ASSESSMENT OF TECHNOLOGY

OBJECTIVE 3

Countries will implement equipment procurement polmes and procedures that wil involve all interested
parties and will include national and regional standardization.

INDICATORS _ _
3.1 Al counfries will have documented revised equipment purchase policies and procedures to
ensure that equipment purchased is in line with institution’s development plan by end 2001.
3.2 Al countries will have planned equipment replacement programmes for ma}or and fixed items of
equipment for each institution/health facility by end 2000. _

3.3 Sub-regional technology assessment scheme, including sub- region'a! database on performance
of selected equipment in the Caribbean, established and accessible to all Ministries of Health by
end 2002 '

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _ _

Adopting and applying the Caribbean Uniform Building Code {CUBIC)or its equivalent.

Promoting modern approaches to budgetmg that will allow planned capitalisation of equipment and
maintenarice budgets.

RE-ORIENTING HEALTH SERVICES :

Establishing policies and procedures for maintenance and repair of plant and equipment in health
facilities.

Establishing policies for basic and specuah?ed medical equipment tralnlng

Establishing policies for purchasing of plant and medical equipment.

Determining appropriate knowledge and skills requirement for maintenance personnel.

Training equipment users in use and maintenance of equipment.

EMPOWERING COMMUNITIES o :
Including communities in the design and planning of facilities and providing opportunities in relation -
to maintenance of building and equipment especially in the primary care services. |

CREATING SUPPORTIVE ENVIRONMENTS

Fostering relatianships with the private sector, including NGOS to improve piant and medical eqmp—
ment in health facilities.

DEVELOPING PERSONAL HEALTH SKILLS
Training health workers in measures to protect themselves and patients from hazards.
Training clients in the use and maintenance of medical equipment.

BUILDING ALLIANCES _
Working with the private sector to train maintenance personnel.
Using the media to sensitise the public about selection, cost and utilization of plant and medical equipment.
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Health Systems Development

DISASTER. MANAGEMENT

PRIORITY ISSUES

1. Low priority given to comprehensive disaster preparedness planning and regional levels,
2. Mitigation measures not incorporated in design of new facilities and not systematically planned
for existing facilities. -
3. Emergency Medical Services (EMS) inadequate.

OBIECTIVE 1

Health sector capacity to reduce the impact of disasters improved and/or strengthened.

INDICATORS .

1.1 All countries should have comprehensive health disaster plans addressing natural, technologi-
cal and man-made disasters by end 2001. These plans should be tested and updated every two

 years thereafter. - _

1.2 All countries will have allocated resources (human and financial) to establish a health disaster
management programme by end 2001.

1.3 Regional health disaster plan to include regional approach for response, evacuation, treatment
and supply management developed by end 2002.

1.4 Al countries will have implemented at least basic mitigation measures as per Caribbean health
facility standards in their main referral hospitals by end 2002. ' .

1.5 In all countries EMS upgraded to (a) respond in a timely manner to at least 80% of calls and
patients in emergency rooms within nationally defined targets and {b) manage emergency pro-
cedures in the pre-hospital phase.
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DISASTER MANAGEMENT

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _
_ Promotmg policies to update and enforce Carlbbean Uniform Bulldmg Code (CUBIC) and Ieglslation

- forland use. : Sl

Review of the definition of essenhal services related to dlsasters

. RE- ORIENTING HEALTH SERVICES _
Promoting mitigation measures for essentlai health famhtles
- Establishing health disaster programmes with senior staff Ieadersh:p
_ Upgradmg emergency medical systems with emphasns on pre hospﬂal care.

EMPOWERING COMMUNITIES

Inclusion of health related issues as part of commumty drsaster preparedness NGOs and prw
sector actiwtles

CREATING SUPPORTIVE ENVIRONMENTS :
Health disaster plans integrated into national and reglona! plans mcludmg arrangements for rehef
- supplies, staff and mass casualty events.
~ Policies and procedures that facilitate early mobilisation of key heafth staff,
- Promoting supportive Ieg|sfatmn to maximise the use of EMT skills,

o DEVELOPING PERSONAL HEALTH SKILLS
' Promotmg first aid and LPR training for the publlc

BUILDING ALLIANCES :
Working with all sectors and agenaes in national and reg|onal dzsaster response framework.
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Health Systems Development
DRUG MANAGEMENT

PRIORITY ISSUES

1. Potentzal cost benef!t of joint procurement not reahzed

2. Few countries have adequate capacity for drug reglstratlon and quahty control,

3. Inadequate drug management information. :

4. Inadequate consumer protectron against mappmpnate drug advertlsmg practtces

OBJECTIVE 1

Efficient and effective mechanisms for ]omt procurement reg:stra.tlon and uhhzatlon of drugs established

- INDICATORS :
1.1 Number of countries {a) partlupatmg ina Jomt procurement initiative and (b) lmplementmg
policies for generic drugs increased by end 2003. :
1.2 Alf countries will have updated Ieg|slat|0n or policies and supportwe Iaboratory faclimes for
effectlve mon!tormg of drugs to be reglstered and/or in use by end 2003

OBIECT IVE 2

o Systems for appropriate drug ut:llzatlon lmpmved

INDICATORS - x :
20 Al coun’tries will have mechanlsms for at ieast annual updated national formu!anes and/or
 Essential Drug lists by end 2000. _
2.2 All countries will have initiated the conduct of annual drug utilization reviews by end 2003.

OBJECTWE 3

Capacity for increasing consumer awareness of nsks in the inappropriate use of drugs (convenilonal and
- alternative therapies) increased.

INDICATOR | | | o
3.1 All countries will have client advocacy and educational programmes (hot fines, poison centres)
~ for apprapriate use of drugs a'n_d health promoting products by end 2003,
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Druc MANAGEMENT

HEAL’I H PROMOTION STRATEG[[:S

HEALTHY PUBLIC POLICY : R
" Developing and/or reviewing Iegrsia‘uon for drug procurement testmg and reglstration .
Developmg policies on interaction between health workers and the pharmaceutlcal companies.

RE-ORIENTING HEALTH SERVICES _

' Developlng a Vital, Essential and Necessary (VEN) drug list with costmg
Development of protocols for distribution, use and prescrlbmg of drugs
Conduet of routine drug utilization rev:ews '

_EMPOWERING COMMUNITIES ' : : : L _
Educating the pubhc about drug pol|c1es and the approprlate use of drugs mcludmg alternatlve
_ therapies. . :

Educatlng the public on genenc drugs

CREATING SUPPORTIVE ENVIRONMENTS - -
Working with Pharmacy Associations in educatmg the publlc on pharmaceut;cal 1ssues mcludmg how
to critically assess drug advertlsement Coe |
Providing the environment and hurnan resources to fac:l:tate pahent educatlon at time of dlspensmg
-~ of drugs ' '

DEVELOPiNG PERSONAL HEALTH SKILLS = :
Developmg the skills of pharmacists to better inform the puhllc on drug issues.
Developlng the skills of pharmacists for mdependent action.

BUILDING ALLIANCES . _ . :
Collaborating with the media, pharmaceutlcal mdustry and prac‘ut:oners of altemahve medlcme
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- Health Systemis Development

'OPPORT.UNITIES FOR JOINT ACTION

REORGANISATION OF HEALTH SYSTEMS
e Joint training of leaders of health systems
+  Sharing "best/worst” practices.
. Development of Caribbean mdlcators to monttor status determlnants

FINANCING OF HEALTH SERVICES

*+  Regional Health Insurance Scheme.
-+ Shared/joint services. |

+  Documenting and sharing best practrces

+ Common costing methodology. _ :

. Trarnmg of personnel in health economrcs and heafth fmancaa! management.

* QUALITY ASSURANCE
. Development of Caribbean accredrtatron/regastrahon systems in consultation with regianal profes-
- sional bodies.

+  C(aribbean programme for joint trammg
. Deveiopment of profocols.

- . Caribbean Institute forQuallty Improvement"

' fNFORMAT!ON SYSTEMS L
-+ Sustainable health mformatlcs tramlng
. DeVe!opment/rmplementat:on of spedific CCH-II informatron System.
«  Creating a regional health network (through the fnternet) for key health managers.
_ Updating of CMO Report template. -

g MAINTENANCE AND ASSESSMENT OF TECHNOLOGY

= . Common training of technical and health staff in public and prwate sectors.

"+ Development of regional capacity for training in equipment maintenance and biomedical engineering.
“+ . Fostering of inter-Caribbean collaboration in shared equipment services.

-+ Sharing of protocols, guidelines, service contracts etc.

e Creotion of database on Caribbean experiences with equipment and suppliers.

