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Cancer control in the Caribbean island countries and
territories: some progress but the journey continues
Dingle Spence, Rachel Dyer, Glennis Andall-Brereton, Michael Barton, Susannah Stanway, M Austin Argentieri, Freddie Bray, Shamir Cawich,
Sophia Edwards-Bennett, Christopher Fosker, Owen Gabriel, Natalie Greaves, Barrie Hanchard, James Hospedales, Silvana Luciani, Damali Martin,
Marisa Nimrod, Camille Ragin, Donald Simeon, Guillermo Tortolero-Luna, Gilian Wharfe, Diana Sarfati

Cancer causes a fifth of deaths in the Caribbean region and its incidence is increasing. Incidence and mortality
patterns of cancer in the Caribbean reflect globally widespread epidemiological transitions, and show cancer profiles
that are unique to the region. Providing comprehensive and locally responsive cancer care is particularly challenging
in the Caribbean because of the geographical spread of the islands, the frequently under-resourced health-care
systems, and the absence of a cohesive approach to cancer control. In many Caribbean countries and territories,
cancer surveillance systems are poorly developed, advanced disease presentations are commonplace, and access to
cancer screening, diagnostics, and treatment is often suboptimal, with many patients with cancer seeking treatment
abroad. Capacity building across the cancer-control continuum in the region is urgently needed and can be
accomplished through collaborative efforts and increased investment in health care and cancer control.

Introduction
The Caribbean is a distinct region within the Americas,
comprising many low-lying island countries and
territories, and certain countries in mainland South and
Central America (figure 1), which share strong cultural,
social, and historical connections. This Series paper
focuses on 31 island countries and territories,
particularly small island nations, in the Caribbean
region that are full or associate members of, or are small
island nation observers of, the Caribbean Community
(CARICOM). These nations are home to around
40 million people, and typically have small populations
that are spread across large geographical areas. Haiti,
Dominican Republic, Puerto Rico, Jamaica, and
Trinidad and Tobago have the largest populations
(ranging from 1 million to 11 million), with the other
nations each having a population of fewer than 500 000
(table 1).1 Although these small island nations share a
common history marked by invasion and the slave
trade, they show a notable diversity of languages,
culture, political systems, and socioeconomic
conditions.3 Most of these nations have small, open
economies and are susceptible to external natural and
anthropogenic events. Other than Haiti and Guyana (a
low-income and a lower-middle-income country,
respectively), countries in CARICOM are classified as
upper-middle-income and high-income,4 with gross
domestic product per capita between US$5000 and
$86 000 (table 1). By comparison, in 2018, data from the
World Bank showed gross domestic product per capita
in the USA was $62 641, and in the UK was $42 491. The
high dependency of most of these nations on tourism
and agriculture renders them susceptible to climate
change. Changes in annual precipitation, rising
temperatures, and extreme weather events (eg, storms,
hurricanes, floods, and droughts) will all have adverse

effects on agriculture and crop yield.5 Furthermore,
many Caribbean states are in the hurricane belt, with a
high proportion of their populations and infrastructure
in coastal zones; an increase in hurricanes will therefore
negatively affect tourism.5,6
Cancer is a major public health problem in the
Caribbean, causing approximately a fifth of all deaths in
the region in 2015.7 The grouping by policy makers (eg,
the Pan American Health Organization [PAHO]) of the
Caribbean region with other, larger nations in the
Americas means the cancer-control issues in these
small islands are often overlooked or downplayed.
The development of cancer surveillance has been
hindered by insufficient ongoing resources and by
poor prioritisation of cancer registries. Organised
primary and secondary prevention services, including
cancer screening, are still being developed. Advanced
disease presentations are common and, even when
patients do present early, diagnostic and treatment
services are often inadequate, costly, and over
burdened. Oncological surgery, medical oncology, and
radiotherapy are commonly limited to larger and more
populous islands, where patients from smaller islands
are often referred. Palliative care services are
underdeveloped throughout the region.8 The 2015
Lancet Oncology Commission9 on cancer control in
Latin America and the Caribbean highlighted some
positive advances in cancer care in the region, including
the implementation of newly adopted cancer plans in
the Dominican Republic, Puerto Rico, and Trinidad and
Tobago. This Series paper focuses on current cancer
control in the Caribbean countries and territories,
with the fourth paper10 of the Series describing examples
of innovative practices geared towards reducing the
cancer burden and impacting change in the Caribbean
region.
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Figure 1: Map of the Caribbean countries and territories

Political, economic, and health systems in the
Caribbean region
Of the Caribbean island countries and territories
discussed in this Series paper (table 1), 12 are independent
countries, and the rest are territories, dependencies, or
special areas of a developed country. Cuba is excluded
from this Series paper because of its large land mass and
population compared with the other small island nations
in the region, as well as its unique health-care system.
Many countries in this region are challenged with a
large debt burden and substantial debt-servicing costs,
as well as fiscal pressures that have reduced public
investments. Many of these nations also do poorly on the
inequality index (eg, Jamaica, Haiti, Dominican Republic,
and Trinidad and Tobago), with insufficient government
commitment to reducing the gap between the rich and
the poor.11 Yet the classification of Caribbean nations as
upper-middle-income and high-income countries (HICs)
restricts their access to bilateral grants and multilateral
grants from development banks such as the World Bank
or the Caribbean Development Bank.12 Consequently,
support from external partners and official development
assistance has substantially diminished since around
2008.12 The EU is the largest provider of official
development assistance to the Caribbean, with the
Canadian Government, the Inter-American Development
Bank, and the Caribbean Development Bank also having
important roles in developmental assistance, especially
for health funding.
There is substantial cooperation in economic, foreign,
and health policy for the region, supported by the

socioeconomic grouping of CARICOM, whose member
states also include the mainland countries of Belize,
Guyana, and Suriname (which have been included in
this Series paper for completeness). The Caribbean
Cooperation in Health provides a framework that
promotes collective actions that are best addressed
through a regional approach.13 Strengthening health
systems and addressing the increasing burden of noncommunicable diseases (NCDs), including cancer, are
among the priorities of the Caribbean Cooperation in
Health.13 CARICOM’s Human and Social Development
Council of Health Ministers is overseen by the Caribbean
Cooperation in Health, and international organisations,
including PAHO and the Caribbean Public Health
Agency (CARPHA), work closely with governments to
implement this cooperation’s framework.13,14
Human and infrastructural resources for health are
more readily available in the larger islands with more
robust economies, such as The Bahamas, Jamaica,
Dominican Republic, Puerto Rico, Martinique, Barbados,
and Trinidad and Tobago, than they are in the smaller
islands, although detailed data are not available for
all countries (table 1). In terms of medical and nursing
education, the Caribbean is well supplied, with
80 medical schools (21 public and 59 private) across the
region, and 32 nursing schools. The effect of cancer on
both health services and overall economic development
is likely to be greatest in the smaller or less affluent
countries, such as Haiti, Guyana, and the ten members
of the Organisation of Eastern Caribbean States. Travel
between islands is difficult and relatively expensive and
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··

