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Status at a Glance 
 

HIV/AIDS has been classified the world over as a developmental disaster whose effects 

appear all the more devastating when examined at the regional and local levels. The 

obvious impact of the epidemic on society has led to the formation of a series of 

partnerships at the global, regional and country levels. In an effort to ensure that 

countries make every effort to combat the effects of HIV and AIDS, there must be 

political commitment at the highest levels. It will also require the allocation of  significant 

financial resources to ensure that programmes will be implemented which redound to 

the benefit of all concerned. In the case of Barbados, the government allocated 

approximately USD $5m in 2003 and again in 2004. 

 

It is calculated that Barbados has an HIV prevalence of 1.8%. This represents a decline of 

0.1% from the 2003 1.9% estimate. Between 1984 and March 2005, there were 2, 999 HIV 

positive persons, 1, 876 reported AIDS cases, 1, 254 AIDS related deaths and 1, 745 

PLWHA. The decline in HIV infection rates, AIDS cases and deaths can be partially 

attributed to the widespread introduction of the HAART programme which offers ART free 

of cost to persons in need. For instance, since the start of the HAART Programme, there 

has been a substantial decline in the number of reported deaths from 95 in 2001 to 40 in 

2003 to 26 in 2004. A similar trend has been recorded for HIV cases. A similar trend has 

been recorded for HIV cases. 

 

Numerous research studies have shown that the populace possesses high levels of 

knowledge about the epidemic. However, this knowledge has not translated into 

significant changes in safer sexual practices. The data suggests that culturally 

appropriate and aggressive BCC approaches need to be adopted and implemented 

immediately if there is to be a reduction in the incidence of the disease among key 

populations.  

 

Although the Barbados epidemic is generalised, the statistics demonstrate that the 15 – 

49 age group is the most affected segment of the population, with the number of 

infected males exceeding that for females. This trend is reversed, however in the 15 - 29 

age group with females being the most affected. This is not so in AIDS cases although it is 

so in the ‘detected’ HIV cases. Data collected from focus groups is showing that the 

spread of the virus among younger females is due in part to risky behaviour and age-
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mixing with older men. The increased incidence of the disease is especially apparent 

among the 15 – 19 and 20 – 24 cohorts where the number of infected females exceeds 

that for males by significant proportions.  

 

The multi-sectoral response to the epidemic is characterised by political support at the 

highest level, the involvement of the majority of government ministries and departments, 

civil society partners as well as regional organisations and international development 

partners.  

 

Essentially, the Barbadian response to the epidemic is firmly based on the UNAIDS 

principles of the “Three Ones”.1 Presently, Barbados has one central co-ordinating 

authority (the NHAC, established in 2001) and one national strategic plan to guide 

programming efforts across all sectors and partners (to be revised in mid-2006). The 

country is in the process of developing a comprehensive national M&E framework which 

will eliminate the sporadic M&E of activities and strengthen inter-sectoral collaboration, 

thereby reducing the incidences of programme duplication and fragmentation. The 

implementation of this M&E framework should commence during the second quarter of 

2006 with assistance from an international development partner. (Adomakoh, 2005) 

 

The biggest challenges facing the NAP are the implementation of the national M&E 

framework; ensuring the ongoing availability of and access to resources; and 

guaranteeing appropriate capacity-building in a resource-scarce environment. This is 

particularly difficult as the country has been disqualified and deemed ineligible for many 

sources of development assistance due to its high per capita income and GDP. 

Ironically, this only serves to compound the challenges faced, since Barbados 

encounters many of the same problems as other SIDS with much lower GDP and per 

capita income. In spite of these programmatic challenges, every effort will be made to 

ensure that the country reaches the goal of universal access to prevention, treatment, 

care and support services by 2010. 

 

 

                                                 
1 The principles of the “Three Ones”  advocate a need for one agreed HIV/AIDS action framework that forms 

the basis for coordinating the work of all partners; one national AIDS coordinating authority with a broad based 

multi-sector mandate; and one agreed M & E framework for overall national monitoring and evaluation. 
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Overview of the AIDS Epidemic 
 

Since the first reported case of HIV in Barbados in 1984, and up until March 2005, the total 

number of people who had positive HIV tests, was 2, 999; the total number of reported 

cases of AIDS was 1, 876 and 1,254 deaths occurred.  

 

From the inception of surveillance data collection, the year 2000 recorded the highest 

number of reported HIV cases (220). In 2003, this figure declined to 184 and increased by 

12 cases to 196 in 2004. In the first quarter of 2005, a total of 35 HIV cases were recorded. 