DISASTER MANAGEMENT -
« Train and maintain regronal health response teams.
Common systems for post- drsaster relief supplies management (SUMA) and tramlng of re-
" gional SUMA team. :
~ » - Inter-country agreements for flrst response and shared/}omt post—drsaster services .
+ Establish common standards and competencies for emergency medical technicians and other
o first responders -

DRUG MANAGEMENT S _ _
-+ Expansion of the pooled procurement of drugs. '
*  Review and strengthening of quality control mechanisms. .
. Common legislative framework for drug registration etc. {adaptation by countrles)
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Human Resource Development

HuMAN RESOURCE DEVELOPMENT

The heatth sector in aII countries in the Carrl)bean is faced with two major challenges namely the

provrs:on of equitable access to quality health care services and the reduction or control of | increasing

costs of health care services. Most countries have responded to these chailenges by embarking on a

diversity of reform processes which involves a health care system oriented towards prrmary care; cen-

tered on people focused on quality, sound frnancrng and accountability; and geared to explicitly defined

_' 'targets for rmproved health.

The special meeting of the Ministers responsrble for Health in Aprrl 1997 recognrzed the strategic

_ rmportance that human resources play in achlevmg the ObJECtiVeS of the reformed health system. Addi-

tlonaily, the prlontres for Human Resource Deveiopment (HRD) were rdentmed in the areas of piann:ng,

' management trarnrng and performance monitoring.

Thus, the HRD Program for the Caribbean reglon is desrgned to focus specrflcally on:

, Manpower analysis and alloca’uon of adequate numbers of appropriate categones of
| health workers o

Devefcpment of an educatronaf pohcy on functronal mterdrscrprmary training for health profes

swnals .
Establrshment of a mechamsm and standards for regrstermg health practitioners and accredit
ing health programs '

Strengthenlng of regrona! educational institutions.
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CCHA: A New Vi_si'on for Caribbeﬁn Health

SUB-PRIORITY AREAS

INFOzzMA_TION FOR HUMAN RESOl.J.I.l:CE. DEVE.LOPM.ENT.
o GRD) s
HUMAN RESOU:R:CE MANAGEMENT

o HUMAN RESOURCE PRODUCTION (TRAINING)

MON[TOR!NG PERFORMANCE OF HEALTH PROFESSIONALS
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Human Resource Development

OviraLL GOAL AND INDICATORS

GOAL

Adequate/approprrate manpower aVarlabie to support the reformed health system

lNDlCATORS

1. Selected health protessronals will be free to practise concurrently and support shared services
- |n several CAR!COM countnes by and 2004, :

2. Adequate manpower avarlable in the Caribbean to support at feast three selected new areas
(oncology, ge| ontologyl occupatronal health, occupatlonal therapy. speech therapy) by end 2005.

30 At least 60% of umt/department/program heads demonstrate competencles in managing hu-
'man resources in accordance with mternatronal human resources standards by end 2003.

4. Inat Ieast two countries, Health Sector Reform |n|trat|ves will demonstrate approaches to inte-
grating the prachce of trad|t|onal and alternatwe medrcme by end 2003.
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INFORMATION FOR HUMAN RESOURCE D EVELOPMENT
(HRD)

PRIORITY ISSUES

1. Inadequate data for human resource planning and management nationally and regionally.
2. Absence of up to date information on the types, content and cost of available training programs
for health professionals in the region.

OBIECTIVE 1

Effective Human Resource Mémagement information System operational at national and regional levels.
{Culture of planning for HRD at Ministries of Health promoted and strengthened.)

INDICATORS -

1.1 Information systems able to produce reports on at least the current human resource situation
- by institution, geographic area, programmes, and categories and professional skills by age,
established in at least 60% of countries by end 2002."

1.2 Information on availabie training programs in health will be electromcally accesslble to aII coun-
tries by end 1999,

HEALTH PROMOTION STRATEGIES

RE-ORIENTING HEALTH SERVICES

Modernization of health information system for HRD {use of electronic data collection and analysis).
Evidence-based practice in HRD. '

Regional database for HRD,

Timely sharing and exchange of human resource information among countnes

Introducing the use of benchmarking of HR data.

Creating home-page for available training programs in health.

- EMPOWERING COMMUNITIES
Training community leaders and allowing partlupa’non in the plannmg process.

CREATING SUPPORTIVE ENVIRONMENTS
Promoting the culture of planning for human resource development,
Providing resources fo support a functional health information system.

DEVELOPING PERSONAL HEALTH SKILLS
Training in HR planning software.

BUILDING ALLIANCES | |
Collaboration with HR stakeholders: Ministries of Health {MoH), Ministries of Education {MoE},
CARICOM, universities, tertiary level institutions (TLis), private sector.
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Human Resource Development

HumaN Resource (HR) MANAGEMENT

PRIORITY ISSUES
1. Lackof clearly articulated and documented policies and procedures on Human Resotirce Development.
2. Antiquated approaches to HR management.
3. Inadequate institutional capacity to manage critical human resource functions in Ministries of Health. .

OBJECTIVE 1

Infrastructure for modern approaches to HR management established.

INDICATORS
1.1 By end of year 2000, 50% of countnes will have modernized the infrastructure for HR manage-
ment, which includes but is not limited to:
* revision of organizational structure;
+ increase in quality and quantity of staff;
« introduction of contemporary procedures for performance appraisal;
* inclusion of teamwork among the criteria for staff selection.
1.2 All countries will: . |
+  have written national policies identifying appropriate mix of manpower and defining the roles
that different categories of health and related personnel would play in the health care system; and
« maintain current strategic plan for provision and/or production of identified manpower needs
by end 2000.
1.3 Selected managers trained in the area of human resource management in all countries by end
2002,

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _
Policies and guidelines for HR management. _
Introduction of policies supportive of the improved HR management.

RE-ORIENTING HEALTH SERVICES
- Decentralization of HR functions.
“Wave" approach to HR programs e.g. models of good HR practice in one country will be introduced
in another country.

EMPOWERING COMMUNITIES
Increasing pubhc awareness on HRD issues.

CREATING SUPPORTIVE ENVIRONMENTS
Civil service mentoring of HRD personnel at MoH.

DEVELOPING PERSONAL HEALTH SKILLS
Training and competencies in HR management.

BUILDING ALLIANCES
Working with Public Service, MoH, Canbbean Centre for Development Administration (CARICAD), PAHO,
universities, NGOs.
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HumaN REsOURCE ProDUCTION (TRAINING)

PRIORITY 1SSUES

1.

Absence of institutional capacity to accredlt heaith tralmng programs and mstituhons

2. Weak planning mechanism - inadequate d:alogue between critical stakeholders in health and edu-
© cation sectors for planning of health training programs at national and reg|onal levels.
3. Personnel need to improve competencaes to mtegrate health promotlon and other current strat-
egies and approaches into existing delivery programs.
4. Lack of training programs in new areas of need. : :
"5, - The need to strengthen the capacity of teachmg anshtutlons to employ modern technoiog;es to' =
~achieve mcreased cost effectiveness and W|der ceverage
OBJECTIVE 1 :
Capacity of countnes to respond eﬁectwe]y and eﬁlmently to trammg needs unproved
" INDICATORS -

A
1.2
93

1.4

Regional accreditatlon mechanlsm approved by the CARICOM Heads of Government wﬂl have

- defined the process for accred[tatmn of selected health training’ programs by end 2003.

Planning for new regional health training programs WOUld include documented needs assess~ '
ment, inputs from critical stakeholders and sustatnablhiy analysu; by beglnnmg 2000. o
By the year 1999, assessment of regional training needs in new areas will be comp!eted and |
pragrams, in at least 2 areas, developed and initiated by mid- 2003, -
The cost-benefit ratio for two active programmes would have been lmpIOVEd through empioy— |

- ment of new educational technologies and changes in curriculum design by end 2003.
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" Human Resource Development

"HuMAN REesource PropuctioN (TRAINING)

HEALTH PROMOTION STRATEGIES
HEALTHY PUBLIC POLICY
' Endorsmg CARICOM pohcy on shared services.

- Framework for cost benefit analysis (CBA) and cost effective analy31s (CEA}.
. Studies to assess lmpact of trammg program. .

RE-ORIENTING HEALTH SERVICES
~ Training- practice partnership.
| Broad-based multi-sectoral alhance for HRD. _
g Value for money criteria in tralmng of human resources.
- Harmonization of tramlng curncuia
' Rat:onallzatlon of training programs
~ Interactive and multimedia approach to teaching.
R Developmg core skllls and competenaes for dn‘ferent rategorles of heatth professuonais

'EMPOWERING COMMUNITIES
_ 'Partnershlp between MoH and MoE.
‘ Consumer mvolvement in heatth needs :dentlflcahon
Sohcmng experience of consumers m the use of non-tradltlonal practitioners.

_ CREATING SUPPORTIVE ENWRGNMENTS
Technical aSSIstance and provision of resources.
Co[!aboratmg with medla to open publlc debate on the role of non- -traditional health workers.

* BUILDING ALLIANCES -~
~ MoH, MoE, PAHO, CARICOM, public.
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MONITORING PERFORMANCE OF HEALTH PROFESSIONALS

PRIORITY ISSUES

1, Absence of mechanisms for common registration of health professionals and absence of stan-

_ dards for monltorlng performance (except nursing).

