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ABSTRACT

A profile of Trinidad and Tobago is sketched in this
paper. Although they are now unified into one naticnal whole, their
histories and sociozconcmic and demographic developments have
differed somewhat. Thus, these aspects of the two islands are treated
separately where circumstances warrant. Emphasis is placed on the
nature, scope, and accomplishments of population activities in the
islands. Topics and sub-topics include: location and description of
the islands; population--size, growth patterns, migration, age/sex
structure, rural/urban distribution, ethnic and religious
composition, literacy, economic status, future trends; population
growth and socio-economic development--relationships to national
income, size of the labor force, agriculture, social welfare
expenditures; history of population concerns; population policies;
national family planning program--objectives, organization, type,
operations; research and evaluation; and private efforts and foreign
assistance for family planning activities. Summary statements
indicate that the presence of a climate favorable to acceptance of
family planning has facilitated the achievements and progress of the
national family planning program. However, twc areas needing
intensified and further study are: (1) community motivation and
education, and (2) research and evaluation. A map of the islands is
drawn and statistical data, tables, and charts are given. (BL)
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TRINIDAD and TOBAGO

THIS PROFILE was compiled from material furnished in 1970 by Maxwell
P. Awon, M.D., the Minister of Health of Trinidad and I'obago at that
time. It was prepared by Dr. Sumedha Khanna in her capacity as advisor
to the Government of Trinidad and Tobago from the Pan American Health
Organization. Dr. Khanna is currently FAHO/WHO representative in

Guyana.

Although Trinidad and Tobago are now unified into one national whole,
their histories and socioeconomic and demographic developments have
differed somewhat. Thus, for the purposes of this Profile, these aspecis of the
two islands will be treated separately where circumstances warrant.

Location and Description

The state of Trinidad and Tobago is
located in the southern Caribbean.
Formerly a British colony, the two
islands gained independence in 1962.
They have a total area of 1,980 square
miles. Trinidad isseven miles from the
Venezuelan coast. As the second
largest island of the group formerly
known as the West Indian Islands, it
is about 65 miles long and 48 miles
wide, with a total land area of 1,863
square miles. Tobago lies 19 miles
northeast of Trinidad. It is about 32
miles long and 11 miles wide, with an
area of 116 square miles. Trinidag is
mostly flat with some swampland,
especially in the coastal areas. There
are two narrow belts of highlands in
the center of the island. The topog-
raphy of Tobago is broken by an 18
mile ridge extending southwest to
northeast, reaching the height of 1,800
feet. The islands have a tropical cli-
mate with average temperatures of
84 degrees Fahrenheit by day and 74
degrees Fahrenheit by night. The
dry season, which produces severe
droughts, especially in southern Trini-
dad, lasts from January to May, and
the wet season lasts from dJune to
December.

The islands were discovered by
Columbus in 1498. Trinidad was
claimed by Spail and a Spanish gov-
ernor was appointed in 1632. Tobago
was claimed and occupied by the
Dutch in 1632. Both islands, because
of their strategic positions in the
Caribbean, were involved in the ex-
pansionist activities of various Euro-
pean powers. During the seventeenth
century, the islands were seized at
different times by Great Britain,
France, Spain, and the Netherlands.
Trinidad was finally ceded to Great
Britain by the Treaty of Amiens in
1802 and Tobago fell unier British
control through a later agreement in
1814.

The islands remained under British
colonial rule until 1956 when they
were granted limited self-government.
In 1958 they jointly entered The
Federation of the West Indies, Full
gelf-government came into effect in
June 1961 and, shortly after the dis-
solution of the West Indies Federation
in May 1962, Trinidad and Tobago
became an independent nation and a
member of the British Commonwealth.

The economy relies heavily on the
petroleum industry located in the
southwestern region of Trinidad.
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Farming constitutes another impor-
tant element in the state economy.
Sugar cane, the main agricultural sta-
ple, is grown primarily in the west
coastal region of Trinidad. The area
around the capital, Port-of-Spain, is
intensely developed. It is the only
heavily industrialized area and, as a
result, is the most densely populated
region. In Tobago, agriculture, often
at subsistence levels, is the main occu-
pation. Industrial development on the
island is limited to handicraft, cottage
industry, and small plants producing
a limited range of goods mostly for
local consumption.

