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The Caribbean Community (CARICOM) in-
cludes mainland countries Guyana, Suriname, and Be-
lize and the islands of Antigua and Barbuda, Bahamas,
Barbados, Dominica, Grenada, Haiti, Jamaica, Mont-
serrat, Saint Kitts and Nevis, Saint Lucia, Saint Vincent
and the Grenadines, and Trinidad and Tobago. The
five United Kingdom Overseas Territories—Anguilla,
Bermuda, British Virgin Islands, Cayman Islands, and
Turks and Caicos Islands—are associate members (1).

With the exception of Haiti, they are middle-
income developing countries with a population of 7
million, mean per capita income of US$7 005, and
mean life expectancy of 72 years (Table 1) (2, 3).

The Caribbean has the highest prevalence of
chronic noncommunicable diseases (CNCDs) in the
region of the Americas (2). Diabetes mortality in
Trinidad and Tobago and in Saint Vincent and the
Grenadines is 600% higher than in North America
(United States and Canada), and cardiovascular dis-
ease mortality rates in Trinidad and Tobago, Guyana,
and Suriname are 84%, 62%, and 56% higher, respec-
tively, than in North America (Figure 1). In Barbados,
the prevalence rate and mortality rate of diabetes-
related lower extremity amputations are among the
highest in the world (4, 5).

Globally, CNCD mortality in middle-income de-
veloping countries is projected to increase to 61% by
2015 and 75% by 2030 (6, 7). Currently, almost half of
CNCD deaths occur in people < 70 years old, with a
quarter < 60 years old, adversely affecting the econ-
omy at the individual, household, and national levels
(8). CNCDs are more prevalent among the poor, and
the decline in cardiovascular diseases in higher-
income countries occurs later among the poor (9). Ad-
dressing chronic diseases is thus a challenge for the
core principles of social justice, equity, and access.

RISK FACTORS

The social determinants of health—urbaniza-
tion, globalization, and education—plus aging of the
population set the stage for unhealthy eating, physical
inactivity, tobacco use, and alcohol abuse. These com-
mon risk factors are associated with the biological risk
factors for CNCDs of hypertension, high blood glu-
cose, abnormal lipid levels, and obesity (10).

Most of the populations in CARICOM countries
are of African descent, with a high prevalence of hy-
pertension, and the risk factors of excessive salt con-
sumption and obesity (11) are accepted as cultural
norms. Among adults 25–74 years old, the age-
adjusted prevalence rates of hypertension (≥ 160/95
mmHg) for Jamaica, Saint Lucia, and Barbados were
17.5%, 18.3%, and 21.5%, respectively, with men

SYNOPSIS

The member states of the Caribbean Community 
(CARICOM) have the highest prevalence of chronic non-
communicable diseases (CNCDs) in the Americas. The
CARICOM heads of government issued the Port-of-Spain
Declaration “Uniting to Stop the Epidemic of Chronic Non-
Communicable Diseases in the Caribbean,” mandating inter-
sectoral, population-based approaches and commemoration of
the summit on the second Saturday in September as
“Caribbean Wellness Day (CWD).” CWD, inaugurated in
September 2008, is designed to strengthen public, private,
and civil society partnerships and to promote multicountry,
multisectoral activities in support of wellness. By 2009, the
second year of the celebrations, 18 of the 20 CARICOM coun-
tries embraced and celebrated with multifaceted, multifocal
activities, using this as a catalyst for sustained physical ac-
tivities, healthy food choices, and health screening in a smoke-
free environment. Organizational support and Caribbean
branding of products came from the Pan American Health
Organization/World Health Organization and CARICOM.
Outcomes will be measured by input and process indicators
and CNCD risk factor surveillance.
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younger than 55 years least likely to have their hyper-
tension treated and controlled (12).

Alcohol abuse among men is a significant and
growing public health challenge (Table 2) with 4.5% of
attributable deaths in this region compared with 1.5%
globally (13).

