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Madam Speaker, The Most Honourable Prime 
Minister, Cabinet colleagues, Members of the 
House, colleagues in the Ministry of Health and 
Wellness, constituents of St. Catherine West 
Central, bilateral and multilateral partners, my 
family and Jamaicans one and all. 

Today I greet you all with gratefulness 
and sincerity of purpose. This is my 11th 
Sectoral presentation as Minister of Health 
and Wellness. I have always tried to serve 
with humility, recognizing that while much 
has been achieved and there is much work 
in progress, a decade of evolving health 
challenges creates for the Ministry and 
the country moving targets of overcoming 
challenges; some seasonal, others systemic, 
others unexpected. Through it all, we have 
attempted to act in the best interest of 
Jamaicans, correcting and adjusting where 
we needed and accepting criticisms by the 
way, as a natural course of our democracy.

Hurricane Melissa
I want to take this opportunity to thank our 
healthcare team and their tremendous efforts 
to protect Jamaicans in the weeks leading up 
to and in the immediate aftermath of Hurricane 
Melissa, the first category 5 hurricane to 
hit our shores, leaving more than 500,000 
Jamaicans devastated and at serious health 
risks.

Madam Speaker, through our National Health 
Emergency Operations Centre and working 
with the rest of Government, we deployed 
some 604 international medical personnel 
and a much larger number in other categories 
who do not require credentialling, along with
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over 500 local healthcare workers in various categories rescuing some 96 Jamaicans from life 
threatening injuries, airlifting, with the help of the JDF, ten persons from Black River Hospital 
and an additional eight persons in the first 72 hours post hurricane impact.

During that period we attended to more than 8,900 persons in our makeshift A&Es, and 
temporary medical posts while taking care of over 3,000 patients who were in hospitals, in the 
first 24 hours. All done with a reduction in functional bed capacity and approximately 3300 
inpatients immediately after the hurricane passed.

Madam Speaker, within the first week of the hurricane the team deployed a field hospital in 
Black River and three others were deployed in the weeks after. We coordinated 42 NGOs. We 
did all of this while 3,002 healthcare workers were themselves victims of the hurricane and 
themselves required medical attention for family members.

We contained the expected water borne diseases with our approximately 177 public health 
inspectors deployed in the field including quickly controlling an outbreak of leptospirosis. We 
managed vector efforts to prevent the expected outbreak of dengue and other mosquito borne 
diseases, deploying more than 1,100 vector control workers in the field.

Madam Speaker, the complaints were minimal in the immediate aftermath of the hurricane and 
this is due to the dedication and sacrifice of the team on the ground.

Today I salute and say thanks to our emergency response team.

When it comes to health emergencies, Jamaica's health system responds. COVID-19 
demonstrated this and so did the response to Hurricane Melissa. It is a strength that is often 
overlooked and even taken for granted. Today I ask this House and Jamaica to recognize our 
healthcare workers for their efforts.

Building Back Stronger…
Madam Speaker, we should never waste a crisis. This crisis will see a build back not just to 
recover but on strengthening our healthcare system.

The Hurricane Health Response Programme (HHRP) is structured across three phases; Restore, 
Rehabilitate, and Reconstruct.

Phase 1 focused on restoring essential services at the primary, secondary, and tertiary levels, 
protecting the population from disease outbreaks, and providing psychosocial support to 
affected communities and healthcare workers.
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Phase 2 is organised into four integrated components designed to restore infrastructure, 
strengthen resilience, and advance health system reform.

· Component 1 provides the technical and environmental foundation for rehabilitation through 
comprehensive assessments, engineering and architectural designs, environmental safeguards, 
and integration of PAHO SMART health facility standards to ensure climate-resilient, compliant, 
and future-ready infrastructure. This will be done at 101 health centres.

· Component 2 focuses on the rehabilitation and modernisation of Savanna-la-Mar Hospital, 
restoring full service capacity through structural strengthening, systems upgrades, and 
construction of a new Accident and Emergency Department aligned with our Secondary Care 
Reform standards.

· Component 3 addresses the rehabilitation and PAHO SMART certification of the 101 
health centres, including targeted upgrades to 41 facilities under the Primary Health Care 
Reform agenda to expand service capacity, improve patient flow, enhance infrastructure, and 
strengthen community-based care delivery.

· Component 4 establishes the Project Implementation Unit and governance framework 
necessary to manage procurement, quality control, risk mitigation, and stakeholder coordination 
to ensure timely and accountable delivery of the components and the overall management of 
the HHRP Phase 2.

Phase 3 focuses on strategic reconstruction and long-term infrastructure, positioning our 
healthcare system to ensure resilience, sustainability, and alignment with the Secondary Care 
Reform agenda.

Madam Speaker, a Site Suitability Analysis consultancy through a Technical Cooperation 
with the Inter-American Development Bank (IDB) has been initiated for Black River, Falmouth, 
and Noel Holmes Hospitals to determine whether these facilities can continue operating at 
their current locations, particularly in light of proposed expansions under the Secondary Care 
Reform framework, and their vulnerability to climate shocks and how these shocks ultimately 
impact service delivery.

The health centres under this phase are: Sandy Bay, Green Island, Lucea, Black River, Santa 
Cruz, Balaclava, Wakefield, Jackson Town, and Albert Town.

These sites require retrofitting and in some cases reconstruction guided by climate resilience 
PAHO SMART standards.

Phase 3 therefore represents the forward-looking reconstruction phase of the programme, 
ensuring that major facilities and strategically positioned health centres are not only rebuilt, 
but optimally located and designed to withstand future hazards while supporting the long-term 
modernisation of Jamaica’s health system.

Sectoral Presentation 2026 Page  5



State of Public Health
Madam Speaker, last year the public health system saw 1,155,949 patient visits in hospitals 
and 1,596,871 patient visits in health centres. We completed 44,116 Diagnostics tests, 
conducted 75,889 surgeries and some 770,000 patients in the public sector serviced by the 
National Health Fund Drug Serv Pharmacies. We did this with a total staff complement of close 
24,000 comprising some 4,745 nurses, 2,678 doctors and another 16,575 paramedical and 
administrative staff.

More to Come...
Madam Speaker, I am pleased to announce that this financial year we will see the completion 
of a number of capital projects that will significantly enhance the capacity of healthcare 
infrastructure and services.

This financial year we will see CRH, WCAH, three major comprehensive health centres: St. 
Jago, Old Harbour and Greater Portmore commissioned in service to see an estimated 700,000 
patient visits per annum under new and improved environment and after an expenditure of 
approximately J$17.5 Billion. 

Cornwall Regional Hospital (CRH) will see among other things, 12 new operating theatres, 
430 in-patient beds, ICU and high dependency units, imaging, expanded outpatient clinics, 
diagnostics equipment, staff area, staff lounges, waiting areas for patients and visitors 
representing the most modern in the region of the Americas.

ORIGINAL SCOPE - 2021

Floors 1-10 Rehabilitation & Redevelopment

MEPIT and Fire Installation

Installation of new fixture, fittings

Installation of new windows

Construction of expanded Accident & Emergency including an upper floor for use by Ophthalmology

Construction of a second floor in the mezzanine (old library)
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Western Child and Adolescent Hospital (WCAH) will represent the first children and 
adolescent hospital in the Caribbean region and will feature 220 beds and provide over 20 
specialties and subspecialties in collaboration with CRH, serving patients from birth up to 17 
years old.

The hospital boasts four Operating Theatres, 15 bed ICU, diagnostics to include MRI and a 
range of services including a 24 bed Special Care Nursery.

NEW SCOPE

Floors 1-10 Rehabilitation & Redevelopment

New MEPIT and Fire (Medical gases, elevators, etc) New Maternity Suite

Installation of new fixture, fittings Re New Operating theatres

Installation of new windows and doors New Nursery

Construction of expanded Accident & Emergency including 
an upper floor for use by Ophthalmology New ICU

Reconstruction of the dietary department Expanded A&E

Facade update Infection Prevention and Control Finishes
throughout

Construction of below ground tanks for rainwater harvesting Improve site services

Design for new scope and integration with WCAH Provision for new technology

⁠Integrated directional signage New Equipment
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Madam Speaker, WCAH will open on a phased basis and provide all the current services 
offered to the paediatric and adolescent population through both CRH and WCAH during the 
first 6 months following the completion of the infrastructure works.

