George A.O. Alleyne

THE IMPORTANCE OF
HEALTH IN DEVELOPMENT:
A CARIBBEAN PERSPECTIVE

The possible effect that health can have on development dependas
very much on the fashionable review ol the determinants of
development — that is, primarily of economic development. As ]
understand it, the view which held sway in the 30s and 40s was that
development’s essential requirement was physical capital accumula-
tion. Attention to disease and promotion of health might even be
anti-developmental, in the sense that investment in health would
lead to a reduction in the death rate, an increase in population, ar.1
a reduction in per capita income. Readers will, of course, recognise
the Malthusian flavour here. However, this has changed, and
expenditure on education and health which contribute to human
well-being are now accepted as being properly an investment which
contributes to the productive capacity of the cconomy, and may be
more important, or at least as important as the physical capital
which was once believed to hold the key to economic growth. We
have now re-discovered the thesis put forward about 300 years ago
by William Petty and later recognised by Chadwick and John Stuart
Mill on the primacy of human capital as a development input.
Incidentally, Petty was a physician! William Demas in his presenta-
tion to the Board of Governors of the Carnibbean Developmem
Bank in 1987 tollowed this line of reasoning, and made an eloquent
case for investment in-men, women and children for development.
It is no longer felt that expenditure in the social sectors has to be
considered as consumption because it represents a reduction of the
surplus available for investment.

One of the difficulties in exploring any impact of health on
development lies in the choice of method 10 reflect health or health
status. H we focus on a particular disease, then there is no shortage
of evidence of the effect that the presence or absence of discase or
illness can have on’ development. Biblical history speaks of the
plague which contributed eventually to the departure of the
Israclites trom FEgypt; the Black Death trandormed Furope; the
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impact of malaria and malaria cradication on - cconomic devel-
opment has been reported repeatedly.

There is good evidence ol increased productivity when indin idu-
als with a specific health problem are cured. One such example of
this came to my notice in an inviahable wanuscript written by Dr
George Giglioli from Guyana — one ol the Canibbean’s greatest
scientists. He treated the bauxite miners at McKenzie for hook-
worm in September 1923, and in February received o memoran-
dum from the mine manager which said:

....'l do think that to a great extent the elimination of this disease has had

something to do with our mcoreased um}mt and our reduction of cods For the

five months previous to September 1923, the increase in tonnmage (ol haosite)

per man per day was nil whereas dunmge the five months following Sept mber
1923 our increase it tonnage has amounted 1o 1 374 1ons per g per day ™

. - A ~ - . LR L] *
This kind of effect was well known to D Fric Willizums who, in an
address to the University of the Wed Indies Foeonomics Society in
1963, was justifying expenditures in the social sector and sad:

“....as il when you remove hookwarm in Caroni nean the sagat arcas you are
not taking a positive step towards the increace of production in that area ™

This increase in productivitn in controlled proups cannoet casih
be demonstrated on a national scale, and, in addition, enhanced
output is only one of the possible wins in which specitic disease
control may contribute to cconomic deselopment. Other mecha-
nisms include increasing work hows and deaeasing absentecism,
altering migration patterns, and producing budgetary savings, as
occurred in the case of smallpox eradication.

‘Those of us who work in health have generally been more anwmne
of the impact of development on health than of health on devel-
opment, and two major concerns stand out. Firstly, there s the
possibility of a negative or positive ellect on health status of
development as ‘measured by economic indiciors, Secondly, there
is concern about the appropriateness or inappropriatencss of health
as a social indicator which will complement the use of economic
indicators in assessing development.

In very general terms there is a relationship between wealth and
health, both within natious and betwecn nations. In the late $0s and
50s when major attention was paid to increasing marerial produc.
tion, the prevailing view held that, in geneval, sodial beneli would
naturally follow cconomic development. in the decade o the 70s
this view came under increasing scruting, as it hecone evident tha
cconomic development did not abons o hand an Teerd wath
increased social well-being, and there were well documented exam-
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ples of countries with aggregate indicators which showed handsome
cconamic growth, but whaose poorest populations were stll socally
marginalised. ‘The pattern of development which graded itsell on
cconomic performance would take several generations before “all
the boats rose with the tide™, and this was a time frame which was
unacceptable, particularly to the newly independent nations,

‘There are several indicators used to 1eflect general health status,
but the best two are infant mortality and lite expectancy at buth,
Infant mortality is particularly good because not only does it tell us
how many children die, but it also indirectly indicates the numbers
of those who may survivé but will lead a marginal existence, and
will never develop ta their full potental. Infant mortality is also a
crude but good indicator ot the general elfectiveness of the health
services.