sharing of health-care resources between islands is
challenging, even within single-country archipelagos.
Individually, the islands are small, with little purchasing
power; services can be outsourced to the USA (eg, by the
Virgin Islands and The Bahamas) or to France (eg, by
Guadeloupe and Martinique), which can be feasible for
some islands, but cost-prohibitive for others, especially
small islands in the eastern Caribbean.
Strengthening health systems and making progress
towards universal health coverage are essential to
improve Caribbean countries’ response to the growing
burden of cancer and other NCDs. Health care in most
Caribbean countries is heavily dependent on private
funding and provision, with no Caribbean country
(except Cuba) reaching the regionally recognised target
for public health-care expenditure of at least 6% of gross
domestic product (table 1).15 Most Caribbean countries
provide basic health-care coverage, and primary healthcare services are generally well established, while
secondary and tertiary care varies greatly by country.
Reliance on private funding and care results in large outof-pocket costs to patients, representing 41–44% of health
expenditure in Barbados, Dominican Republic, and Saint
Lucia, and 57% in Grenada (table 1). Insufficient human
resources for health care continues to be a major
challenge in the region, with many Caribbean countries
falling short of the WHO recommended minimum of
25 health personnel per 10 000 people (table 1). Only
11 of the 31 countries have established regulatory
protocols for medicines and other health technologies.
The Caribbean Regulatory System is a regional initiative
that was developed to strengthen regulatory capacity and
ensure the quality and safety of essential medicines,
including cancer drugs and technologies.16
Table 1: Socioeconomic characteristics of the Caribbean countries and territories1,2

GDP=gross domestic product (included for all countries for which data are reported by the World Bank). *Organisation of the Eastern Caribbean States member states. †GDP for 2017, data for 2018 not available.

··
3·9
80·1
··
··
102 000
Virgin Islands

High income

Territory of the USA

$35 938·0†

··

60·0
18·7
2·5
80·1
··
··
53 000
Turks and Caicos
Islands

High income

Territory of the UK

$27 142·2

··

··
26·7
··
70·9
35·6%
2·8%
High income
1 369 000
Trinidad and
Tobago

Upper-middle
income
563 402
Suriname

1962

$16 843·7

3·2%

4·3
0·8
8·3
71·6
7·6%
3·3%
2·7%

··
··
··
Country of the
Netherlands
High income
42 000
Sint Maarten

(Continued from previous page)

$5950·2

82·0
··
78·5
··

Out-of-pocket
expenditure on health
(% of total health
expenditure, 2015)
Public
expenditure
on health (%
of GDP, 2015)
Private health
expenditure (%
of GDP, 2015)
Year of independence GDP per capita
(US$, 2018)
or political
affiliations
Income
classification
Estimated
population
(2017)
4

1975

··

Nurses
Physicians

Mean life
expectancy
at birth
(years)

Health-care staff per
Mortality for the
10 000 population
total population
(age-adjusted per
100 000 population)

Series

NCD policy and risk factors
NCDs are highly prevalent in the Caribbean, and there is
strong political commitment to prevent and control
NCDs, including cancer. In their 2007 Declaration17 on
uniting to stop the epidemic of chronic NCDs, the
CARICOM heads of government called for increased
awareness, public policies, and health-system inter
ventions to reduce the burden of NCDs for the region.
A 10-year evaluation18 of this Declaration noted little
progress in NCD prevention, leading to a renewed NCD
commitment by CARICOM in 2016, which called for
stronger legislative action to reduce tobacco use and
prioritise prevention of childhood obesity. NCD policies
are now widespread (table 2),21–25 although these policies
are varied in scope and stage of implementation. Many
Caribbean countries have implemented aspects of
WHO’s Framework Convention on Tobacco Control,
CARPHA has pursued a six-point policy package for
healthier food environments with the CARICOM Council
of Trade and Economic Development, and discussion
about the use of taxes on sugary drinks to control obesity
is ongoing.21 Some financing for health care, including
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(10–50%)20

··

··

10–11-year-old,
both sexes¶

2006

2019

2012

2013

2013

2013

2017

··

··

11–15-year-old,
both sexes
(<10%)20

11–12-year-old
girls (50–70%)20

9–10-year-old
girls¶

··

··

··
Vaccine not
available
(planned
introduction
October 2019)

Vaccine not
available

2013

2006

··

Vaccine not
available

2017

No

No

No

··

No

No

No

No

No

No

··

No

No

No

No

No

No

Yes
Yes
(Pap test) (mammogram)

No

No

Yes
Yes
(Pap test) (mammogram)

No

Yes
Yes
(Pap test) (mammogram)

Yes
No
(Pap test)

Breast cancer

··

No

No

No

No

No

No

No

No

No

Yes

No

Yes

No

Bowel
cancer

Cervical
cancer

Year vaccine
introduced19
Target age group
(estimated
coverage, %)

Organised national screening
programme present

Human papillomavirus
vaccination

Table 2: Characteristics of Caribbean countries and territories, and their cancer surveillance and prevention status21–25

NCD=non-communicable disease. PBCR=population-based cancer registry. *Data on cancer registration provided by the Global Initiative for Cancer Registry Development. †Five indicators for tobacco control measures: excise tax >50%; smoke-free
environments; health warnings; advertising, promotion, and sponsorship; and national anti-tobacco media campaign in the past 24 months. ‡Five indicators for obesity prevention measures: food fiscal policies; healthy food policies in schools;
food-based dietary guidelines; salt consumption policies; and compulsory physical education in schools. §Plan to join proposed Organisation of Eastern Caribbean States joint cancer registry, no current cancer registry. ¶Data from personal knowledge
of the authors. ||Use the French National Cancer Plan 2014–19.
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(2018–28)

No

No

No

No
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(2015–20)

High-quality
national
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Puerto Rico

No

No

No registry
activity§

Montserrat

··

Yes
(2014–19)||

High-quality
national
PBCR

Martinique

Yes

Yes
(2013–18)

High-quality
regional
PBCR

Jamaica
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cover)
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care for NCDs, is derived from taxes collected on alcohol
and cigarette sales.26 Caribbean Wellness Day, an annual
event celebrated in all CARICOM countries for the past
10 years, has led to numerous community-based events
to raise awareness of, and to promote, healthy living.

Cancer surveillance and epidemiology
Cancer is the second leading cause of death after
cardiovascular disease in most countries and territories in
the Caribbean region.27 The GLOBOCAN database, which
compiles mortality data from WHO and global data from
high-quality, population-based cancer registries, provides
estimates of cancer incidence in the Caribbean.28 Data
from the Global Initiative on Cancer Registration show
that nine Caribbean small island nations have populationbased cancer registries (table 2).10 For countries without
population-based cancer registry data, GLOBOCAN uses
documented methods to estimate cancer incidence on the
basis of data from neighbouring countries.28 Although
cancer incidence and mortality patterns in the Caribbean
reflect broader epidemiological transitions, they also
show cancer profiles that appear to be unique to the
region. GLOBOCAN data (available for 11 Caribbean
small island nations7,29) indicate an estimated 103 800 new
cancer cases in 2018, and 60 800 cancer deaths in the
region (figure 2).30 Prostate cancer and breast cancer are
the most common cancer types in men and women,
respectively. In men in the Caribbean, prostate cancer
represents almost one in three diagnoses of cancer, and
one in six deaths from cancer; in women, breast cancer
accounts for more than one in four cancer cases and
almost one in five deaths from cancer. After prostate, the
cancers with the highest incidence in men are lung,
colorectal, stomach, and laryngeal, and although liver
cancer is not among the five cancers with the highest
incidence, it ranks fifth in terms of mortality (figure 2).
Together, these cancers account for about 60% of all
cancer cases and deaths in men in the region (figure 2).
In women, the cancers with the highest incidence after
breast cancer are those of the colorectum, lung, cervix,
and corpus uteri (figure 2). Stomach cancer is the fifth
leading cause of cancer death in women, although it is
not among the five cancers with the highest incidence
(figure 2). Together with breast cancer, these cancers
account for about six of ten of all cancer cases and deaths
in women in the Caribbean (figure 2).
Mortality from prostate and breast cancer in several
Caribbean countries is among the highest in the world.
For example, breast cancer mortality (age-adjusted per
100 000) in Antigua and Barbuda (44·7), The Bahamas
(29·0), Grenada (43·5), and Saint Kitts and Nevis (31·3)
is high compared with in the USA (15·4).30 Similarly,
prostate cancer mortality (age-adjusted per 100 000) in
Anguilla (49·5), Antigua and Barbuda (50·4), Dominica
(91·4), Grenada (90·3), Montserrat (99·8), Saint Kitts
and Nevis (89·9), and Saint Vincent and the Grenadines
(115·2) is extremely high compared with in the USA