St. Catherine Health Centres
Madam Speaker, the three major health centres in St. Catherine under the Health System 
Strengthening Programme, will provide much-needed additional space for specialised services, 
as well as more comfortable environs for the patients of these facilities, as well as our health 
care workers.

Madam Speaker, these will have modern equipment, including essential diagnostic tools such 
as 12-channel ECG machines, lab microscopes, audiometry equipment for hearing tests, crash 
carts, defibrillators, patient monitors, oxygen concentrators, and mobile suction machines and 
diagnostic equipment such as digital x-ray machines.

WARDS
FULL

COMPLEMENT
PHASE 1 PHASE 2 PHASE 3

Paediatric Medicine 40 40 40 40

Paediatric Surgery 40 40 40 40

Nursery 24 24 24 24

Paediatric ICU 15 4 11 15

Child & Adolescent
Psychiatry

20 15 20

Adolescent Surgery 30 30 30

Adolescent
Medicine

21 21 21

OBGYN 20 10 20

A&E 10 10 10 10

TOTAL 220 118
54%

201
91%

220
100%
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Spanish Town Hospital
Madam Speaker, the Spanish Town Hospital’s new six-story wing is expected to be completed 
at the end of the financial year, in March 2027. This will see significant added capacity to 
Spanish Town including some 100 additional beds, a new accident and emergency department 
with an ambulance bay, triage and consultation rooms, a radiology department equipped with 
MRI, CT scan and X-ray services, and expanded outpatient services.

The facility will also include an endoscopy unit, a surgical suite with multiple operating theatres, 
intensive care and high-dependency units, and general and specialty wards with isolation 
rooms.

Additionally, the new wing will feature immunology, haematology and serology labs with a 
blood collection centre, as well as a pharmacy, central sterile services department and medical 
records unit. This redevelopment will enable the hospital to expand its specialty service offerings, 
including urology, oncology, cardiology, gastroenterology, ophthalmology, and psychiatry.

Madam Speaker under this programme we also broke ground for the construction of new 
health centres in Ocho Rios and Brown’s Town in St. Ann, and both of those projects are now 
underway. At May Pen Hospital, construction of the new Outpatient Department building is in 
progress.

Like the facilities in St. Catherine, these three projects will also be outfitted with state-of-the 
art equipment upon completion, which will allow them to expand or improve their existing 
services, and introduce new services as well. These three facilities are being developed at 
a combined total of more than $3 Billion Jamaican dollars, and they are all expected to be 
completed in the first half of 2027.
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More Infrastructure to Come - UHWI, KPH, Bellevue
Madam Speaker, the renewal of our healthcare infrastructure is continuing with several other 
projects. The University Hospital of the West Indies six story tower has commenced, lands 
have been secured for the redevelopment of the Kingston Public Hospital and the new Bernard 
Lodge Hospital and the Bellevue Hospital redevelopment is going through the procurement 
process. This Government is building where others have not.

Challenges Remain…
Madam Speaker, hard infrastructure takes us to a good place but does not tell the full story. 
Efficient health services require a lot more and we have work to do to ensure we optimize the 
benefits of the spend on health infrastructure. There are challenges.
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Human Resources in Health
Madam Speaker, we continue to have a critical shortage of certain categories of healthcare 
workers. The primary areas are specialist nurses, specialist doctors and allied health workers.

Training More Nursing specialists; Currently 100 specialists nurses to complete studies this 
year and will be deployed as needed;

The Barry Wint Memorial Scholarship will see 48 nurses and 33 doctors complete studies 
and be deployed to fill posts in public health facilities across the island.

Diaspora Recruitment; More than 70 specialist nurses have been interviewed and we are 
hoping to begin deployment of successful applicants over the next few months.

India, Nigeria and Ghana MOU; These have been signed and recruitment of specialist nurses 
and doctors have commenced. We have also engaged private recruiters to assist in filling 
posts that cannot be filled by locals.

We are moving to bridge the gaps in a number of ways.

01 Critical/Intensive Care

06 Nephrology/Renal Dialysis

02 Operating Theatre

07 Ophthalmology

03 Oncology

08 Neonatology

04 Pediatrics

09 Midwifery

11 Burn Care05 Accident & Emergency

10 Psychiatry

12 Cardiothoracic

CATEGORIES OF SHORTAGE IN SPECIALIST AREAS
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International Recruitment Unit
Madam Speaker, as part of the Ministry’s broader HRH Stabilisation Strategy, the Ministry has 
established a dedicated International Recruitment Unit (IRU) within the Corporate Services 
Division. Cabinet has given approval for this.

This Unit will serve as the central coordinating hub for all international recruitments, including 
recruitment under bilateral cooperation and within the diaspora. The Unit will focus on 
mitigating critical workforce shortages, particularly in specialized fields such as nursing, 
midwifery, intensive care, and other priority clinical areas. The unit will also assist in coordinating 
partnerships for training that involves cross border agreements.

We will also be upgrading our inhouse facilities with the Kingston School of Nursing and 
Training facility and the accommodation facility slated to be upgraded. The intention is to offer 
more courses utilizing the faculty here in Jamaica or remotely as well as the increased clinical 
rotation space we now have with the expanded hospitals.

Health Infrastructure Maintenance Fund
Madam Speaker, we cannot make the same mistake in the past where we build infrastructure 
and not maintain it. Today, I want to announce a more systematic and structured approach to 
public health infrastructure through the establishment of a Health Infrastructure Maintenance 
Fund (HIMF).

This Fund will be financed through a percentage of the health budget dedicated to a process 
of routine and unexpected maintenance through a series of specific initiatives involving 
establishing baseline inventory logging, establishing routine maintenance schedules and 
outsourcing the monitoring and maintenance of our health infrastructure, with a focus on 
mechanical, electrical and plumbing and air conditioning or HVAC and elevator services.

The intention is to develop operational manuals and a Terms of Reference and performance 
criteria with critical success factors and outsource the routine maintenance of these specific 
functions for our health facilities.

The preparatory work has already commenced under the Health Infrastructure Planning and 
Project Management Division in the Ministry and the former Regional Director of the Western 
Regional Health Authority (WRHA), Mr. St. Andrade Sinclair has been reassigned to the Ministry 
Head Office to develop this new function with the Ministry.

We expect to use this financial year to complete the work for full roll out next financial year 
based on a free pilot this year. Approximately J$1B has been earmarked in this year's budget 
for this new function.  We must eliminate the unexpected breakdowns of our health facilities 
because we fail to plan.
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Also, we must hold service providers to account for service contracts they have with hospitals 
and health centres through the establishment of key performance indicators (KPIs). More will 
be said on this as we build out, including the key policy support mechanism. 

National Health Insurance
Madam Speaker, the solution towards a National Health Insurance continues but it's important 
to move slowly and deliberately to ensure sustainability. The National Health Fund (NHF) 
is our national health insurance institution!  And the NHF has come a long way since this 
administration took office in 2016. Let’s examine how far we have come.

The number of prescriptions has increased from less than one million (2016) to approximately 
three million per year serving more than 770,000 Jamaicans. The number of Jamaicans 
covered under the NHFCard Programme has increased 241,897 to more than 300,000 active 
cardholders.

The number of sickness categories covered have increased from 15 to 28. The cost to finance 
this has risen from J$3.66B in 2016 to J$11.5B in 2026.

Madam Speaker, no one can claim this Government is insensitive to the needs of Jamaicans 
or not responsive to sickness needs.

The next phase is how do we give coverage to diagnostic support to those who need and 
critical care as needed. It's important to note that last year we financed $J2B to support 
diagnostic outsourcing apart from what our public hospitals provide.