2. Absence of a process to register and monitor performance of new (non-traditional) categones
of health professionals.

OBJECTIVE 1

System to facilitate reciprocity of registration of health professionals and prabtitioners of alternative
. medlcme among CARICOM countries developed.

[NDICATORS
1.1 Standards and common mechanism for reg:stratlon of physmans opera’uonal in the English-
speaking Caribbean by end 1999. .
1.2 Mechanism for common registration of at least tWO other health professional groups will be
" developed by end 2003, :
1.3 Regional standards and process for reglsterlng and monltormg new (non—tradltlonal) categorles
~ of health professionals developed by year 2003.

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY
Initiative on free movement of skllls
Approval of the Caribbean Assocnation of Medical Councils (CAMC) by Ministers of Health.

RE-ORIENTING HEALTH SERVICES

Performance improvement methodology in health care service délivery.

EMPOWERING COMMUNITIES o
Information on registered health practitioners available to consumers.

CREATING SUPPORTIVE ENVIRONMENTS
Caribbean Association of Medical Councﬂs (CAMC) approval.

BU[LDING ALLIANCES
Working with CARICOM, PAHO, national medical councils, universities. Alllance among ‘national and
regional professmnal organizations. -
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Family Health

FAMILY HEALTH

Concern about the health of mothers and children has been a priority for Caribbean health services
for over 50 years. Despite these éfforts, there remain the growing and widespread problems of child
abuse and neglect throughout Caribbean society which require urgent attention, There is also the need to
accelerate the development of appropriate prevenﬁve, educational and rehabilitative services relating to
children with disabilities. Another Iong-standing problem is asthma in childhood, a critical respiratary
disorder in Caribbean children, requiring specific approaches and practices for its prevention and treat-
ment. _ |

In more recent times, attention has shifted to an approach which considers the health of the family
unit in the Caribbean. This shift in focus has brought about a situation whereby countries in the region are
using the life cycle approach to deal with popdlation groups, such as infants, young children, adolescents,
adults, and the elderly. There is, however, a need to concentrate attention on some areas. in the new CCH
' greate.r attention will be paid to services for adolescents and the elderly, while continuing to address an
expanded Maternal and Child Heéith (MCH) service which includes reproducti.\ie health.

The findings of recent school-based studies on adolescent health have shown that a high percentage
of in-school youth is sexually active; that they have mUitipie sexual partners at an early age; that 50% of
them do not use any c_dntraceptives; and that many of them do not worry about HIV/AIDS. In recent years,
school drop-out rates in the Caribbean have increased and efforts focused on in-school youth will not
 reach the olit-of-school youth. Services for adolescents therefore should be comprehensive and should
focus on improving knowledge and behavior of adolescents in reproductive and sexual health issues for
both in-school and ou’r_-of—schooi.youih. ' |

it is estimated that the Caribbean will continue to experience absolute and relative increases in the
elderly populéﬁon in the period 1950 - 2025 and for the Caribbean the elderly populafion, which consti-
tuted épproximatély 4.3% in 1950, will increase to 10.4% by the year 2025. There is a general lack of
-specific health policies, plans and programs on the care of the elderly and development of such policies

requires urgent attention if the solutions to these problems are to be found.
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SUB-PRIORITY AREAS

- RepropuCTIVE HEALTH

CHILD HEALTH

'ADOLESCENT HEALTH (ADH)

HEA.LTH OF THE ELDERLY



Family Health

OveraLL GOAL AND INDICATORS

GOAL:

Health and the quality of life of sclected vuinerable groups in the popula't'ion improved.

| mmmons{

1. - Natlonal maternal mortahty rates wouid be no hlgher than the Canbbean targets agreed to or
defined in 1999, by end 2003.

_2_.. : Mortallty rates due to asth_rna reduced by at least 50% of the 1996 level in at least 8 countries,
- by end 2003; and reduce asthma morbidity, as measured by a reduction in asthma hospitalisations
~ per 100,000 pop., by at least 10% of the 1998 level by end 2008,

3. By end 2003, the perinatal mortality would have declined by at least 10% of the 1997 level and
~at least 80% of children entering primary schools {5 years old) would have been immunised
 and screened for deveiopmental disabifities in accordance with natlonal schedules.

Sa At least 5 countnes would have programs in which at least 50% of children tdenhﬁed as ne-
glected or physically or sexually abused receive physical and mental evaluation by end 2003,
w:th appropnate fo]low~up as a means of breaking the inter-generational cycle of abuse

5. The proportion of adolescents with heaithy behaviours int_reased by end 2009:
+Delayed iniliation of the use of tobacco, alcohol and illegal drugs - no more than 5% of
adolescents between ages 16 and 18 years should report having 4 or more drmks at any
“one time and ever used tobacco or lllegat drugs
. ,Postponement of the onset of sexual activity - no more than 20% of adolescents report
. having ever had sex before the age of 15 years.
= . Early involvement in exercise - a lifetime physical activity. The proportion of children and
© adolescents who engage in vigorous activity that promotes the maintenance of cardio-
~ respiratory fitness, 3 or more days per week for twenty or more minutes per occasion
mcreased to 75% '

6. The pr_oportio_n 'per'1 ,000 pereons 65 years and older who have difficulty in performing 2 or
more personal activities decreased between 2000 and 2010.
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REPRODUCTIVE HeAlTH -

PRIORITY ISSUES . _ o
- 1. Inadequate quality and. coverage of Reproductwe Health Care SEl’VlceS espeually for adolescents
and men, :

2. Poor identification of high risk problems in the permatal penod
3. Poor appltcatmn of standards of maternal care,

 OBIECTIVE 1

The quallty, avallabmty, accessmlllty and appropnate use of Reproductwe Health Services improved.
- {*Seealso sections dealing with Adolescent Health, Commumcable and Chromc Non-Communicable
Dlseases) :

INDICATORS _ C S
1.1 By end 2000, alt countrles would have determined reasons for low attendances at antenatal and
‘post-natal services in keeplng with the established Canbbean horms and standards (ref. Carib-

bean MCH Strategy) and would have mtroduced approprlate interventions by end 2002. .
- 1.2 'Caribbean standard protocols for identification and management of high risk pregnancies in use
~_inall facilities and personnel Certlfled in neonatal resuscttateon inall referral institutions by end -
1999. - S - .
1.3 Al publlc pr:mary care faalltles would prowde Famlly Plannmg services for adolescents men .
and women and full range of services available through the NGO sector and/or tertiary institu-

tlons by end 2001 '
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Family Health

ReprobucTIVE HEAITH

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY :
~ Development of policies and programs on reproductlve health nghts and gender issues,
Introduction of public health legislation to facilitate HIV/STD testing in all pregnant women.
- Adopting the policies re the International Code on Marketlng of Breast Milk Substitutes.
| Rewewmg and updatmg laws on abottion. :

RE- ORlENTING HEALTH SERVICES
- Training of health workers.
o Ensurmg greater access to ser\nces -
Removing barriers to quality reproductWe health care e.g, reduce waltmg ttmes at clinics.
* Introduction of perlnatai reg:stratlon system

- EMPOWERING COMMUNITIES _
Promotmg pohc:es for reproductlve health educatlon for students in schools

- _CREATING SUPPORTIVE ENVIRONMENTS :
. Workmg with NGOs toi increase awareness of reproductlve health nghts and gender issues.

' DEVELOPING PERSONAL HEALTH SKILLS . o
Educating women on reproductwe rights and their role in ensuring improved reproductive health.

BUILDING ALLIANCES : :
: rollanoratlmg; with the media, Mmlstry of Edueatlon re Family Ln‘e Education.
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CHILD_ HeaLTH

PRIORITY |SSUES : : _
1. Not enough progress ade in breast teedmg practlces and the management of common child-
hood diseases e.g. ARI/Asthma. : S
2. The need to pay greater attention to new programnies e.g, preventron of devetopmental and
_ other disabilities and prevention of child abuse and neglect. L -
3. '_ The need to strengthen rnformatlon systems to capture relevant data to faa]rtate planmng and
'programmlng - '

. oarecnve 1

Capacrty of countries to consohdate gains made in child health and to address new issues strengthened

INDICATORS : : :
1.1 All countnes will have developed and nnplemented programmes to address Chl|d abuse and o
) _neglect using the mter—sectoral approach by end 2003. . : :
1.2 All countries will have breast feedmg promotion programs documented and functronlng by end' |
1999 o : - _ R

1.3 Atleast 80% of health staff i in prlmary and emergency care services and at !east one teacher in
 50% of primary and secondary schools trained in ‘the use of protocots for tdentlflcatron and
early treatment of ARI/Asthma by end 2002 : : .
1.4 All countries should have developed muiti- sectorat programmes {in at teast heatth educatron o

" sodial servrces) for the preventlon and early detectlon of deve!opmentat and !earntng d;sablh-
~ ties by end 2003, : ' -
15 Slmpirfled Perinatal Care Records (SPCR) in use natronalty and permata! rnformatron analysed o
annually by institutions by end 2003 : : o
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Family Health

Crip HearH

HEALTH PROMOTION STRATEGIES

_HEALTHY PUBLIC POLICY
Introducing breast feedmg pOIICIeS for HIV and HTI_V-1 posatwe mothers
- Developing poIlc:es to decrease air pollution.