In CARICOM member states, consumption of
fats and sugars is 160% and 250% of requirements, re-
spectively (14). Physical inactivity levels in Jamaica,
Trinidad and Tobago, and Guyana averaged 38%, 39%,

and 56%, respectively, with greater levels of physical
inactivity among the urban population and among
professionals and clerical staff in all countries (15).
Coupled with low consumption of fruits and vegeta-
bles, these factors drive the obesity epidemic (Table 2).

In middle-income developing countries, high
blood pressure accounts for 17.2% of deaths, tobacco
10.8%, obesity 6.7%, and physical inactivity 6.6% 
(16). A similar pattern has been demonstrated in four
Caribbean countries (Figure 2).

TABLE 1. Selected demographic indicators for Caribbean Community member states, 2003–2007

Life Gross national
Total Total Urban expectancy income

populationa fertility ratea populationa at birtha per capita,
(thousands), (children/woman), (%), (years), Atlas methodb

Country 2003–2005 2003–2005 2003–2005 2003–2005 (current US$), 2007

Anguilla 14 1.8 100.0 81.0 NA
Antigua and Barbuda 86 2.1 30.4 75.0 12 610
Bahamas 342 2.0 83.9 74.0 17 160
Barbados 256 1.5 40.3 77.5 9 330
Bermuda 68 2.0 100.0 80.0 32 760
Belize 307 2.8 52.2 76.6 3 760
British Virgin Islands 24 1.7 40.8 77.0 NA
Cayman Islands 49 1.9 100.0 80.0 NA
Dominica 73 2.1 74.3 76.0 4 500
Grenada 104 2.3 30.9 75.6 5 350
Guyana 762 2.3 28.4 67.4 1 170
Haiti 10 033 3.4 48.2 61.5 520
Jamaica 2 719 2.4 53.5 72.1 4 420
Montserrat 5 1.2 14.1 73.0 NA
Saint Kitts and Nevis 40 2.3 32.4 73.0 9 860
Saint Lucia 172 2.0 27.9 74.0 5 310
Saint Vincent and the Grenadines 109 2.1 47.4 71.8 4 890
Suriname 520 2.4 75.3 69.2 4 450
Trinidad and Tobago 1 339 1.6 13.5 69.7 14 480
Turks and Caicos Islands 23 3.0 92.5 75.0 NA

Note: NA: not available from these United Kingdom Overseas Territories.
a Source: PAHO health situation in the Americas, basic indicators, 2009. http://new.paho.org/hq/index.php?option=com_content&task=view&id=220&Itemid=317.
b Source: World Bank data and statistics.
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FIGURE 1. Adjusted diabetes mellitus, cardiovascular disease (CVD) (ischemic heart disease [IHD] and
cerebrovascular accident [CVA]), cancer, and communicable disease mortality per 100 000 population,
selected Caribbean Community (CARICOM) countries with population > 100 000 and North America
(United States and Canada), 2003–2005

Source: PAHO health situation in the Americas: basic indicators, 2009.
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SUCCESSFUL INTERVENTIONS

In the United States and Canada, between 1971
and 1993, cardiovascular mortality declined by
3%–4% annually, with two-thirds of the decline from
reduced incidence and one-third from a reduced case
fatality rate (17–19).

The World Health Organization (WHO) goal of
an annual 2% decline in projected CNCD mortality
rates is based on the successes in these and other high-
income countries (20). If these goals are met, 80% of
the years of life gained would accrue to those < 70
years old and 57% to those < 60 years old (21).

PRIMARY PREVENTION

In 1974, Batten introduced the concept of nondi-
rectivity in community health programs—the revolu-

tionary idea of empowering communities to diagnose
and solve their own problems (22). Newell’s 1975 sem-
inal publication Health by the people articulated and
promoted the concepts of primary health care, equity,
and respect for community voices (23). These concepts
underpin health promotion and disease management
strategies at population and individual levels as nec-
essary and effective interventions (24, 25).