LIST OF HEALTH CONDITIONS COVERED BY THE NATIONAL HEALTH FUND

01 Attention Deficit Hyperactivity 
Disorder (ADHD)

02 Asthma & Subsidy for Spacers 
& Masks

03 Arthritis

04 Bladder Cancer

05 Breast Cancer & Breast Cancer 
Receptor Studies Test

06 Benign Prostatic Hyperplasia

07 Cervical cancer

08 Colorectal cancer

09 Chronic Obstructive Pulmonary 
Disease (COPD)

10 Diabetes & Diabetes Supplies
strips, needles & glucometer 
programme

11 Epilepsy

12 Glaucoma

13 Heart Failure

14 High Cholesterol

15 Hypertension

16 Ischaemic Heart Disease

17 Irritable Bowel Disease (IBD)

18 Lung Cancer

19 Lupus

20 Major Depression

21 Multiple Myeloma

22 Parkinson’s Disease

23 Prostate Cancer

24 Psychosis

25 Rheumatic Fever/Heart Disease

26 Sickle Cell Disease

27 Thyroid Disease

28 Vascular Disease
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The Government is responding where necessary. The NHF is however working on a more 
structured programme under the proposed NHI.

So far, we have engaged in a comprehensive consultative process, culminating in the 
development of a Cabinet Note outlining a National Health Insurance Plan for Jamaica. 
The proposed initial benefits package focuses on strengthening access - integrating 
pharmaceuticals, diagnostic and laboratory services, and delivery through both the public and 
private sectors. This approach is deliberately phased: beginning with expanded drug access 
and progressing into high-impact services such as diagnostics and specialized care. More will 
be said on this during the financial year.

A policy perspective on Family and Community
Madam Speaker a critical measurement of the quality of life is the happiness and wellness of 
individuals and families in communities.

Decisions around life are normally driven by what we see, feel and experience either through 
those we interact with at home, work, community or social and other other media.

Our health centres are at the epicentre of family and community. Public health has always built 
its critical outreach programmes around the nexus of these social groups.

From maternal health to aging, the prevention of communicable and non-communicable 
diseases. Madame Speaker, we have had many successes, from the elimination of polio 
from immunization, to expansion of life expectancy.

The Social Determinants of Health
Madam Speaker, poverty and inequality, environmental and lifestyle choices, cultures 
and subcultures impacts health outcomes. Health interventions must begin early and 
incorporate seemingly unrelated clinical interventions. To do this we must look at the 
enabling institutions that make these interventions possible and effective. These are the 
Social Determinants of Health.

Madam Speaker, the two most critical institutions are Family and Community.

1. The family that nurtures and forms healthy individuals who are able to contribute to the 
society, and

2. The community that creates and sustains the normative structures that not only fashion 
identity but re-enforces positive health decisions and practices.
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Madam Speaker, Professor Elsa Leo-Rhynie, OJ, professor emerita of the University of West 
Indies (UWI), in her thesis on the Jamaican Family - Continuity and Change, points to the many 
varied challenges of the Jamaican family post emancipation, post-colonialism, and into the 
post-modern constructs of the Jamaican identity.

Many of the issues pointed out by Professor Leo-Rhynie persists as more and more families 
move away from extended family units where elders played a crucial role in the development 
and formation of children, to more nuclear families and the increasing presence of matrifocal 
family units. Added to the pressures facing the Jamaican family is the increasing number of 
women (who are the main caregivers within our society) in the workforce. Leaving a massive 
void in the mechanisms that make families work in any society.

Madam Speaker, some may ask: “What does this have to do with health?”.

The fact is that the reduction in the effectiveness of the nurturing role of the family has a direct 
relationship to the preventative strategies of the health system. From prenatal and postnatal 
care, vaccine coverage, childhood nutrition, sexual and reproductive health, menopause and 
elder care; the family is integral to the successful staging of any intervention aimed at mitigating 
the health risks along the life course.

I contend that it would be very possible, Madam Speaker, to draw causations between the 
existing constructs of the Jamaican family and many of the issues that impact the health 
outcome of the Jamaican Population. Some of these issues include lower than expected 
vaccine coverage, childhood obesity, early initiation into sex, poor sexual practices, poor work-
life balance, mental illness as well as poor elder care practices. These challenges exacerbate 
the economic realities of the Jamaican people and undermine the country’s ability to meet our 
shared vision for the future.

The Community
Madam Speaker, the community is another facet of the Jamaican society that has seen 
significant change over the years.

In this regard Adam Kapur’s (prominent South African-born British anthropologist) work in 
defining the issues affecting the Jamaica Society serves as a good reference for the changes 
that are impacting post modern Jamaica.

The advent of technology and the ever-increasing impact of Artificial Intelligence (AI) on the 
way we live represent both challenges and opportunities within our new dispensation. The 
concomitant values of the post modern world marked by its lack of connectedness and 
collegiality, our movement towards social isolationism and inwardness; undermines our ability 
to be our “brother’s keeper”.
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This impacts health directly as we experience daily the many instances of trauma, whether 
through domestic violence, interfamily violence or inter community violence.

We see this in the increases in the number of hospital-related social cases, the lack of care for 
the elderly and children who are abused by trusted adults and caregivers as symptomatic of a 
reduction in the levels of social capital that were a hallmark of our “Jamaicanness”. Community 
and community-based values are today threatened and requires a new approach.
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A New Informed Approach
We must begin with the enabling environment that supports positive re-enforcement of outcomes 
of our prevention strategies. This approach must be evidence based and participatory.

Today I will present a series of initiatives that will engage families and communities through 
consultation, research and policy formation aimed at supporting a more family and community 
integrated approach to holistic healthcare. These initiatives are not exhaustive but represent 
social determinants of holistic healthcare. Some cut across Ministries and agencies and will 
include civil society groups for better understanding and participation.

Madam Speaker, to begin, we will be collaborating with the University of the West Indies to 
develop and execute research to answer the following policy Issues:

1. Primary Health Services in Jamaica: A look at Health Centres and how the community 
responds to the services provided through the first point of contact in health.

2. A study on misinformation and disinformation; the impact of social media on health 
choices the Jamaican population, especially on children under 16 years.

The first study is to provide information on how primary health care, as our main tool for 
prevention, is perceived by the communities they serve. This will enable the Ministry to complete 
a comprehensive Strength, Weakness, Opportunities and Threats (SWOT) analysis on Primary 
care system to better equip us to respond to the new challenges in this new dispensation.

The second study will provide us with information on how social media is influencing the health 
choices of the population and how exposure to social media is impacting the health outcome 
of our children in particular.

Madam Speaker, our aim is to build the proverbial “big tent” to tackle the issues of community 
and its contribution to effective prevention strategies.

Community Arranged Response Efforts (C.A.R.E.) Fund
In this regard the Ministry will be launching the J$500M C.A.R.E. Fund to support community 
projects linked to our strategies for NCD prevention. This will be over two years.

Madam Speaker, this fund will be managed by the Ministry’s Enabling Environment in Health 
& Client Services Division and will seek to work with Community Based Organisations, Faith 
Based Organisations and other Civil Society Groups to: increase health seeking behaviour, 
improve and strengthen families to support vulnerable persons like the disabled and elderly, 
and promote prevention strategies for NCDs along the life course.
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The Ministry will publish a call for proposals on Monday, June 15, 2026, inviting organisations 
from across the island to participate in this collaboration to manage the many societal risks.

The Ministry will also approach strategic entities to support the engagement of our communities 
and families ensuring that we have the broadest and most engaged collaborative structure 
to meet the objectives that have been established. At the end of the interventions, it is our 
intention to:

Refocus on the Family 
as the main form of 
social engineering 
for heathy living 
and better health 

practices.

Revive the value 
of community and 
community-based 

involvement in social 
structures that support 
the care and treatment 
of the most vulnerable 

within the society.