The relationship between income as a measure of development
and life expectancy at birth is an interesting one. In the poorer
countries there is a much steeper relationship than in the richer
countrics — in the poorer countries an increase i income leads to
a greater increase in life expectancy. But there me countuies which
are aberrations — their lile expedtancy s greater than would be
expected for their level of economic development. Among the
important reasons for these aberrations is the auention paid to
education and particuclaly education ol women. A similar conciu-
sion is reached when infant movtahty rate is used. George Camper
analysed the relationship between infant mortality rate and various
possible determinants of health levels, and found that GNP /capita
was correlated with intant morality vate, bur he ako esablished
that GNP /capita, hospital beds, physicians and other health profes-
sionals per 1,000 population when taken together accounted for 71
per cent of the variance in infant mortality 1ate. Another mecha-
nisin by which economic development may affect health is by the
development of technology. 'The various vacanes and drugs pro-
duced as a result of economic development will not only alfect
health status positively, but will alter the relationship between
income and health status.

On the negative side, there ae forms or consequences of
development which adversely atfect health. Among these one can
list urbanisation, dietary practices and ccological disturbances. A§
the trend away from rural development hecomes universal, urban
growth becomes the norm: the lack of space and physical infrastruc-
ture, the environmental pollution, psychological stress and maladap-
tation all contribute to poor health status in the dity slums. Dietary
practices change with economic deselopment and bring in their
train their own discases like diabetey and hypertension. To the
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extent that health represents a state of deficare halance bhetween
human beings and their envitomment, anyv ccological change s
likely to affect health. The negative health ellect of some kuge
developmental projects has been well documented: the spread of
schistosomiasis with the construction of latge dams is only one such
example. One of the tindings ol the ftrge study by Weisbrod in St
Lucia was that expansion of banana cultivation led 1o an increase in
prevalence of schistosomiasis.

Because ol the appreciation that CCONOMIC MERSUTeS Were not
adequate indicators ol development as setlecting Dy Wil “lace
of Man,” considerable attention was paid 1o developing social
indicators to complement the economic indicators. The standad
measurexof GNP per capita clearly said nothing about distribution
of income in a country, and said less about the wellme of persons
which is at the heart of development. The most widely used of
these social indicators took account of health. For example, the
Physical Quality of Lite Ipdex was based on infant montading, hife
expectancy at birth and literacy. 1 have never beenveally cominced
of the advantage of the aggregate as opposed o the individual
indicators. ‘The movement for the use of «ocial indiciors does not
merely represent some jealous attempt 1o dethrone GNP as a pood
measure of development. There is the suspicion that various imputs
and policies are consciously or unconsciousdy adjusted 1o show
maximum etfect on the bpe of indicnor wed. Thus if we were 1o
give health and other social indicators pride ol place, we might see
impleméntation of the types of development programes which
would have change in health status as their primary objective.

I'his concern for health and development issues was important in
the 70's but it achieved even more wpenay and televance in the
80's with the advent of the global cconomic crisis. This is not the
place to detail the sequence of events, but, in bricl, the oif shocks of
1973 and 1979 and the slowing of- cconomic growth in the
industrialised countries with frank recession in the early 1980s
resulted in reduced demand tor developing coumiy expons, ‘the
recovery of the developed countrics has not been associated with
the expected increased demand for the developing countiy primany
products. This has been associated with massive borrowing by the
developing countries, creation ol a large debt, a yeduction in
domestic investment and consumption and now utilivation of mos
of their foreign exchange carnings to repin, the debr. br Williams
in his classic treatise Cafritalian and Slavoy proposed that the
industrial growth of Furope wis financed by the colonies and the
slave trade. Now, 150 years after shivers, Cirl Greenidge from
Guyana, President of the Coundil of ACE (Afiican, Caribbean and
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ncific) Ministers, beging negotiations for a LOME 1V agreement
claiming that the ecohomic recovery of the, EEC countries in the
last part of the 80s has in large been financed by the depressed
commodity prices in the developing countrics. Some things appar-
ently have not changed!

