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This document is intended to project which could be the epidemiological scenarios 
faced by the Caribbean region in the months to come, in particular for Antigua 
and Barbuda, Barbados, British Virgin Islands, Dominica, Grenada, Saint Kitts and 
Nevis, Saint Lucia, Saint Vincent and the Grenadines, Anguilla and Montserrat.

The first part introduces the differences in the public health strategies that coun-
tries have followed and that have led them to different epidemiological scenarios. 
A brief mention is made about the irruption of vaccines in these scenarios. 

Understanding that the scenario that a country may face can be anticipated and 
shaped by the implementation of public health measures, the level of compliance 
and/or enforcement and their timing and duration; WHO’s “Situational Levels” are 
described along with indicators and thresholds to assist the above mentioned Ca-
ribbean countries in the identification of the degree of risk at each given moment.

In the second part, non-pharmacological measures for each situational level  are 
presented. For each, the epidemiological, social and economic impact is estimated. 
Furthermore, the landscape of pharmacological measures - including vaccines and 
profilaxis - is addressed by paying special emphasis on access, deployment and 
populations to be prioritized.

How to use  
this document
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01 Potential 
epidemiological 
scenarios 

1.1. Short introduction to the scenarios faced globally 
The strategies undertaken to control the COVID-19 pandemic have been diverse 
worldwide. This has led to countries recovering an almost normal life after the first 
wave, as Australia or New Zealand, to suffering a more harmful second wave as 
in the United States. Modelling analysis and observational and ecological studies 
have made clear that the scenarios faced now are highly dependent on the mea-
sures taken and, crucially, their timing.

Countries like New Zealand, South Korea, Taiwan, Singapore or Vietnam prior-
itized a strategy of elimination or “zero-COVID”, implementing stringent mea-
sures when transmission was still low and sustaining them until virtually no trans-
mission was reported (Han et al). Other countries have aimed at mitigating the 
transmission level in order to avoid the collapse of the health system, the so-called 
“bending the curve” strategy, implementing stringent measures only when com-
munity transmission was already very high1. However, this partial containment 
has led to a sway of  restrictive measures and has failed to smoothen economic 
recession (Patel et al). 

In this figure we see that implementing very stringent measures during a longer 
period of time may then be followed by only very mild measures thereafter. This 
is the strategy followed by New Zealand, which started a strict confinement on 
the 23rd of March after 100 cases had been declared and lifted it on the 13th of 
May when no daily cases were being reported. Delaying the implementation of 
strict measures or prematurely lifting them may imply a partial containment of the 
transmission and a sway of restrictive measures in the following months. This is 
the strategy that has been followed by the majority of the countries in Europe, this 
has led to a surge of cases since October, in some cases forcing reinstatement of 
confinement as it occurred in France or Austria.

1 ¿Qué es una estrategia de COVID cero y cómo puede ayudarnos a minimizar el impacto de la pandemia?. 

https://www.isglobal.org/-/-que-es-una-estrategia-de-covid-cero-y-como-puede-ayudarnos-a-minimizar-el-impacto-de-la-pandemia-
https://www.thelancet.com/action/showPdf?pii=S0140-6736%2820%2932007-9
https://www.thelancet.com/action/showPdf?pii=S2666-6065%2820%2930062-6
https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
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Figure 1 “Illustration of intensity of control measures over time under different strate-
gies” Extracted from Background and overview of approaches to COVID-19 pandemic 
control in Aotearoa / New Zealand

The basis on which transition and adaptation of public health measures is made 
has also been diverse. In some countries like Singapore, Norway or Spain, politi-
cians, drawing on expert advice, decide when and which restrictions to relax with-
out previously defined criteria. Whereas Japan, Germany, the United Kingdom 
(UK) or South Korea, lift or reimpose restrictions on the basis of epidemiological 
thresholds (Han et al). The UK as an example of transparency, makes available to 
the public the discussions of the SAGE experts’ committee on the latest available 
evidence that then shape the policies.

We present a table with different scenarios that countries have experienced following 
implementation of different strategies. These four countries have been chosen due 
to their high economic dependence on tourism and to the fact of being islands, to il-
lustrate the transmission scenarios that caribbean countries could face in the future.

Reference 
country

New Zealand Dominica French Polynesia Iceland

Scenario “Sustained cero”
Eliminated local  
transmission after 
first wave and has 
since then declared 
very sporadic 
cases. 

”Contained basal 
transmission”
Keeps transmission 
very low, 
transmission chains 
are controlled 
and mainly within 
clusters.

"Epidemic 
transmission"
Sudden very 
severe increase of 
transmission.

“Alternating 
pattern”
Sway of restrictive 
measures and 
relatively important 
epidemic waves.

Epidemiological 
curve 
(Daily new 
confirmed 
COVID-19 cases 
per million 
people)

Peak of incidence 
15.5 cases/M.

Peak of incidence 
37.7 cases/M.

Peak of incidence 
1,681 cases/M.

Peak of incidence 
253 cases/M.

https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
https://www.thelancet.com/action/showPdf?pii=S0140-6736%2820%2932007-9
https://www.govauk/government/collections/scientific-evidence-supporting-the-government-response-to-coronavirus-covid-19
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Strategy and 
measures taken

Zero-Covid, hard 
and early
Four level alert 
system.
Strict lockdown 
after 100 cases 
and no deaths, 
after which mild 
measures were 
maintained: no 
social distancing, 
mask wearing on 
public transport 
except for borders 
which are closed 
for tourists. Testing 
capacity increased; 
manual and app-
based tracing, 
expansion of ICU 
capacity (Patel et al).

Border screening, 
wide contact 
tracing and 
community testing
Lockdown with 
some exceptions 
until June.
Reopened 
its borders to 
international travel 
in August. Travellers 
coming from 
medium and high 
risk designated 
areas are required 
to undergo a rapid 
diagnostic test on 
arrival, quarantine 
for a minimum of 5 
days after which a 
second PCR testing 
is administered (ref).
Large contact 
tracing and 
community testing.

Favored reopening 
to tourism with 
minimal restrictions
One month 
lockdown.
Borders reopened 
on the 15th July 
asking a negative 
PCR result and a 
self-administered 
test 4 days after 
arrival. Tourism 
has not been 
restricted although 
cases ramped 
reaching one of the 
highest incidences 
worldwide.

Favors tourism 
sector while 
adapting public 
health measures
Quarantine and 
testing were 
imposed promptly 
and avoided a 
full lockdown. On 
15 June, Iceland 
opened its borders 
to tourists with 
robust screening 
and contact tracing. 
In mid-September, 
the number of 
infections increased 
abruptly, from 1 to 
55 in a week (Nature 
news),  but opted to 
assume intermittent 
outbreaks with 
community 
transmission without 
it affecting the 
tourism industry.

Costs Health: 5 deaths/
million
Economic: -6.1 
GDP, lower than in 
most high-income 
countries (IMF). 
Tourism sector is 
highly affected.
Societal: very 
strict lockdowns 
that might be 
unacceptable for 
some people given 
the relatively low 
risk.

Health: 0 deaths
Economic: tourism 
has decreased 
but no official 
economic report is 
available.

Health: 270 deaths/
million and very 
likely an increase 
in other causes’ 
mortality because 
of the health system 
collapse
Economic: very 
likely worse impact 
in the long term
No official 
economic report 
available
Societal: fear of 
contagion.

Health: 79 deaths/
million
Economic: –7.2 GDP 
(IMF)
Societal: pandemic 
fatigue, people 
disregard health 
precautions after 
months of being 
careful.

Savings Health: pandemic 
impact very low
Economic: very 
likely in the long 
term (No official 
projections)
Societal: after it’s 
ended society can 
resume an almost 
normal daily life.

Health: pandemic 
impact very low
Economic: saved 
part of tourism 
sector
Societal: saved part 
of livelihoods of 
those working in 
the tourism sector.

Health: none
Economic: saved 
part of tourism 
sector
Societal: saved part 
of livelihoods of 
those working in 
the tourism sector.