01 02 03
Reinvigorate positive 

social norms and 
values around holistic 
living at all stages of 

the life cycle.
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Madam Speaker, in this context, over the next 
two years we will assess a range of issues 
impacting Jamaicans in the context of family 
and community health. We will examine 
the threats and opportunities for new and 
emerging policies to support holistic health, 
to protect the vulnerable and enhance quality 
and longevity of life. We will seek partnerships, 
research and advocate for new ideas around 
these goals which will strengthen our life-
stage approach to community or primary 
healthcare. 

Madam Speaker, we will start with our C.A.R.E 
Agenda to highlight and influence critical 
determinants of better family and community 
health. 

The Community Arranged 
Response Efforts
C.A.R.E. AGENDA
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Madam Speaker, Jamaica’s digital landscape reflects rapid and widespread adoption, with 
approximately 2.54 million internet users in 2025 and 3.18 million active cellular connections - 
we have a strong mobile-first culture.

Social media penetration is equally significant, with over 1 million Jamaicans using Instagram 
and about 1.6 million on Facebook by late 2025, driven largely by users aged 25-34. While 
these platforms have transformed communication, networking, and entrepreneurship, they 
have also introduced measurable social and psychological strain.

Among children aged 0-14, 64% report that social media negatively affects their mental health, 
while 47% of adolescents aged 15-19 report similar impacts. Usage intensity is a critical 
factor, as children spending more than three hours daily online are twice as likely to experience 
mental health problems. Regionally, the Caribbean has also seen rising levels of cyberbullying, 
sexting, emotional distress, and suicidal ideation, reinforcing concerns that social media has 
evolved into a public health issue rather than just a communication tool.

These trends align with global shifts toward stronger government intervention. Countries such 
as Australia (16+), Denmark (15+), France (15+), and Indonesia (16+) have already implemented 
age-based restrictions, while Spain, Greece, Norway, and Austria are actively considering 
similar policies. Broader regulatory frameworks, including the UK’s Online Safety Act, now 
require platforms to monitor harmful content, enforce age verification, and remove addictive 
features such as autoplay and infinite scrolling, with substantial penalties for non-compliance.

In Jamaica, emerging research from 2025–2026 confirms a strong link between social media 
use and increased anxiety, depression, and digital addiction, particularly among youth and 
content creators. Youth under 24 spend an average of 6±5 hours daily on social media, 
compared to 4±5 hours for adults and 3±4 hours for seniors. Among content creators, 42% 
report anxiety and 38% report depressive symptoms such as low mood and irritability, while 
47% experience burnout driven by the pressure to maintain an online persona and secure 
income opportunities. 

At the same time, 36% of Jamaican content creators produce content involving physical 
altercations, and 29% engage in aggressive online behaviour, contributing to a broader cultural 
shift marked by increased vulgarity and normalization of harmful content.

01
Social Media and Children
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Madam Speaker, Jamaica lacks a coordinated national response to this public health threat. 
The time has come to use research-based policy formulation to determine age-based 
regulation, platform accountability, national digital health guidelines, school-based digital 
wellness education, expanded youth mental health services, public awareness campaigns 
for caregivers, and a national surveillance system to track usage patterns and mental health 
outcomes. Earlier I announced research which will inform further advocacy around relevant 
policy.

With the completion of this national study on public perceptions of social media regulation 
for minors, the Government will now move decisively into the next phase of action. We will 
translate these evidence-based findings into a clear policy framework by developing and 
assessing regulatory options, and engaging key stakeholders, including parents, educators, 
youth representatives, and digital platform providers, to ensure that any measures introduced 
are balanced, practical, and in the best interest of our children. This consultative and structured 
approach will guide the preparation of a comprehensive policy for the regulation of social 
media.

Madame Speaker Healthy ageing must involve family and community. The Jamaican population 
is aging, and the fastest-growing age group is the 60-plus, now totalling 375,000 persons or 
14% of the population. Furthermore, this age group is growing at 1.9% annually compared to 
0.2% for the total population. So, it is expected that by 2030, the number will be approximately 
400,000. It is well known that there is more chronic disease among older persons. The Mona 
Ageing & Wellness Centre (MAWC) 2011 study reported 72% having at least one chronic 
disease. That survey also identified loneliness and other social issues as debilitating to their 
health. This demographic shift is creating additional demand for healthcare services, including 
long-term care.

Against this background, we have commenced developing a healthcare programme for older 
persons within primary care. The family and the community will be critical to this. Jamaica's 
Primary Healthcare (PHC) Reform, the Healthy Ageing agenda, and the worldwide emphasis 
on an integrated approach to health of older persons will provide an opportunity to strengthen 
older persons’ health across the life course, with an emphasis on specific services for older 
persons through our community health centres.

02
Healthy Ageing
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Menopause typically occurs among women in their late 40s to 50s. There are approximately 
240,000 in this age cohort. These women report a wide spectrum of symptoms, including 
hot flashes, fatigue, mood instability, and vaginal dryness. Severe cases, such as heavy 
menstrual bleeding (menorrhagia) and haemorrhages, are more pronounced in underserved 
rural communities.

Andropause, or age-related testosterone decline, affects men gradually, typically becoming 
more evident between ages 51 and 60. There are approximately 145,000 men in this age 
cohort. Symptoms include reduced libido, erectile dysfunction, fatigue, depression, and loss 
of muscle mass. Despite its impact, it is often mischaracterized as a lifestyle issue or “midlife 
crisis,” contributing to underdiagnosis and limited care-seeking behaviour.

Research shows that countries with formal menopause strategies achieve more consistent 
care and better access to services. When women receive trusted information and clinical 
support, symptoms are more likely to be recognised and effectively managed.

For Jamaica, this evidence supports an integrated, family and community-based approach 
rather than isolated clinic care.

This year we will be launching Geriatric clinics in St. Ann and St. Catherine, at a Community 
or District Health Centre as a pilot to inform the launch of an islandwide programme. The 
clinics will offer complete geriatric assessments including for function, the geriatric giants – 
falls, incontinence, immobility, mental function and social factors, and recommend appropriate 
interventions. The community-based personnel will be involved to do home assessments.

We will do this through collaboration with the Ministry of Labour & Social Security, National 
Council for Senior Citizens and local government and Community Organizations. We will be 
accepting referrals where appropriate, including for loneliness and social isolation. This will be 
in keeping with long term care will and improving and maintaining functional independence as 
persons age.

03
Menopause and Andropause 
Community support systems

Sectoral Presentation 2026 Page  23



Madam Speaker, we are in the final stages of creating a dedicated menopause and andropause 
policy which will guide governance of men and women with adverse conditions at the level of 
the family, community and workplace.

Local research done over the past 3 months by the Ageing Committee named earlier this 
year and led by Professor Denise Eldemire-Shearer has identified the main areas for action 
locally and has informed the Ministry of Health and Wellness plan for the next 12 - 24 months, 
including:

The Standards and Regulations Division in the Ministry will review the current system of 
applications for importation of menopause related treatments so as to facilitate rapid review 
of such applications.

Drafting a menopause/
andropause policy which will go 
to cabinet this month, and once 
approved will go to the Chief 
Parliamentarian Council (CPC) 
for drafting instructions.

A training programme to 
ensure that menopause and 
andropause are covered in 
health professional curricula.

A national education/ health 
promotion programme.

Engaging a consultant to 
work with the professional 
associations to develop clinical 
guidelines and standard 
operating procedures for use 
locally in both public and private 
practices.

01 03

02 04
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Jamaica already relies on a significant but largely invisible care system for older persons and 
people living with disabilities at the family and community levels. These are Unpaid Caregivers; 
The children, aunts, cousins, neighbors, church brother or sister. We must recognize them and 
salute them.

Madam Speaker, this is not unique to Jamaica. International and Caribbean evidence suggests 
that between one-quarter and one-third of persons aged 60 years and older require regular 
assistance with activities of daily living, with care provided predominantly within households 
and largely unpaid (PAHO, 2026; IDB, 2018; ECLAC, 2023). The implication is clear: long-term 
care systems are already built on household labour, whether recognised or not. It is time we 
recognize this and support where we can.