(Figure 1)  
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Figure 1: Total Number of Reported HIV Cases by Year (1984 - March 2005)

 

Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

 

Disaggregation of data by age and gender revealed a high concentration in the 

economically active sector of the population that is 20 – 54 age range. Within this 

grouping, specifically the 25 – 29, 30 – 34 and 35 – 39 age groups figures in excess of 400 

were recorded. Within these cohorts, it is evident that there are larger numbers of HIV 

cases within the male population.  Further examination of the data from a male-female 

perspective generally shows that males have a higher proportion of reported cases. 
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However, in the 15 – 19 and 20 – 24 age groups females outnumber males 75 to 32 and 

163 to 131 respectively. This trend reversal has been attributed in part to age-mixing and 

early sexual initiation. (Figure 2) There is a distinct possibility that the predominance of 

females in these age groups might be reflected in the testing patterns, since it is likely 

that young antenatal women are tested more often than a similar age group. 

 

Figure 2: Reported HIV Cases by Age Group & Sex (1984 - March 2005)
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Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

 

In 1998, the number of reported AIDS cases peaked at 176. Since then, the number of 

cases has declined, showing a series of fluctuations from 1999 onwards and finally 

levelling off at 126 in 2004. (Figure 3) The number of reported AIDS cases is likely to be 

more accurate than the HIV cases, but trends in diagnosis, treatment and availability of 

treatment. It would also be appropriate to point out that trends in AIDS cases more likely 

represent the climate of HIV infection of 10 or more years previously. 
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Figure 3: Reported AIDS Cases by Year (1984 - March 2005)

 

Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

 

The proportion of reported AIDS cases is greater in men than in women. It is important to 

mention that the highest number of AIDS cases, whether they are male or female, occur 

in the economically and physically active stages of life (20 – 54), hence the importance 

of good prevention schemes in order to avoid a decrease in the quality of life and a 

good ART programme to prolong life. (Figure 4)  
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Figure 4: Reported AIDS Cases by Age Group (1984 - March 2005)
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Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

 

Throughout the years (1984 – 1998) there has been a somewhat steady increase in AIDS 

related deaths peaking twice at 112 in 1995 and again in 1998 at 114 cases. Since 1998, 

the mortality rate, with the exception of 2001, showed a sharp decline, attributable to 

the HAART programme implemented in 2002. (Figure 5)  
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Figure 5: Reported Deaths by Year (1984 - March 2005)

 

Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

 

As indicated in Figure 6, there has been a far greater number of deaths in the male 

population than in the female population.  

 

 

Figure 6: Reported Deaths by Age Group & Sex (1984 - March 2005)
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Source:  The Barbados Ministry of Health HIV/AIDS Surveillance Report 

One factor driving the epidemic in Barbados is the prevalence of STIs. The most common 

form of transmission of HIV and of course STIs is sexual intercourse. Critical to the HIV 

control strategy is the detection and treatment of individuals with STIs, primarily due to 

the fact that the higher the incidence or prevalence of STIs in a country, the greater the 

possibility of high rates of sexual transmission of HIV.  Among the STIs, Syphilis and 

Gonorrhoea recorded a total of 509 and 238 cumulative cases respectively from 1997 to 

2001.  

With the exception of Syphilis and Gonorrhoea, STIs are not tested for in the public 

laboratories. A population based study (2003/2004) revealed a Chlamydia adult 

prevalence of 13%. The 2002 Chlamydia Pilot study reported a prevalence of Chlamydia 

of 1 in 10 for women aged 15 to 29 years and 1 in 5 for young women aged 15-19 years. 
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National Response to the AIDS Epidemic 
 

Management of Multi-Sectoral National Response 

In 2001 the Prime Minister’s Office assumed responsibility for the co-ordination of the 

national multi-sectoral response to HIV and AIDS, with the establishment of the National 

HIV/AIDS Commission (NHAC). The NHAC replaced the National Advisory Committee on 

AIDS under the Ministry of Health, which had managed the National AIDS Programme 

(NAP) from 1987 – 2001. This new entity is responsible for advising on policy and 

coordinating the implementation of the NAP across all sectors and partners. 

 

Comprised of 16 members representing a broad spectrum of stakeholders (including 

PLWHA, media, youth, NGOs and FBOs), the NHAC is ably supported by a full-time 

secretariat. The NHAC assumes a supervisory role in relation to the Core Groups led by a 

HIV/AIDS Coordinator and supported by a HIV/AIDS Educator in each ministry. The role of 

the Core Group is to provide sensitisation for staff and coordinate sector-specific 

HIV/AIDS programmes. Overall responsibility for clinical prevention, treatment and care 

of PLWHA, including HAART, remains with the Ministry of Health, which is assisted with the 

delivery of social services by the Social Transformation Ministry. 

 

Programme Strategy and Implementation of Activities  

In 2001, the Government of Barbados embarked on and adopted the Action Plan for a 

Comprehensive Programme for the Management, Prevention and Control of HIV/AIDS 

2001-2006 (the Expanded Response). This comprehensive national strategic action plan, 

to be managed by the NHAC, made a long-term commitment to equip Barbadians with 

the knowledge, options and resources required to prevent HIV transmission, to promote 

an environment free of stigma and discrimination for PLWHA and to provide treatment 

and care for Barbadians who had become infected with HIV. 