Health: lower 
impact than other 
European countries
Economic: saved 
part of tourism 
sector
Societal: measures 
are not undertaken 
when risk is 
perceived “too 
low” by the 
population.

https://www.thelancet.com/action/showPdf?pii=S2666-6065%2820%2930062-6
https://cdn.discoverdominica.com/production/20201016165131-travelprotocols-portrait-rv5-oct14.pdf
https://www.nature.com/articles/d41586-020-03284-3
https://www.nature.com/articles/d41586-020-03284-3
https://static.poder360.com.br/2020/10/World-Economic-Outlook-A-long-and-difficult-ascent.pdf
https://www.nature.com/articles/d41586-020-03284-3
https://www.nature.com/articles/d41586-020-03284-3
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New Zealand opted for the elimination strategy, at the cost of keeping the bor-
ders closed, acknowledging that suppressing all risk of importation is unfeasible. 
However, this strategy might not be an option for most countries in the Caribbean, 
whose fragile economy substantially relies on tourism.

Dominica reflects the strategy of reopening tourism to safeguard such an import-
ant sector, while implementing preventive measures to preserve the health of the 
population. When it reopened to tourists only thirty cases had been reported in the 
country. A strict protocol for travellers entry was implemented, seeking to detect 
any imported case that might otherwise very likely lead to community transmis-
sion. So far Dominica has declared 72 cases and no deaths. Most cases have been 
imported and nearly all cases since the border reopening have been traced back to 
imported cases. 5,752 PCR tests have been contacted between community testing 
and contact tracing which has tested up to 131 contacts for a single case.

The French Polynesia opted for a more relaxed strategy of travellers screening: 
a negative PCR result and a self-administered test 4 days after arrival with no 
restriction of movement. Very few cases were detected by these means and cases 
ramped from summer to peak in November with figures doubling those in main-
land France. As of December 7th the country has above 10,000 active cases (while 
only 62 had been declared before reopening to tourism) with death rates still in-
creasing. Borders have not been closed, a nightly curfew has been in place since 
late last month and meetings in public are limited to six people (Source).

Unlike New Zealand, which has not opened its borders yet to tourism, elimina-
tion was never supported in Iceland for fears that the country would go bankrupt 
without tourism. Iceland opted to assume intermittent outbreaks with community 
transmission without it affecting the tourism industry. On 15 June, Iceland opened 
its borders requiring a negative PCR test upon arrival which was then further ex-
tended to a five-day quarantine followed by a second clearing PCR test. The incur-
sion of two tourists that tested positive but did not quarantine led to a small bump 
of cases in August centred on two pubs and a fitness centre visited by the tourists. 
Then, in mid-September, the number of infections increased abruptly, from 1 to 
55 in a week  (Nature news). However, domestic infections have exceeded by many 
folds those imported. The question remains as to which extent domestic cases 
could be traced back to tourism. Since October 31, a gathering ban of groups over 
10 is in effect. Bars and clubs are closed nationwide and a two-metre rule distanc-
ing rule is in effect in all regions of the country for those who do not have a close 
relationship. Mask use is mandatory in shops and on public transportation. Data 
has been the backbone of the response. Sequencing of the virus has allowed to 
identify linkages between cases. An open dashboard providing data disaggregated 
regionally, on border screening, number of quarantined and beyond is daily updat-
ed and open to the public.

https://tahititourisme.com/en-us/covid-19/
https://www.nature.com/articles/d41586-020-03284-3
https://www.icelandreview.com/ask-ir/whats-the-status-of-covid-19-in-iceland/
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Graph 1 “Log(deaths per million) by percentage change in Q2 2020 GDP per capita.” Ex-
tracted from “Data from 45 countries show containing COVID vs saving the economy is 
a false dichotomy” by Michael Smithson
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Governments have justified the timings and aggressivity of restrictions on the trade-
off between health and economic costs. However, academics affirm that there is 
no dichotomy between economy and health. Data from 45 countries represented 
in the graph  above support the notion that  rapidly containing the pandemic may 
well lessen its economic impact. Nations like New Zealand, South Korea, Japan 
or Australia have suffered lower decreases in GDP per capita and have had fewer 
deaths per million than countries like Spain or Great Britain which have borne 
a much higher toll in deaths and suffered a bigger recession (Graph 1). The two 
outliers are China, in the upper-left corner, with a positive change in GDP per 
capita, and India at the bottom. Which might be explained by the fact that China 
imposed successful hard lockdowns and containment procedures that meant eco-
nomic effects were limited. India imposed an early hard lockdown but its measures 
since have been far less effective.

1.2 Anticipating the different scenarios 
Although a certain degree of uncertainty and chance might play a (non-negligible) 
role, the scenarios that a country may face can be anticipated and shaped by (a) 
the implementation of public health measures, (b) the level of compliance and/or 
enforcement and (c) their timing and duration.

Monitoring the transmission level is key to anticipate the unfolding of the different 
scenarios and be able to adjust public health measures according to which scenario 
is desired. For example, New Zealand acted “hard and early” mandating a strict 
lockdown when only 100 cases had been confirmed in the country and no deaths, 
and went out of lockdown only when transmission was zero. Taiwan, which had 
previous experience and public health infrastructure from the SARS outbreak, also 
aimed - and achieved - a transmission zero scenario by anticipating the importa-

https://theconversation.com/data-from-45-countries-show-containing-covid-vs-saving-the-economy-is-a-false-dichotomy-150533
https://theconversation.com/data-from-45-countries-show-containing-covid-vs-saving-the-economy-is-a-false-dichotomy-150533
https://theconversation.com/data-from-45-countries-show-containing-covid-vs-saving-the-economy-is-a-false-dichotomy-150533?utm_source=twitter&utm_medium=bylinetwitterbutton
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tion of cases with border closure and massive testing and quarantines. Before the 
first case was reported, tests on certain travellers were performed and after the first 
case flights from China were cancelled and then all borders were closed.

Table 1 Situational Level assessment matrix using transmission level and response ca-
pacity indicators to guide adjustment of Public Health and Social Measures. Table from 
WHO interim guidance on adjusting public health measures in the context of COVID-19.  

Response capacity

Transmission level Adequate Moderate Limited

No cases 0 0 1

Imported/Sporadic cases 0 1 1

Clusters of cases 1 1 2

Community - CT1 1 2 2

Community - CT2 2 2 3

Community - CT3 2 3 3

Community - CT4 3 3 4

WHO classifies four “Situational levels” according to the level of transmis-
sion and the response capacity, considering that the same level of transmission 
can result in different situations depending on the capacity of clinical care and 
public health services and their performance.

•  Situational Level 0 corresponds to a situation where there has not been known 
transmission of SARS-CoV-2 in the preceding 28 days and the health system and 
public health authorities are ready to respond.

•  Situational Level 1Situational Level 1 clusters of cases or very low community transmission is ongoing 
but controlled through effective measures around the cases and with limited and 
transient localized disruption to social and economic life.

•  Situational Level 2Situational Level 2 represents the situation with low community incidence or risk 
of community transmission beyond clusters.

•  Situational Level 3Situational Level 3 is a situation of community transmission with limited additional 
capacity to respond and a risk of health services becoming overwhelmed.

•  Situational Level 4Situational Level 4 corresponds to an uncontrolled epidemic with limited or no 
additional response capacity available.

These four situational levels can serve as a frame to describe the pandemic unfold-
ing, and as triggers to adapt public health measures. 

1.2.1. Indicators and thresholds
WHO’s situational levels are build up of two main components: 

1. The epidemiological situation / transmission classification - which re-
sponds to the question “Is the epidemic controlled?”

2. Health system and public health services capacity and performance - 
which responds to the question“Is the health system able to detect and cope with 
COVID-19 cases while maintaining other essential health services?”

https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
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The rationale behind is that if transmission is very low but the health system does 
not have further capacity, a “worse” scenario or situational level should be expected.

Lists of indicators and their classificatory thresholds are presented in the following 
tables and in the Annex. Countries should prioritize the use of those indicators 
that are available and reliable. Trends can be used instead of quantitative thresh-
olds where data are not reliable but denominators are stable. 

These indicators could be presented in a dashboard format in official portals like 
in the case of Iceland, so that people are aware of the trends and the risks and 
might so adapt their behaviors accordingly. This approach provides an opportunity 
for citizen engagement and fostering individual responsibility.