And Madam Speaker, Its scale is not marginal. In Jamaica, unpaid care and domestic work 
is estimated at between 15% and 45% of GDP, reaching up to J$991 billion annually. Yet 
it remains largely unsupported, unstructured, and disconnected from formal services, even 
though it underpins day-to-day care for frail older adults and persons with functional limitations.

04
Training for Home Care for the 
Older Persons and disabled
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Madam Speaker, our Community Health Aides (CHAs) number some 2,500 and represent the 
Ministry’s community outreach, under the supervision of the public health nurse and midwife. 
We must promote through partnerships, training and integrating a stronger link between our 
CHAs and unpaid family and community care givers - a redesign that links them into a single, 
functioning system. 

This year we will commence a phased pilot of home-based long-term care that explicitly includes 
unpaid caregivers as part of the care team for older persons and people with disabilities.

In this model, CHAs will provide structured home visits embedded within primary care, 
supported by nurse supervision. This includes practical training to improve care quality and 
safety, inclusion in care planning and decision-making, access to psychosocial support. These 
measures reduce caregiver strain while improving outcomes for those receiving care.

To improve the care by families, community persons and paid caregivers to older people and 
persons with disabilities at home to reduce dependency, caregiver burnout and the need for 
institutional care. 

During 2025 - 2026 a pilot programme of training of 148 Community Health Aides (CHAs) was 
done.

Professor Denise Eldemire-Shearer will oversee a national training programme for community 
caregivers on how to care for older persons and persons with disabilities. A task force will be 
established including the Ministries of Labour and Social Security, Education, Youth, Skills 
& Information and Local Government & Community Development – all three Ministers have 
agreed, churches, community organizations and age care organizations and their main function 
will be to identify persons for training ensuring wide community participation. All CHAs will be 
trained.

We are in dialogue with the Heart/NTA Trust and our public schools to partner with the training 
programme, using a mixture of online and face-to-face teaching. Public Health Nurses will 
be recruited to oversee practices at each training site in all 14 parishes. The curriculum will 
include the basics of health ageing, geriatric assessment including home assessment and 
intervention, chronic diseases management, social aspects of ageing, caregivers support and 
avoiding caregiver’s burnout. The format will be lectures, demonstration and practicum.
A budget of J$50M will be given and 5,000 caregivers trained in the first year.
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Madam Speaker, obesity is one of the most pressing public health challenges facing Jamaica 
today. Over the past two decades, we have witnessed a rapid rise in the prevalence of 
overweight and obesity across all age groups, contributing significantly to the burden of non-
communicable diseases (NCDs), including diabetes, hypertension, cardiovascular disease and 
some cancers.

More than half of the Jamaican population 15 years and older, approximately 53.8%, are 
overweight or obese. The disparity is particularly pronounced among women, where prevalence 
rates reach 67.6%, compared to 38.8% among men. Even more alarming is the trend among 
our youth, with obesity rates among adolescents aged 10 to 19 years having doubled between 
2000 and 2017.

Madam Speaker, the implications extend beyond health outcomes. The economic burden 
associated with overweight and obesity in Jamaica is high. In 2019, it was estimated at 
approximately US$425.3 million, and projections indicate that this figure could increase by 
3-fold to US$1.53 billion by 2030, or US$544 per capita, and 5.9% of GDP, representing a 
significant proportion of national expenditure and economic productivity. These trends 
underscore the urgent need for a coordinated, sustained approach to managing the already 
large population that requires comprehensive obesity management.

In this regard, the Ministry of Health and Wellness will establish Lifestyle Clinics, one per 
Region (SERHA – Kingston and St. Andrew at a Comprehensive health centre, SRHA – a 
District health centre, and NERHA - St. Mary - in a District health centre) within the primary 
healthcare system, using a life-course approach, supported by an integrated network of care. 
This initiative is designed to provide comprehensive, multidisciplinary, patient-centred clinical 
management of obesity.

The clinics will deliver a full spectrum of services, including medical assessment, nutrition 
therapy, behavioural counselling, exercise prescription and pharmacological interventions 
where clinically indicated. Importantly, these services will be supported by a robust referral 
system to ensure continuity and quality of care.

The clinics will be implemented in a phased approach and will form a part of a network of 
centres of excellence for research and training.

05
LifeStyle Clinics
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In the first year, priority actions will include:

· Setting the standards of care by developing national guidelines for the clinical management 
of obesity by December 2026

· Targeted capacity-building and training of the health care workforce in obesity management 
and preparing suitable sites. Service delivery will commence in the last quarter of the fiscal 
year.

The service model will be expanded over health regions over a three-year period. This initiative 
represents a critical step toward strengthening people-centred primary health care, improving 
equitable access to essential obesity services and reducing the prevalence, long-term health 
and economic impacts of obesity in Jamaica. Ultimately, this is not only a health intervention, 
but it is also an investment in the well-being, productivity, and sustainable development of 
Jamaica.

The intention is to engage families and communities as a collective to better understand 
and support to target obesity. We will encourage outreach to civic groups to develop special 
programmes to tackle obesity.

Madam Speaker, this is not just a health intervention, but an investment in the well-being, 
productivity, and sustainable development of Jamaicans.

Jamaica's total fertility rate has fallen to approximately 1.3 children per woman — well 
below the replacement level of 2.1. This decline threatens the country's long-term economic 
stability, social support systems, and national workforce. The consequences include an ageing 
population, rising dependency ratios, reduced domestic economic activity, and a shrinking 
human capital base. The Government's position is clear: this is not a future problem but a 
present crisis requiring immediate, structured action.

What the Evidence Says

Global research confirms that no single intervention reverses declining fertility. What works 
is a comprehensive, sustained policy environment that reduces the real costs — financial, 
physical, and psychological — of having and raising children. Generous parental leave with 
high wage-replacement has been linked to 5–23% increases in birth rates in Canada and 
Norway. Subsidised childcare and universal pre-kindergarten have raised births in Germany

06
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and other nations. One-off cash payments, by contrast, produce only brief spikes before 
fertility returns to trend, as documented in Spain and Australia.
Madam Speaker, different countries have applied different policies with different levels of 
success. It’s time to have a conversation in the interests of preserving families, our communities 
and society.

Over the next two years, the MOHW will embark on exploratory conversations to advance 
community and society based interventions to support healthier families and communities 
through;

Five Policy Pillars

Expanding child tax credits, 
introducing tiered child 
allowances, and establishing 
a phased Responsible 
Parenting Incentive Grant 
delivered across a child's first 
three years, conditional on 
health visit attendance and 
early childhood enrolment. 
Mortgage support for young 
families

Financial Support

Extending paid maternity 
leave, introducing statutory 
paternity leave, creating 
a shared parental leave 
mechanism, and partnering 
with the private sector on 
family-friendly workplace 
certification.

Leave and Work-
Family Reform Subsidising nursery and 

day-care fees, expanding 
community early childhood 
centres, introducing 
Universal Pre-K for all four-
year-olds, and establishing 
after-school care at primary 
schools to support working 
parents.

Affordable Childcare

Strengthening infertility 
treatment access within 
the public health system, 
launching a national male 
reproductive health initiative, 
scaling antenatal education, 
and improving postnatal 
mental health screening and 
support.

Reproductive Health

Scaling evidence-based 
parenting programmes 
through clinics and schools, 
integrating family life 
education into the secondary 
curriculum, partnering 
with faith and civil society 
organisations, and formally 
recognising kinship care 
networks.

Parenting Education
and Community
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The Proposed Taskforce

In consultation with the Minister of Labour and Social Security, we propose a Multi-Stakeholder 
National Taskforce on Fertility and Responsible Parenting. Drawing membership from health, 
labour, finance, education, the private sector, academia, and civil society, the Taskforce will 
produce a National Fertility and Family Support Strategy with clear targets for 2030 within 12 
months.