Incidence

Mortality

Prostate

Prostate
38·3%
Men

Lung

61·7%

61·4%

Colorectum

Colorectum
Stomach
Larynx

35·6%
Lung

53 500 new cases

Stomach
Liver

33 100 deaths

Breast
Breast
39·4%
Women

Colorectum

60·6%

Lung

Colorectum

43·0%
57·0%

Cervix uteri

Cervix uteri
Corpus uteri

Lung

50 300 new cases

27 700 deaths

Stomach

Figure 2: The contribution of the top five cancers to cancer incidence and mortality by sex30

(11·5).31 The Caribbean has a complex cancer profile, with
some cancers linked to poverty and infection (eg, cervical
and liver cancer), and others that are more associated
with western lifestyles (eg, lung, colorectal, and corpus
uteri cancer; table 3).30 Lung and cervical cancer are
important contributors to preventable cancer morbidity
and mortality in most Caribbean countries.7 The very
high incidence and mortality of prostate cancer in the
Caribbean is unexplained32–36 but is probably caused by
the combination of largely unidentified genetic and
environmental risk factors, health service factors (eg,
screening, diagnostic capacity, and treatment capacity),
and artifacts due to data recording (anecdotal evidence
exists of elderly men with elevated prostate specific
antigen being certified as having died from prostate
cancer).32–36 Regardless, prostate cancer is a high priority
for research activity in the region.
More generally, concerted action is needed to reduce
cancer incidence in the Caribbean, especially considering
the projection of cancer cases and deaths in the region up
to 2040 (appendix p 1). Even if cancer incidence remains
stable over the next two decades, demographic changes
will result in a projected cancer burden of 160 564 new
cases (an increase of 55%) and 101 693 deaths (an increase
of 67%) between 2018 and 2040 (appendix p 1).

See Online for appendix

Cancer-control planning in the region
Optimal cancer control requires coordination both
between and within governments, multisectoral policies,
and strategies to address cancer prevention, treatment,
palliative care, and survivorship, including progressing
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Cancer incidence
(age standardised
rate per 100 000,
men to women)

Most frequent cancers in women*

Cancer mortality Most frequent cancers in men*
(age standardised
rate per 100 000,
men to women)
1

2

4

5

1

2

3

4

5

The Bahamas 210·6 to 162·6

106·0 to 80·5

Prostate

Colorectum Lung

3

Thyroid

Non-Hodgkin
lymphoma

Breast

Colorectum

Uterus

Cervix

Thyroid

Barbados

287·6 to 216·3

140·7 to 110·8

Prostate

Colorectum Lung

Pancreas

Stomach

Breast

Colorectum

Uterus

Cervix

Non-Hodgkin
lymphoma

Dominican
Republic

168·1 to 161·1

100·9 to 89·1

Prostate

Lung

Stomach

Liver

Breast

Cervix

Colorectum Lung

Guadeloupe

342·9 to 183·1

101·7 to 59·1

Prostate

Colorectum Stomach

Lung

Pancreas

Breast

Colorectum

Stomach

Haiti

150·6 to 136·7

111·6 to 98·7

Prostate

Stomach

Colorectum

Liver

Lung

Breast

Cervix

Colorectum Stomach

Lung

Jamaica

196·7 to 211·7

129·1 to 113·7

Prostate

Lung

Colorectum

Stomach

Non-Hodgkin
lymphoma

Breast

Colorectum

Cervix

Uterus

Stomach

Martinique

308·9 to 201·1

107·9 to 73·8

Prostate

Colorectum Stomach

Lung

Leukaemia

Breast

Colorectum

Lung

Stomach

Uterus

Puerto Rico

280·1 to 238·5

93·6 to 60·6

Prostate

Colorectum Lung

Bladder

Non-Hodgkin
lymphoma

Breast

Colorectum

Thyroid

Uterus

Lung

Saint Lucia

181·7 to 138·5

107·4 to 65·4

Prostate

Colorectum Lung

Stomach

Non-Hodgkin
lymphoma

Breast

Colorectum

Cervix

Stomach

Non-Hodgkin
lymphoma

Trinidad and
Tobago

187·9 to 173·4

118·5 to 90·2

Prostate

Lung

Pancreas

Bladder

Breast

Colorectum

Uterus

Cervix

Ovary

Colorectum

Colorectum

Uterus

Liver
Cervix

Data provided for small island nations in the Caribbean where available in GLOBOCAN (non-island Caribbean states and Cuba excluded). *Five cancers with the highest incidence, ranked with 1 as the overall most
frequent and 5 as the fifth most frequent.

Table 3: Cancer incidence, mortality, and ranking of the five cancers with the highest incidence by sex for selected Caribbean island countries and territories30

For the Extension for
Community Healthcare
Outcomes Project see
https://echo.unm.edu
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towards universal health cover
age.37 International
partnership and support are likely to be essential for
success, particularly for the smallest countries or those
with fewest resources.37 Only seven Caribbean countries
and territories (Belize, Jamaica, Guadeloupe, Martinique,
Puerto Rico, Suriname, and Trinidad and Tobago) have
operational, stand-alone national cancer-control plans.23
Four countries (Dominica, Puerto Rico, Aruba, and
Saint Kitts and Nevis) have national cancer guidelines
addressing screening, diagnosis, and treatment for at
least one cancer type;23 three of these countries have
guidelines that are specific to cervical cancer. Other
countries have incorporated elements of cancer control
into their NCD plans, for instance Antigua and Barbuda’s
NCD Plan (2015–2019)38 includes objectives for
establishing a cancer registry, achieving breast and
cervical cancer screening of 80% of eligible women, and
addressing cancer and other NCD risk factors (ie,
tobacco, alcohol, physical inactivity, and unhealthy diet).
Unfortunately, many Caribbean small island nations
struggle to implement and deliver such ambitious plans.9
Collaborative efforts have sought to improve cancercontrol guidelines, often with technical input from
external agencies. The US National Cancer Institute
collaborated with Caribbean and international partners
to build country capacity around national cancer-control
programmes, with two cancer leadership forums (held
in 2015 and 2017), which resulted in ten countries
developing cancer-control and action plans, and others
taking substantial steps towards this.39,40 The Caribbean
Association of Oncology and Hematology collaborated

with the US National Comprehensive Cancer Network to
adapt the network’s guidelines for the Caribbean
context10. The Caribbean Extension for Community
Healthcare Outcomes Project has supported the
development of a working network of multisector healthcare profes
sionals, dedicated to the development and
implementation of national cancer-control plans in the
Caribbean region, with a special focus on breast and
cervical cancer. This network model emphasises the
sharing of best practices and applied case-based learning,
thus disseminating knowledge and expanding the
capacity of countries to address current challenges in
cancer control.