‘I'he economic crisis in the developing countries has necessitated
structural adjustment of their economies, and there is evidence that
the etfects of this adjustment fall particularly heavily on the poor.
During the period of cconomic expansion the poor did not
participate equally in the bonanza — with the economic downturn
and income reduction they suffered disproportionately, and now
with structural adjustment,and economic deprivation it is clear that
they will again be most socially disadvantaged. In some countries
health indicators deteriorated as a result of-the crisis — for
example, infant mortality rates rose.

Recently, UNICEF under the leadership of Richard Jolly has
been advocating that structural adjusument policies should include
provisions for protecting the health of the most vulnerable, The
argument is that adjustment is clearly necessary — the long term
objective has o be renewed economic growth ~ but adjustment
should be carried out with a'*human face” (this is again an echo of
Dr Williams's delinition of development). They propose six main
poticy compaonents of this approach:

® More expansionary macro-economic policies.

® Meso policies for prioritising and re-structuring resources and
activities in tavour of the poor, protecting the basic necds of the
vulnerable.

@ Sccroral policies aimed at restructuring within the productive
sector to.gencrate income and raise productivity i low income
activities.

@ lmproving the equity and efficiency of the social sector,

@ Compensatory programmes to:protect basic health and nutri-
tion of low income groups — public works employment schemes,
nutrition interventions, targeted food subsidies and direct feeding
for the most vulnerable.

® Monitoring of the human situation so that needs may be
rapidly identified and corrective measures taken.

‘They emphasise that the above policy options are all feasible
many have been tried and found 1o be workable. One of the more
important aspects of this approach is the possibility that it could
lead to a new appreciation of the inappropriateness of the devel-
opment paradigms of the past and the need 1o seck models of
development for the post crisis era which do take acconnt of the
legitimate needs of the socigl sectors — particularly health, Such a
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model of development for example would include pasing equal
attention to social as to’economic indicators and subjecting resource
allocation in the social sectors to the same Kind of economic analvsis
and scrutiny as has traditionally been used only in the so-called
productive sectors. ' :

To summarise the more important arguments so L, health will
have an impact on development, particulatly through the preserva-
tion and imprbvement of human capital, Positive CLONOMIC 1Cturns
result from investment itf producing and maintaining health and
there are negative econumic results from discase and il health,
Especially, in developing ‘countries, there is a steep relationship
between income and some indicators of health, but income loses
some of its power as a determinant of health status in the more
developed countries. The advent of the cconomic crisis has shir -
pened the interest in health and deselopment, as negative devel-
opment has led to deteriotation of the health status of the maos
important groups in terms of bunan capital preservation. It i
proposed that the structural adjustment which s necessary for
economic recovery must take place “with i hunan face.™

We will now explore the Caribbean sitation to determine to
what extent some of the events described above have ocamed, but
more importantly to search for some lessons for the tuture.

Our health situation has shown dramatic changes over the pist
80 years. Data collected by Professor Geage Robherts show that at
the turn of the century the infant mortahing vate in famaic wis
around 200 per 1,000 live births. The lile expectancy was about 35
years. [ am fond of reterting 1o the findings of the Mowne
Commission which visited the Caribbean just after the 1937 viots to
investigate the social conditions which were presumed 10 have
triggered what were cuphemistically called “disturbances ™. The
Commission recorded that in 1937 the health situation was deplora-
ble. Barbados had an infant mottality 1ate of 217 per 1LOOO live
births — one in every live children never saw a first bivthday. “Lhis
was an improvement, because the figure had been 331 in PO28 —
one in every three childien died betore the age of onet At the time
when | was born, I had only about a 30 per cent chance of
surviving. Mothers of that e might very well have anticipated
Derek Walcott's cryptic line **the wages of sinis birth.”

Data collected on a Ciribbean wide basis since 19060 now show
that for the region as a whole the infant morotality yateswas 71 in
1950 and this has dropped tu 20.7 for 18985, It is worth noting that
the greatest fall, a 30 per cent decrease, was between 1960 and
1965. 1 will refer to this again and to its possible sigoificanee. The
rate for England and Wales tor 1937 was 58 — it took the
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Caribbean another 23 years to reach thal fipure.