' Developing policies to allow teachers and day care prowders to make baslc mterventlons for children
~ who become ill at school.

- RE- ORENTING HEALTH SERVICES :
" Introductlon of standardssed permatal guidelines in health tacilatles
Training staff in the use of data for management.
Ensuring that staff are competent to manage child health issues.

* EMPOWERING COMML'NITIES :
Training local NGOs to take Ieadershlp and advocacy roles in chlid health issues.
Training parents in early stimulation techniques. - o ' : :
Educating parents and teachers in the identification and reduction of enwronmental tnggers for
asthma : _

CREATING SUPPORTIVE ENVIRONMENTS o :

.Establlshlng day care facilities at the work place to faCIhtate bréast feeding and bondmg
 Employers to facilitate attendance of parents at child health clinics.
- Creatlng smoke free enwronments in homes and the work place.

DEVELOPING PERSONAL HEALTH SKILLS -
Educatmg asthma patients on |c|ent|ftcat10n of personal trlggers fer asthma attacks.
Educatmg chIIdren on the awareness and prevent:ve actions requared to protect themselves.

' BUILDING ALLIANCES : : ‘
| Strengthening Imkages with churches and other organizations to decrease spouse abUSe child
- :abuse and violence in homes. .
Coliaboratlng with the Mok and the social services in deve[opmg comprehenswe programmes in child
abuse. '
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Apotescent Heatth (ADH)

PRIORITY ISSUES

1. lLack of national ADH p!ans and a comprehenswe approach to ADH services for youth in and out of schoolq
© 2. Initiation of unhealthy behaviours including early sexual_actwlty, drug abu_se and poor dietary habits.

_.OBJ ECTIVE 1

~ Plans for comprehenswe, clrent—onented semces for adolescents deveioped and capaaty to Implement
' these semces strengthened

‘ INDICATORS : o :
. 1 Al countrles would have analysed the health and social needs of youth in school (Carlbbean
' Adolescent Health Survey) by end 1999 and out of-school youth by end 2001 .
1.2 National youth/adolescent health plans developed usmg the WHO/GRID methodology in at Ieast -
_' 50% of countries by end 2002. R S
1.3 At least 3 demonstratlon centres for comprehensrve adolescent/youth serwces operatlonai in
_ the English-speaking Carlbbean by end 2002.. _ : : S
1.4 Reglonal training programmes for ADH established by 2003 and natronal parentlng programmes
o lmplemented/strengthened in all countnes by end 2002 _ :
1.5 Health and Family Life Education (HFLE) programmes mcorporated lnto pnmary and secondary
 schools’ curncuia natlonafiy by end 2001
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_ _ Family Health
Apoiescent Heatrn (ADH)

HEALTH PROMOTION STRAT[GIES

: HEALTHY PUBLIC POL!CY L
Advocating for’ remedlaf and sperlal educational pohcaes and programmes to decrease school drop-
out rates, : :

RE—ORIENT]NG HEALTH SERVICES :
. Modlfymg clinical guidelines to address health issues of youth
Training leaders in the health sector on strateg;es for working with the youth.
Equipping health workers to assist in the training of youth in life skills, ,
Developing effective health promotlon programmes to reduce adolescent risk hehaviours.
Deveiopmg health |nf0rmat|on system to capture appropnate information on adolescent health needs.

EMPOWERING COMMUNITIES : :

E Workmg with parent groups, PTAS etc to 5trengthen commumcatton wath chlldren and adolescents

. Developing methods and Ilnkages with the community ta reach “hard to reach” young people (in-
' cludmg males) and those who are not in schoois

CREATING SUPPORTIVE ENVIRONMENTS : : _
Workmg with other sectors and agencies to devefop recreatlonal opportumt:es for the youth

' _DEVELOPING PERSONAL HEALTH SKILLS ‘
. Developmg and/or strengthenmq peer counselimg programmes for young peopie
Developing and/or strengthening parent-to- parent programmes to support child and adolescent rearing.

BUILDING ALLIANCES ,
K Coliaboratmg with the media, mmlsines and agencres respons:b!e for youth and child services.
Working with- Ministries of Lahour, vocatxonal training institutions and the private sector to increase
]ob skllls and opportunltles for the youth
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HeaLTH OF THE ELDERLY

PRIORITY ISSUES

1. Low prlorlty given to programmes for the elderly

2, lelted information on the health issues and needs of the elderly

3, ' Inadequate prepara’uon by individuals for growing old and health care workers famlly and commu- -
| nity inadequately prepared to meet the needs of the elderly :

' OB\IE(.TIVE 1

To develop and initiate comprehenswe programmes to promote and protect the health and we]l bemg of
the elderly. : : '

_INDICATORS
1. l National plan for Healthy Agmg developed or lssues on aging addressed in natlonal and & _
- social development plans in all countries by mid- 2000, utilizing approaches consmtent with the
: 1998 Caribbean Charter on Health and Aging. . : :
1.2 Health Focal Points, mu|t| sectoral momtorlng/steermg mechanlsms and evxdence of resource
' mob|llzat|on for Implemenlatlon of- the Healthy Aging p[an ldentsfied inall countnes by. end '-
1.3 Carlbbean regzonal mdlcators on Health and Agmg developed by end 2000 and natlonal mfor-'
cmatlon systems in all countries modified where necessary by end 2002. B -
1.4 Training programs for health care workers individuals and community care- gwers on the. agmg o
: 'process and/or health needs of the elderly, and/or approaches to health care for the elderly
instituted in all countries by end 2001. - '
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Family Health
H EALTH OF THE FLDERLY

HEALTH PROMOTION STRATLGIES

" HEALTHY PUBLIC POLICY
~ Developing and strengthenmg pol!cres on agmg
Developing Bill of Rights in support of the elderly. _
Adopting the Canbbean Charter on Health and Aging (when approved)

. RE- -ORIENTING HEALTH SERVICES _ _
o Sen5|t|smg health workers about the specral needs of the eIderIy _
" Strengthening Primary Health Care (PHC) services targeted at the elderly.
| Establlshmg norms and stanidards for institutional care of the elderly.

- EMPOWERING COMMUNITIES
Sensmsmg community groups {mcludmg youth groups) about the specral needs of the elder[y

CREATENG SUPPORTNE ENVIRONMENTS
-Worklng with care givers to ensure that standards of care are bemg met.
' Supportlng activities to commemorate Internatlonal Year of Older Persons (1999)

'DEVELOPING PERSONAL HEALTH SKILLS
Preparing adults for healthy agmg _
Educatmg elderly on ways to mamtam and i 1mprove their heaith

 BUILDING ALLIANCES

Collaboratmg W|th government organizatlons NGOs and media.
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OPPORTUNITIES FOR JOINT ACTION

REPRODUCTIVE HEALTH :
»  Collaboration with UWI Mona in tralmng in Fertility Management.

CHILD HEALTH

-+ Development of early stlmula’uon projects mvolwng NGOs and commumt:es
.+ Collaboration between countries and CAREC in the Global Asthma Imtlatlve _ .
~* Development of protocols for management of child health i issues and mformatron. |

© ADOLESCENT HEALTH B |
. Deve!Opment of Ado!escent Health gmdellnes

 HEALTH OF THE ELDERLY
e Development of regional core data mdlcators S
e WHO Collaboratlng Centre, UWI, Mona to take the Iead in thls sub prlorlty area. -
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Food & Nutrition

FOOD AND NUTRITITION

Traditionally, where energy intake s concerned, the Carlbbean s main concern has been under-
nutrition, resultmg in Energy Protein Malnutntton (EPM) which accaunts for unacceptably high rates in
some vulnerable groups in the region. In CCH-I1, mapping ot high-risk areas will be an important strategy'
to target interventions. For the past few decades however there has been an increase in the prevalence
of obesity, prlnapally in adults, but also to some extent in adolescents and infants. With this increasing

_' preVaIence of obesity we ‘observe the concomitant increase in nutrition-related chronic diseases such as
diabetes mellitus, hypertension, heart attacks stroke and some forms of cancer. . _

in the region, food product:on has [ong been surpassed by consumption and today the countries
' depend to a large extent on food importation. In fact, most of the energy and protein requwements are
fulfilled by importation of raw or processed foods or food components The region has a mere 6 million
people yet we spend over 1. 5 billion US dollars each year on food imports, o

Most Enghsh Speakmg Carlbbean countries are progresswely moving away from regulated rnarkets. '
~ involving d_lre_ct s_tate intervention in food marketing activities and price controls on basic foodstuffs to
more liberalized marketln‘g systems. The creation of the World Trade Organization (WTO) in 1995 sub-
stantially affects international trade in agricuttural products whrch is an |mportant aspect of the food -
.secunty problem _ _

In CCH-I, food SECUl‘!ty wrll therefore emphasrze how food and nutnt;on pollaes overlap thh many

other sectors - heaith, trade, agrlculture and education. A wide spectrum of players needs to be mvolved
: because food securlty is an mtegral part of a process of nutrition and health development _
Thlrty years ago food security in the Caribbean may have been conceived mainly as a supply problem
i.e. attempting to increase the availability of various foods. Now, with avallablhty of calories and protein
 much in excess of average requirement, the focus of food and nutrition security must include issues of
cost-effrctent food drstnbutron and cansumer education to achieve nutritional adequacy at the household
level. ‘ . . .