Immunisation and screening
Prevention programmes targeting the precursors for
most liver cancer, hepatitis B virus and hepatitis C virus,
have largely been successful in the Caribbean, with
continued reductions anticipated in incidence of liver
cancer.41 Coverage of hepatitis B virus vaccination in
infants is more than 90% in all countries except Haiti,
where the estimated coverage was 79% in 2018.22 Many
countries in the region are yet to incorporate the
vaccination against hepatitis B at birth (table 2) as
recommended by WHO.22 Human papillomavirus (HPV)
vaccination is included in the national im
munisation
programmes of 20 Caribbean countries, with at least
three others (Grenada, Saint Lucia, and Saint Kitts and
Nevis) planning to introduce it in the near future; the
HPV vaccine is available via the private sector in at least
one country (Curaçao). HPV vaccination coverage is
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unknown or low in most Caribbean countries; for
example, in Barbados and in Trinidad and Tobago
coverage is less than 50% (table 2).20 In Haiti, a schoolbased HPV vaccination pilot programme run by a nongovernmental organisation (NGO) obtained nearly 90%
coverage for girls aged 9–13 years who attended schools
in rural areas.42 Other immunisation campaigns led by
NGOs are also working to address Haiti’s substantial
cervical cancer burden.
Cancer screening programmes are generally under
developed and poorly implemented throughout the
Caribbean region (table 2), reflecting resource constraints
in infrastructure and public education. There are six
countries with one or more organised national screening
programmes (table 2): Puerto Rico and Martinique
(cervical, breast, and colorectal), Saint Lucia (cervical and
breast), Guadeloupe (breast and colorectal), Aruba
(breast), and Jamaica (cervical). Outside of these countries,
cervical cancer and, to a lesser extent, breast, colorectal,
and prostate cancer, are screened opportunistically to
varying degrees, with services provided by public and
private practitioners, cancer societies, and other NGOs.
Copayments are often required for screening and followup treatment, which are frequently available only in the
private health sector, thereby restricting access to
services.26,43 Civil society has an important role in
promoting and facilitating cancer screening, including
screening for disadvantaged or uninsured individuals.
Poor awareness, geographical inaccessibility, fear, and
some traditional beliefs further reduce uptake of
screening.44–47
Cervical cancer prevention is a regional priority, with
the PAHO plan of action aspiring to reduce cervical
cancer incidence and mortality by a third by 2030.48 All
countries in the Caribbean report having cytology
services for cervical cancer screening, and some also
provide screening by visual inspection with acetic acid.26
However, screening coverage tends to be low at less than
50% in many places (eg, Jamaica, Trinidad and Tobago,
and Saint Vincent and the Grenadines), and follow-up of
women with abnormal results is often challenging.20,46
Effective cervical screening requires clear organisational
structures and quality assurance processes, as well as
high participation rates. Previous research has indicated
that organised cervical screening has had no effect on
cervical cancer mortality in Latin America and the
Caribbean.44 Most small island nations in the Caribbean
are likely to face similar issues, including unmeasured or
little participation.26 Opportunistic screening might
cause inequalities within countries to increase because
uptake is highest among women at low risk for cervical
cancer (who might be over-screened), whereas many
women at higher risk miss out.44
Breast cancer screening (ie, mammography and
clinical breast examination) is also of suboptimal quality
and coverage, with estimates of coverage ranging from
10% to 70%.20 Scarce mammography units and weak

supporting infrastructure mean these examinations are
used primarily as a diagnostic rather than a screening
tool.20 Although early clinical diagnosis is important,9
strengthening of treatment services is also required.
In the Caribbean, some urologists have advocated for
the development of prostate cancer screening based on
prostate-specific antigen, despite little evidence for the
effectiveness of such screening.49–51 The cost-effectiveness
of prostate-cancer screening in the region should be
formally assessed before any such programme is
initiated.

Cancer diagnosis and treatment

Pathology, laboratory, and radiology services
The Caribbean states are well served with basic diagnostic
radiology services in both their public and private sectors
(table 4),48,52,53 with radiologists absent only in the smallest
island nations (ie, Montserrat, Saba, and Sint Eustatius),
and up to 40 radiologists working in larger countries
(except Puerto Rico). However, specialised radiology
services are less common, with CT, MRI, and nuclear
medicine facilities available only in the private sector in
at least seven countries and territories.
Providing timely and comprehensive histopathological
diagnosis is difficult because of poor infrastructure,
insufficient specialised equipment and supplies, and
scarce laboratory services and human and financial re
sources. Most countries have some diagnostic laboratory
and histopathology and cytopathology services across
private laboratories, public laboratories, or both; however,
at least three Caribbean territories (Anguilla, Montserrat,
and Bonaire, Sint Eustatius, and Saba) have no on-island
pathology services (table 4). Those islands with insufficient
pathology services on-island typically refer specimens to
partner laboratories regionally or further abroad. For
instance, histology and cytology specimens from the
public laboratory in Anguilla are sent to Saint Lucia for
analysis, and cervical smears are sent from Saba to the
Netherlands. Immunohistochemistry testing is available
only sporadically, even in the larger islands, and specimens
are often sent to the USA, often at substantial cost to the
individual patient.
Approximately 160 pathologists work across 18 countries
in the Caribbean (table 4) and there is marked variation in
the number of pathologists per capita between HICs and
lower-middle-income countries; for example, Puerto
Rico, with a population of less than 4 million, has six
times more pathologists than Haiti, which has an
estimated population of more than 10 million. Of note,
11 (38%) of the included 31 countries did not have
information available regarding the number of specialist
diagnostic staff (table 4). Inter-island personnel overlap is
common, with consultant staff from relatively well
resourced countries travelling to the other countries to
provide services as requested.
International practice guidelines for cancer diagnosis
include morphological (histopathological) evaluation plus
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Histology and cytology

Histology and cytology

Histology and cytology

Histology and cytology

Histology and cytology

Not available on island

Histology and cytology

Histology, cytology, and x-ray, ultrasonography,
immunohistochemistry mammogram, CT, and MRI
(private nuclear medicine)

Histology, cytology, and x-ray, ultrasonography,
immunohistochemistry mammogram, CT, and MRI

··

··

Histology and cytology

Histology and cytology

··

Histology and cytology

Histology, cytology, and x-ray, ultrasonography,
immunohistochemistry mammogram, CT, and MRI

Aruba

The Bahamas

Barbados

Belize

Bermuda

Bonaire

British Virgin
Islands

Cayman Islands

Curaçao

Dominica

Dominican
Republic

Grenada

Guadeloupe

Guyana

Haiti

Jamaica

x-ray, ultrasonography,
mammogram, and CT

··

x-ray, ultrasonography,
mammogram, CT, MRI, and
nuclear medicine

x-ray, ultrasonography, and
mammogram (private CT
and MRI)

··

x-ray, ultrasonography,
mammogram, and CT

x-ray, ultrasonography,
mammogram, and CT
(private MRI)

x-ray, ultrasonography,
and CT

x-ray, ultrasonography,
mammogram, CT, and MRI

··

x-ray, ultrasonography,
mammogram, and CT
(private MRI and nuclear
medicine)

x-ray, ultrasonography,
mammogram, and CT
(private MRI and nuclear
medicine)