Domain Indicator Advantages/
Rationale

Limitations Transmission level classification

No 
cases

Imported /
Sporadic 

CT1 CT2 CT3 CT4

Hospitalization 
Rate

New COVID19 
hospitalizations 
per 100 000 
population 
per week 
averaged over 
two weeks.

Unlikely to 
be subject to 
surveillance 
policy changes/
differences.

May be 
influenced by 
hospitalization 
policy, e.g. if 
even mild cases 
are hospitalized 
for isolation 
purposes. 
Delayed measure 
of incidence.

0 0 - <5 <5 5 -  <10 10 - <30 30+

Mortality Number of 
COVID-19 
attributed 
deaths per 100 
000 population 
per week 
averaged over 
a two-week 
period.

Minimally 
influenced by 
surveillance 
policy if testing is 
comprehensive.

Delayed measure 
of incidence. 
Peak of mortality 
occurs 15 days 
approximately 
after peak of 
cases. In small 
geographical 
regions can be 
sensitive to minor 
fluctuations (e.g. 
one versus two 
deaths).

0 <1 <1 1 - <2 2 - <5 5+

Case Incidence New 
confirmed 
cases per 100 
000 population 
per week 
averaged over 
a two-week 
period.

Direct measure 
of incidence.

Heavily 
influenced by 
surveillance 
system 
performance, 
testing policy 
and laboratory 
capacity. In small 
geographical 
regions, can 
be sensitive to 
minor fluctuations 
in case counts, 
particularly due to 
batch reporting.

0 <20 <20 20 - <50 50 - <150 150+

Table 2 Primary Epidemiological Indicators and Proposed Ranges to Assess the Level 
of COVID-19 Community Transmission. Table from WHO interim guidance on adjusting 
public health measures in the context of COVID-19.   

https://www.icelandreview.com/ask-ir/whats-the-status-of-covid-19-in-iceland/
https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
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Domain Indicator Advantages/
Rationale

Limitations Transmission level classification

No 
cases

Imported /
Sporadic 

CT1 CT2 CT3 CT4

Testing Test positivity 
proportion 
from sentinel 
sites2  
averaged 
over a two 
week period.

Not influenced 
by surveillance 
capacity 
or strategy. 
Minimally 
influenced by 
testing strategy 
or capacity. 

May not be 
representative 
of the general 
population if 
there are only 
limited sentinel 
sites. May miss 
mild or atypical 
cases if testing 
criteria require 
influenza like  
presentation.

0% ~0% <2% <2% - <5% 5% - <20% 20%+

Overall  
(non-
sentinel) 
test 
positivity

Test positivity 
proportion 
from 
sentinel sites 
averaged 
over a two 
week period.

Heavily 
influenced by 
testing strategy 
and capacity. If 
very few tests 
are performed 
and only in highly 
probable cases, 
the proportion 
of positives will 
be very high and 
not indicative 
of transmission 
level. Also 
informs on how 
adequately 
countries are 
testing.

Useful if there are 
limited sentinel 
sites.

0% 0 - 1%

(On tourists 
and their 
contacts)

<2% <2% - <5% 5% - <20% 20%+

2 If one or two sentinel cohorts are established (doing PCR or antibody (IgM/IgG) tests to the cohort members on a regular basis, e.g. weekly), the 
PCR / seroconversion rate in these groups would act as sentinel of different settings (community transmission in the case of teachers vs very exposed 
workers in the case of people in contact with tourists or healthcare workers). 

In addition to calculating the category of transmission classification, it is also im-
portant to understand the direction of the trends of contributing indicators (sta-
ble, decreasing or increasing) over several weeks. This can assist in determining 
whether measures implemented are improving the epidemiological situation in the 
area, for planning future changes, or putting in place anticipatory measures based 
on transmission trends.

It must be noted that the increase in incidence rate follows an exponential trend. 
For example, New Zealand declared 4 new cases on the 17th March, 8 on the 19th, 
50 on the 22nd and 85 new cases on March 25th. This illustrates that cases esca-
late very rapidly and can be 20 fold higher within a week. The “Doubling Time” 
can assist in making predictions on this escalation, it measures the number of days 
required to double the total cumulative number of cases (see Annex). In this sense, 
reactive measures are by definition late, a fact that must be taken into consideration 
during planning.

https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
https://www.health.govt.nz/system/files/documents/publications/background-overview-approaches-covid-19-pandemic-contro-aotearoa-new-zealand-30mar20.pdf
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Domain Indicator Rationale Limitations Response capacity classification

Adequate Moderate Limited

Contact 
tracing 
workforce

Number of contact 
tracers per 100 000 
population (full time).

Having enough contact 
tracers is key to be able 
to identify, isolate, test 
and follow contacts.

If the geography of the 
country is spread like 
in the case of islands, 
the numbers might 
be adapted to each 
territory, since a contact 
tracer might spend 
too many work hours 
travelling between 
territories.

>18 18-15 <15

Contact 
tracing 
performance

Percentage of cases 
that are from contact 
lists and can be linked 
to known clusters.

If cases can be traced 
back it indicates that 
most transmission 
chains have been 
identified, offering 
the opportunity for 
follow-up.
It is a measure of 
the spread in the 
community beyond 
known clusters. 

This may be limited 
by the fact that the 
information will 
certainly not have been 
collected at the height 
of the epidemic.
It is heavily influenced 
by case investigation 
and contact tracing 
capacity.

>90%§ 60% - 90% <60%

Public health 
response 
capacity

Number of persons 
tested per 1000 
population per week, 
averaged over a two-
week period.

Without sufficient 
testing, it is difficult to 
appropriately isolate 
and treat cases.

Not all laboratories 
are able to report 
individuals tested. 
Laboratories not 
reporting location 
of cases may mask 
disparities in testing 
(e.g. among nonurban 
populations). If using 
rapid diagnostic tests, 
these should be used 
according to guidance, 
and thresholds may 
need to be raised.

2+ 1 - <2 <1

Public health 
response 
performance

Proportion of cases for 
which an investigation 
has been conducted 
within 24 hours of 
identification.

This indicates that the 
capacity to identify 
transmission risks and 
exposed contacts. 
Where investigation is 
not recorded directly, 
can be measured 
by proxy indicator - 
proportion of cases 
with contacts listed. 

May be difficult to 
obtain timely data. 

80%+ 60-<80% <60%

Clinical care 
capacity

Proportion of 
occupied hospital 
beds.

20% of COVID19 cases 
need hospitalization.  
High morbidity and 
mortality will occur 
if there is insufficient 
capacity to hospitalize 
severe cases. Should 
count all ospitalizations, 
not only COVID-19.  

May be influenced by 
hospitalization policy 
(e.g. if all cases are 
isolated in hospital), 
which does not 
indicate true saturation 
of hospital capacity.

<75% 75-<90% 90%+†

Table 3 Primary Epidemiological Indicators and Proposed Ranges to Assess Lev-
el of COVID-19 Health system and public health services capacity and perfor-
mance. Table adapted to the Caribbean region from WHO interim guidance on 
adjusting public health measures in the context of COVID-19 and the CT work-
force estimator by the Fitzhugh Mullan Institute for Health Workforce Equity.  
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Domain Indicator Rationale Limitations Response capacity classification

Adequate Moderate Limited

ICU capacity Proportion of current 
ICU beds occupied. 

32% of COVID19 
hospitalized patients 
require ICU admission.3 
This indicator assesses 
sufficient clinical 
capacity to respond 
to cases most likely to 
lead to mortality.
 

In countries with 
very few ICU beds 
can be substituted 
with proportion of 
occupied hospital 
beds +/- oxygen in 
these situations.
If the country relies on 
another hospital’s ICU, 
capacity for evacuation 
of patients should be 
leveraged.

<80% 80% - 90% >90%

Clinical care 
performance

Case fatality rate of 
resolved (i.e., outcome 
known) hospitalized 
cases.

Overall impact indicator 
of adequate COVID-19 
care.

Highly dependent on 
age and various biases. 
Must take into account 
any changes in case 
detection or testing 
strategy.

Decreasing 
trend.

Stable 
trend.

Increasing 
trend.

Public health 
response 
performance

Support for / 
Adherence to PHSM.