: In CCH ll, policies on food securlty wdl strive to fulflll populatlon nutrient goals. The approach is to
'ldentn‘y the level of populatlon intakes that, for the population as a whole, will lead to a low risk of
inadequacy and a low risk of excess. The determination of food goals needs careful analy5|s as it must

relate to the agncultural pollcy and economlc opportunlties in each specmc country Governments that
_ take diet-health relatlonshlps senously can make considerable savings in health expenditures,
lron def|c|ency anemia remains a problem especmlly in pregnant women and pre-school and school—
. aged children. This has been attributed to mac[equate iron intake and to poor absorptlon CCH-H will
intensify- efforts w:thm the strategy of tron supplementation, diet modrtrcatron and iron fortification to
reduce the prevalence of anemia |n the region. '
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Food & Nutrition

OveraLt. GOAL AND INDICATORS

"GOAL

Safe food made accesslble to the most vulnerable populatron groups and the nutritional status of se-

- lected groups in the populatlon mproved

: ENDICATORS

R

' Mechanlsms estabhshed in all countries to ensure that persons llvmg below the poverty line
~ spend less than 25% of their i income to obtain a nutritionally adequate basket of food, by end

2003

Prevalence of obesrty Body Mass }ndex(BMl>30) embng the 'persons aged 35- 64 y'ears re-
duced by at least 3% of 1997 Jevel and baseline established for persons between the ages of

, 12 to 15 years by end 2003.

Prevalence of anaemia in pregnancy reduced by 10% and, in children less than 15 years, by

3 12% between 1997 and 2003.

Under—nutrltron werght for height (W/H) Z -score for children under 5 years reduced by 50% of

- 1997 levels by end 2003

Exclusive breastfeeding at three months increased by 30% of 1997 rates by end 2003.

Number of outbreaks of food borne drseaSes reduced to iess than 50% of the 1997 levelsin all
countries by end 2003.
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NUTRITION-RELATED DISFASES

PRIORITY ISSUES

1. - Lack of strategic multi-sectoral plans and pohcues fo combat the deflctency diseases and the multl— ‘
factorial problems of obesity and nutrition-related chronic diseases.
2. Insufficient attention to the causes of persistent anemia. E
3. Inability of vunerable groups to obtain continuous supplies of a nutritionally adequate and safe diet.

OBJECTIVE 1

Plans, policies and gmde[mes in place and mechanisms to monitor their |mplementat|0n functional.

INDICATORS : : : :

1. 1 Inall countries, national Food and Nutrition Plans updated to a) mcorporate contnbutlon of
agnculture health, trade and education sectors; b) link to national development policies and
strategies; and ¢} include measurable population food and nutrition goals by end 2001,

1.2 Policy makKers in at least 15 countries made aware of the economlc beneflts of mterventlons to
. combat nutritional prob]ems by end 2002. . : :

1.3 Ineach country, mechanism for multi- sectora! momtonng of fmplementation of pians estab-

~ lished by end 2001 and meeting at least once per year thereafter. _

1.4 Dletary guidelines for the Caribbean developed and dlssemmated to aII countries by end 2003

OBJECT IVE 2

Projects to reduce anaemia and obesnty devetoped and lmplemented

INDICATORS : : S :
2.1 Barriers to 'effective preventative and therape'utic iron supplerﬁentation researched and pro-
grams aimed at reducing the prevalence of anaemia in pregnancy developed and/or refined and
~ executed in three (3) selected countries by end 2003. L ' A
2.2 Multi-sectoral, health promotion initiatives to reduce avatlabihty and consumption of saturated
fats; increase the consumption of local frwts and vegetables, ground provisions and [egumes;
and introduce scientifically-based exercise programs in pubhc and prwate institutions desugned '
and initiated in at least 2 countries by end 2003, : o :
~ (See complementary indicators in Chronic Non- Communlcable Diseases sectlon)
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Food & Nutrition

NUTRITION-REIATED [DISEASES

HEALTH PROMOTION STRATEG]ES

HEALTHY PUBLIC POLICY

Ensuring firm political commitment to promotmg nutritional well- bemg as part of national research
and development plans.

Altering regulations and policies that impact negatlvely on consumer food choices, particularly in
_relation to food prices and low quality food items, in order to encourage more nuiritionally
beneﬁcaal diets.

RE- ORIENT[NG HEALTH SERVICES
| Estabhshmg or strengthening regulatory bodies to develop, support and monitor dzetary guidelines,
~ Strengthening institutional struciures with attention to management to cope with multl sectoral as-
pects of nutntlonal diseases. '

EMPOWERING COMMUN!TIES
_"Prowdmg incentives to those who promote healthy diet and exercise habits
_ lnvolwng community groups in all aspects of nutrition Jmprovement programs and supportmg com-
mumty initiatives. . -

CREATING SUPPURTEVE ENVIRONMENTS :

Promoting and iaunchmg healthy eating and exercise programs at work- qites training institutions
~ and communities. .

Sens;tlsmg public and private sector managers fo the economic benefits of a heafthy work force

Organising NGOs and health c[ubs to promote and practlse healthy Iifestyles

: DEVELOPING PERSONAL HEALTH SKILLS

Development of advocacy and evaluation skills of key managers and commumty leaders.
) _Development of low fat cooklng skills of homemakers.

Using a mix of media and face-to-face strategies to enable clients to manage diseases.

BUILDING ALLIANCES - :
" Developing or strengthemng food and nutrition coordination commltteee with education, trade, ag—
-~ riculture and other related sectors. '
‘ Supportmg organizations that promote physical activities and sports.
Developing awareness in these organizations about the lmportance of diet in enhancmg phys;cai
activities and sport.
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HumaN RESOURCE DEVELOPMENT

PRIORITY ISSUES

1. Insufficient number of qualified health care professionals to impact on nutrition-related problems.

2. Roles of nutritionist and dietitians in health care teams not universally understood and not clari-
fied in health sector reform initiatives.

3. Ministry of Health capacity to monitor food safety has not kept pace wilh growth in food progess-
ing and hospitality sectors.

OBIECTIVE 1 | | . |

Human resource needs for the provision of adequate nutrition services determined, and implementation
initiated. '

INDICATORS _

1.1 Needs assessment of nutrition and dietetic professionals required at specified levels within the
public and private sectors of the health system completed in all countries by end 1999.

1.2 In each country, roles, responsibilities and method of functioning of all categones of nutrition-
related professionals documented by end 1999.

1.3 Common standards for practice of professionals in nutrition-related areas developed and adapted
or adopted by at least 75% of countries by end 2003.

1.4 Inall countries, number and quality of nutrition-related professionals in the public sector strength
ened in accordance with plan by end 2003.

OBJECTIVE 2

Selected persons trained and capacity of selected health training programs to provide graduates with
required skills in nutrition counselling improved.

iNDICATORS _ _

2.1 Over the period 1999-2002, at least 100 cbmmﬂnity based persons trained each year in basic
and/or intermediate skills and knowledge of the refationship between dlet exercise and chronic
diseases,

2.2 Regional programs for production of physicians, public health nurses and health educators
evaluated against standard competencies related Lo managing diet, exercise and disease using
the health promotion process (Knowledge, Attitudes, Practices [KAP] studies and course eva!u~
ations) by mid-2002,

2.3 Curricula and methods of teaching in relevant regional trammg programs Upgraded to address
deficiencies identified in evaluations by end 2003.
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Food & Mutrition

HUMAN RESOURCE DEVELOPMENT

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY
Developing pOiIC[es to attract persons into related professional areas.
Enabling effective registration and monitoring of performance at national and regional levels.

RE-ORIENTING HEALTH SERVICES

Focus on diet and lifestyle in communlty health care.

Preparing health care personnel with adequate knowledge in food, nutrition and health.
lncorporatmg nutrition personnel in Prlmary Hea!th Care (PHC) management team.

EMPOWERING COMMUNITIES

Training of NGOs to help lead the health promotlon actlon on healthy lifestyle.
Educating families in healthy eating and exercise programs.