Georgé Cumper has undertaken an extensive analysis of the
causes ol the improvement in health status of Jamaica as reflected
by the fall in intant wmaortality vate. The key factors were the
implementation of basic public health measures, increased use of
more efficient medical] technology, higher incomes, and enhanced

ublic awareness linked to increased literacy. There are two factors
which should be noted, however, as contributing to this i1m-
provement in public health which were not stressed by Cumper.
The first is the political change which occurred in the Caribbean.
We note the dramatic fall in infant mortality rate in the carly
1960s. ‘T'his was a time when the Caribbean countries, having
decided that the Federation was unworkable, were achieving their
own independence and it will be interesting to examine more
closely the relationship between the changes of public health policy
and changes of political focus. The other point which s well
acknowledged in the Caribbean but has not been analysed suffi-
ciently is the role of the individual public health specialists with the
drive and dedication which caused change to take place — men and
women whose names have been indelibly engraved in the annals of
public health — Byer in Barbados, Johnson, Wedderburn, Peat and
Moady in Jamaica, Nicholson in Guyana, Boyd in St. Kitts and later
the whole Caribbean, Gillette and Commissiong in “Trinidad and
Tobago, Wynter in Antigual

A measure of the sophistication and development of a peoples is
the extent to which they revere their heroes and take pride in their
accomplishments. Just as we glory in owm feats in sports, we as a
people should also take some pride in the level of our people’s
health. We can show the world that it is possible for us to achieve
impressive improvement in our people’s health, Other countries of
the region such as Chile, Costa Rica, and Cuba make no secret of
their advances in public health. Our Cuban friends point to their
health services as one of the triumphs of their revolution and
medical writers hold up Chile and Costa Rica as examples of what
can be done as a result of sound public health policy. 1t is true that
many of our systems are fragile, and many of the hard won gains
are being threatened, but we should still be holding up our heads
and invitng more of the world to see what has been done with our
relative meagre resource.

But pride should not lead to complacency; these improvements in
health status are not the best in the hemisphere. We see Canada
and the United States with intant mottality rates of around 10 and
we should ask if there is any reson why this capnot be achieved in
the Caribbean. There is a téndency, espedally in donor agencies
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and countries to look at the Caribbean snd say — “you have done
very well in health, particularly compared with some ol your
neighbours or with some Ahicn countrics.” ‘The implication s
that there is some pre-ordained level to be achieved by us which is
below that in the developed countries. Qur experience in cricket
and scholarship 'should have taught us by now that if we plice a
sufficient emphasis and importance on health there is absolutely no
reason why we cannot aspire to, and achieve levels as good as those
which obtain in the so-called developed countries. Although, as we
have shown, there is a correlation Letween income and infant
mortality rate, there are enough examples of deviations to indicate
that it is possible to have low infant mortality vates at levels of GNP
which would not normally be associated with such. This disparity is
seent even in the Caribbean — the Bahamas with a GNP per capita
of about US$10,000 has an infant mortaliny vate of about 26 while
Dominica with 2 GNP of about one eighth of that figure has an
infant mortality rate of about 20.

How did the economic crisis and the consequent various adjust-
ment programmes affect the health sector and health indicators in
the Caribbean? ‘The data show that the Ciribbean povernments,
perhaps with the exception of Guyana, did not disevimmate against
the health sector: taken as a group, the percentage of recurremt
public expenditure they devoted to the heabth sector actually vose
slightly between 1980 and 1987, The perlonmance ol some coun-
tries has been impressive: recurrent health expenditure in Dominica
as a percentage of government spending as 1149 per coent in 1980
and rose to 17.9 per cent in 1985, In the majorvity of the Caribbean
countries the per caput expenditures in health between 1980 and
1987 have gone up or remained the same. ‘The same picture
emerges with respect to education. Expenditme on health and
education as the major social services has remained high and the
two combined account for about 30 per cent of povernment
expenditure.