Qualitative assessment 
based on observation, 
media monitoring, 
perception or 
behaviour surveys, 
hotlines, focus groups, 
etc. Predictor of 
effectiveness of 
measures put in place; 
it is important to 
identify not only the 
current status but any 
barriers or enablers to 
improvement.

May be highly variable 
between sub-groups 
and across individual 
PHSM. Difficult to assess 
objectively.

High (nearly 
universal 
adherence 
to most 
PHSM).

Moderate 
(modest 
adherence 
to most 
PHSM, or 
variable 
adherence 
across 
individual 
PHSM).

Low 
(minimal 
adherence 
to most 
PHSM).

† Hospital occupancy routinely varies considerably between countries, and so baseline occupancy must be taken into consideration.

§ WHO does not provide thresholds for this indicator and thus they should be interpreted with caution. However, it recom-
mends for transmission to be controlled at least 80% of cases should be contacts of cases and can be linked to known clusters. 

Most people recover from the disease without needing special treatment, and for the 
majority – especially for children and young adults – illness due to COVID-19 is gen-
erally minor. About 20%, all ages included, requiere hospital attention of which 32% 
are estimated to require ICU admission. Of those admitted the mortality rate is about 
39% (SM Abate et al).

In general terms, WHO states that for a health system to be sustainable,  even if it 
had to absorb a surge in cases resulting from loosening public health and social mea-
sures it must be able to absorb or can expand to cope with at least a 20% increase in 
COVID-19 case load. This includes sufficient staff, equipment, beds, etc. However, 
most countries in the Caribbean have very few hospital beds and/or limited ICU ca-
pacity. This can be sufficient for normal situations but not to face an epidemic when 
cases (and consequently also severe cases) can rapidly escalate, specially among tour-
ists that can in some cases cause a several-fold increase the countries populations; and 
which might typically, in other circumstances, not require ICU services (See Annex). 
Namely, Anguilla and Montserrat have no ICU capacity. This rebounds in the fact that 
if a given country has 10 ICU beds, with a habitual occupancy of 80%, only 2 spare 
beds are available. Although severe cases are only a small proportion, the margin of 
reaching full occupancy of ICU beds is extremely short. For this reason, considering 
the lowest capacity response level would be the most prudent. 

3 A meta analysis published in July 2020 by SM Abate et al, estimated the rate of ICU admission was 32% and the mortality rate in those admitted 
of 39%.

†

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7351172/pdf/pone.0235653.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7351172/pdf/pone.0235653.pdf
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1.3. Scenarios in the case of vaccine availability 

Mass vaccination has already started in Russia and the UK and many countries 
have scheduled to start within the next few months. It has been estimated that 55-
80% of a population must be immune to achieve herd immunity and prevent the 
spread (Kowk et al). Achieving it will depend on the effectiveness of the vaccine, but 
also on the capacity of its production and delivery and, most importantly,  vaccine 
acceptance by the population.

Besides, the duration of the elicited immune response may be a critical factor. Al-
though to date, immunology studies on natural infection have suggested a long-last-
ing immune response for greater than six months (Dan et al).

It is thus very likely that, in spite of vaccine rollout, public-health interventions will 
still be needed.

https://www.journalofinfection.com/article/S0163-4453(20)30154-7/fulltext
https://www.biorxiv.org/content/10.1101/2020.11.15.383323v1
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02 Country Roadmaps: 
COVID19 control 
measures and their 
socio-economic 
impact
2.1. Non-pharmacological control measures 

The following tables suggest non-pharmacological interventions that should be 
considered for each of the Situational Levels defined by WHO and that can be 
identified with the indicators previously mentioned.

For each measure an estimated degree of epidemiological impact is identified from 
very high impact (+++++) to very low impact (+):

Furthermore, the degree in which these measures impact societies and economies 
has also been estimated and represented as very high impact (+++++) to very low 
impact (+):

+++++

+++++

++++

++++

+++

+++

++

++

+

+

Situational level 0
No transmission detected in the preceding 28 days and health system and public health authorities ready 
to respond.
Surveillance should ensure that any new case can be detected and managed as early as possible.

Potential measures Measure impact on transmission Measure 
societal 
impact

Measure 
economic 
impact

Robust surveillance 
in borders and 
sentinel centers

+++++
Essential at Level 0 to detect any imported case at borders 
or in the community in the sentinel centers.

+
Impact on 
tourists.

++
Cost of 
facilities 
and tests.

Hand washing and 
sanitizing available 
in public spaces

+++
Viable SARS-CoV-2 persists for up to 72 hours on common 
surface materials indoors. The relative importance of 
transmission through hands for SARS-CoV-2 is not known. 
Meta-analyses have found that 20% of respiratory illness 
can be prevented by all hand hygiene interventions.

+
Very 
simple.

+ 
Very 
cheap.

Communication 
of individual 
precautionary 
measures (hygiene, 
cough etiquette, 
physical distancing) 
and protocol when 
having compatible 
symptoms

+++
If people practice hand hygiene and preventive measures 
they are less likely to spread the virus. If they are trained to 
identify their symptoms earlier, they reduce the number of 
days in blue, and hence their overall contagiousness.

+
Very 
simple.

+ 
Very 
cheap.
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Situational level 1
Clusters of cases or very low community transmission is ongoing but controlled through effective 
measures.
Specific measures should be taken around cases and/or clusters, and individual measures should be 
strengthened, with limited impact on social and economic activities.

Potential measures Measure impact on transmission Measure societal 
impact

Measure economic 
impact

Contact tracing +++++
Essential at level 1 to contain the 
spread.

+
Only impacted 
those contacts 
that will have to 
quarantine.

++
Moderate cost and 
taskforce.

Intensive testing (NZ) / 
Community testing

+++++
Allows for detection of 
asymptomatic or undetected 
clusters in the community.

+
Little impact on 
daily life.

+++

Promote avoidance 
of the ‘3 Cs’: Closed 
spaces, Crowded 
places and Close-
contact settings

+++++
Social distancing has been 
estimated to decrease 42.94% Rt 
(Bo et al).

+++
Moderate impact 
on daily life.

+++
Moderate impact 
on the economy.

Mandatory masks in 
closed spaces and 
transport. School buses 
and children under 6 
exempt along with 
people with disabilities 
or mental health 
conditions

++
Important because asymptomatic 
or pre-symptomatic can transmit the 
virus.
Decrease 15% Rt (Bo et al).

+ +

People and organisers 
of gatherings 
encouraged to maintain 
a record of where they 
have been 

++
Facilitates contact tracing.

+
Very simple.

+ 
Very cheap.

COVID-app ++
Effectiveness may depend on the 
number of users.

+
Very simple.

++
Moderate cost.

Bans of social 
gatherings above 100 
persons, including 
weddings, birthdays 
and funerals

+++
Reduction of 28% in Rt (Brauner et al).

++
Moderate long 
term harms 
particularly at 
the level of 
communities and 
social networks.

+++
Moderate impact 
on the economy.

Close nightclubs ++++
They are big gatherings in closed 
spaces with close contact and loud 
speaking.

++
Affects mainly 
younger age 
groups.

+++
High direct impacts 
resulting from loss 
of income for staff.

https://www.ijidonline.com/action/showPdf?pii=S1201-9712%2820%2932270-0
https://www.ijidonline.com/action/showPdf?pii=S1201-9712%2820%2932270-0
https://www.ijidonline.com/action/showPdf?pii=S1201-9712%2820%2932270-0
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
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Situational level 2
Low community incidence or risk of community transmission beyond clusters
Measures should be applied to limit the number of social encounters in the community while ensuring 
services can remain open with safety measures in place.

Potential measures Measure impact on 
transmission

Measure societal 
impact

Measure economic 
impact

Temperature 
checkpoints

+
Transmission mainly 
occurs before symptom 
onset and a high 
proportion of cases are 
asymptomatic.

+
Very simple.

+
Very cheap.

Work from home when 
possible

++++
Over 1/3rd of contacts 
are made at work, often 
long duration and highly 
clustered.
In UK reduction of 20 - 
40% Rt.

++
Mild harms associated 
with poor ergonomics 
at home, social 
isolation and increased 
prevalence of domestic 
violence.
Inequity: Younger 
people and those on 
lower incomes will not 
be able to telework and 
will be at increased risk.