Public 1nformatlon tramlng and recruitment opportunities. '

CREATING SUPPORTIVE ENVIRONMENTS _
Funding for training and continuing education.
Ensuring apprbpriate salary levels for professionals.
~Inclusion of - prerequisite topics in secondary school curriculum and conducting w1de range of
nutrition training in education, trade, agriculture and health sectors.
Career development opportunities,

DEVELOPING PERSONAL HEALTH SKILLS

Encouraging staff to act as role models for healthy lifestyle.
Individuals accepting responsibility for continuing education.
Ensurin'g that all nutrition workers are computer literate.

BUILDING ALLIANCES
Developing finkages with NGOs, work-sites and community groups.
Strengthening alliances with regional training'p'rograms, including those with distance education
capacity, in order to improve food and nutrition modules.
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NUTRITION PROMOTION AND INFORMATION DISS[MINATION

PRIORITY ISSUES

-1, Inappropriate mix of d:ssemmat:on strategms to reach stakeholders in publlc and pnvate sectors '

2. Lack of consistent, credible, relevant and sc;ent:ﬁcally based health and hutrition messages o
"3, Inadequate counselImg by health team. - -

4 Infrequent evaluation of promotlon or educatlon initiatives,

" OBIECTIVE1

Nutrition commumcation and mIormat;on strategles mplemented in support of nutntion promotlon pro—

INDICATORS _ : : : TR
1.1 Information, edUCatson and commumcatmn strategles fori lmprovmg nutntion related beha\h.."'urs"
. of selected population groups and in support of national food and nutrmon goals defined and E
disseminated to stakeholders in all countries by end March 2002. g
1.2 ReglonaI nutntion/educatlon strategy defined and d:ssemmated to stakeholders by mid-2002.
- 1.3 Selected manuaIs, Journals newsletters and books wrltten/updated by CFNI and dlssemlnated
to 1dent|hed clients in all countnes over the penod 1999 2003
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NUTRITION PROMOTION AND INFORMATION DISSEMINATION

| HEALTH PROMOTION STRAT[G&[S

- HEALTHY PUBLIC POL!CY

* Ensuring that the public is aware and convmced of the benefits of healthy dietary practices.
_Fmanmal disincentives for unhealthy foods. :

 Policies to protect health of children.

RE—ORIENTING HEALTH SERV!CES
s Conductlng muiti- dlsCllenary trammg workshops 50 that aﬂ partners of the heaith care team provide
~ consistent advice to clients, : :
| Provrsron of space for client counseﬂmg and exhrbrtmns in heafth facrhtres
_ Ensuring budget allocatlon for communication strategy and rélated training.

EMPOWERING COMMUN!TIES : :
- Promoting community participation gwen that therr knowledge and actions are dnvmg forces for
~ behavioural and social change. '
' Encouraglng vegetable gardenmg _
o Educatlng the publrc on how to use nutrition Iabels

CREATING SUPPORTIVE ENVIRONMENTS _
lmprovmg school and office funch programs as well as prowdlng {acrlrtres for phy*;rcal exerc;se
Promotion of direct access to nutritionist services. . _

: Nutntron ;nformatlon at time of choice in restaurants and supermarkets/grocenes

DEVELOPING PERSONAL HEALTH SK!L[.S _
Ensunng that each individual knows his or her nutrition proﬂle and has pfans on its |mprovement and
* maintenance. : ‘
Development of life-time exercise skri!s in adolescents and 1o be conducted at least 3 trmes per
week. y : : - o :
: Ensuring that mdwtduals are knowledgeable about the nutritsonai value of foods often eaten

_BUILDING ALLIANCES
Ensuring that the pnvate sector is aware of the relatlonshxps between health, agncuiture and food.
! Encouragement of corporate sponsorshlp of nutrition messages,
Support of health promotion programs in supermarkets/grocerles o |
 Strengthening links between the media and the nutrition and health sectors to ensure approprlate
" information is recelved by alf stakeholders
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CCH-It A New Vision for Caribbean Health

SURVEILLANCE

PRIORITY ISSUES

1. Routine data analysis limited to children and pregnant women.
2. Available information not effectively used to inform policy decisions and programme planning.

OBIECTIVE 1

More effective nutrition surveillance in place.

INDICATORS
1.1 Regional electronic nutrition mlounatlon database, including indicators of nutritional well-being
 to inform and monitor social development, established and accessible in all countries, mcludlng
nutrition coordinators, by end 1999, 4
1.2 Food and nutrition surveillance information systems, producing at least annual reports of indi-
- viduals and groups at risk of, and actually suffering from, the most prevalent nutrition-related
diseases established in at least five (5) countries by end 2000 and in all countries by end 2003.

I-IEALTH PROMOTION STRATEGIES

* HEALTHY PUBLIC POLICY
Policy of national decision-making on food and nutnhon based on surveillance data.
Policy to increase public access to data.

. Provision in budget for surveys.

RE~ORIENTING HEALTH SERVICES

Increase in the perception, knowledge, demand for mforma’non and technical capablhty of staff to
improve health services, '

Capture collected data to provide surveillance of adults.

* EMPOWERING COMMUNITIES -
Inclusion of communities in the planning of nutrition information,
Provision of feedback information to the conumunity in user-friendly manner.

CREATING SUPPORTIVE ENVIRONMENTS _

Conducting workshaps and other participatory activities to demonstrate the value of the cycle of
data collection - decision making - feedback - data collection, etc. '

Provision of training at various Ievels on the variety of communication methods usmg various sources of
information.

improving access to computers for health care workers.

BUILDING ALLIANCES
Collaboration with general practitioners and nuiritionists in private sector.

Building alliance with media and using other avenues to increase understanding and facilitate
dialogue on nutrition situation.
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Food & Nutrition

Foob SrecuriTy

PRIORITY ISSUES

1 Lack of comprehensive programmes on food security. :
2. Lackof an effective mechanism to monitor foods to assure minimum acceptable levels of food
quality: survafliahcge systems rudimentary and laboratory capacity inadequate.
3. Food handlers and the community not adequately trained.
4. Inadequate Ieg1stat|0n regulation and standards for monitoring safety/quality of imported and
exported foods. -
5. Nutritionally-appropriate foods too expensive for many people.
OBIECTIVE 1
Food securlty plans developed and infrastructure for lmpiementatlon estabhshed
[NDICATORS

i.1 Strategies to modify the: food produdlon and consumption profile, in order to prevent obesity
and other nutritional disorders and ensure sustainable food security, developed in each country
. by end 2003. : ' )
1.2 Regaonai technical support unit to facrhtate msmutlonal linkages and ensure complementanty
~ of national and international actions established by end 2002, and annual reports dissemi-
nated to all countries thereafter.-

OBIECTIVE 2

- National systems to ensure safe food avaiiab[e for focal consumptton and export.

INDICATOR

2.1 Legislation, regulations and standards in all countnes by end 2001 in keeping with PAHO/FAQ
Caribbean model.
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FOoop SecuriTy

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY _

Promation of a culture of consumer protection and establishment of Ieglslatmn to protect the con-
sumer from unsafe, fow quality and mis-labelled foods.

Ensure action to secure food supplies which will improve nutritional status and publlc health
including"buy local” culture and vegetable house gardens.

RE-ORIENTING HEALTH SERVICES

Strengthening the infrastructure for monitoring food safety and quality control.

Ensuring that public health teams understand approach to food safety.

Review functional relationship of nutrition services as part of Health Sector Reform,

Establishment of a multi-sectoral food and nutrition coordinating mechanism to ensure complementary actions.

EMPOWERING COMMUNITIES _ _ _ o

Educating the community on how to be watchdogs for food safety including how to interpret expiry dates.
Informing the public of which establishments have not met standards.

Addressing gender-related issues on the basis of efficiency.

~ Participation of local groups to ensure that the technologies and other inmatwes promoted meet
their requirements as users.

CREATING SUPPORTIVE ENVIRONMENTS

Promoting the use of attractive local foods which are safe and fasty. :

Ensuring that nutritional and hyglene aspects are mcluded in the manufacture and processmg of
foods; promotion of effective labelling.

Impraving safe food preparation and display in the work-site, with street vendors and in institutions.

Promotion and stimulation of agncultuual investments, employment opportumtles and income generation.

Ensuring a user-friendly process for registration of food handlers.

DEVELOPING PERSONAL HEALTH SKILLS _

Establishing training programs for food producers and processors to ensure that food industry
quality control systems comply with the laws and standards. | -

Learning how to produce a vegetable garden within local conditions, in schools or through clubs.

Multi-media programs on basic process to ensure safe production of meals at home.

BUILDING ALLIANCES _ .

Linking with the private sector in the development and manufacture of healthy and nutritious foods.

Collaboration with CAREC and CFNI to develop mbnitoring programs for food-borne diseases.

Enhancement of the institutional linkages among CFNI, UWI, Caribbean Network of Ehtegrated Rural
Development (CNIRD), Inter American Institute for Co-operation on Agriculture {IICA), Caribbean
Agriculture and Research Development institute (CARDI) and NGOs.