 

The goals of the programme from 2001 were: 

 

i. To reduce the mortality from AIDS by 50% over a five year period. 

ii. To reduce incidence of HIV by 50% over a five year period and slow the rate 

of progression of HIV infection to AIDS. 
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iii. To reduce the number of opportunistic infections and hospitalisations due to 

HIV/AIDS. 

iv. To improve the well being of PLWHA, thus facilitating their return to work and 

other activities in society. 

 

Prevention 

Over the years, surveys have shown significant achievements in the area of prevention, 

including increased public awareness and knowledge about HIV/AIDS; the involvement 

of key line Ministries in the design and implementation of prevention and control 

activities with budgeted line items; a reduction in the incidence of new infections (2 – 

2.5% to 1% per year) and a successful pMTCT programme (79.7%). However, although 

knowledge has increased, there is limited positive behavioural change and attitudes 

have not changed, with stigma, discrimination and homophobia continuing to 

undermine the efforts of the programme. 

 

Prevention activities take place in all aspects of the programme. Specific areas of 

activity include expansion and strengthening of VCT; a pMTCT programme; procurement 

and distribution of condoms; development and implementation of guidelines for the 

management and surveillance of STIs; and ongoing IEC campaigns to promote health-

seeking behaviours, behavioural risk reduction, heightened awareness and reduction in 

stigma and discrimination. 

 

Care and Treatment 

Fully subsidised Highly Active Anti-Retroviral Therapy (HAART) was introduced in 2002 and 

is offered to PLWHA who meet the medical criteria. The programme is housed in the 

Ladymeade Reference Unit (LRU) and marks a major development in the provision of 

comprehensive high quality care for PLWHA through improvements in infrastructure and 

capacity-building (vis-à-vis physical space, human resources and technical capacity). 

 

The LRU comprises two facilities. The first is a modernised ambulatory care clinic housing a 

multi-disciplinary team of health care staff providing medical interventions focused on 

disease management and HAART; VCT, supportive counselling and counselling to 

promote adherence to the ART medications; nutritional services; in-house pharmacy 

services and community outreach and domiciliary care activities. 
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The second facility, a state of the art laboratory facility staffed by a highly skilled team 

with cutting edge laboratory equipment at their disposal. The majority of the activities for 

the treatment care and support programme are channelled through this unit. The 

programme has been supported by an adherence assessment and intervention 

protocol, since this is one of the critical issues for its success. Although the present 

numbers of clinic attendees do not represent a significant increase over the numbers 

previously catered to, these are expected to grow as the interventions to increase 

awareness and reduce stigma and discrimination take effect. 

 

The significant achievements in the area of care and treatment are an improved and 

strengthened VCT programme with in the polyclinic system and community; the provision 

of comprehensive clinical, laboratory and pharmacy services at the LRU by a multi-

disciplinary team; the provision of ARV drugs free to Barbadians and the reduced 

demand for hospital services indicated by a decrease in hospital admissions and total 

hospital days; an increase in outpatient visits and a decline in deaths from AIDS-related 

causes. A limiting factor to the success of these services, however, is the perceived 

stigma associated with accessing the clinic and in accessing VCT services in the first 

place, in order for potential clients to become aware of their HIV status. One of the major 

challenges of the programme lies in the continued scale up of the VCT programme, 

including sustaining the Ministry of Health’s national sero status campaign entitled 

“Check Yuhself”. 

Creating a Supportive Environment for PLWHA 

A major service delivery point for the provision of a supportive environment for PLWHA is 

the Elroy Phillips Centre (EPC), which provides support for people made homeless as a 

result of being known to be HIV positive. In addition to providing care, the EPC also 

carries out activities to empower clients, and to ensure compliance with medical advice 

to support their return to living independently. The members of staff are continuously 

updated in counselling techniques and communication skills. The EPC is one of three 

elements comprising the Domiciliary Care Programme. The other two components are 

domiciliary care and the social needs of PLWHA. The entire programme was developed 

in consultation with various stakeholders from different agencies – governmental and 

non-governmental including the various departments of the Ministry of Social 

Transformation, the Social Work Department at the QEH and the Public Health Nurses.  

 

 11



There is also a Food Bank managed by the Ministry of Health operating through 

donations and volunteers. The aim of the food bank is to help support and empower 

PLWHA as they enjoy longer and healthier lives. The Personal Development Centre (Drop-

In Centre) is conducive to the creation of an environment for increasing knowledge for 

appropriate decision making, for peer to peer support, and for acquiring skills to 

return/continue to make a positive contribution to society.  