The population approach has had mixed results.
Several community-based randomized trials in the
1970s and 1980s targeting multiple risk factors showed
a decline in cardiovascular disease mortality but less
than expected (26). Yet, there have been significant
successes in other studies—for example, the North
Karelia Project (27), the Multiple Risk Factor Interven-
tion Trial (28), and the lifestyle program in Mauritius
(29) all used the health promotion approach. The evi-
dence is that lifestyle interventions are effective in pri-
mary prevention of diabetes (30, 31) and in prevention
of cardiovascular diseases (32, 33) including among
adults who are obese (34).

Regular exercise programs have an independent
effect of reducing the risk of all-cause mortality by 
up to 30% (35) and are cost-effective (36). Being seden-
tary doubles mortality from cardiovascular disease,
diabetes, and obesity. Indirect benefits of regular exer-
cise include reduced interpersonal violence, risk tak-
ing, and social isolation (37).

The evidence recommends primary prevention
across the life span through healthy diets, physical ac-
tivity, avoidance of tobacco and non abuse of alcohol
(10). Health promotion strategies are enhanced by so-
cietal interventions, policy changes, and community
programs to create a supportive environment “to make
the right choice the easy choice.”

Because of the burden of CNCDs in the Ameri-
cas, and the inadequacies of the response, the Pan
American Health Organization (PAHO) has devel-
oped a regional strategy and plan of action on an in-
tegrated approach to prevention and control of
chronic diseases, including diet, physical activity, and
health. This plan is informed by WHO resolutions
and programs and has the goal of enhancing PAHO
support to member states for CNCD prevention and
control (38).

Efforts to improve the health status of popula-
tions in Latin America and the Caribbean have often
been less than successful because of inadequate re-
source allocation and misuse and poor integration and
coordination in both the public and private health sec-
tors (39).

HEALTH PROMOTION IN THE CARIBBEAN

At their 13th meeting in 1993, the CARICOM
Ministers of Health recognized the regions’ prior suc-
cesses in controlling infectious diseases but observed
that current health challenges are more complex—
based on social, economic, and behavioral factors—
and require a new approach. Therefore, they called
for formulation of the Caribbean Charter for Health

TABLE 2. Selected risk factors from STEPwise approach to
surveillance chronic noncommunicable diseases risk factor
surveys, 2007–2009

British
Saint Virgin 
Kitts Islands Barbados Dominica

Risk factor (n = 1 443) (n = 1 105) (n = 1 282) (n = 1 059)

Obesity, body 
mass index ≥ 30
Male (%) 38 28 20 9
Female (%) 52 44 35 33

Daily tobacco use
Male (%) 11 9 11 10
Female (%) 1 4 1 1

Alcohol use ≥ 4
days/week
Male (%) 13 14 7 9
Female (%) 1 1 1 2

Five or more fruits 
and vegetables 
per day (%) 97 92 95 91

Barbados Guyana Jamaica Trinidad &
Tobago
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FIGURE 2. Percentage of deaths due to selected risk factors
in four Caribbean Community countries, 2002
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Promotion, which was drafted later that year (40),
building on the Ottawa Charter (41). The six strategies
to be utilized were: formulating healthy public policy,
reorienting health services, empowering communities
to achieve wellbeing, creating supportive environ-
ments, developing and increasing personal health
skills, and building alliances with special emphasis on
the media.

The Caribbean already has a strong history of
successful cooperation in health (42), including eradi-
cating poliomyelitis, measles, and rubella (43). The
Caribbean Cooperation in Health now in its third iter-
ation (CCH3), is a mechanism to unite CARICOM
countries in a common goal and strategy to improve
health and wellbeing. The first of the five project goals
for CCH3 is to create a healthy Caribbean environ-
ment conducive to promoting the health of its people
and visitors (44).

CARICOM HEADS OF GOVERNMENT AND
CNCD SUMMIT

This cooperation was again manifest when
CARICOM convened a “first in the world” summit of
heads of government to address CNCDs in September
2007 and issued the Port-of-Spain Declaration “Uniting
to Stop the Epidemic of Chronic Non-Communicable
Diseases in the Caribbean” (45).