The case of Jamaica is illustrative. ‘The popular perception is that
as a result of the economic crisis ol the early "BOs the health services
were decimated and starved for funds, and that childhood malnutii-
tion was rampant. In fact, during the 1980s the per caput recurrent
expenditure in the health sector did not decrease and both govern-
ments adopted various measures designed to dessen the impact of
the crisis on the poor. The data show that, overall, while there
appears to have been a decrease in childhood malnun ition between
1970 and 1978, the situation was pretty mreh the same in 1URH as
it was in 1978. At a time when over 40 per cent ol Government
expenditure is used to repay the public debt, per caput expenditure
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on health in Fact rose between 1977 and 1985, The distribution of
expenditure in the health seaor did change however, and there
were massive layoffs of personnel such as the community health
aides. The previous government, however, was so concernedabout
the bleak prospects for the social sector that it launched a massive
social well-being programme and tried to borrow heavily to repair
the physical plant and to correct some of the deficiencies.

‘The question is why the health sector was 1elatively well pro-
tected in the Caribbean in this time of crisis and the health
indicators in most countries continued to improve. 'Fhere can never
be any simple deterministic explanation. 1t is possible that the social
democratic process in the Caribbean has been so firmly entrenched
that there is implicit acceptance of the social necessity of providing
for health. Perhaps, we have reached the level of political and
economic development which automatically accepts the principle of
human capital development and appreciates the necessity of invest-
ing in health. Perhaps all governments share the view which was
expressed in the election manitesto of the current Jamatcan Gov-
ernment which committed itselt to a “healthy nation, not simply as
a reflection of its health policies, but as an inherent aspect of its
determination to put the development ot our people first.” Another
possibility is that health has increasingly become a socially sensitive
topic and the media have contibuted to developing in the public an
awareness of not only what acceptable health standards should be,
but also what happens in other parts of the world as a result of
neglect of the health sector. This translates into pressure from the
articubate clectorate, assisted frequently by vocal Medical Assocdia-
tions. ‘The net result is that the Caribbean Governments e
spending about five per cent of the GDP on health — a figwe
similar to many developed countries. In one country the figure was
16 per cent in 1986.

One of the issues of greatest interest to me is whether the
situation in the Caribbean can provide empirical evidence that the
improvement in health was an engine lor and an instrument of
development. De Lisle Worrell analysed the performance of the
Barbadian economy between 1946 and 1980 and showed that there
was an impressive record of postwar economic growth, character-
iscd by increased productivity but with a relative change in the
sectoral contributions’ — a decrease in the agricultural sector and
an increase in the tourism and manufacturing sectors. ‘Tourism
multiplicd its GDP share five times but its cmployment share only
twice. Generally speaking, this shilt from apvicultural to more
skilled work took place without any signdficant vise in uncmploy-
ment and an increase in labour productivity .1 would propose that
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this increased labour productivity would hive been impossible
without a significant improvement in health status. Hoone exantines
the value added per worker as a measme of productivity and
compares it with the fall in inlant morality vanes there s obviously
a correlation, but if one analyses it dhnonologically, the greatest and
steepest falls in infant morality rates anteceded the increased
productivity. One interpretation of the data is that the investment
in human capital represented by investment in health, and mani-
fested by a decrease in infant mortality rate, was a mijor {actor in
promoting economic growth. Between the years 1946 and 1960
when the infant morality rate was falling most rapidly, Barbados
saw an average 12 per cent annual increase in health expenditure.
The same case can be made for education — it too contributes to
human capital formation, but whereas education is a long-term
investment which in general prepares and adds to the quality of the
product, health increases the units of labom s well as inareasing
their productivity. 1 think that similar anabysis done for the other
Caribbean countries will show the same: that the diamatic im-
provement in health status came before there was evidence of the
economic growth.