 

The social welfare needs of PLWHA are being met through a staffing complement of 8 

counsellors and 1 social worker at the polyclinics and LRU respectively. Each officer has 

responsibility for the social welfare needs of the PLWHA within their specific catchment 

areas and work in conjunction with the public health nurses. Additionally, each of these 

officers has also assumed responsibility for the portfolio for a given identified vulnerable 

group and oversees the access and delivery of services to that particular group. The 

latter role relates to assisting with addressing the specific needs and vulnerabilities of 

these groups which is seen as crucial to stemming the tide of this epidemic.   

 

Additional achievements include:  

o A soon-to-be established unit for investigating discrimination against PLWHA – 

although the national legislative framework to support this unit is not in place.  

o A draft comprehensive HIV/AIDS policy document which includes strong 

advocacy components to reduce HIV incidence within a human rights 

framework. This document will which will shortly be presented to the Cabinet 

and then Parliament. 

o National efforts have been geared at gradually effecting change in social 

norms, especially those related to stigma and discrimination. These have 

included public debates between key stakeholders on legal, ethical, socio-

economic issues relevant to HIV/AIDS. These debates are documented, 

showing areas of agreement and disagreement over key topics such as: anti-

discrimination legislation; anal intercourse; deliberate and reckless 

transmission of HIV etc. Stakeholders involved in debates include all sectors, 

particularly faith based organizations (FBOs). See also section on Human 

Rights below. 

o Government fund of BDS $1m fund for PLWHA to assist help with micro-

enterprise development and provide opportunities for them to find 

employment.  
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o National campaign on human rights – highlighting the public health and 

human rights issues surrounding access to employment, shelter, social 

services, education and health. 

 

Allocation of Resources and Financing  

The Government of Barbados (GOB) has provided generous financial support for the 

NAP since its inception. In 2001, the government committed US$50 million over five years 

to the expanded national response and also secured a loan of US$15.1 million from the 

World Bank, through its Multi-country HIV/AIDS Prevention and Control Adaptable 

Program Lending (APL) for the Caribbean region. The World Bank project comprised 

three components as follows: 

 

i. Prevention and Control of HIV/AIDS Transmission – US$5.7 million 

ii. Diagnosis, Treatment and Care for HIV/AIDS –US$14.3 million 

iii. Management and Institutional Strengthening – US$3.5 million 

 

Special funding for the NAP is included in the annual government estimates and 

budgets. This is characterised by chronic under spending as realised programme costs 

are frequently lower than estimated costs. (Table 1) 

 

Table 1: Summary of Programme Costs, 2001-2002 to 2004-2005 (BDS$, 000s) 

Programme 

Component 2001/02 2002/03 2003/04 

2004/05 

(March 04 – 

February 05) 

Total 

Programme 

Prevention  550 644 884 468 2, 546 

Care & Support 1, 470 1, 612 2, 968 1, 203 5, 634 

Treatment 3, 180 2, 696 2, 968 3, 524 12, 368 

Management  1, 500 1, 918 2, 464 2, 324 8, 206 

Total 6, 700 6, 870 7, 665 7, 519 28, 754 

% Budget Estimate 55.3 42.1 50.0 54.5 50.0 

% Original Programme 

Estimate 71.3 85.2 84.6 67.3 76.5 

Source: GOB HIV/AIDS Prevention Control Program  
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The most important allocation of Ministry of Health funds is to ARVs constituting 29.2% of 

expenditure in 2004 with out-patient care (13.6%) being the second most important. 

(Table 3)  

Table 3: HIV/AIDS Public funds allocation (Barbados 2004) 

Public funds allocation  Ministry of 
Health  

Other Central 
Government  

Specific 
Execution Units  

In-patient care  7,4%  0,0%  0,0%  
Out-patient care  13,6%  2,7%  0,0%  
Home care  2,6%  0,0%  0,0%  
Nursery long term care  4,3%  0,0%  0,0%  
Diagnostic tests  6,5%  0,0%  0,0%  
Patients monitoring  7,9%  0,0%  0,0%  
Anti-retrovirals  29,2%  0,0%  0,0%  
Other medicines  3,5%  0,0%  0,0%  
Epidemiological Surveillance  0,0%  0,0%  0,0%  
Information, Education and Communication  3,3%  64,1%  26,2%  
Condoms  0,8%  0,0%  0,0%  
STD Treatment  2,4%  0,0%  0,0%  
Mother to child transmission prevention  0,4%  0,0%  0,0%  
Blood banks  0,6%  0,0%  0,0%  
Administration - Management  12,5%  0,0%  69,8%  
Infrastructure  0,0%  0,0%  0,0%  
Equipment  0,0%  0,0%  0,0%  
Staff Training  0,0%  0,0%  0,0%  
Research and Development  0,0%  0,3%  4,0%  
Management and delivery of in-kind social 
services to people living with AIDS  5,0%  32,9%  0,0%  

TOTAL  100,0%  100,0%  100,0%  
Source: Matrix No. 1 

 
Service Providers 

The National AIDS Programmes, namely the NHAC and the NAP represent the most 

important provider in the fight against HIV/AIDS with 37% of the funds being allocated to 

them. The LRU is the second most important provider accounting for 34% of the funds. 