This declaration fully endorsed the intersectoral,
population-based approach to reducing risk factors for
chronic diseases, with 14 of the 15 articles calling on
“all of society” to advance health promotion and dis-
ease prevention collectively. The declaration states in
part: 

• That we will provide incentives for comprehensive
public education programs in support of wellness,
healthy life-style changes, improved self-manage-
ment of CNCDs and embrace the role of the media
as a responsible partner in all our efforts to prevent
and control CNCDs

• Implementation of comprehensive and integrated
preventive and control strategies at the individual,
family, community, national and regional levels
and through collaborative programmes, partner-
ships and policies supported by governments, 
private sectors, non governmental organizations
(NGOs) and our other social, regional and interna-
tional partners, strategies will contribute to the re-
duction of the burdens of CNCDs

• We hereby declare the second Saturday in Septem-
ber “Caribbean Wellness Day,” in commemoration
of this landmark Summit.

CARIBBEAN WELLNESS DAY

Caribbean Wellness Day (CWD) celebrations
were inaugurated in September 2008 and were struc-
tured to use public, private, and civil society partner-
ships to strengthen collaboration and advance the
Caribbean Wellness Campaign. The goal is to stimu-

late ongoing physical activity in communities, work-
places, and schools and to promote healthy food
choices and screening in a smoke-free environment.
This experience is unique in that it is multicountry and
multisectoral and is designed as a catalyst for sus-
tained health promotion activities in the countries.

Prior experiences in establishing multicountry
activities in health promotion have been mainly in
the nature of specific “days” and the evidence is that
the impact of these days is ephemeral. There is little
evidence of impact evaluation of such days. For
example, in 2002, WHO celebrated World Health 
Day with the theme “Move for Health” with activi-
ties in 148 countries, which resulted in increased
awareness of physical activity, empowering commu-
nities, and building and enhancing networks. How-
ever, it was not until the month after World Health
Day, at the WHO World Health Assembly in May,
that a resolution was passed urging member states to
sustain these activities by celebrating a Move for
Health Day each year (37). The Agita Mundo Net-
work, a nongovernmental organization (NGO) part-
ner with the Move for Health Day, is most actively
promoting the health and social benefits of at least 
30 minutes of moderate physical activity every day
(46).

REGIONAL SUPPORTS

CWD, mandated by the CARICOM heads of
government, was fostered by the regional institutions
PAHO/WHO and CARICOM. The goals achieved by
these CWD celebrations include enhancing public, pri-
vate, and civil society partnerships; being a catalyst for
sustained physical activity initiatives; and raising
awareness of healthy lifestyle options.

PAHO/WHO and CARICOM collaborated with
CWD coordinators appointed by the Ministries of
Health and promoted the formation of intersectoral
CWD committees in countries. Regional support in-
cluded a website (www.paho.org/cwd09) with CNCD
information, promotional materials, fact sheets, and
recommendations for activities to mobilize schools,
workplaces, faith organizations, and the health sector.
Regional products for Caribbean branding of CWD in-
cluded the slogan and logo “Love That Body” (Figure
3), posters, stickers, a jingle, and public service an-
nouncements. These regional products were distrib-
uted to and used in all countries and were made avail-
able on the website.

The main themes were as follows:

• No tobacco: half of regular users will die from
tobacco,

• Exercise 30 minutes per day: cut your heart attack
risk in half,

• Less salt, less fat, and less fried food: don’t add salt
at the table,

• Check your blood pressure: the silent killer,
• No harmful use of alcohol: a major cause of injuries

and chronic diseases.

Samuels and Fraser • Noncommunicable disease prevention and control in the Caribbean Current topics
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MEDIA AND COMMUNICATIONS

In advance of the celebrations, press releases
and press conferences were held by PAHO,
CARICOM, and individual countries. In Jamaica, the
Prime Minister hosted a press conference to launch
CWD 2009.

COUNTRY OWNERSHIP

The countries of the region have embraced
these celebrations, which have now become the pub-
lic face of the Heads of Government CNCD Summit
Declaration. By 2009, the second year of the celebra-
tions, 18 of the 20 CARICOM countries celebrated
with a range of multifocal activities; 10 of the 18 coun-
tries had activities in more than half their parishes
and administrative regions, compared with 2008,
when celebrations were chiefly limited to the capital
cities.