+++
Some businesses might 
be impacted.

Bans of social 
gatherings above 10 
persons  including 
weddings, birthdays 
and funerals

++++
Reduction of 36% in Rt 
(Brauner et al).

++
May also create 
unintended harms by 
increasing levels of 
protest, amplifying the 
numbers of unlicensed 
music events/house 
parties and provoking 
confrontations with 
police, and have a 
disproportionate impact 
on young people.

++
Impacts resulting from 
loss of income for staff 
working in these sectors.

Limit inter-regional 
travel (except for critical 
workers, and others 
considered)

+
Impact depends on 
the level of seeding 
of the epidemic. If the 
epidemic is already 
widespread, then 
internal travel restrictions 
will have little benefit.

+
Impact in family visits and 
work commuting.

++
Might indirectly impact 
other sectors.

Strict application of 
PPE and IPC measures, 
heightened surveillance 
and managing visits in 
long term care and other 
residential facilities

+
Impact can be small at 
country level but may 
prevent potentially 
severe cases leading to 
death.

++
Loneliness, isolation, 
caregivers impeded 
taking care.

+

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
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Situational level 2
Low community incidence or risk of community transmission beyond clusters
Measures should be applied to limit the number of social encounters in the community while ensuring 
services can remain open with safety measures in place.

Potential measures Measure impact on 
transmission

Measure societal 
impact

Measure economic 
impact

People instructed 
to stay home in their 
immediate bubble 
other than for essential 
personal movement – 
including to go to work, 
school if they have to, or 
for local recreation 

++
Reduction of 10% in Rt 
(Brauner et al).

++
Increases risk of 
deepening economic 
disadvantage (e.g. 
shared childcare and 
eldercare between 
homes).

+

Close businesses 
that offer services 
that involve close 
personal contact (e.g., 
hairdressing, beauty 
therapy, etc), except 
for supermarket, 
pharmacy, petrol station 
or hardware store 
providing goods to 
trade customers, or it is 
an emergency or critical 
situation

++
Reduction of 20% in Rt 
(Brauner et al)
UK estimated the 
reduction of Rt up to 5% 
because of the relative 
infrequency of their use.

+
Low psychological 
impact through reduced 
social contact for 
customers.

+++
High direct impacts 
resulting from loss of 
income for staff.
Economic impact would 
most affect the poorest 
and women.

Closure of indoor gyms, 
leisure centres, fitness 
etc.

++
UK estimated reduction 
of 10% although 
precises estimation is 
very difficult. Outbreak 
reported in fitness class 
in South Korea.

++
Limits access to exercise 
for physical and mental 
health but high potential 
for substitution to 
outdoor physical activity 
though may be
harder in winter months.

+++
Loss of income for 
employees of sports 
facilities.

Closure of indoor 
hosterly, while terrace 
service still allowed

+++
UK estimated 10-20% 
reduction in Rt
Environmental risk in 
bars, pubs etc is likely 
to be higher than many 
other indoor settings 
due to close proximity 
of people, long duration 
of exposure, no wearing 
of face coverings by 
customers, loud talking 
that can generate more 
aerosols. Some venues 
are poorly ventilated, 
especially in winter. 
Consumption of alcohol 
impacts on behaviour.

+
Low psychological 
impact through reduced 
social contact for 
customers.

+++
High indirect impacts 
resulting from loss of 
income for hospitality 
employees.

https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
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Situational level 3
Community transmission with limited additional capacity to respond
A strengthening of all PHSM is needed to avoid more stringent restrictions on movement and other related 
measures applied under level 4. All individuals should reduce their social contacts, and some activities may 
need to close while allowing for essential services and in particular schools to remain open.

Potential measures Measure impact on 
transmission

Measure societal 
impact

Measure economic 
impact

Mandatory masks 
outdoors

+
Low transmission rates 
outdoors and most risky 
contacts are made
indoors. May have a small 
impact for those people 
who have to come 
into close contact with 
others. (UK).

+ +

Close in face secondary 
school learning

++++
Reduction of 41% in Rt 
(Brauner et al)
UK estimates reduction 
of 35% in Rt for closure of 
secondary schools.

+++
Increases in school drop 
out, reduces quality 
education, domestic 
violence.
Parent’s productivity 
and work from home 
reduced.

++

Close in face university 
learning

++++
Reduction of 41% in Rt 
(Brauner et al)
UK estimates reduction of 
30%-50% in Rt for closure 
of secondary schools.

++
Decreased quality 
education.

++

Close borders  
(or partially)

++
Impact depends on the 
level of transmission in 
the countries of origin.

++
Impact in family visits and 
work commuting.

+++++
Tourist sector highly 
affected.

Bars and restaurants 
close

+++
UK estimated 10-20% 
reduction in Rt
Could have positive 
impact on adherence 
to other measures as it 
will reduce perceived 
inconsistencies between 
home and non-home 
restrictions.

+
Low psychological 
impact through reduced 
social contact for 
customers.

++++
High indirect impacts 
resulting from loss of 
income for hospitality 
employees.

Businesses closed 
except for essential 
services (e.g. 
supermarkets, 
pharmacies, clinics, 
petrol stations) and 
lifeline utilities

+++
Reduction of 29% in Rt 
(Brauner et al).

UK estimated very 
minimal impact on R of 
closure of non-essential 
retail.

+
low psychological 
impact through reduced 
social contact for
customers.

+++++
High direct impacts 
resulting from loss of 
income for staff.
Economic impact would 
most affect the poorest 
given employment in 
non-essential retail with 
consequences for health 
inequalities.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://www.medrxiv.org/content/10.1101/2020.05.28.20116129v4
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
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Situational level 3
Community transmission with limited additional capacity to respond
A strengthening of all PHSM is needed to avoid more stringent restrictions on movement and other related 
measures applied under level 4. All individuals should reduce their social contacts, and some activities may 
need to close while allowing for essential services and in particular schools to remain open.

Potential measures Measure impact on 
transmission

Measure societal impact Measure economic 
impact

Closure of places of 
worship / community 
centres

++
UK estimated a 10% reduction 
in Rt.
Strong association with 
places of worship including 
significant outbreaks linked 
to religious communities 
in South Korea, cases in 
churches in Singapore, and 
Germany (despite social 
distancing). Environmental 
risks vary depending on the 
building. Small venues are 
higher risk than large spaces 
as the volume mitigates 
aerosol transmission. Some 
ceremonies involve touch 
surfaces and proximity 
for short duration (e.g. 
communion). Singing/loud 
talking can enhance risk.

+++
Mental health impacts from 
limiting social and spiritual 
connections.
Risk of social division / anger 
if places of worship are 
closed ahead of recreational 
sectors (e.g. bars). Places 
of worship and community 
centres play a variety of roles 
beyond their core function: 
food banks, coordination 
of volunteers, child contact 
centres, and more Possible 
increases in domestic abuse 
without community refuge.

+

Situational level 4
Uncontrolled epidemic with limited or no additional response capacity available.
Reducing transmission in the community will be challenging, and more stringent movement restrictions  
and related measures may need to be put in place to significantly reduce the number of in-person 
encounters.

Potential measures Measure impact on 
transmission

Measure societal 
impact

Measure economic 
impact

Large scale 
disinfection

+ + ++

Lockdown except for 
essential businesses 
and schools if they 
remain open

+++++
France reduced 80% the 
daily incidence within a 
month (ref)).

+++++
Very high impact on 
mental health and 
wellbeing.

+++++
Impact most on the poorest 
given employment in 
jobs least amenable 
to home working with 
consequences for health 
inequalities.

School closure + +
UK estimated a reduction 
in Rt of 20%-50%.
Very few outbreaks have 
been reported.

+++++
Increases in school drop 
out, child injury, domestic 
violence, child abuse.
Parent’s productivity and 
work from home greatly 
reduced.

+++++
School gap, inequality, 
opportunity cost.
WHO recommends to 
consider all options for 
continuity of in-person 
learning. And closure only 
considered when there are 
no other alternatives. 

In-person visits 
prohibited in long-
term care and other 
residential facilities

+
Impact can be small at 
country level but may 
prevent potentially 
severe cases leading to 
death.