··

x-ray, ultrasonography,
mammogram, and CT

Histology and cytology

Antigua and
Barbuda

x-ray, ultrasonography,
mammogram, and CT

Not available on island

Anguilla

No

5 pathologists;
12 radiologists

Yes

1 pathologist;
3 radiologists

21 pathologists;
many radiologists

14 pathologists;
19 radiologists

Yes

Yes

··

Yes

Yes

··

Yes

··

8 pathologists;
more than
30 radiologists
··

Yes

No

1 pathologist;
1 radiologist

Yes

Yes

Yes

No

Yes

Yes

··

No

Yes

Yes

15

4

··

2

2

··

1

3

1

1 (visiting)

None

2

1

4

2

Yes

Yes

1

5

Yes

Yes

None

No

··

··

No

No

··

2 pathologists;
3 radiologists

No

Yes

1 radiologist

2 pathologists;
4 radiologists

Yes

No
(1 private
facility)

No pathologists;
2 radiologists

2 pathologists

Yes

No
(1 private
facility)

No

1 pathologist;
4 radiologists

··

No pathologists;
1 radiologist

Yes

No

Yes

Yes

No

Yes

No

Yes

No

No

No

Yes

No

Yes

Yes

No

Yes

No

4

None

1

1

None

12

None

1

None

None

None

1

None

1

1

None

1

None

3

None

··

5

None

26

1

2

None

None

None

1

None

2

··

None

··

None

Yes

Yes

··

Yes

··

··

··

Yes

Yes

Little

Little

Yes

Yes

Yes

Yes

Yes

Yes

Little
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oncologists
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··

··

··

Yes*

··

Yes

Yes

··

··

Yes

Yes

Yes*

Yes

··

Yes

Yes

Oral morphine
available in
primary care
or public
health sector

(Table 4 continues on next page)
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Yes

Yes

Yes
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Yes
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available

Series

www.thelancet.com/oncology Published online Aug 5, 2019 http://dx.doi.org/10.1016/S1470-2045(19)30512-1

Histology, cytology, and x-ray, ultrasonography,
immunohistochemistry mammogram, CT, MRI, and
nuclear medicine

x-ray, ultrasonography,
mammogram (private CT
and MRI)

x-ray, ultrasonography,
mammogram, and CT

Not available on island

··

··

··

Not available on island

··

Histology, cytology, and
immunohistochemistry

Histology, cytology, and x-ray, ultrasonography,
immunohistochemistry mammogram, CT, MRI, and
nuclear medicine

Histology and cytology

··

Puerto Rico

Saba

Saint Kitts and
Nevis

Saint Lucia

Saint Vincent
and the
Grenadines

Sint Eustatius

Sint Maarten

Suriname

Trinidad and
Tobago

Turks and
Caicos Islands

Virgin Islands

Yes
(private)

··
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··
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Yes

No

Yes
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1 (visiting)
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2

1

None

2

1

1

None

111†

None

3

No

No

Yes

Yes

No

No

No

No

No

No

Yes

No

Yes

None

None

3

1

None

None

None

None

None

None

12

None

1

1

None

7

··

None

None

None

··

None

None

20

None

6

Yes

Yes

Yes

Yes

Yes

Little

Yes

Yes

Yes

Little

Yes

Little

Yes

··

··

··

··

··

··

Yes

··

Yes

Oral morphine
available in
primary care
or public
health sector

Yes

No

Yes

··

Yes

Yes*

Yes (1 private Yes*
hospice)

··

Yes

No

··

··

Yes

Yes

··

Yes

Formal
palliative
care services
available

Table 4: Capacity for cancer care and numbers of specialist staff in Caribbean countries and territories (2018)52,53

Data (excluding radiotherapy and number of radiotherapy centres) collected from ministries of health and key informants across the region. *One or more issue affecting availability (eg, not always in stock, reluctance to prescribe, available in private
practice). †Including haematologists.
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··
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··
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··

··
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Yes
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5 pathologists;
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mammogram, and CT

x-ray, ultrasonography

x-ray, ultrasonography,
mammogram, and CT
(private MRI)

x-ray, ultrasonography

x-ray and ultrasonography

Not available on island
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x-ray, ultrasonography,
mammogram, CT, MRI, and
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Histology and cytology
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ancillary immunohistochemical and genetic testing.54 The
portfolios for many pathology laboratories in the Caribbean
do not include the full spectrum of these ancillary tests.
Local immunohistochemistry capacity is limited by low
volumes of specimens and the absence of centres of
excellence, rendering the purchase of many monoclonal
antibodies economically imprudent. An explicit tiered
approach to laboratory services, such as that recommended
in the Lancet Series55 on pathology and laboratory medicine
services, might be a useful approach for the region.

Treatment
In HICs, cancer treatment is generally provided by
medical specialists, often within well resourced treatment
centres. In the Caribbean context, however, it is difficult to
train or attract cancer specialists, and specialised treatment
centres might not be feasible given the low caseloads. A
regional approach to cancer care is limited by geographical
separation and differing policies and practices of countries
and territories, each of which has its own medical council
and practising licences, which creates barriers to the
timely movement of surgical and oncological specialists to
provide services in underserved areas.56
Pathways for referral of patients with cancer can be
inconsistent, even within the same hospital system.
No clinical guidelines exist to direct physicians practising
primary or secondary care who might be the first to see a
patient with cancer. This absence of guidelines can result
in ad-hoc and inconsistent patterns of referral, leading to
long delays in patients moving between one service and
another.57 The concept of cancer navigators, who identify
and resolve barriers to care to improve outcomes, is new,
but interest in this area of care is growing.58
Reliance on private care for cancer is widespread,
particularly in the English-speaking countries in the
Caribbean and, although most oncologists practise in
both public and private sectors, access to treatment in the
public sector is likely to be hampered by long waiting
times and inadequate access to imaging and pathology
services. In countries for which there are available data,
out-of-pocket expenditure for cancer care varies from 7%
to 57% of total health-care expenditure (table 1). Financial
hardship for families of patients with cancer is not
unusual. Furthermore, some patients might be referred
or choose to seek cancer treatment overseas. In most
English-speaking countries in the Caribbean, patients
are responsible for their own care, which includes
seeking a referral centre or physician, making their own
travel arrangements, and covering their own finances.
However, a few places exist (mostly those that are still
British Commonwealth Overseas Territories or French
Overseas Territories) where the government funds all or
part of the patient’s care.