Madam Speaker, let me be clear. The Government is not asking Jamaicans to have children for 
statistical reasons. It is committed to building conditions where family formation is genuinely 
affordable, structurally supported, and celebrated. The intention is to pursue this initiative to 
affirm that this Government continues to believe that family remains the foundation of the 
nation's future 

Madam Speaker, there is another issue worth noting here. 

Jamaica faces a striking demographic paradox: even as fertility has fallen well below replacement 
level, issues of paternity uncertainty remain widespread, with research suggesting roughly one 
in four cases may involve misattributed fatherhood. Together, these dynamics point not just to 
fewer births, but to deeper challenges around trust, family formation, and the social conditions 
that shape decisions about having and raising children. 

For children, misattributed paternity can have lasting effects on identity formation, emotional 
security, and family belonging. From a child health perspective, inaccurate paternal information 
compromises the reliability of family medical histories, an increasingly important input into 
clinical decision-making, while disruptions in paternal bonding may reduce emotional and 
financial support, increasing the likelihood of unstable caregiving environments. Madam 
Speaker, today we make no commitments on specific policies but we commit to engage, 
explore, educate and advocate in the interests of better families and communities.
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For children, misattributed paternity can have lasting effects on identity formation, emotional 
security, and family belonging. From a child health perspective, inaccurate paternal information 
compromises the reliability of family medical histories, an increasingly important input into 
clinical decision-making, while disruptions in paternal bonding may reduce emotional and 
financial support, increasing the likelihood of unstable caregiving environments. At the system 
level, these dynamics can place added strain on child maintenance frameworks, erode trust 
in family structures, and contribute to conflict within households, with some studies noting an 
association between disclosure and elevated risks of domestic tension and violence (Bellis et 
al., 2005).

Together, these findings support framing paternity discrepancy not only as a private or legal 
matter, but as a population-level issue with implications for mental health, child development, 
and social stability.

Madam Speaker, today we make no commitments on specific policies but we commit to 
engage, explore, educate and advocate in the interests of better families and communities.
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Period poverty is the inability to afford or access essential menstrual products, education, and 
sanitation facilities. It causes significant health risks, shame, and stigma, forcing many to use 
unsafe alternatives or miss school/work. Key causes include high costs, lack of infrastructure, 
and systemic inequality.

Globally, more than 500 million people lack access to menstrual facilities. Global studies show 
that over one‑third of girls - approximately 35 per cent - treat menstruation as a private or taboo 
matter, limiting help‑seeking behaviour and access to accurate reproductive health information. 
The challenge is not just Jamaica; in the US, nearly 1 in 4 students have struggled to afford 
period products and just under half had worn period products longer than recommended.

Madam Speaker, we all must be concerned about Period poverty among our young girls in 
schools. It's not just a hygiene issue, but a systemic barrier that keeps girls out of classrooms, 
undermines their academic potential, and reinforces cycles of inequality and poverty.

07
Period Poverty and Adolescent Health

Sectoral Presentation 2026 Page  33



Here are some Key Statistics:

• 1 in 4 girls in low-income Jamaican communities miss school during their period due to lack 
of sanitary products.
• Only 30% of public schools provide free menstrual products.
• Period-related absenteeism is linked to lower academic performance and a widening gender 
gap.
• Across broader research, about 44% of girls in Jamaica experience period poverty.

With the average pack of sanitary napkins costing between approximately $250 and $600, 
many families on the PATH program (living on less than $1,300 JMD/day) must choose between 
food and menstrual hygiene.

This year we will establish the National Menstrual Health Equity Initiative to alleviate period 
poverty among school-aged girls in Jamaica through strategic partnerships, with the Ministry 
of Education, Youth, Skills and Information (MOESYI) and existing civic and multilateral groups 
such as HerFlow and UNICEF.

We will be embarking on a multi-sectoral National Menstrual Health Equity pilot initiative to 
distribute menstrual hygiene kits and conduct education sessions in 8 schools with high 
concentrations of PATH-registered girls, using an integrated school-health approach to 
adolescent wellness – incorporating menstrual wellness with WASH (water, sanitization, hygiene) 
improvements, HPV vaccinations, personal hygiene education, and HIV/STI prevention.

This 18-month pilot project, estimated at J$50 million, is expected to benefit 2000 girls while 
also reaching boys, teachers, parents, and school health personnel through education and 
community engagement activities. A multi-sectoral Technical Working Group, co-chaired by 
the MOHW and MOESYI, will be convened to coordinate the pilot and produce an evaluation 
report that will guide policy development and programmatic rollout.
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Jamaica is facing a growing health crisis driven by poor nutrition and increasingly inactive 
lifestyles, both of which are major risk factors for non-communicable diseases (NCDs). 
According to the Jamaica Health and Lifestyle Survey (2016–2017), one in three Jamaicans 
aged 15 years and older suffers from hypertension, while one in eight is living with diabetes. 
Alarmingly, four out of every 10 persons with either condition are unaware of their status. The 
situation is further compounded by the fact that more than half of the population is either pre-
obese or obese, particularly among individuals aged 35 to 64, increasing their risk of cancer, 
heart disease, stroke, and diabetes by 20 to 30 percent. Physical inactivity alone accounts for 
12 percent of deaths in Jamaica, with 82 percent of the population engaged in low levels of 
physical activity, 16 percent in moderate activity, and only 2 percent achieving high levels of 
activity.

This year we will review and relaunch Jamaica Moves 2.0 - a Family and Community event.

Jamaica Moves initiative will seek to strengthen community-based interventions to promote 
healthier lifestyles. Walking groups will be established across parishes to encourage regular 
physical activity and social engagement.

We will establish one highly accessible location in each parish centre designated and branded 
as a Jamaica Moves Healthy Zone by the end of 2026/2027, creating visible hubs for wellness 
activities.

Madam Speaker, a Jamaica Moves activity is coming to a community near you in 2026/27. We 
intend to partner and execute high energy events for the entire family while supporting health 
screenings and health education messaging.

08
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Integration
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The urgency of Jamaica’s mental health response is evident in both national trends and patterns 
of service use. The 2024 Economic and Social Survey of Jamaica recorded a 1.5% increase 
in suicides to 67 cases, with males accounting for 91% of victims; although 2025 figures 
indicate an overall decline, a troubling surge between July and September signals continued 
risk based on Jamaica Constabulary Force (JCF) data. At the same time, more Jamaicans are 
seeking support, with 2,885 individuals counselled through the U-Matter text line and 4,781 
calls received to the Ministry’s Mental Health & Suicide Prevention Helpline, underscoring both 
the scale of need and growing awareness of available services.

These trends are reinforced by epidemiological data on depression with a national prevalence 
of 14.3% from the Jamaica healthy lifestyle survey - depression is defined as the presence of 
five or more symptoms and/or suicidal ideation. The burden falls disproportionately on women 
(18.5%) compared to men (9.9%), with the highest rates observed among urban women (19.2%) 
and the lowest among rural men (7.3%). Older adults are particularly affected, as Jamaicans 
aged 75 and older show the highest prevalence at 20.8%, highlighting the need for targeted, 
age- and gender-responsive interventions within the broader mental health response.

Against this backdrop, we will move to strengthen mental health services by expanding 
community-based care, recruiting more professionals, and deploying Psychiatric Emergency 
and Maintenance Teams to deliver rapid crisis support where it is needed most.

We are advancing the development of a National Mental Health Policy, with procurement for 
a consultant currently underway. We will expand the Mental Health & Psychosocial Support 
teams within affected communities. The teams would include Psychologists, Counselors 
and Problem Management Providers. The aim is to train some 200 lay persons as Problem 
Management Providers, with an approximate reach in the communities of more than 1,000 
Jamaicans.

Regional Health Authorities are preparing to train approximately 145 more psychiatric nursing 
assistants in the first quarter of the 2026/27 period to address staffing gaps, while ongoing 
training for psychiatrists and mental health officers seeks to reduce long-standing shortages.