 

Target Groups 

Expenditure is concentrated in two target groups: PLWHA (50.4%) and the general 

population (47.8%), reflecting Barbados’ main objectives of prevention and care. 
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Generally, HIV/AIDS expenditure is in keeping with the government’s objectives of active 

public sector participation, support to PLWHAs and promoting health-seeking behaviours.  

 

Civil Society Involvement  

A key component of the national response is the involvement of PLWHA in the design, 

implementation and evaluation of the NAP. PLWHA have been represented on 

successive National Committees and Commissions since 1995 and are currently 

represented on HIV/AIDS Core Groups in Government Ministries. The group CARE 

Barbados (Comfort Assist Reach out Educate) is the major advocate for this community. 

The Commission provides funding for CARE and UGALAAB, an advocacy group for gay 

and lesbian rights to organize and establish bases of operations, as well as ASOB, the 

largest NGO on the island. 

 

Unfortunately, the contribution of the NGO community has been restricted by the limited 

capacity of many organisations to respond effectively to the epidemic.  Regularly 

programmed activity in support of the Programme, contracted with and outsourced by 

the Commission to NGO’s, CBOs, and FBOs is in an embryonic state, mainly owing to lack 

of capacity within the NGO community to organize and undertake information and 

outreach campaigns, and to effectively advocate for their needs.  

 

Policy development and advocacy 

Over the past four years, some policy documents have been developed by private 

sector organisations. However, dissemination of these has been somewhat limited. A 

document entitled “Dealing with AIDS in the Workplace: Guidelines for Managers and 

Supervisors” initially produced by the private sector in 1993/4. The document has 

subsequently been revised and distributed. In the early stages of the multi-sectoral 

expanded response, following consultations between government, the private sector 

and trade unions (the social partners), a Code of Practice was also produced to serve as 

a guideline for businesses to develop their own policies. Underlying this, there is a pressing 

need to address stigma and discrimination within the workplace. The private sector has 

also prepared a document entitled “stigma and discrimination” which has been 

circulated within the business community. 

 

In an effort to pull together all policies relating to the prevention and control of HIV and 

AIDS in Barbados in a central document, the Commission in collaboration with its key 
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stakeholders, is in the final stages of drafting a comprehensive HIV/AIDS policy 

document. This document will serve as a benchmark for advocacy in the principal areas 

of governance within Government Ministries, NGOs and civil society. The policy will be 

dynamic in nature, lending itself to periodic review in order to address the vagaries of the 

epidemic.  Presently the draft document incorporates key issues such as the reduction in 

HIV incidence, within a general human rights framework. This adds another critical 

dimension to the emphasis of the national programme from treatment and care, and IEC 

among the wider population to behaviour change communication among the 

vulnerable groups in the wider population. Once this policy has been approved by the 

Cabinet, it is envisaged that it will then be laid in the House of Parliament. 

 

Using “The Social Partners of Barbados’ Code of Practice of HIV/AIDS and other Life 

Threatening Illnesses in the Workplace” as a reference guide and with technical 

assistance from the ILO/USDoL HIV/AIDS workplace project, five enterprises with 

approximately 2440 workers within the manufacturing, tourism, banking and finance 

sectors have already established workplace policies and another five have started to 

draft workplace policies which are expected to be completed and disseminated in 

2006.  In addition, these enterprises are also in the process of implementing behaviour 

change communication workplace programmes based on the sector strategies which 

were developed during an ILO/USDoL sponsored BCC Workshop in September 2005. 

 

Prevention among Young People 

Prevention efforts targeted towards young people are required on a large scale to 

address the information needs and gaps among school children, youth in higher 

education and out of school youth. Currently, the Health and Family Life Education 

(HFLE) syllabus contains an HIV and AIDS-related age-specific life-skills based education 

to primary and secondary school students. Tertiary institutions such as the Barbados 

Community College and the Samuel Jackman Prescod Polytechnic have developed 

curricula, with the Polytechnic requiring all students to participate in a 30 hour module 

prior to graduation from the institution. The University of the West Indies, Cave Hill Campus 

through its UWI HIV and AIDS Response Programme (UWIHARP) seeks to address the 

needs of those on campus. Successful community outreach and peer education 

interventions (using University students as point persons) have been undertaken by the 

UWIHARP. Additional resources are needed to design improved programmes targeting 

the youth in higher education. 
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Surveys show that the majority of young people are not translating their knowledge of 

the prevention of viral transmission into the prevention of HIV and STIs. Less than one-third 

of young people report consistent use of condoms and almost one-fifth reported never 

using condoms. 