Cancer surgery
In Caribbean nations, it is common for a small group of
general surgeons to provide surgical care across a wide
12

range of specialties.56,59 These surgeons have a smaller
number of individual cases but cover a much wider range
of conditions than their counterparts in HICs.56 The
general surgeons often work in a resource-constrained
environment, with most countries having few intensivecare beds, equipment shortages, and an insufficient
supply of surgical consumables and blood-banking stores
within the public system.56,59,60 Patients requiring complex
operations are therefore often transferred to high-volume
centres in neighbouring HICs.
Despite the challenges of delivering surgical oncology
services in this environment, practice in the region has
had many advances. In countries such as The Bahamas,
Barbados, Jamaica, and Trinidad and Tobago, multi
disciplinary teams have been incorporated into clinical
practice.59 Surgical education has advanced in recent
decades,61,62 with all surgical graduates in the region now
strongly encouraged to seek further subspecialty training
in HICs.56,59,61–63 This training ensures that new graduates
are exposed to state-of-the-art treatment practices in HICs,
thus raising the standard of care regionally when they
return to practise in the Caribbean.61,63 Additionally, many
surgical societies (eg, the Caribbean Urological Association
and the Caribbean College of Surgeons) promote surgical
education in their specialty area.
The capacity for complex operations is increasing in the
region.56,63–67 For example, liver resection for colorectal
metastases was previously unavailable in the Caribbean.63
This situation was reversed during the past decade,
with the return of five trained hepatobiliary surgeons
to the region, and their strategic placement within
multidisciplinary centres to ensure optimal service
delivery (an early attempt at centralisation). There are
three established hepatobiliary centres in the Caribbean:
the largest is in Trinidad and Tobago and is staffed by
two hepatobiliary surgeons and support staff. This centre
has a patient load that would be considered high volume
in international centres (defined as >16 procedures per
year68), with more than 25 major cases annually. The other
two hepatobiliary centres are in Jamaica and The
Bahamas, each staffed by one hepatobiliary surgeon.
As a result of the intro
duction of these centres, out
comes for colorectal cancer are now similar to those
achieved by high-volume treatment centres.69,70 Similar
results have been published for Whipple’s pancreatic
oduodenectomy,71 laparoscopic colectomy,66 mastectomy,72
and other major operations.73
The region faces challenges in the use of minimally
invasive oncology operations, including acquisition and
maintenance of expensive equipment, the high cost of
disposable instruments, and a paucity of required
consumables.74 These obstacles have been addressed in
some countries by regional integration and collaboration
with specialist centres in neighbouring HICs. Instead of
transporting patients to treatment centres in HICs,
experts have been contracted to provide training and
mentor
ship to local surgical teams, which develop
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relevant skills and expertise.74,75 By engaging surgical
mentors from within the Caribbean, overseen by regional
surgical societies, support is provided for local surgeons
to overcome obstacles and advance care in their own
countries.74,75

children with cancer by improving local access to
treatment, infra
structure, and workforce capacity
(including training of oncologists, nurses, and
technologists) and by providing ongoing mentoring via
case consultations and teleconferences.10,78

Medical oncology

Radiotherapy

The availability of specialist medical oncology services in
the Caribbean varies, ranging from private, well equipped
cancer units delivering comprehensive chemotherapy
services (eg, in Antigua and Barbuda), to a few public
chemotherapy services (eg, in Haiti), to no on-island
medical oncology services (eg, in Anguilla, Bonaire, Sint
Eustatius, Saba, and Montserrat; table 4). Patients might
be referred or choose to seek chemotherapy further
abroad, often at their own expense. Many countries have
inadequate numbers of medical oncologists and haema
tologists per capita. For instance, Jamaica and Trinidad
and Tobago have fewer than half the number of medical
oncologists per capita than was suggested to be sufficient
to meet demand in previous estimates from the USA (ie,
1·8 medical oncologists per 100 000).76 Haiti has only four
medical oncologists, and the Turks and Caicos Islands’
oncology service is staffed by oncology nurses supported
by a visiting clinical oncologist from a larger island (table
4). Provision of specialist oncology training in the region
is currently limited to Jamaica, with plans to establish a
programme in Trinidad and Tobago; however, clinicians
who are not nationals of the island often require
sponsorship by their government to undertake specialist
training, and retention of overseas-trained specialists can
be problematic.76
Overburdened health systems struggle to provide
quality and timely cancer care in the context of competing
priorities, poor diagnostic and supporting infrastructure,
and insufficient health-care workforces.57 Restricted
health-care coverage and high treatment costs exacerbate
a propensity for late-stage diagnosis and further dis
advantage many vulnerable groups, while even those
with health insurance are often left financially drained
following treatment.45,77 Many countries include WHO’s
essential oncology medications on their national
medicines formularies; however, poor bargaining power
means they often struggle to procure these expensive
drugs and ensure a constant supply of quality medicines.
Pooled procurement frameworks, such as those provided
by the PAHO Strategic Fund and the Organisation of
Eastern Caribbean States, can enhance access to specific
medications, including antineoplastics, by allowing
members to negotiate lower set prices.
As with other aspects of cancer treatment, partnerships
with specialist centres in HICs can be very effective in
improving access to oncological treatment for Caribbean
states. One such partnership is the Sick Kids Caribbean
Initiative, a non-profit partnership between the Hospital
for Sick Kids in Toronto, Canada, and six Caribbean
countries. This programme has improved outcomes for

About 50% of patients with newly diagnosed cancer (an
estimated 78 000 people annually in the Caribbean) will
need radiotherapy at least once during their illness.79
Cancer outcomes are therefore highly influenced by the
availability, distribution, and cost of radiotherapy.
Compelling evidence shows that investment in radio
therapy not only enables treatment and improves
outcomes for many patients with cancer, but also brings
economic benefits.80
Data from the Directory of Radiotherapy Centres
indicate that there are around 70 megavoltage radio
therapy machines across 13 countries in the Caribbean,
with capacity to treat about 20 000 cases annually;
however, two-thirds of these machines are located in just
two countries (Dominican Republic and Puerto Rico),
and 18 countries have no radiotherapy capabilities
(table 4).52 Dominican Republic has seen a substantial
expansion and modernisation of facilities since
radiotherapy was included in their national health
insurance scheme in 2009. In Dominican Republic,
workforce gaps have been filled by a radiation oncology
workforce that was predominantly trained overseas,
although a local residency programme began in 2010,
which has two residents graduate annually, and support
staff are largely trained on the job.81 Jamaica has procured
two linear accelerators with the capacity to deliver
intensity-modulated radiotherapy. In the French
Caribbean, both Martinique and Guadeloupe have centres
equipped with modern linear accelerator technology.
In countries without radiotherapy facilities, patients
requiring this treatment are obliged to travel to other
Caribbean islands or to Canada, Colombia, the
Netherlands, the UK, or the USA. For example, con
tractual arrangements exist between the Turks and
Caicos Islands and Jamaica, The Bahamas, and the
Dominican Republic to provide radiotherapy for the
population of the Turks and Caicos Islands. Jamaica is
the only country in the region offering linear-acceleratorbased three-dimensional conformal radio
therapy and
intensity-modulated radiotherapy treatment in the public
sector with no user fees at the point of access. In
Bermuda, radiotherapy access in the public sector is
supported by a not-for-profit charity. In Antigua, The
Bahamas, Barbados, and Trinidad and Tobago, patients
have access to public facilities for treatment on cobalt
(low energy) machines, and governments subcontract
with private facilities to provide linear accelerator-based
radiotherapy at a subsidised price.
Haiti, with around 800 new cancer cases annually, has
no radiotherapy facilities and very few resources for
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health care.81 In addition to the restricted availability,
high cost of radiotherapy outside of Haiti renders it
inaccessible for many patients in this country. The
modernisation of Dominican Republic’s radiotherapy
programme has actually made it more challenging for
Haitian patients to receive treatment, with the cost of
care increasing prohibitively from around $2000 for
cobalt-led treatment to approximately $10 000 for linear
accelerator-based care (DeGennaro Jr V, Innovating
Health International, personal communication).
One of the most difficult challenges the Caribbean
faces is the ability to recruit, train, and retain highly
specialised staff who are essential to support local radio
therapy centres.76 Countries with very few megavoltage
facilities are likely to struggle to achieve the depth and
breadth of expertise necessary to deliver radiotherapy
that meets internationally acceptable standards.