++
Loneliness, isolation, 
caregivers unable to  take 
care.

+
Little to no impact on 
economy.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
https://ourworldindata.org/coronavirus/country/france?country=~FRA
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925856/S0770_NPIs_table__pivot_.pdf
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Graph 2 “Estimates of the COVID-19 outbreak under various scenarios of interven-
tion timing and lifting of travel restrictions across China”. Extracted from Lai et al. 
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Each situation level should always incorporate the measures already implemented 
under the previous level or further reinforce them, and consider the ones that were 
recommended for the previous level but not taken into force. The measures can be 
applied at country level, or locally if cases are only being detected in a subregion, 
such as an island. 

Timing of implementation of public health measures matters. The sooner the reac-
tion the smother the curve will be, as it can be seen in the following graph. The later 
the measures are taken, the more stringent they will have to be to rapidly stop the 
spread at risk of overwhelming the healthsystem.

This is evidenced in the preceding tables. Measures recommended for Level 4 have 
significantly more impact on non-COVID factors, such as societies and economy 
than measures recommended for previous levels.

Approximate impact degrees are given for each measure, these will vary depending 
on the context. Nevertheless, there’s clear evidence supporting that a combina-
tion of measures will be more impactful, as it is illustrated by Ian Mackay in the 
so-named “Swiss Cheese Respiratory Virus Pandemic Defense”: no one layer is 
perfect; each has holes, but several layers combined — social distancing, masks, 
hand-washing, testing and tracing, ventilation, government messaging — signifi-
cantly reduce the overall risk. Vaccination will add one more protective layer.

https://www.nature.com/articles/s41586-020-2293-x#ref-CR22
https://www.nytimes.com/2020/12/05/health/coronavirus-swiss-cheese-infection-mackay.html
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Image 1 “Swiss Cheese Respiratory Virus Pandemic Defense” version 3 by Ian Mackay
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Source: Adapted from Ian M. Mackay (virologydownunder.com) and James T. Reason. Illustration 
by Rose Wong

These recommendations are mainly based on the interim guidance by WHO “Con-
siderations for implementing and adjusting public health and social measures in 
the context of COVID-19”. These measures should be updated on the basis of new 
scientific knowledge about COVID-19 and information about the effectiveness of 
the interventions in the countries themselves and elsewhere.

WHO provides guidelines on 

•  preparedness, 

•  risk communication and community engagement, 

•  managing the COVID-19 infodemic, 

•  considerations while resuming international travel, 

•  improve hand hygiene practices, 

•  advice on the use of masks, 

•  public health surveillance, 

•  investigation of cases and clusters, 

•  considerations for quarantine, 

•  considerations for school-related public health measures, 

•  adapting the workplace, 

•  infection prevention and control guidance for long-term care facilities  

•  mass gatherings 

https://www.nytimes.com/2020/12/05/health/coronavirus-swiss-cheese-infection-mackay.html
https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
https://www.who.int/publications/i/item/considerations-in-adjusting-public-health-and-social-measures-in-the-context-of-covid-19-interim-guidance
https://www.who.int/publications/i/item/critical-preparedness-readiness-and-response-actions-for-covid-19
https://www.who.int/publications/i/item/covid-19-global-risk-communication-and-community-engagement-strategy
https://www.who.int/publications/i/item/9789240010314
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/travel-advice
https://www.who.int/images/default-source/health-topics/coronavirus/risk-communications/general-public/protect-yourself/blue-1.png?sfvrsn=3d15aa1c_2
https://www.who.int/publications/i/item/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications/i/item/who-2019-nCoV-surveillanceguidance-2020.8
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/advice-for-public
https://www.who.int/publications/i/item/considerations-for-school-related-public-health-measures-in-the-context-of-covid-19
https://www.who.int/docs/default-source/coronaviruse/advice-for-workplace-clean-19-03-2020.pdf
https://apps.who.int/iris/bitstream/handle/10665/331508/WHO-2019-nCoV-IPC_long_term_care-2020.1-eng.pdf
https://www.who.int/publications/i/item/10665-332235
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Experts at ISGlobal have prepared a series of policy briefs. Of special relevance for 
this paper are:

•  The G20, Vaccines and COVID-19: Why is the Success of the COVAX Initiative 
Vital?

•  What Are the Health Priorities of Older Adults During a Pandemic?

•  COVID-19 in Latin America: What does it take to go from a highly-vulnerable 
region to a pandemic-ready region?

•  How Should We Deal With New Outbreaks of COVID-19?

•  How Can We Resume International Travel During the COVID-19 Pandemic?

•  What Are the Barriers to Achieving Universal Immunisation Against COVID-19?

•  Improving Case and Contacts Tracing During the COVID-19 Pandemic

•  How Should Work Environments Adapt During the COVID-19 Epidemic?

•  Should We Allow Physical Activity During The Coronavirus Disease Pandemic?

2.2. Pharmacological control measures
2.2.1. Vaccines 
There are currently more than 100 COVID-19 vaccine candidates under develop-
ment, with a number of these in the human trial phase. Those in phase 3 clinical 
trials are foreseen to be in the production pipeline within weeks or months (see 
Table).

Table Current vaccine candidates*

Strategy Company Reported efficacy Conservation

RNAm
Moderna 94% (Phase 3 efficacy) -20ºC, 4oC (1 month)

BioNTech/Pfizer 95%* -70ºC

Viral vector

AstraZeneca/Oxford
(ChAd) 70% (preliminary results) 4ºC

Gamaleya Institute
(Ad5, Ad26) 91,4%* 4ºC

CanSinoBio (Ad5) Ongoing Phase 3 4ºC

Johnson & Johnson (Ad26) Ongoing Phase 3 4oC 

Protein Novavax Ongoing Phase 3 4ºC?

Inactivated virus

Sinopharm Ongoing Phase 3 4ºCcases/M

Sinovac Biotech Ongoing Phase 3 4ºC

Bharat Biotechcases/M Ongoing Phase 3 4ºC

Source: Who to vaccinate first when the first doses become available? Policy & Global Development 
Brief Series #27. ISglobal Dec 4th, 2020. *Updated as of November 30, 2020

https://www.isglobal.org/en/-/isglobal-lanza-una-serie-de-documentos-analizando-la-estrategia-de-desconfinamiento-ante-la-covid-19
https://www.isglobal.org/en/publication/-/asset_publisher/ljGAMKTwu9m4/content/g20-vacunas-y-covid-19-por-que-es-imprescindible-el-exito-de-la-iniciativa-covax-
https://www.isglobal.org/en/publication/-/asset_publisher/ljGAMKTwu9m4/content/g20-vacunas-y-covid-19-por-que-es-imprescindible-el-exito-de-la-iniciativa-covax-
https://www.isglobal.org/en/-/-cuales-son-las-prioridades-de-salud-de-las-personas-mayores-en-tiempos-de-pandemia-
https://www.isglobal.org/en/-/covid-19-y-america-latina-que-es-necesario-para-que-una-region-muy-vulnerable-pase-a-estar-preparada-para-una-pandemia-
https://www.isglobal.org/en/-/covid-19-y-america-latina-que-es-necesario-para-que-una-region-muy-vulnerable-pase-a-estar-preparada-para-una-pandemia-
https://www.isglobal.org/en/-/-como-hacer-frente-a-los-nuevos-brotes-de-la-covid-19-
●	How Can We Resume International Travel During the COVID-19 Pandemic?
https://www.isglobal.org/en/-/-cuales-son-los-obstaculos-para-lograr-una-inmunizacion-universal-contra-la-covid-19-
https://www.isglobal.org/en/-/-como-podemos-identificar-mejor-los-casos-y-contactos-durante-la-pandemia-de-la-covid-19-
https://www.isglobal.org/en/publication/-/asset_publisher/ljGAMKTwu9m4/content/-como-se-deberian-adaptar-los-entornos-laborales-a-la-covid-19-
https://www.isglobal.org/en/-/-deberia-permitirse-la-actividad-fisica-durante-la-pandemia-causada-por-el-coronavirus-
https://www.isglobal.org/en/-/-a-quien-vacunar-primero-cuando-lleguen-las-primeras-dosis-de-vacuna-contra-la-covid-19-
https://www.isglobal.org/en/-/-a-quien-vacunar-primero-cuando-lleguen-las-primeras-dosis-de-vacuna-contra-la-covid-19-
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Considerations regarding access
WHO is working in collaboration with scientists, business, and global health organi-
zations through the COVID-19 Tools (ACT) Accelerator to speed up the pandemic 
response making COVID-19 tests, treatments, and vaccines readily available by 
working in collaboration to accelerate the development, production, and equitable 
access to. COVAX is the vaccines pillar of the Access to COVID-19 Tools (ACT) 
Accelerator  and it is co-led by Gavi, the Coalition for Epidemic Preparedness 
Innovations (CEPI) and WHO. Its aim is to accelerate the development and manu-
facture of COVID-19 vaccines, and to guarantee fair and equitable access for every 
country in the world, assuring doses for at least 20% of countries’ populations by 
the end of 2021. 