Countries have taken ownership of CWD. An
average budget of US$22 000 from the government in
each country was assigned and supplemented by pri-
vate sector support. Regional products were adapted
and adopted in countries. For example, the slogan
“Love That Body” was adapted to “Love My Body”;
“Love That Body—Yours and Mine”; and “Love That
Body, Move That Body.” Six countries produced t-
shirts, caps, bags, and posters with the CWD slogan
and logo; Bermuda circulated a brochure to every
household with screening guidelines.

Countries added their own local flavor to the
celebrations. For example, the Bahamas included a
“Junkanoo Rush Out,” with costumed revelers and
local music. In Trinidad and Tobago, calypsonians led
school children in dance and exercise routines. Three

countries introduced “take a fruit to school/work 
to share” campaigns to encourage healthy eating. In
five countries, public-private collaboration with the
health ministry, supermarkets, and food vendors pre-
sented healthier choices. Rastafarians provided sam-
ples of their low-salt, vegetarian meals. In Saint
Vincent and the Grenadines, the First Caribbean In-
ternational Bank partnered with the Ministry of
Health to offer a day of screening for chronic diseases
for its customers and staff. In 14 countries, there were
comprehensive screening activities for chronic dis-
eases, including measuring blood pressure, height
and weight, cholesterol, and glucose level with refer-
rals as necessary.

POLITICAL SUPPORT

The President of Suriname, 10 prime ministers,
and all 18 ministers of health participated. One parlia-
mentarian has committed to leading his constituents
on monthly walks. The wife of the previous Prime
Minister of Barbados heads a physical activity com-
mission to enhance sustainability, which complements
the Barbados National CNCD Commission estab-
lished 3 years earlier.

PARTNERSHIPS AND ALLIANCES

In 2009, sectoral mobilization enhanced the in-
volvement and participation of the faith community,
private sector and civil society, especially health NGOs
and service clubs. They participated in the planning
and execution, which energized the existing and
nascent intersectoral CNCD commissions.

CWD has raised the profile of CNCD prevention
in countries and increased the opportunity for popular
participation in healthy public policies. Citizens who
have been exposed to the benefits from exercising on
blocked roads are more likely to demand cycle paths
and safe public spaces for exercise.

CATALYST FOR ONGOING PHYSICAL
ACTIVITY

“Every Day Should Be Wellness Day” was a
theme of the celebrations. It is recognized that one day
of physical activity will not affect the epidemic of
chronic diseases. So CWD multisectoral teams in coun-
tries have been tasked with implementing sustainable
activities to facilitate behavior change at the popula-
tion level.

Trinidad and Tobago has been most successful
in this regard. Starting on Caribbean Wellness Day
2008, the community of Diego Martin introduced the
Caribbean’s first sustained “cyclovía” (47) with the
local name “Family Fitness Sunday.” The community,
in collaboration with a private company and sup-
ported by government agencies, has been blocking
roads for 4 hours every Sunday morning for 2 years,
providing space for children and adults to dance exer-
cise, socialize, and sample healthy products.

FIGURE 3. Caribbean Wellness Day slogan and logo on
sticker, 2009



In the British Virgin Islands, the Minister of
Health launched “Walk Into It,” a year-long walking
initiative. Grenada’s “Biggest Loser Title” was a 4-
month workplace competition for reducing collective
body weights through health and exercise. Five coun-
tries—Trinidad and Tobago, Saint Lucia, Antigua,
British Virgin Islands, and Saint Vincent and the
Grenadines—have introduced and sustained ongoing
physical activity in primary health centers. Seven
other countries have introduced and sustained weekly
or monthly walks or dancing events.

These sustained events, triggered by CWD cele-
brations, demonstrate the value of CWD since its in-
ception in 2008.