Palliative care services
In the Caribbean, the combination of ageing populations,
increasing NCD prevalence, high cancer incidence, late
presentation of cancer,82,83 and high mortality from both
cardiovascular and malignant disease27 means that there
is a crucial need to improve quality of life and provide
relief from suffering for those with advanced disease.
Estimates suggest that such diseases result in more than
81 million days of serious health-related suffering per
year, including 25 million days of pain and dyspnoea.84
Palliative care services are in various stages of
development in the region. Although many islands have
isolated pockets of palliative care services, none have
fully integrated palliative care into their health systems.8
Models of palliative care delivery include NGOs, not-forprofit, stand-alone hospice units, ambulatory clinics,
hospice-at-home services, and government-funded
inpatient hospital services.57 Four countries (Barbados,
Jamaica, Trinidad and Tobago, and the Cayman Islands)
have national palliative care associations and a regional
association is in early development.
Access to palliative care and pain relief in the Caribbean
is poor. Even in high-income islands, public health-care
systems are often overburdened and under-resourced,57
and the concept of palliative care is not well understood,
meaning that palliative care might not be included in
cancer-control plans in any valuable way.85 A pervasive
opiophobia among health-care professionals and policy
makers is exacerbated by little or no training in palliative
care available in the region, few doctors and health
professionals with palliative care training or expertise,
few specialist palliative care facilities, isolated service
provision, and low prioritisation of access to opioids,
leaving many patients with unrelieved pain and
suffering.84 Palliative care is recognised as an essential
component of universal health coverage.84 To meet the
enormous need for this service in the Caribbean, each
country needs to incorporate clear guidelines for
palliative care service delivery into national NCD and
14

cancer plans. Most islands belong to CARICOM and the
Caribbean Palliative Care Association and these
institutions can serve as platforms for information
sharing, guideline develop
ment, regional education
initiatives, and streamlining of national opioid policies.

Traditional and alternative medicine
Traditional medicine refers to ancient and culturebound medical practices, which have existed in human
societies for millennia. The practice of traditional
medicine varies widely, in keeping with the societal and
cultural heritage of different countries. WHO notes that
more than 80% of the population in low-income
countries uses traditional medicine, such as herbal
remedies, for the management of health.86 The
widespread use of traditional and complementary and
alternative medical therapies in the treatment of cancer
is no exception. Therapeutic use of cannabis has
increased dramatically in the Caribbean, with Jamaica
leading the way following a 2015 legal amendment
allowing for its medicinal use.87 There are some
concerns about patients’ frequent use of traditional
medicine as an alternative to conventional cancer
treatment, particularly where access to main
stream
treatment is either unavailable or very costly, because
this often means that patients delay presentation until
the disease is either locally advanced or metastatic.57
Physicians trained in HICs have little formal training in
traditional medicine or complementary and alternative
therapies, and consequently are often uncomfortable
engaging patients in this area.88 Although many of these
therapies might be effective in managing cancer or
treatment-related symptoms, insufficient evidence
exists to support their use as alternative treatments.
More research on the prevalence of complementary and
alternative medicine use in the Caribbean and the
efficacy of common remedies is urgently needed. An
integrative medicine approach would be ideal.

Travel for cancer services and overseas referral
Patients are often obliged to travel for cancer treatment,
either to other Caribbean islands or to other regions,
particularly the USA and Canada. Within the
Organisation of Eastern Caribbean States, there is
substantial health-related travel between islands, and
patients in the Dutch-speaking and French-speaking
islands might also travel to Europe for care. The Turks
and Caicos Islands has links with Jamaica, The Bahamas,
and the Cayman Islands for access to cancer treatment
services, including complex surgery and radiotherapy.
Unfortunately, many patients cannot benefit from such
links because of travel restrictions, financial issues,
absence of health-insurance coverage, or an absence of
social support structures.77 There are few data available
on overseas travel for cancer care, because most travel
and treatment costs and arrangements are often borne by
patients and their families.
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Panel: Recommendations for cancer control in the Caribbean region
Policy and planning
• A Caribbean-wide comprehensive cancer strategy and
regional plan of action should be developed, including plans
for shared funding, pooling, and bulk purchasing, and for
regional partnerships in the Caribbean. Island-specific issues
can be elaborated within a broader cancer strategy. This
strategy should be adopted by health ministers through the
existing framework of the Caribbean Community
(CARICOM) Council for Human and Social Development,
including incorporation of key indicators into the Caribbean
Cooperation in Health Phase Four targets, with planned
annual monitoring. This strategy should also be brought to
the attention of the lead head for health and human
development in CARICOM, and collective solutions sought
via the CARICOM Council of Finance and Planning for issues
of fiscal space and financing.
Expanding systems for cancer intelligence
• Necessitate the mapping of cancer burden and services
currently available across the region; identifying specific
needs and opportunities to improve service capacity;
and facilitating inter-island resource sharing and exchange
of care. These actions will require collaboration and
partnership between public and private sectors, civil society,
and international partners.
• Investment in population-based cancer registries, such as
through the International Agency for Research on Cancer
Caribbean Hub, as part of the Global Initiative for Cancer
Registry Development.
• Quality-improvement methods for cancer diagnosis and
treatment, including integrating key metrics and
continuous monitoring of quality indicators, such as time
from diagnosis to treatment, to ensure quality of care and
optimal outcomes for all patients with cancer.
Improving risk reduction, cancer prevention, and early
diagnosis strategies
• Legislation, regulations, and public policies should be
improved to reduce the main risk factors for cancer. These
improvements should include increasing tobacco taxes;
introducing regulations to provide 100% smoke-free public
spaces throughout CARICOM, with a focus on providing a
100% smoke-free Caribbean by 2022; and implementing
the Council for Trade and Economic Development-ratified
statement for tobacco labelling (as agreed by the CARICOM
heads of government in 2016) to reduce tobacco use.
Improvements should also include addressing the obesity
epidemic by implementing in a stepwise manner a suite of
evidence-informed measures, such as the CARICOM and the
Caribbean Public Health Agency (CARPHA) six-point policy
package for healthier food environments,21 and joint work

with the CARICOM Council for Trade and Economic
Development to implement policies with careful attention
to policy sequencing.
• Prevention of cervical cancer should be prioritised in line with
a regional cervical cancer plan of action and global elimination
strategy. All countries should commit to primary prevention
with the human papillomavirus (HPV) vaccination in girls
aged 9–13 years, reaching a vaccination coverage of at least
80%.95 All Caribbean countries should also commit to
secondary prevention of cervical cancer by screening women
aged between 30 and 49 years with either HPV tests, visual
inspection with acetic acid, or Pap smear (cervical cytology)
every 3–5 years (HPV test every 5 years). Screening coverage
should reach at least 70% in this population and follow-up
care for those with precancerous cervical lesions ensured.
• To ensure these recommendations can be properly achieved,
emphasis should be on increasing health literacy, improving
public education, and using traditional and new social media
marketing campaigns to drive a social movement and
demand for improved cancer risk reduction public policies.
Providing access to quality treatment for cancer
• Training and education of the health-care workforce
should be invested in, especially in pathology, diagnostics,
medical and radiation oncology, surgery, and palliative
medicine. This education will require engagement with
local training institutions (eg, the University of the
West Indies) and the regional heads of health ministries
through CARICOM for health workforce planning for
cancer control, along with agreements with neighbouring
high-income countries (HICs) to help develop human
resources and training. In the short term, focusing on
multiskilling existing health-care personnel should be
prioritised. The long-term goal is not only a well trained
workforce, but also to build capacity in terms of
intraregional training networks.
• Investment should be made in service infrastructure and
processes, equipment, and supplies. Cancer-control plans
should prioritise equitable access for both adults and
children to diagnosis, cancer surgery, radiotherapy, medical
oncology, and palliative-care services. Resource-stratified
guidelines for cancer care should be embraced, and the
recently developed Caribbean Association of Oncology and
Hematology cancer care guidelines should be further
disseminated and providers trained on their use. Referral
pathways to secondary or tertiary care need to be properly
embedded in the health system to enable timely diagnosis
and treatment of those suspected of having cancer. Creative
health-care financing and collaborative partnerships will be
essential to ensuring access to radiotherapy.