Harmonisation and promotion of initiatives at the focal, national and regional fevels.
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Foed & Nutrition

OPPORTUN[TIES FOR JOINT ACTION

NUTRITION-RELATED DISEASES

* - Regional approaches to data gathering common protocols and sharing of analytical capacity:
CNCD risk factor surveys in Caribbean population; food consumption pattern and lifestyle
studies. _

*  Sharing of national experiences in planning process (bilateral TCC, regional scientific fora).

HUMAN RESOURCE DEVELOPMENT

+  Distance education utilizing resource persons from across the region.

»  Common mechanism for registration and performance standards.

*  Capacity building through sharing of experiences and skills in the region.

NUTRITION PROMOTION & INFORMATION DISSEMINATION
Common curricula for training programs across the region for doctors, nurses etc.
*  Regional social communication programs.

SURVEILLANCE
«  Common definitions and core data set; sharing of software.
*  Shared regional database.

FOOD SECURITY |

«  Establishment of regional indicators and regional monitoring network.

*  Model legislation and regulations. _

*  Ensuring/establishing regional nutritional and quality aiteria for imported foods as part of
 trade policy. o

»  Sharing experiences and faboratory capacity. .

*  Model food safety training program with audio-visual aids; regional process for certification of

trainers.
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CHRONIC NON-COMMUNICABLE
DISEASES

' Chrenic non- communicable diseases (CNCDS) are the main causes of death, disability and illness in the
'Carlbbean Data from the Canbbean Epidemiology Centre (CAREC) indicate that between 1980 and 1990 the
three Ieadlng causes of death in the reglon in order of rank were ischaemic heart disease (due to narrowing of
the blood vessels supplying the heart}, followed by cerebrovascular disease {stroke), diabetes mellitus (DM},
other heart disease and hypertensmn (high blood pressure). ' | _

Dlabetes and hypertens:on contribute slgnlfrcantly to heart disease and stroke and dlabetes is a major
caise of admrss:ons to hospital, krdney failure, blindness and limb amputataons whlch are not due to injuries. It
therefore affects not only qualrty and length of life but also has enormous economic costs. Direct costs of
hospitalization and clinic care constitute an increasing burden which countnes can ill afford.

. Breast and cervrcat cancers are the teadmg causes of death from cancer in women and prostate cancer is
 the leading cause of cancer deaths in men. Cervical cancer is a sexually transm|tted dlsease which can be

prevented not only through changes in sexual behawour but also through screening of women at risk to detect
and treat pre-malignant changes _ _

Most Caribbean countries are mcreasmgiy concerned about the toll which injuries take on n the health of their
) populatlonf Though mtentlonal injuries {violence) constrtute a major health problem, unintentional i mjurles_

(acudents) partlcutarly motor vehicle accidents, are alse a significant public health issue. Intentmnal mjunes will
- be dealt with as part of the mental health aspect of CCH-II, but it was thought that unintentional injuries would be
. best ;ncluded with CNCDs. _ ,

Many of the strategies for the prevent;on and controi of CNCDs rnvolve those outlined in the Caribbean
(harter for Health Prometlon which are appended to each sub~pnortty area. The strategies are of particular
lmportance in fostering behawour change, the adoption of healthy {lfestyles and the formation of partnerships

* forhealth. Such partnerships involve public sectors other than Health, Non-Governmentaf Organizations (NGOs)
~and the private sector. - ' | 7 : |
' Countnes rnust be aware that there are no qmck hxes for CNCDs. Their eftectlve preventlon and control
requwe Ionguterm commitment of adequate resources and the ptannmg, imptementation and evaluation of pro-

grams that will achieve the goal despite changes in social, economic and political environments.
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~ CCH-II: A New Vision for Caribbean Health

~ SUB-PRIORITY AREAS

" PLANNING AND INFORMATION SYSTEMS
Risk FACTOR PREVENTION AND CONTROL

SCREENING

"QuALITY OF CARE

72



Chronic Non-Communicable Discases

OveraLL GOAL AND INDICATORS

GOAL

Morb!dlty and mortailty from selected CNCDs and unintentional i mjunes decreased

" INDICATORS:

1. Mortahty from the followmg reduced in at ieast 20% of countries over the perlod 1990 2005
~* Hypertensive disease and tschaemlc heart disease by at least 15%.
« Diabetes mellitus by at feast 10%. ..
- Invasive cerwcal cancer by at least 20%.
+ Breast cancer by at least 10%.
e Prostate cancer by at least 5%. - .
. Unmtentlona! mjunes due to motor vehicle acctdents by at least 10%.

2. .Am'putati'or'l_s in pefSons with diabetes reduced by at least 10% in at least 30% of countries over
the pe_ﬁoc_i 1990-2005. '

3. Hospital admtssmns for cerebrovascular accsdents reduced by at least 10% in at least 20% of
' countries over the penod 1990 2005.
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~ CCH-TI: A New Vision for Caribbean Health

PIANNING AND INFORMATION SYSTEMS

PRIORITY ISSUES

.1. Inadequate epidemlologlcal data (quantitative and qualitative) and survelllance systems.

| ~ Planning not information-based.

3. Lack of involvement of sectors other than Health and NGOs in planning and |mplementa’non of
national programmes for CNCDs.

OBJECTIVE 1

Information and surveillance systems established.

INDICATORS

1.1 Atleast 80% of countries agree on minimum data set for seiected CNCDS and/ori mjurres by end
- 2000. '

1.2 At least 50% of countries initiate process' 1nciud|ng commitment of resources, to establish
. relevant mformatfon and surveillance systems by end 2002,

1.3 Atleast 20% of countries outline plans for and initiate implementation of at least one specn‘lc
registry for CNCDs and/or injuries by end 2003.

OBIECTIVE 2

Partnershlps for plannmg and implementing CNCDs program developed

INDICATOR

2.1 Atleast 60% of countries establish multi- sectoral body, including NGOs, in planning and tmple-
mentation of national CNCD programmes by end 2003.

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY -
- Establishment of policies governing the operation of information systems.

RE-ORIENTING HEALTH SERVICES

Mobilization and allocation of resources for the establishment and maintenance of information sys-
tems.

BUILDING ALLIANCES ) :
Involvement of NGOs in the operation of information systems.
Fostering greater appreciation of contribution of non-health sectors to health.

involvement of social sector and program beneficiaries in program planning, implementation and
evaluation.
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Chronic Non-Cammunicable Diseases

Risk FACTOR PrEVENTION AND CONTROL

PRIORITY ISSUES

1. Lack of organized programmes to facilitate the adoption of healthy lifestyles.
2. Insufficient attention paid to primary prevention (risk factor prevennon and control} of CNCDs
and injuries by Ministries of Health and related sectors.

OBIECTIVE 1

Healthy lifestyle programmes developed and implemented.

INDICATORS

1.1 Atleast 50% of countnes develop and implement healthy lifestyle programs at national and/or
local level by end 2003. _ :

1.2 At least 30% of countries enact anti-smoking legislation, including promotion of smoke-free
environments and regula’tion'qf sale of tobacco to minors by end 2003.

1.3 At least 10 countries plan and implement surveys to determine contributing factors to motor
vehicle accidents by end 2000,

14 At least 60% of countries draft legisfation to prevent injuries secondary to motor vehicle accidents.

OBJECTIVE 2

~ Value of primary prevention appreciated by Ministries of Health.

INDICATOR
2.1 At least 60% of countries increase budgetary allocation for health promotion by at least 5%
over 1997 levels by end 2003.

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY

Drafting of relevant |eg|slat|0n and policy for smoke-free environments, preventlon of sale of to-
bacco to minors, and wearing of seat belts and helmets,

Formulating food security policies that protect cost of basic “basket” of healthy foods.

EMPOWERING COMMUNITIES

Public education programs.

CREATING SUPPORTIVE ENVIRONMENTS
Enactment and enforcement of legislation.
Creation of smoke-free environments.

DEVELOPING PERSONAL HEALTH SKILLS
Fostering aftitudinal and behaviour change.

BUILDING ALLIANCES
~ Collaboration with other sectors, NGOs and the media.
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SCREENING

PRIORITY ISSUES

. Insufficient attention to secondary preventlon of CNCDs by Ministries of Health and related sec-
tors. : '

OBIECTIVE 1

Screemng programs targetmg se}ected populatzon groups developed

INDICATORS . :
1.1 Atleast 50% of countries establish cervical cancer screemng programs aimed at havmg at Ieast'
- 60% of women over age 40 have one Pap smear by end 2002. : :
1.2 At least 50% of countries develop and implement policies and protocols for screenlng first .
_ 'degree relatives of persons with diabetes by end 2000. :
1.3 Atleast 50% of countries develop and |mp|ement publtc education programs promotlng regular
screening for breast and prostate cancers in keepmg with international gu:delmes and practices
by end 2000. : - - o
1.4 At least 50% of countries deveIop and |mp|ement contmu:ng educatlon programs encouraglng -
_ health care providers to screen for hypertension as part of routinie examination by end 2000,

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY .
Draﬁing of policies to facilitate screening.