[ wish to address now the major problems which will face the
health sector in the Caribbean and the relation hetween these and
the region’s development. The epidemiological profile of health in
the Caribbean is changing. ‘The countries, with the exception of
Guyana, do not face the problems of the traditional infectious
diseases. The major problems fall into two categories — those
associated with lifestyle and those which derive from changes in the
environment. Among the lifestyle problems 1indude ATDS and the
chronic diseass like diabetes and hypertension, cardiovasculn dis-
ease, alcoholism and drug abuse. When T was & mediaal student,
myocardial infarction was a rarity — now it is a conmon discase
entity in our hospitals. Qur disease profile is looking more and
more like that seen in Boston or London. )

In the case of cnvirunmental concerns, it is very easy to see that
since tourism is a major moncy caner and since most ol our
attraction as a tourist destination is based on our envitonment,
environmental health is critical 1o us. The relationship between
health and tourism in developiment terms is very close — not only
does the health of the peaple and the ceanliness of the enviton-
ment cositribute to the tourism product, but health tourism does
occur as well. From time immemorial tourisis have visited spas and
places of natural beauty specilically for healthh purposes,

The approach to the presention and control of the Tieade
mediated diseases is dilterent trom that taken to deal with the
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classical infectious discases. Firstly, theve is the need 1o devise ways
and means to change the behaviour associated with those lilestyles,
and by and large the health establishment is poorly equipped to do
this. ‘['he traditional biomedical model of disease which gave rise to
the treatment paradigms on which the majority ot our health
workers have been reared do not deal adequately with the behav-
ioral aspects of health, And the seciet to stimulating this change 1s
not 1o be tound in a potion developed by doctors — it is in the use
of information to tacilitate change. This appredition of the vilue
of information is one of the most important aspeats of the direction
our development will take. Increasingly, ivis in the use of informa-
tion as an instrument of change that ecconomic and social devel-
opment are finding common ground. In the case of health, it s
being appreciated that wellness — not stimply lack of disease — is
associated with certain patterns of behaviour. More benefits of
wellness come to those who by training hinve been conditioned 1o
internalise that information and use it to modify their perceptions
of health risks and inform the preventive or corrective actions they
take. “This is the teason why smoking is decreasing in the prolessio-
nal classes — not because they are wiser, but because they have
access 10 and utilise the information on the dangers of smoking. To
e extent that the Caribbean has that Kind ol socio-political
development which permits and promotes wide dissemimation of
information and promotes the use of that mtormation positively, we
will see improvements in the prevention and conurol of these
discases. Let me cite a columnist in the Waimgton Post:

“Life is increasingly regressive because the benelits of informanon are
distributed dispropornonately ta those already tivoured by many advantapes.
The more certam necds ol inlotmation matter, the more uncqual sooety and

lile Becomes.”

It is crucial for the Caribbean to avoid this disproportionate
distribution.

Beside the disease or purely health. problems which 1 see the
Caribbean having to face, there is another problem which may have
an cven greater etiect on the'health of our people. ‘This problem
derives from the organisation of our health services. We hitve seen
that the health systems, of our countiies consume 2 significant
portion of government revenue, jet the management ol those
systems is primitive. The common health services system in the
Caribbean is the public assistance model and at best over the years
we have done little beside pateh it up. We hine steadily increased
expenditure in the system without serious examination ol choices
U without serfous analysis of the finandial and’ economic implica-
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tions of changes and with the tendendy to continue 1o allot
resources pretty much on the bags ol histonical behaviour o
political imperatives. More serious thought simply has to be given
to the management of the health senvices. 1 here must be loud
sublic outcry for the kinds of amlyses which will Iy the basis ten
public policy formulation in this mea. Ouw history is full of
statements about the need to ratiomalise expenditne in the services
— including the naive assertions that we should stop spending
money on hospitals and spend it gqn Jess sophisticated methiods of
care. There is no choice for the Caribbean v this matter — there
has to be both: our genius has to be to so inaease the efficiency of
the whole system that. there are more resowmces available 1o be
spent productively. These kinds of discussions and analyses hinve 1o
take place in times of pleuty and not only when the lean years are
upon us. .

Finally, I would like to address the contmibution that health has
made to the Caribbean desclopment process which has been
uppermost in my mind for the past four years. Treler to health as a
mechanism to promote functional integration in the Caribbean, and
thereby contribute to that kind ol wnity which cain withstand the
political and economic mini-storms for which our region is Lunous,
We share so many health problems that collaboration can onlhv lead
to everyone winning. 1 have desaibed eleshere some ol the
background to co-operation in health in the Cirihbean, hut | wish
to focus briefly on a tecent development ol the CARFCORM
Ministers of Health who were stimulated by the Divecror of the Pan
American Health Organisation, to mount a health migative which
they called Caribbean Co-uperation in Health (CCH). PATIO and
CARICOM jointly serve as the Secretariat for the CCH which was
formally launched at the Ministerial mecting in July 1986, and
approved by the Heads of Gorvernment Conference of the same

ear.