 

Key Populations 

In Barbados, key populations in Barbados include MSM, including homosexual and 

bisexual subgroups, migrant workers, CSW, youth in general (especially those already in 

vulnerable or risky situations), prisoners and detained youth, substance abusers and non-

Barbadian Caribbean citizens who come from less-fortunate circumstances in hopes of 

finding financial stability. These groups tend to be mainly inaccessible due to the stigma 

and discrimination stemming from cultural, religious and social taboos and beliefs. 

Preliminary evidence indicates that the growth of the epidemic is fastest within these 

groups. 

 

Innovative approaches to encourage key populations to seek care, counselling and 

welfare opportunities are being examined as a matter of urgency. Interventions 

addressing the specific prevention/education needs of high risk and vulnerable groups 

have been minimal due to lack of robust baseline information to inform the planning of 

services and lack of buy-in from these groups. Baseline studies to identify prevalence 

among MSM/bisexuals and sex workers are presently underway and are being executed 

by the NHAC and the MH and other NAP partners. 

 

Human Rights 

HIV/AIDS-related stigmatisation, discrimination and denial are the greatest barriers to 

effective prevention and treatment efforts. A number of strategies are being developed 

to empower the PLWHA community and to inform society in an effort to reduce the 

impact of stigma and discrimination. These include the development of a Register of 

discrimination to record and investigate episodes of discrimination; orientation workshops 

to disseminate HIV/AIDS workplace policies; PLWHA empowerment and human rights 

seminars and community centre meetings to inform on policies regarding stigma and 

discrimination. In 2004 – 2005, the NHAC with assistance from a local advertising agency 

developed a human rights mass media campaign under the theme “Embrace 

Tolerance, Protect Human Rights”. 
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Figure 7: Economic Impact of HIV/AIDS on Affected Households  

 

 

According to Figure 7, the epidemic has had a negative impact on the saving capacity 

of families living with AIDS as these funds are usually used to meet the costs associated 

with health care. Since the advent of HAART, the total number of hospital days dropped 

by 59.4% and a reduction in deaths in excess of 50% while the number of outpatient visits 

climbed by 128%.  

 

The HASSUS study makes the important point the impact of HIV on Barbados is 

exacerbated by the prevalence of stigma and discrimination irrespective of intensive 

sensitisation and awareness programmes. The study reveals that HAART’s impact goal to 

improve the quality of life through increased economic and social productivity among 

PLWHA has not materialised after two years. This is due in large part to the existence of 

stigma and discrimination at the workplace and societal levels, exemplified “by 

absenteeism and withdrawal from the workplace despite effective treatment of the 

disease and positive improvement in health status.”  (ILO, p 42 – 43) 
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itself to easy incorporation into the programme and the lack of appropriate M&E skills. 

This has meant that the availability of information on the efficiency and progress of the 

NAP has been random at best. The one exception has been the Ministry of Health which 

has a well developed M&E system. The Ministry is in the process of upgrading this system 

by optimising its SHIP system.  

 

In an effort to redress the M&E imbalance in the other sectors, the country has 

developed a draft national M&E framework in consultation with its stakeholders from 

government and civil society. This framework seeks to address the M&E gaps (Figure 8) 

scaling up and harmonising the components of the existing M&E plan used by the NHAC 

(Figure 9) by defining the following processes more clearly: 

 

i. Key programme areas from the bottom-up/grass roots levels of the target 

communities to the lead executing agencies  

ii. Input  (sub immediate objectives);  

iii. Output (sub immediate objectives or targets);  

iv. Outcomes (immediate objectives of the programmes delivered by the line 

ministries to achievement of overall program objectives; 

v. Impact (national programme goals); 

vi. Data sources in terms of the unit responsible for generating the data and analysis; 

vii. Periodicity of data collection and reporting to NHAC; 

viii. Purposes and processes of  output and outcome information dissemination  to 

executers and to target groups; 

ix. Uses of the information for programme and financial management, design and 

reprogramming; 

x. Data overlaps and sharing; 

xi. Information flows between programme levels of input, output, outcome and 
impact; and 

xii. Reporting timelines. 
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Figure 9: Current M&E Plan used by NHAC 
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Inadequacy of the IEC Programme  
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Challenges of Civil Society - PLWHA 

In Barbados, as elsewhere, stigmatisation and discrimination are the primary challenges 

facing the community of PLWHA. It is insidious in the society, in spite of efforts to combat 

ignorance and create awareness about the epidemic. Stigma and discrimination 

therefore permeate all aspects of our lives, often beginning within family circles, where 

rejection of PLWHA by family members who, affected by a diagnosis of the disease or 

disclosure of the condition, are unable to cope with the implications of having a family 

infected by the virus. Persons with HIV/AIDS are frequently denied access to housing 

when the fact of their infection is either ‘found out’ or if they opt for disclosure. In 

particular, the right to employment is often denied and dismissal from jobs because of 

infection is common even when there is no known risk of the spread of infection. The 

same situation obtains in public spaces such as in church where congregation, while 

being usually sympathetic and compassionate, often feel they can only assist PLWHA by 

offering ‘charity’ rather than empowering activities. 