COVAX Facility has identified two different groups of countries:

•  Self-financing countries, which can either make a firm commitment or acquire 
options to purchase the number of doses they wish under the same pre-estab-
lished conditions for all.

•  Lower- and middle-income countries, which are eligible for the Advance Market 
Commitment (AMC) mechanism, a tool that enables Official Development Assis-
tance (ODA) donor countries to fund vaccine access in developing countries once 
manufacturing begins.

Some Latin American countries, including those of the Eastern Caribbean region 
are eligible for the AMC mechanism, including Haiti, Bolivia, El Salvador, Hondu-
ras, Nicaragua, the Dominican Republic, Grenada, Guyana, Saint Lucia and Saint 
Vincent and the Grenadines. For the rest, as an ISGlobal policy brief analyzes, the 
only option would be to choose one of the two modalities offered to self-financing 
countries under the same conditions as economies with greater resources. Mexico, 
Argentina, Brazil, Chile, Costa Rica and Suriname have all entered into optional pur-
chase agreements with COVAX. Guatemala, Belize, Panama, Venezuela, Colombia, 
Ecuador, Peru, Paraguay and Uruguay and many Caribbean countries, including 
Jamaica, the Dominican Republic and Barbados, have opted for the committed pur-
chase arrangement. Except for Chile, Uruguay and some of the Caribbean nations, 
the rest of the countries in the region are classified as upper-middle or lower-mid-
dle income economies. PAHO recognises COVAX as the key option for providing 
early access to vaccines for most of the countries in the region and is contribut-
ing on behalf of the bloc through the PAHO Revolving Fund for Vaccine Access. 

Who to prioritize
Several countries and regions are starting to develop COVID-19 Vaccine Values 
Frameworks (WHO) and Deployment Strategies (WHO, ECDC, CDC).  

Patterns of exposure to SARS-CoV-2, as well as the incidence, burden and geo-
graphical distribution of COVID-19, are key asècts that will influence choices about 
vaccine deployment. There are still some uncertainties about the characteristics of 
COVID-19 vaccines that could become available worldwide, as well as remaining 
gaps in the scientific knowledge of the virus and the disease. Vaccination plans and 
strategies will therefore need to be adapted as more information becomes available.

https://www.isglobal.org/en/-/g20-vacunas-y-covid-19-por-que-es-imprescindible-el-exito-de-la-iniciativa-covax-
https://www.paho.org/en/documents/opportunities-paho-member-states-and-territories-engage-covax-facility-through-paho-and
https://apps.who.int/iris/bitstream/handle/10665/334299/WHO-2019-nCoV-SAGE_Framework-Allocation_and_prioritization-2020.1-eng.pdf
https://www.who.int/docs/default-source/immunization/sage/covid/sage-prioritization-roadmap-covid19-vaccines.pdf?Status=Temp&sfvrsn=bf227443_2&ua=1
https://www.ecdc.europa.eu/en/publications-data/key-aspects-regarding-introduction-and-prioritisation-covid-19-vaccination
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/recommendations-process.html
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The following are components that are usually taken into account when a new vac-
cine is available on the market and integrated into national vaccination schedules:

• a robust COVID-19 disease surveillance system;

• post-marketing studies on effectiveness and impact;

• active and passive monitoring of adverse events following immunization;

• robust and timely vaccination coverage data;

• evidence-based decision-making;

• legal and regulatory frameworks for vaccines deployment;

• vaccine delivery infrastructure and supply chain management;

• monitoring of vaccine acceptability and behavioural research;

• communication plans;

• ethical and equitable access to vaccination.

Once vaccines against COVID-19 are available, their supply is likely to be limited, 
at least initially. Supply capacity, both initially and over time, will thus determine 
vaccine usage and delivery prioritisation. Deployment will need to be adjusted ac-
cordingly to promptly optimise vaccine allocation and ensure vaccine availability to 
those most in need. The following non-mutually exclusive approaches for vaccine 
deployment can be considered when building vaccination strategies, taking into 
account different levels of vaccine supply and stages of the pandemic:

• focusing on selected groups (e.g. individuals at risk of severe COVID-19, essential 
workers, vulnerable groups, tourism workers in highly tourist-dependant island 
economies);

• vaccinating according to age strata (e.g. all individuals above a certain age);

• targeting groups with an increased risk of exposure and onward transmission of 
SARS-CoV-2 (e.g. exposure in professional settings, younger adults);

• prioritising geographical regions with high incidence of COVID-19;

• deploying the vaccine to control active outbreaks;

• adaptive approaches to be modulated according to circumstances;

• conducting a universal vaccination strategy.

Given the anticipated initial shortage, countries will need to identify priority groups 
for vaccination. A broader characterisation of these groups will need to further cat-
egorize them into different priority tiers. The identification of the priority groups, 
and of the tiers within them, will depend on several factors, including the disease’s 
epidemiology at the time of vaccine deployment, the evidence of risk of severe dis-
ease and of exposure to COVID-19, the preservation of essential societal services 
and equity principles, among others.

2.2.2 Perspectives on profilaxis
There is a possibility that a preventative drug will be developed in the coming 
months and used as a bridge to protect the population until a vaccine is available 
and deployed. The key difference with a vaccine strategy is that prophylactic drugs 
would require repeated administration to sustain their effect. Several considerations 
are important regarding this potential measure.

The first decision to be made is to define whether such a strategy is of interest to the 
country should it become available. 
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Potential demand
Just as with vaccines, high demand of a prophylactic drug can be expected. Pre-
paratory activities are advised to facilitate early acquisition and rollout. This may 
include:

• Enumeration of potentially eligible populations. Scenarios should be calculated 
with minimally essential and desired coverage. Eligibility could follow the criteria 
defined above for vaccines.

• Calculation of potential doses required to cover the period until a vaccine is ex-
pected to be rolled out. 

• Costs for each deployment scenario should be estimated in advance.

Access and deployment
The capacity to cover the demand predicted in each scenario with national funds or 
the potential requirement for external support should be considered.

In a similar fashion, calculating the potential resources required for the rollout once 
procurement is completed would be of use in case such a drug becomes available. 
This includes personnel, warehousing, timing and distribution facilities.
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Annex

Additional indicators to assess the level  
of epidemiological transmission

Additional indicators to assess the health system  
and public health services capacity and performance 

Indicator Definition / Rationale Limitations

Effective reproductive 
number (Rt)

The number of secondary cases that a 
given case can generate. 

While this is a widely used indicator of 
transmission, it requires familiarity with 
the various methods for calculation and 
sufficiently reliable and timely data on 
incidence4.

Doubling time The number of days required to double 
the total cumulative number of cases. 
This is linked to Rt.

-

ICU proportional 
occupancy

The proportion of current ICU beds 
occupied by patients with COVID-19, 
out of all occupied ICU beds.

-

Indicator Definition / Rationale Limitations

Number of trained 
ICU staff per 10 000 
population

This indicates sufficient clinical capacity 
to respond to cases most likely to lead 
to mortality.

This indicator may be more relevant 
when measured against the population 
of clinically vulnerable persons 
(individuals aged >60 years and/or with 
comorbidities), if data are available. 
This indicator is difficult to measure. It is 
a necessary but insufficient measure of 
ability to provide intensive care.