This year we will also train an additional 50 Guidance Counsellors under the School Mental Health 
Literacy Programme. Madam Speaker, we are hoping that community based organizations will 
engage us on this mission through training and partnerships to listen and support those in 
need.

09
Mental Health and
Community support
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The National Drug Prevalence Survey shows that the substances most commonly used in 
Jamaica are alcohol, cannabis, and tobacco. Among these, alcohol remains by far the most 
dominant. Approximately 77% of Jamaicans—nearly eight in every ten people—report having 
consumed alcohol at least once in their lifetime.

However, recent concerns are the increasing popularity of New Psychoactive Substances 
(NPS) and synthetic substances (like molly/ecstasy/MDMA) in youth and young adults. The 
public health risks include the combination of multiple substances unknown by the user, ease 
of access, difficulty in detection of the substance and high potential for addiction.

Additionally, the combined use of alcohol with other substances such as cannabis and energy 
drinks pose concerns.

10
Substance Abuse and
Community support
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Madam Speaker, we need a community based model to confront this risky behaviour. Public 
health evidence consistently demonstrates that enforcement-led approaches have limited 
impact on reducing use, while community-based responses—prevention, treatment, harm 
reduction, and social support—produce more sustainable outcomes.

Service Expansion

In August 2024, The National Council on Drug Abuse (NCDA) was integrated into the Ministry 
of Health and Wellness as a Department with a significantly expanded structure (60 to 309 
staff) and mandate to include mental wellness promotion, specialized treatment services for 
dually diagnosed individuals and national crisis helpline and chat lines.

In its expanded role the NCDA will embark over the next two years on a number of community 
based collaborative initiatives to target and reduce substance abuse.

POSITION
TYPE

OLD 
STRUC-
TURE

NEW 
STRUC-
TURE

FILLED 
AS AT 
MARCH 
2026

ROLE
RESPONSIBILITY

INTERVENTIONS

Psychiatrist 0 3 1
Medical management for 
mental health

Collaboration with RHA

Psychologist 0 12 7
Psychotherapy/Crisis 
Management

National Helpline (188), 
collaboration with RHA

Counsellor 0 27 17 Counselling Collaboration with RHA

Psychosocial Officer 0 51 17
Mental Wellness 
promotion and 
interventions

Operation Lighthouse: 
Parenting Campaign

Substance Misuse Pre-
vention Officer

14 54 17

Life skills initiatives 
focused on focused 
on building protective 
factors, and behaviour 
change

Anti Vaping Campaign
Vendor Engagement

Harm Reduction Officer 0 23 13

Risk reduction 
interventions focused 
on lowering risk and 
promoting safe practices

Anti-Special Campaign: 
Mixing Alcohol with 
Energy Drink

Case Management 
Officer

0 13 11
Comprehensive case 
management

Collaboration with RHA

TOTAL 14 183 83
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Energy Drinks and Alcohol

Anecdotal evidence suggests that the use of alcohol and energy drinks, known as “special” is 
widespread across high-, middle-, and low-income groups, indicating its broad social reach. 
Known commonly in communities by this name, it has gained cultural visibility through popular 
music.

Energy drinks are non-alcoholic beverages containing high levels of stimulants, primarily 
caffeine. Caffeine is a stimulant and alcohol is a depressant, caffeine masks the feeling of being 
drunk and encourages binge drinking/ higher blood alcohol concentrations. Mixing alcohol 
with energy drink masks intoxication, encouraging heavier and more prolonged drinking while 
amplifying risky behaviours.

In the coming year the NCDA will conduct a National Rapid Situation Assessment to quickly 
understand how widespread the issue is, who is most affected, and the contexts in which it 
occurs. This will provide timely, evidence-based insights to guide targeted interventions and 
resource allocation. It will also help to identify risk factors and priority areas for prevention and 
control. This information could be used to strengthen policies like warning labels around the 
use of these products.

We will conduct a national public education campaign that will target the practice of combining 
energy drinks with alcohol and develop community-based partnerships to address the problem.

Parenting Initiative

We will roll out Operation Lighthouse, in 50 communities islandwide by our Substance Misuse 
Prevention and Psychosocial officers by March 2028. This is a universal substance misuse 
prevention programme that strengthens families by building essential life skills in parents and 
children.

It fosters strong family bonds, sets clear behavioural expectations, and helps parents better 
understand and manage their children’s behaviour. Through skill-building for both parents and 
children, it promotes healthier family dynamics, reduces the risk of substance misuse and 
other at risk behaviours.

Anti-Vaping

Over the next 2 years an islandwide Anti-vaping multi-level programme will be rolled out in 
150 schools and their surrounding communities. The aim is to build peer leaders capacity to 
engage in prevention, train teachers in Screening, Brief Intervention and Referral to Treatment 
(SBIRT), increase community and parental involvement and implement a public education 
campaign on the dangers of vaping to increase the perception of risk among youth.
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Interventions with School Vendors

Madam Speaker, reports of vendors selling contraband to students throughout the school 
day require urgent attention. Without clear regulations, monitoring, and enforcement, some 
vendors may prioritize profit over safety, increasing the likelihood of harmful sales to minors. A 
focused approach will be implemented to strengthen vendor accountability, increase education 
on legal and health consequences, improve supervision around school zones, and involve 
parents and communities in safeguarding students.

An Accountability Framework
Madam Speaker, over the past several months, the Ministry of Health and Wellness and its 
agencies have been the subject of extensive assessments. These reviews have revealed 
shortcomings in administrative performance and accountability that must now be addressed 
with urgency and discipline.

These findings have prompted a focused policy response in three critical areas:
1. governance and oversight,
2. financial and procurement accountability, and
3. capacity and performance management across the health portfolio.

Madam Speaker, we are fully mindful of the constitutional separation between policy, 
administration, and operations, and of the statutory roles of Boards under the PBMA Act. For 
the next twelve to eighteen months we will establish and monitor for implementation a series 
of steps to correct and improve our internal systems of governance oversight to ensure that 
accountability systems work as intended and deliver transparency, responsiveness, and lawful 
decision‑making.

Financial accountability

All Regional Health Authorities will be required to bring their financial statements and reports 
tabled in Parliament fully up to date within the next twelve months. Boards and Regional 
Directors will be held directly accountable for delivery.

Health professional Councils, many of which are seriously non‑compliant, will be required to 
submit action plans to regularise their financial reporting and to clear at least ten per cent of 
their outstanding backlog within the same period.

The Ministry itself will be fully current with its appropriation accounts, in compliance with the 
Financial Administration and Audit Act. This mandate has been formally communicated to the 
Permanent Secretary and central authorities.
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Procurement reform

Madam Speaker, the over‑reliance on direct contracting presents a significant governance risk. 
Accordingly, from Monday, June 1, 2026, and for a period of 12 months, all direct contracting 
above statutory thresholds—except at the National Health Fund—will require independent 
validation.

In addition, Boards will be required to approve certified procurement plans, and no financial 
commitment will be supported outside an approved plan. A zero‑tolerance approach will be 
enforced for non‑compliance with the Government of Jamaica E‑Procurement Platform, with 
immediate consequences for breaches.

Statutory deductions

The misuse of income tax, education tax, and NHT deductions to fund operations is unlawful 
and unacceptable. From Monday, June 1, 2026, a zero‑tolerance policy will apply. Executives 
who authorise or facilitate such breaches will face disciplinary action, including statutory 
surcharges where applicable. While legacy arrears will be addressed, no new statutory liabilities 
will be permitted.

Performance and capacity

All agencies will transition fully to the Performance Management and Appraisal System (PMAS) 
within 12 months, with at least seventy per cent of organisational functions assessed under 
PMAS.

At the same time, a coordinated recruitment initiative will be implemented to fill critical fiduciary 
and governance vacancies. The policy target is clear: at least seventy per cent of identified 
vacancies filled within twelve months.