EVALUATION AND DOCUMENTATION

Fourteen of the 18 participating countries com-
pleted a structured evaluation, and 16 have media re-
ports and a photo gallery posted on the website (48).
The evaluation metrics included budget, participation
of partners, geographic spread of CWD, utilization of
regional branding products, media coverage, plans for
sustaining activities, and recommendations. A video
report of CWD 2009 is also available online (49).
Health outcomes will depend on the “dose,” penetra-
tion, and sustainability of the intervention (50). Suc-
cess will be demonstrated by reductions in risk factors
of unhealthy diet, physical inactivity, tobacco use and
alcohol abuse, and subsequent reductions in incidence
and prevalence of CNCDs. The countries will measure
outcomes with the STEPS CNCD risk factor surveil-
lance surveys (51) and reports of the CNCD minimum
data set.

A comprehensive evaluation including process
and outcome evaluation should be developed, con-
ducted, and reported soon. Joint evaluations using
credible evidence of changes in health and social sta-
tus are needed to facilitate achievement of collabora-
tively defined goals, justify the conclusions reached,
and share the lessons learned (52).

CHARACTERISTICS OF SUCCESS  

The CWD celebration seeks a novel way to en-
gage many countries for a common purpose with a
common vehicle, guided and supported by regional
organizations, and based on a mandate from heads of
government. The focus is on sustaining the interven-
tions catalyzed by the 1-day celebrations and high-
lighting and sharing “best practices” in program sus-
tainability. For example, the Trinidad and Tobago
“Streets for Wellness” weekly blocking of roads to fa-
cilitate community physical activity is a robust model
for other countries.

Characteristics of successful mobilization at the
country level include decentralization of organization
and celebrations to the parish, county, and district
level; early release of funds; use of music, sports, or
entertainment personalities to lead exercise sessions;
blocking roads to create the environment for commu-

nity participation; and active involvement of civil soci-
ety and other branches of government.

Specific communities, schools, workplaces, and
faith organizations were targeted for empowerment
and alliances were built to create supportive environ-
ments for physical activity. The main messages were
reinforced in all products and messages and were de-
signed to improve individuals’ health knowledge and
skills.

PROSPECTS FOR THE FUTURE

For survival and growth, these partnerships and
programs need institutionalization and the creation of
infrastructures for strategic planning and sustainabil-
ity; for example, national intersectoral CNCD commis-
sions should be established in countries that do not
have them. These bodies should lead in transforming
CWD into an ongoing Caribbean Wellness Campaign.
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SINOPSIS

Día del Bienestar en el Caribe: movilización
de una región para la prevención y el control
de las enfermedades crónicas no transmisibles 

Los estados miembros de la Comunidad del Caribe (CARI-
COM) tienen la prevalencia más alta de enfermedades
crónicas no transmisibles de la Región de las Américas. Los
jefes de gobierno de la CARICOM emitieron la Declaración
de Puerto España “Unidos contra las enfermedades no
transmisibles en el Caribe”, en la que se promueve la adop-
ción de métodos intersectoriales y poblacionales y, en con-
memoración de la cumbre, se propone la instauración del se-
gundo sábado de septiembre como el “Día del Bienestar en el
Caribe”. Ese día, celebrado por primera vez en septiembre
del 2008, tiene la finalidad de fortalecer las asociaciones
públicas, privadas y de la sociedad civil, y promover activi-
dades multinacionales y multisectoriales en respaldo del
bienestar. En el 2009, el segundo año de esta celebración, 18 
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de los 20 países de la CARICOM adoptaron y celebraron ac-
tividades multifacéticas y multifocales, como una manera de
catalizar la actividad física sostenida, la elección de alimen-
tos sanos y los exámenes médicos en un entorno sin humo de
tabaco. El apoyo para la organización de estas celebraciones
y la creación de su imagen institucional en el Caribe provino
de la Organización Panamericana de la Salud/Organización
Mundial de la Salud y de la CARICOM. Para medir los re-

sultados se utilizarán indicadores con respecto a los procesos
y las contribuciones, además de la vigilancia de los factores
de riesgo de las enfermedades crónicas no transmisibles.

Palabras clave: enfermedad crónica; promoción de la
salud; participación comunitaria; participación público-
privada; Indias Occidentales.
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