 

Acts of discrimination and stigmatisation are best combated by government policies and 

laws to operationalise such policies. The Barbados Government has ratified the 

Declaration on Commitment on HIV/AIDS which addresses the Human Rights dimension 

of the pandemic. Strategies to combat stigma and other forms of social marginalization 

are a large part of the National HIV/AIDS Strategic plan and C.A.R.E. Barbados, the 

national network of PLWHA, has developed a strategic plan, of which a priority focus is 

Advocacy and Human Rights. This along with strategies for education and awareness-

raising should assist in stemming the tide of this unacceptable situation which creates 

social exclusion and is a major cause that drives the epidemic ‘underground’. 

 

 

 

 

 

 

 

 

Support required from Country’s Development Partners 
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Barbados has been fortunate to have had access to a broad spectrum of partners – 

local, regional and international. On the other side of the coin, the country has been a 

little less fortunate in the limited support forthcoming from said partners. (Box-1) 

 

Local Partners 

Box-1 NGO and CBO participation 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NGO and CBO participation in programming and M&E needs to be 
urgently scaled up.  In collaboration with donor agencies, the 
NHAC need to urgently initiate scaling up of skills, resources 
and infrastructure capacity within these NGOs as has been 
highlighted in previous reports so as to promote their ability 
to contribute wholly and effectively to the achievement of 
overall programme goals. Their inclusion as key collaborating 
unit - into the revised M&E s ystem is vital.

 

Best practice evidence continues to highlight the improvements 
in cost effectiveness of programme outcomes and data collection 
through active participation of NGOs/CBOs at the grass roots 
levels.  Often, prevention and treatment needs of hard to reach 
groups can only be adequately addressed though inclusion from 
the planning phases of such bridging organisations. 

 

In addition, many of these NGOs and CBOs possess key strengths 
and comparative advantages over some of the key ministries in 
their ability to reach the community target groups as both 
programme executors and data collection facilitators through 
the provision of reliable data sources. Those that lack major 
strengths may be empowered through funding support, to become 
more involved at a later stage of the national programme. 

 

This break-down in links between the ministries’ programmes and 
the CBOs and NGOs prevents effective participation of these 
grass roots organisations in both programme scaling up and 
monitoring and evaluation of target group outcomes. 

 

The staffing load allotted to the HIV/AIDS education and 
prevention programming is insufficient for developing and 
maintaining links between the target groups in the community, 
the ministry and the collaborating units that would otherwise 
play key roles in community wide implementation of programmes.  

 

 

 

In the case of local partners (Box-2), support should be manifested by: 
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Monitoring and Evaluation Environment 
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Status 

At present, there is no comprehensive HIV and AIDS M&E system for the Barbados NAP. 

There is, however, a M&E Plan developed in consultation with a wide range of 

stakeholders from government, private sector, civil society and regional/international 

agencies. Unfortunately, this plan does not enable the NHAC to effectively oversee the 

national response and to facilitate appropriate problem-solving because the information 

obtained through this plan does not lend itself to regular comprehensive evidence-

based planning and implementation.  (See Figure 8, page 23) 

 

Box-4 Line Ministries in the Multi-sectoral Response 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Line Ministries     
 

�� Ministry of Health (MH) 
�� Ministry of Labour and Social Security (MLS) 
�� Ministry of Social Transformation (MST) 
�� Ministry of Education Youth Affairs and Sports (MES) 
�� Ministry of Tourism and International Transport (MTI) 
�� Office of the Attorney General (AG) 
�� Ministry of Home Affairs (MHA)  
�� Ministry of the Civil Service (MCS) 

 
Additional Line Ministries 

�� Ministry of Public Works and Transport (MPW) 
�� Ministry of Commerce, Consumer Affairs and Business Development ((MCC) 
�� Ministry of Finance and Economic Affairs (MFE) 
�� B b d D f F (BDF)

 

From an M&E perspective, the only notable exceptions within line ministries (Box-4) are 

the Ministries of Health; Labour and Social Security; Social Transformation; and Education, 

Youth Affairs and Sports. These four units are distinct from the others in the level of 

resources allocated towards research and planning prior to the scaling up of the 

national multi-sectoral response.  As a result these ministries lead the way in developing 

their M&E infrastructure.   

 

Each key ministry, in order to comply with the National M&E plan is required to have their 

detailed M&E implementation plan in place (programme activity, monitoring manual 

and system). This plan should describe the M&E activities from procurement of resources 
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(capital equipment, outsourcing TA, staff, etc) to implementation of data collection and 

sources to data analysis, responsibilities and associated costs within the timeframes 

specified by the NHAC.   