Governance and oversight

A comprehensive legislative review of the health governance framework—including the Health 
Services Act and the UHWI Act—will be undertaken this year, consistent with the UHWI 
Institutional Review Committee Report and Vision for Health 2030.

Further, from Monday, June 1, 2026, all Internal Audit Units will submit reports directly to the 
Ministry. These will inform my quarterly oversight meetings with Board Chairpersons, with 
persistent non‑compliance attracting decisive action.

Sectoral Presentation 2026 Page  42



Service delivery and public trust

Accountability has no meaning if it is not reflected in the patient experience. Therefore, A 
Client‑Centred, Rights‑Based approach to service delivery is being advanced, supported by 
measurable service standards and satisfaction metrics, and reinforced by transparent public 
reporting.

Madam Speaker, this is a disciplined accountability agenda with clear timelines, assigned 
responsibility, and real consequences. Over the next 12-18 months, this Ministry will report 
openly on progress and ensure that public resources entrusted to the health sector are 
managed with integrity, efficiency, and respect for the law.

In so doing, we take decisive steps toward a stronger, more responsive, and more accountable 
public health system for all Jamaicans.

POLICY AREA KEY ACTION / DIRECTIVE
PRIMARY
ACCOUNTABILITY

TIMELINE / CONTROL

FINANCIAL MANAGEMENT

1. RHAs All Regional Health Authorities required to 
bring financial statements and reports tabled in 
Parliament up to date, in compliance with PBMA 
Act and National Health Services Act

RHA Boards & 
Regional Directors

Within 12 months; 
enforced through new 
accountability framework

2. Financial 
Statements – 
Councils

Health professional Councils required to submit 
action plans to address non‑compliance and to 
reduce backlog of outstanding financial statements

Council Boards Action plans within 12 
months; minimum 10% 
backlog reduction

3. Ministry
Accounts

Ministry of Health and Wellness required to be fully 
current in submission of appropriation accounts 
under the FAA Act

Permanent 
Secretary

Within 12 months; 
mandate communicated 
to central authorities

4. Governance 
Capacity

National Health Fund tasked to support governance 
and accountability capacity‑building across RHAs 
and UHWI

NHF Board & 
Management

Within 12 month

PROCUREMENT

5. Procurement 
– Direct Con-
tracting

Mandatory independent validation for all direct 
contracting above statutory thresholds (NHF 
exempt)

Accounting 
Officers; Oversight 
Validation Team

Effective June 1, 2026; 
12‑month policy period

6. Procurement 
Planning

Boards required to approve and submit certified 
procurement plans; no unsupported commitments

Boards of 
Management

Effective June 1, 2026

7. E‑Procure-
ment (GoJEP)

Zero‑tolerance enforcement of GoJEP compliance; 
disciplinary action for breaches

Heads of Entities; 
Boards

Immediate and ongoing
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POLICY AREA KEY ACTION / DIRECTIVE
PRIMARY
ACCOUNTABILITY

TIMELINE / CONTROL

DEDUCTIONS

8. Statutory 
Payments

Zero‑tolerance policy for misuse of statutory 
deductions; disciplinary action and surcharges for 
breaches

CEOs; Executive 
Management

Effective June 1, 2026; no 
new liabilities permitted

PRODUCTIVITY

9. Performance 
Management

Mandatory transition of all agencies to PMAS; 
minimum 70% coverage of organisational functions

Agency Heads; 
Boards

Within 12 months

FIDUCIARY CAPACITY

10. Staffing & 
HR Capacity

Coordinated recruitment initiative to fill critical 
fiduciary and governance positions

Ministry; RHAs; 
UHWI

From June 1, 2026; 70% 
vacancies filled within 12 
months

GOVERNANCE

11. Legislative 
Review

Comprehensive review of health governance and 
regionalisation laws (including UHWI)

Ministry of Health 
and Wellness

Initiated within the year; 
action plan to follow

12. Internal
Audit Oversight

Mandatory submission of Internal Audit reports 
from agencies to the Ministry; portfolio‑wide 
tracking

Boards; Internal 
Audit Units

Effective June 1, 2026; 
quarterly oversight

MODERNISATION

13. Digital 
Transformation

Mandatory adoption of key Government digital 
platforms (GoJEP, MyHR+, CTMS)

Permanent 
Secretary; 
Agencies

Phased rollout; plan by 
July 31, 2026

SERVICE DELIVERY

14. Patient Care 
& Service
Accountability

Establishment of client‑centred service standards 
and satisfaction metrics

Enabling 
Environment & 
Client Services 
Division

Baselines established; 
measures phased during 
year

COLLABORATION

15. Partnership 
& Oversight

Structured consultation with unions; quarterly 
reporting on UHWI reforms and accountability 
agenda

Ministry of Health 
and Wellness

Ongoing; quarterly public 
reporting
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Legislative Agenda
Madam Speaker, this year, the Ministry will be pursuing several matters on the legislative 
agenda including Tobacco, Food & Drug and the Nurses and Midwives Act.

Tobacco Control Bill

The Bill was tabled during the last Parliamentary term and submitted to a Joint Select Committee 
(JSC) of Parliament for review. The JSC completed its clause by clause review of the Bill in July 
2025 and the final Report approved by the JSC. Cabinet has now approved the revision of the 
Tobacco Control Bill to take into account the amendments recommended by the JSC. We will 
be tabling in Parliament the revised Bill tabled within the first quarter of this year.

The Food and Drugs (Amendment) Bill

Madam Speaker, this legislation seeks to regulate Natural Health Products including 
nutraceuticals under the Food and Drugs Act. The Amendment Bill and Regulation are on 
track for the Ministry to proceed to the Legislation Committee of Cabinet in the first quarter of 
Financial Year 2026/27 for approval for tabling in Parliament.

Amendments to The Nurses and Midwives Act

Madam Speaker in the 2023/24 Financial year, Cabinet gave approval for amendments to 
the Nurses and Midwives Act and the Pharmacy Act for the regulation of Advanced Nurse 
Practitioners accommodate the registration and licensure of Advanced Practice Registered 
Nurses (APRNs), encompassing family nurse practitioners, mental health psychiatric nurse 
practitioners, and nurse anaesthetists. While for nurse anaesthetists, the proposed amendments 
to the Nurses and Midwives Act will focus on their licensure and registration.

The amendments will allow family nurse practitioners and mental health psychiatric nurse 
practitioners to perform medical functions typically carried out by a medical practitioner. Thus 
allowing medical practitioners to focus on more advanced or complicated cases. Drafting 
Instructions were first issued to the Chief Parliamentary Counsel in December 2023. We now 
have an advanced draft of the Amendment Bill and Regulations which is currently being 
reviewed towards submission to the Legislation committee of Cabinet seeking approval of the 
tabling of the Bill within the 1st quarter of this year.

Funeral Homes Regulation

Madam Speaker, with regard to the Funeral Homes Regulations, we intend to have this 
promulgated in the Financial Year 2026/27. The Operations of funeral homes and mortuaries 
continue to be an area of major concern for the Government. The Regulations will seek to 
implement a regime for the health certificate of funeral homes to ensure adherence to public 
health standards.
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Public Health Act

Madam Speaker, the threat of new and emerging disease and other threats to public health 
require robust and forward-looking legislation. Our Public Health Act was promulgated in 
1985 and is the main legislation for preventing the spread of infectious diseases including 
communicable diseases and vector borne diseases.  It is now time to review and modernise 
the Public Health Act, especially coming out of the COVID-19 Pandemic, to ensure that same 
meets the goals and objectives of the Ministry, is effective for the prevention, preparation and 
response to Public Health events such as pandemics, new and emerging diseases and the 
impacts of climate change for the resurgence of vector borne diseases.  As such a Task Force 
is being established to undertake a review of the Public Health Act and make recommendations 
for its modernization.

Conclusion

Madam Speaker, with these announcements I hope, on behalf of this Government and all 
healthcare workers, that our mission is clear, working together for better families, better 
communities, better health.
 
God Bless Jamaica land we love!

Thank You.
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