RE-ORIENTING HEALTH SERVICES :
Education of health care providers and provision of mfrastructure to facul:tate screemng
Scheduling services for the convenience of the clients.

EMPDWERING COMMUNITIES ) B S
Public education programs on the value of early detection and treatment.

DEVELOPlNG PERSONAL HEALTH SKILLS

Fducation about self-examination, regular visits for screemng and awareness of "warning signs”.

BUILDING ALLIANCES
Collaboration with NGOs, the media and private sector.
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Chronic Non-Communicable Diseases

~QuaLity OF CARE

~ PRIORITY ISSUES .
1. Inadequate use of protocols and standards to facilitate quality care in CNCDs.
2. Unavailability and/or excessive cost of drugs.
3. Cost of diagnostic and treatment services increasing.

OBJECT IVE 1
Quallty of care in selected CNCDs lmproved

INDICATORS

1.1 At least 50% of countrfes develop andfor implement protocals for management of se!ected
CNCDs by end 2000,

1.2° Atleast 50% of countrles evaluate use of protocols, including assessment of client satisfaction,
by end 2002. ' :
1.3 Atleast 60% of countries rmplement at least one contmumg education actfwty refated to CNCDs

“per year for health care providers and/or others in health-related fields over the period 1999-
2003, E | |

1.4 Atleast 60% of countries plan and implement at least one self-help program for persons with
selected CNCDs by end 2001. ' :

HEALTH PROMOTION STRATEGIES

HEALTHY PUBLIC POLICY

Demsmn to adopt speuﬁc policies, protocols and standards.

Health Sector Reform to ensure health care financing package available for persons with CNCDs.
Policy on Essential Drugs.

RE-ORIENTING HEALTH SERVICES
Raising awareness of existence of spemflc pollr:les protocols and standards.
“Training of health care provlders in use of specific policies, protocols and standards.

EMPOWERING COMMUNITIES :
. Drafting and advertisement of charter of patlent/cllent rights and responsmlhtles

' .CREATING SUPPORTIVE ENVIRONMENTS
Health Sector Reform to ensure health care financing package available for persons with CN(Ds,

DEVELOPING PERSONAL HEALTH SKILLS
Draftmg and advertisement of charter of patlent/cllent rights and responmb;[:txes

" BUILDING ALI.!A_NCES _ | |
Collaboration with private sector, professional associations and alternative medicine practitioners.
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CCH It A New Yision forCanbbean Health

OPPORT UN!TILS FOR JOINT ACTION

PLANNING AND INFORMATION SYSTEMS _ _ : . _
«  Facilitation of networklng among, and mstitutlonal strengthenlng of, natlonai and sub reg|onal
- NGOs. : :
+  Standardization of data |tems and |nformat|on systems _ -
* . Development of disease registries with common minimum data setto allow comparlson of dala
at :eglonal !evei S

' RISK FACTOR PREVENTION AND CONTROL :
e ~ Strengthening of Health Education Units through techmcal cooperatlon and shanng of expertlse
~+ Development of model legislation regarding prevention of injuries due to moto_r _vehlcie accidents.

SCREENING : :
.. Formulatlon and adoptlon of sub- reglonai gmdehnes and protocols for screemng

QUALITY OF CARE

3 . _ Formuiatlon and adoption of protocois and gmdehnes for quahty care..
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_ Communicable Diseases

COMMUNICABLE DISEASES

During the period 1980 1994 morbrdrty due to commumcable diseases in the Caribbean declined
sngmﬂcantly as a resuit of expansron of those health services that offered mterventaons such as p:evena
tive :mmunlsatlons reductlon in poverty, which allowed households toi increase their consumptron of safe
and clean water; and i mcreasmg educational levels which facilitated individuals to apply new scientific
knowledge to protect their own health as well as that of thelr famlhes _ _

The most significant declines in morbldlty and mortality due to communicable d;seaSes have been -

recorded for the six target diseases of the Expanded Programme on Immunisation: pollomyelms drphthe« _

) fia, pertussrs tetanus measles-and tuberculosis. This programme has been successful in achre\nng high
vaccination coverage rates throughout the Carlbbean and significant reduction in the incidence of these -
d:seases It is therefore necessary that all countnes in the Caribbean continue to vaccmate their popula~ :
tions and maintain effective public health surveﬂlance systems.

 Tuberculosis has re-emerged as a maJor public health problem because of poverty, malnutn’oon

o dimlmshed control efforts, the HIV/AIDS ep|demic and the emergence of multiple-drug- resistant strains

of the causatwe agent, Mycobactenum tuberculos;s ltis therefore necessary for countries to re-establish
tuberculosis as a pnonty prablem and allocate the necessary resources for its control. With the high case
fatality rates associated w:th the HIV/AIDS epidemic and in the absence of any effective treatment or
prophylaxrs it wlll be necessary for countries to strengthen epldemiologlcal surveillance; create definitive
programmes ancl pol|c1es on the care and support of persons with AIDS; and strengthen educational
" actwutles in an effort to modlfy behavlour in the populatron : '

The preventaon and control of commumcable diseases in the Canbbean requires that CCH-I focus on
~ food-barne, water—borne and vector—borne diseases; on vaccme preventable diseases - especially those

._ whrch are ot mcluded in the existmg schedules and-on STD/HlWAtDS and tuberculosis. '
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CCHli: A New Vision for Caribbean Health
" SUB-PRIORITY AREAS

FOOD~ WATER- AND VrCTOR-BORNE DIS[ASFS

VA(:UN}: PRFVENTABLE DISEASES

(DlPHTHERlA, PI:RTUSSIS, TETANUG, Pouomvmns, MFASLFS, «

RUBELLA MUMPS HEPAT!T!S B HAEMOPHILUS lNFLUENZA)

STDs/HlV/AlD_S AND TUBER_CULOSIS_
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Communicable Diseases

" OVERALL GOAL AND INDICATORS

GOAL:

- Mortality and morbidity for food-borne, water-borne and Vectoi—borne d_iseaées reduced; and the
Caribbean region maintained free from polio and measles, and rubella eliminated.

INDICATORS

1..

Incidence of four tracer food borne and water-borne diseases reduced by 50% of the 1997
level in all countries by end 2003.

In ‘en_derni'c ceu_ntries'the in_cide_nce of malaria reduced by 25% below the 1998 levels by end

' ,2003, and in maiaria~free cduntries ZEro cases of indigenous maiaria maintained.

-~ 10.

The reglonal mmdence rate of dengue fever conf!ned to.no more than 50 cases per 100 000
populataon and case fatality rate of dengue haemorrhaglc fever (DHF} should not exceed more

: 'than 5% in any country
Inall Coun_tries, e_lirninatiein status of zero cases' of indigeneus po!io maintained by end 1999.

'_No cases of mdlgenous rubeila and congenltal rubella syndrome occurrlng in any country by '
' end 2003. '

In all couniries, elimination status of zero cases of indigenous measles maintained.

 Prevalence of HiV infectioda’rﬁong pregnant females 15-19 years in the region (a sentinel

population) feduced by 30% below the 1997 levels by end 2003.

inc:dence of urethral d|scharge and genital uIcers among males aged 15-49 years reduced by

. '20% below 1997 levels by end 2003

Reglonal_ TB incidence rates reduced to no more than 5 cases per 100,000 population by end

- 2003.

Rate o.f"'repi)rffed ve'rtical'tran"s_mission of HIV f_ed_uced by 50%, as evidenced by a decrease in

the number of HIV positive babies born to infected mothers by end 2003,
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FOOD~, WATER- AND VECTOR-BORNE DISEASES

PRIORI I'Y ISSUES :
1. Weak and/or madequate surveﬂlance systems exist for food, water and Vector—borne diseases.
2. lackof a monltormg system for behavioural risk factor surveillance,
3.  Continued occurrence of food-borne disease outbreaks in communities and mstltutlons
4. . Increasing incidence of dengue and dengue haemonhaglc fever (DHF) in the Region W|th high
case fatality rates -

5. increasmg lnudence of malariain malaria—endemtc countnes and outbreaks in non- endemlc countries.

OBIECT IVE 1 _ i

Survelliance systems for food-, water~ and vector—borne dlseases strengthened

INDICATORS

1.1 Prescribed protocols for surveillance of communlcable diseases adhered to in at least 75% of .
countries by end 2000.

1.2 Inat Ieast 80% of countrles survetlfance reports on the mCIdence of vector-related d;seases_
- analysed on a monthly basis with teedback to field units and to CAREC no later than one month

after end of penod by end 2001.

1.3 Al countries implement approprlate clinical management protoco!s for dengue haemorrhagic
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fever/dengue shock syndrome (DHF/DSS) by mid-1999.
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