 

Programmes detailed in the workplans are not always implemented due to lack of 

committed/dedicated human resources. However, as the quarterly monitoring and 

reporting is not consistent again due to lack of resources, hence the system necessary for 

identifying programme implementation setback and obstacles according to defined 

timelines, is not operational. Currently there exists no established mechanism or strategy 

to identify and effectively address barriers to achieving the workplan deadlines. It is also 

indicated that even as barriers are identified, these are usually resource related – human, 

technical, financial and cannot be solved in a timely manner despite the availability of 

funds.  Delays in accessing reports are therefore due to non responsiveness as a result of 

procurement protocols; inability to source necessary skills; and civil service recruitment 

policies for both short and longer term contracted staff that are likely to be required to 

assist in programme design and implementation. 

 

Despite the progress made by the NHAC in the development of an overall M&E plan, the 

missing links in the chain persist at the level of the ministries. There are inconsistencies in 

commitment levels due to inadequate staffing, dearth of skills, technical capability to 

outsource urgent assistance and to by-pass civil service recruitment delays and 

unsustained capacity building interventions.  These, in turn, have contributed to reporting 

set backs such as timeliness, data collection gaps, indicator reporting gaps, and 

unconstrained dissemination to target groups through a feedback reporting loop. 

 

Scaling Up M&E: Addressing Challenges 

Currently, the NHAC brings together key implementers (HIV/AIDS Coordinators) of sub 

programmes to discuss modalities of implementation.  In addition to this the M&E is also 

discussed.  However, although challenges to M&E are highlighted during these meetings 

and the way forward is discussed, inappropriate allocation of M&E staff at the national 

level prevents effective follow up and support to the agencies. 

 

Efforts should be made to: 
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Annex 1: Consultation/Preparation Process for the National Report  
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1)  Which institutions/entities were responsible for filling out the indicator forms? 

a) NAC or equivalent     Yes  No 

b) NAP      Yes  No 

c) Others      Yes  No 

    (please specify) – Government Ministries; CARE Barbados; Family CARE CDRC;  

         PAHO/WHO; UNICEF 

2) With inputs from 

Ministries: 

Education    Yes  No 

Health     Yes  No 

Labour    Yes  No 

Foreign Affairs    Yes  No 

Others    Yes  No 

(please specify) – Social Transformation 

Civil society organizations     Yes  No 

People living with HIV/AIDS     Yes  No 

Private sector       Yes  No 

United Nations organizations     Yes  No 

Bilaterals       Yes  No 

International NGOs      Yes  No 

Others        Yes  No 

(please specify) – Chronic Disease Research Centre 

 

3) Was the report discussed in a large forum? Yes  No 

4) Are the survey results stored centrally?   Yes  No

5) Are data available for public consultation?  Yes  No 

 

Name / title: ________________________________________________ 

Date: ______________________________________________________ 

Signature: __________________________________________________ 

 

 

 

Annex 2: Core Indicators for the Declaration of Commitment on HIV/AIDS 
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National Commitment and Action 

Indicators  Data Source 2003 2004 2005 

1. Amount of national 
funds spent on HIV/AIDS 

SIDALAC 
questionnaire/ 
survey 

10, 635, 299 10, 323, 217 6, 698, 338.72 

 

Policy Development and Implementation Status (using CRIS) 

Indicators  Data Source 2003 2004 2005 

2. National Composite 
Policy Index 

NHAC  to fill in 
the NCPI 
questionnaire 

n/a n/a Data to be 
keyed 
using CRIS 

 

Knowledge & Behaviour 

Indicators  Data Source 2003 2004 2005 

3. % HIV infected 
pregnant women receiving 
a complete course of ARV 
prophylaxis to reduce the 
risk of MTCT. 

QEH 
Surveillance  

84% 90% n/a 

4. % of young people 
aged 15-24 who both 
correctly identify ways of 
preventing the sexual 
transmission of HIV and 
who reject major 
misconceptions about HIV 
transmission. 

DYA survey n/a n/a M 1.9% 
F 0.4% 
T 1.01% 

5. % of young men and 
women who have had sex 
before the age of 15. 

DYA survey n/a n/a M 38.7% 
F 23.8% 
T 30.9% 

6. % of young men and 
women 15-24 who have 
had sex with a non-marital, 
non-cohabiting sexual 
partner in the last 12 
months. 

DYA survey n/a n/a M 26.6% 
F 15.9% 
T 21.7% 

7. % young people 
aged 15-24 reporting the 
use of a condom during 
sexual intercourse with a 
non-regular sexual partner. 

DYA survey n/a n/a M 77.8% 
F 33.3% 
T 85.3% 

 

 

 

Impact  
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Indicators  Data Source 2003 2004 2005 

8. % of adults and 
children with HIV still alive 
12 months after initiation of 
ART. 

QEH/LRU 
reports 

n/a n/a M 94.0% 
F 93.0% 
T 93.0% 

9. % of infants born to 
HIV infected mothers who 
are infected. 

QEH/LRU 
reports 

0.145 0.138 n/a 

Key 

M Male 
F Female 
T Total 
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