Number of ICU beds 
per 10,000 clinically 
vulnerable population 
(individuals aged >60 
years and/or with 
comorbidities)

Mortality from COVID-19 will be 
highest if capacity for intensive care is 
exceeded. 

Strictly counting the number of ICU 
beds does not guarantee successful 
care if there is inadequate staffing, 
equipment or supplies.

4 Theoretically, Rt below 1 is the best indication that the epidemic is controlled and declining. A package to estimate Rt is available, together with an 
interactive application. In countries constituted by several islands, Rt might vary across them and should be estimated at a subnational level.

https://cran.r-project.org/web/packages/EpiEstim/index.html
https://shiny.dide.imperial.ac.uk/epiestim/
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Health system and public health services capacity  
and performance indicators in the Caribbean countries

Country Contact 
tracing 
workforce

Public 
health 
response 
capacity

Clinical care 
capacity

Clinical care 
performance

ICU 
capacity

ICU staff

number 
of contact 
tracers / 
10,000 pop 
(source)

number of 
tests / pop* 
(source)

number 
of beds 
available **

case fatality 
rate*** 
(source)

number of 
ICU beds 
available **

Anguilla 1 test every 
6 people

Princess 
Alexandra 
Hospital: 36 
beds

Stable trend 
(no deaths)

No ICU 
capacity

NA

Antigua 
and 
Barbuda

1 test every 
21 people

St John’s 
Medical 
Center: 185 
beds

Decreasing 
trend

ICU at 
St John’s 
Medical 
Center 

2 physicians, 33 
nurses/10000 
(general, no ICU)

Barbados 1 test every 
6 people

Queen 
Elisabeth 
Hospital:519 
beds

Decreasing 
trend

Intensive 
Care Unit 
at Queen 
Elisabeth 
Hospital

2005
Total 
physicians:489
Total nurses:900 

British 
Virgin 
Islands

1 test every 
5 people

Peebles 
Hospital: 44 
beds. 63% 
occupancy 
rate (2003)

Stable trend 
(1 death in 
April)

Intensive 
Care Unit 
at Peebles 
Hospital.
8 ventilators 
available

35 physicians 
registered to 
practice in the 
BVI,112 Registered 
Nurses

Dominica 1 test every 
13 people

Princess 
Margaret 
Hospital: 
224 beds.
Occupancy 
rate 2002: 
75,4%

Stable trend 
(no deaths)

Intensive 
Care Unit 
at Princess 
Margaret 
Hospital

2000
8,3 
physicians/100000 
people,48 
nurses/10000 
people 

Grenada Hired a 
surveillance 
official. 
Contact 
tracing 
through 
nursing 
students. 
St. George 
also 
supported 
with PCR 
testing.

1 test every 
18 people

St John’s 
General 
Hospital: 198 
beds. Plus 
two more 
acute care 
facilities. 
Occupancy 
rate 2001: 
64.1%

Stable trend 
(no deaths)

2 ICU beds 8 physicians per 
10,000 population 
(2001)

https://www.paho.org/en/documents/human-resources-health-and-covid-19-response-caribbean
https://www.google.com/url?q=https://www.worldometers.info/coronavirus/%23countries&sa=D&ust=1607327348195000&usg=AOvVaw1rfGscrlK6_hjNlYqs5xxx
https://ourworldindata.org/coronavirus
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Anguilla_2007.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Anguilla_2007.pdf
https://www.paho.org/salud-en-las-americas-2017/?page_id=81
https://www.paho.org/salud-en-las-americas-2017/?page_id=81
https://www.paho.org/salud-en-las-americas-2017/?page_id=81
https://www.paho.org/salud-en-las-americas-2017/?page_id=81
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Antigua_Barbuda_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Antigua_Barbuda_2008.pdf
https://www.qehconnect.com/about-the-hospital/
https://www.qehconnect.com/about-the-hospital/
https://www.qehconnect.com/about-the-hospital/
https://www.qehconnect.com/about-the-hospital/
https://www.paho.org/hq/dmdocuments/2010/Health-System-Profile-Barbados-2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health-System-Profile-Barbados-2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health-System-Profile-Barbados-2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health-System-Profile-Barbados-2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://bvi.gov.vg/media-centre/statement-given-honourable-carvin-malone-situation-update-covid-19-response-1-september
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-British_Virgin_Islands_2003.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Dominica_2002.pdf
http://monarchandco.com/grenada/information/living-grenada/
http://monarchandco.com/grenada/information/living-grenada/
http://monarchandco.com/grenada/information/living-grenada/
http://monarchandco.com/grenada/information/living-grenada/
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Grenada_2001.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Grenada_2001.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Grenada_2001.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Grenada_2001.pdf
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Health system and public health services capacity  
and performance indicators in the Caribbean countries

Country Contact 
tracing 
workforce

Public 
health 
response 
capacity

Clinical care 
capacity

Clinical care 
performance

ICU capacity ICU staff

number 
of contact 
tracers / 
10,000 pop 
(source)

number of 
tests / pop* 
(source)

number 
of beds 
available **

case fatality 
rate*** 
(source)

number of 
ICU beds 
available **

Montserrat 1 test every 
9 people

The 30-bed 
Glendon 
Hospital 
provides 
medical, 
surgical and 
obstetric care. 
No tertiary 
care on the 
island

Stable trend 
(1 death in 
April)

No ICU 
capacity

NA
4 medical 
practitioners 
(total) as per 
2005

Saint Kitts 
and Nevis

1 test every 
15 people

The country’s 
main referral 
centers are 
the 150-bed 
Joseph 
N. France 
General 
Hospital in St
Kitts and 
the 50-bed 
Alexandra 
Hospital in 
Nevis.
Low 
occupancy 
rates

Stable trend 
(no deaths)

Intensive 
care Unit 
at Joseph 
N. France 
General 
Hospital

11.8 doctors 
per 10000 
population 
(2004)

Saint Lucia No new HR 
for contact 
tracing

1 test every 
11 people

Victoria 
Hospital is 
the main local 
trauma facility, 
with 150 beds 
and 6 acute 
care beds. 
Golden Hope 
Hospital has 
162 beds.
St Lucia suffers 
from a great 
shortage of 
medical staff, 
as per 2008

Decreasing 
trend

6 ICU beds 71 doctors, 
248 nurses 
(2008)

https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Monserrrat_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.electives.net/hospital/2887/preview
https://www.electives.net/hospital/2887/preview
https://www.electives.net/hospital/2887/preview
https://www.electives.net/hospital/2887/preview
https://www.electives.net/hospital/2887/preview
https://www.electives.net/hospital/2887/preview
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Kitts_Nevis_2008.pdf
https://bb.usembassy.gov/u-s-citizen-services/local-resources-of-u-s-citizens/doctors/
https://bb.usembassy.gov/u-s-citizen-services/local-resources-of-u-s-citizens/doctors/
https://bb.usembassy.gov/u-s-citizen-services/local-resources-of-u-s-citizens/doctors/
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://bb.usembassy.gov/u-s-citizen-services/local-resources-of-u-s-citizens/doctors/
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-St_Lucia_2008.pdf
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Health system and public health services capacity  
and performance indicators in the Caribbean countries

Country Contact 
tracing 
workforce

Public 
health 
response 
capacity

Clinical care 
capacity

Clinical care 
performance

ICU capacity ICU staff

number 
of contact 
tracers / 
10,000 pop 
(source)

number of 
tests / pop* 
(source)

number 
of beds 
available **

case fatality 
rate*** 
(source)

number of 
ICU beds 
available **

Saint Vincent 
and the 
Grenadines

1 test every 
11 people

Milton Cato 
Memorial 
Hospital: 211 
beds. 2000-
2004: bed 
occupancy 
averaged 
67%
58 beds in 5 
rural hospitals, 
12 beds 
in private 
facilities

Stable trend 
(no deaths)

2004, per 
10000 
population: 
9.51 
doctors,  
34 nurses

* Should be estimated weekly averaging two weeks and per 10,000 population.

** Should take into account the percentage of occupied.

*** Due to the small magnitude of the number of cases, this indicator is very sensitive to minor 
fluctuations.

https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
https://www.paho.org/hq/dmdocuments/2010/Health_System_Profile-Saint_Vincent_2008.pdf
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