For more on the Global
Initiative for Cancer Registry
Development see
http://gicr.iarc.fr

(Continues on next page)
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(Panel continued from previous page)
• Access to, and the availability and quality of, drugs specific
to cancer and supportive care as specified by the WHO
Essential Medicines List (including opioids) should be
improved. These medicines should be on the Caribbean
Regulatory System recommended list for CARPHA member
states. Given the high cost of some essential cancer drugs, it
is urgent to bring manufacturers and distributors together
to explore options for increasing access and reducing costs.
Consideration should be given to use of the Pan American
Health Organization’s strategic fund as a pooled
procurement mechanism, enhancing access to essential
medicines and other health supplies (the fund is intended to
strengthen strategic supply management systems and
support technical input to manage demand, guarantee
rational use, and avoid running out of stock in the countries
of the Americas).96 Consideration should also be given to
scaling up the Organisation of Eastern Caribbean States’
pooled procurement service.
Expanding existing research networks
• Ongoing support of the matrix of regional institutions
and networks involved in health and cancer research

Research
Research has a pivotal role in advancing cancer-control
planning and care, because it provides a means of
evaluating and monitoring progress in cancer treatment.
The Caribbean has a history of high-quality health
research with substantial regional and international
impact,89 including extensive research on NCDs. Despite
the endorsement of a research agenda by the region’s
senior policy makers,90 disparities in research capacity and
output remain a challenge; the region is under-represented
in basic science, and in population-based, clinical-based,
and community-based studies. During the past few years,
however, progress has been made in increasing both the
funding for research projects relevant to the region and
the number of Caribbean research scientists.91,92
Competing priorities, a paucity of research collab
oration and impactful research publications, and
inadequate funding opportunities and research resources
have been identified as barriers to research in the region.93
The Caribbean Health Research Council was merged into
CARPHA in 2013, with the aim of improving links
between research and policy. The US National Cancer
Institute provides funds for projects specific to the
Caribbean; for example, the Clinical and Epidemiological
Research on Chronic Disease in the Caribbean grant.
Regional research networks, such as the Eastern
Caribbean Health Outcomes Research Network, the
African Caribbean Cancer Consortium, and the Jamaica
Cancer Care and Research Institute, actively conduct and
support cancer research enhancement activities in the
Caribbean. The Caribbean Centre for Health Systems
16

needs to be fostered. Caribbean-specific research
questions should be prioritised, defined, and addressed.
Institutions, such as the Council on Health Research for
Development, the Caribbean Institute for Health Research,
and CARPHA, which incorporates the role of the former
Caribbean Health Research Council, should have a more
active and engaged role in stimulating and fostering
investments in cancer research that generates information
relevant to the region’s efforts to address the prevention
and control of cancer.
Building capacity for palliative care
• Using the WHO public health model for palliative care,
a resource-stratified approach should be adopted, including
integration of palliative care into existing community-based
and primary health-care settings. An essential package of
services should be implemented within all Caribbean small
island nations, as recommended by the Lancet Commission84
on global access to pain relief and palliative care. Physicians,
nurses, and other allied health-care providers also need
training in palliative medicine.

Research and Development (University of the West
Indies, Trinidad and Tobago), established in 2018, is a
welcome addition to the research landscape, with
mandates to facilitate the uptake of research into health
policy, programming, and practice.

Conclusion and recommendations
The increasing cancer burden in Caribbean small island
nations reflects multiple drivers, including excess tobacco
and alcohol use, increasing obesity, increasingly sedentary
lifestyles, and persistent carcinogenic infections. The
capacity of Caribbean health systems to prevent cancer and
manage new cases remains inadequate. Caribbean small
island nations, irrespective of income classification, face
severe challenges in delivering cancer care and control.
The rising cancer burden stresses already weak health
systems and economic infrastructure, and poses unique
challenges, particularly because the cancer-control
experiences of HICs cannot always be applied to lowermiddle-income countries.94 Strengthening cancer-control
programmes should start with those interventions that are
the most cost-effective and benefit the largest populations
(panel). For example, in the absence of any existing cancercontrol plan, rapid gains can be made via an initial focus
on prevention (including tobacco control), improving
diagnostic capacity, basic treatment for a few common
cancers, and palliative care.97 A resource-stratified approach
is particularly pertinent in this context. Although local
cancer-control resources might be inadequate in many
Caribbean small island nations, expectations of universal
health coverage and the proximity to the USA and Canada
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Search strategy and selection criteria
We identified references through searches of PubMed and
grey literature to Dec 31, 2018; no earliest date for review was
specified. We used the search terms “Caribbean”, “cancer”,
“oncology”, “small island developing states”, “SIDS”, “palliative
care”, “traditional medicine”, “alternative medicine”, “tobacco
control”, “NCD control”, “surveillance”, “prevention”,
“screening”, and “international referrals”. We searched grey
literature from key regional and international agencies,
including from WHO, World Bank, UN, the Caribbean Public
Health Agency, Caribbean Community, and Pan American
Health Organization, and through several non-governmental
sources. We also requested specific data on cancer-control
activities from ministries of health and clinicians within each
country included in this paper (see appendix p 2 for list of key
informants). We only reviewed literature in English. Despite
multiple requests, some countries did not provide all relevant
data. References were included on the basis of originality and
relevance to the broad scope of this Series paper.

mean that there is public pressure to improve access to
high-quality cancer care, either at home or abroad.
Cancer care and cancer-control responses should not
exist in isolation from strengthening health services,
including primary-care services and management of
other chronic diseases. Many initiatives targeted at
improving cancer control (such as improved health
literacy, diagnostic and referral processes, data collection
strategies, health financing, and palliative care) are
applicable across the spectrum of chronic NCDs. This socalled diagonal approach offers an effective framework
for health system strengthening.97 Regional health-policy
makers, researchers, and health-care professionals are
committed to addressing NCDs, including cancer, via
universal health coverage, and are employing innovative
solutions to overcome existing obstacles. Much work
needs to be done to reproduce examples of good practice
across the region, and to implement new evidence-based
solutions to improve care across the cancer continuum,
including palliative care (panel). The region offers many
examples of innovative action to build capacity and
positively affect cancer outcomes; these examples include
improving cancer surveillance through establishment of
a Caribbean cancer registry hub, development of regional
resource-stratified treatment guidelines, improved access
to care for childhood cancers, and progressive models of
supportive and palliative care.
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