The CCH seeks to assist the Gorvernments of the Caribhean to
improve further the health ol their people by identilving and
utilising seven strategic priority ameas as entry points for facilivating
the more productive use of resources and promoting technical co-
operation between the countries. It should stimulate inter-country,
inter-agency and inter-institutional collabomation and mobilise both
national and external resources to addiess the most important
health problems. "The priority aveas which were chosen on the basis
of the epidemiological situation in the Canbhean are envitonmental
protection including vector contiol, human resources development,
chronic discases control and aceident prevention, siiengrhening of
the health systems, food.and nutrition, naerial and child health
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including population activities, and AIDS. Over a hundred national
and sub-regional projects have been developed in these priority
areas and there has been intensive and successtul promotion of the
initiative within and outside of the Catibbean. One positive result of
the CCH has been to enhance national capability in project
development.

Although as of now approximately US$31 million have been
mobifised for support of projects in the seven priority areas, the
mere acquisition of external funding is not the sole criterion of
success of the initiative: it is much more important to develop and
stengthen the intra-Caribbean inkages in health. would be false to
my own convictions i’ I did not insist here tha i the Caribbean
governments had worshipped more faithiully at the altar of func-
tional co-operation, some of the problems of collaboration in other
spheres might not have been visited dpon us. We who work in
health have great expectations for the CCH, not only as a maodel of
sectoral organisation which other secrors beside health might
emulate, but also as another instrument of functional co-operation
which can be used to give more shape and lorm 1o our integration
movement.

The idea of co-operation in health would have pleased Dr
Williams. He championed hemispheric and Canbbean co-operation
as a way to promote development. fn the historic mecting of Chiels
of State in Punta del Este 22 yemrs ago, he spoke of the need to
make sacrifices for co-operation. He said:

e co-opention will undoubtedhy imvolve sacrfices, wacrifice s thar will ar al)

thimes fest meht severely the wall g0 coraperate 1. however, the wall s

inllenible, t we survive the test no natter how severe, the resultomay prove to

be o glittering achicsement rccltmmhnp\ 1o our lorosght and saatesmanship

and entailing material benetits not the least to thowe who may initally have
appeared 1o have made the greatest sacrifice.”

I hope 1 have shown just cause and reason for considering health
as being intimately linked with and perhaps indispensable for
development. But 1 would like 10 go further, and ask that the
moldiers of Caribbean opinion be not only passive acceptors of the
premise, but that they be aggressive promoters ol, oy in the words
of Martin Luther King to be “drum majors™ for, certain proposi-
tions or lines of action which flow from that thinking. Firstly, they
must not let our visions of the health goals and health standinds of
the Caribbean people be constricted by the perceptions of othersas
to our proper plice an the health hierarchy of natons, We must cast
about for the mechanisms tor improving the efficienty of the
delivery of the health services -— to pnt away some ol the
paradisoe which hive no underpinnings but those ol history or ol
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partisan politics.

Secondly, we must continue to hold o the thesis winch owm
Governments have thus far demonstrated by deed 1o be importam
to us — namely that it is right to invest in the health of our prople
Human capital development is a necessay, though not sulficient,
ingredient for the overall development of our countries. In addi-
tion, if there were further need for justification, the health of the
people is an end of the development process in itself. Thirdly, we
must insist that all the major health or health related institutions
which carry the name Caribbean or West Indian perceive of their
actions as having a context wider than health care service, training,
advocacy or research. We must compel them to sce that they
contribute to the development of the Region. Fourthly, we must
plead and urge and advocate that the information age "does not
have to do merely with computerss One of its most important
aspects is the provision of information to all the people in a form
they can use — in this case information about health 1o allow them
to make the life choices which will contribute to their wellness and
that of the Region.

Finally, we must see and embrade health as one of those aneas in
which all men and women will find agrcement, one of those aeas
of functional co-operation which, il strengthened, will serve o
bring the people of this Region closer together.

If these things do come about, there will be no donbt that health
will have taken its place as a major player in the development game.