Population
Size

Total population. In 1861 the popu-
lation of Trinidad and Tobago was
99,800. By 1901 the population had
increased to 275,900. During the
twentieth century, population growth
has been rapid, and in 1960, the most
recent Census year, the population
was 831,000. The mid-year population
estimate for 1968 was 1,021,000, of
whom slightly over 50,000 were in-
habitants of Tobago.

Total number and average size of
households. At the time of the 1960
Census there were an estimated 180,-
846 households in the country, with
an average of 4.6 persons per house-
hold.

Total number of women of repro-
ductive age. In 1967 there were 208,700
women in the age group 15—44 out of
a total female population of 505,750.

Union status of women of reproduc-
tive age. The most recent cata on -
union status of women aged 15—44 are
those of the 1960 Census. Of a total of
170,812 women in this age group in
1960, 71,277 were married; 27,993 in
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common law unions; 4,045 in visiting
unions; and the remainder single or
unstated.

GROWTH PATTERNS

Between 1861 and 1960, the total
population of Trinidad and Tobago
increased by eight and a quarter
times, from 99,848 to 827,957. Table 1
shows the total population and annual
rates of growth between censuses for
each of the census years from 1861-
1960. It is evident that this growth
was not uniform: instead it fell into
roughly three stages: 1) a rising rate
of growth to a record 3 percent per
annum for the years 1871-1881 fol-
lowed by: 2) a decline to a growth
rate of less than 1 percent during
1911-1921; and finally, a steady rise
in the growth rate, increasing after
1931, and, by 1960, approaching the
earlier maximum. This recent increase
is more noteworthy demographically
than the earlier increase because it can
be attributed almost solely to rising
natural increase; while the earlier in-
crease may be largely attributed to
large-scale migration.

For the twentieth century, Jack
Harewood in an article published by
the Central Statistical Office outlines
three phases of population growth in
Trinidad and Tobago, as follows:

1. During the first dccade, 1901 to
1911, rates of birth, death, and net
immigration were very high, resulting
in a high rate of total population
growth.

2. During the next two decades,
1911 to 1921 and 1921 to 1931, birth
and death rates fell steadily but al-
most equally so that the annual natu-
ral increase changed little. In this
period, there was a considerable fall in
net iminigration, leading to a big drop
in the annual rates of overall growth.

3. From 1931 on births rose, slowly
at first, and dramatically in the period
1946-1960, and deaths continued to
decline, again dramatically in the pe-
riod 1946-1960, so that natural in-
crease rose rapidly. Net immigration
rose significantly in the period 1931-
1946 and fell somewhat again in the
period after 1946, but its influence on
total population growth was on the
whole less marked than in the firat
phase,

Were the rate of 2.87 recorded from
1946 to 1960 to continue, it would
lead to a doubling of the population in
22 years, and a total population of
two and a half million by the end of
the present century. But there is evi-
dence that the present rate of popula-
tion growth in Trinidad and Tobago is
decreasing. Although in the first half
of the 1960s the annual rate of popu-
lation growth in the islands was 2.9
percent, in 1967 the rate of natural
increase declined to 2.17, and in 1968
to 2.0 percent.

During the period 1960-1965 the
total number of live births ranged
from 32,858 to 34,107 per annum. In
1966 the number of live births de-
clined to 30,079, and further declines
occurred in 1967 to 28,462 and in 1968
to 28,017. The crude birth rate de-
clined from 39 per thousand in 1960 to

TABLE 1. Growth of Population for Census Periods: Trinidad and Tobago,

1851-1960
No. of Total Popula- Annual Rate of
inter-censal Years in tion at End Total Growth
Period Interval of interval Growth (per cent)
1851-1861 10 99,848 16,870 1.87
1861-1871 10 126,692 26,844 241
1871-1881 10 171,179 44,487 3.06
1881-1891 10 218,381 47,202 2.46
1891-1901 10 273,899 55,518 2.29
1901-1911 10 333,552 59,653 1.99
1911-1921 10 365,913 32,361 0.92
1921-1931 10 412,783 46,870 1,21
1931-1946 15 557,970 145,187 2.03
1946-1960 14 827,957 269,987 2.87

Source: Jack Harewbod, “Population Growth of Trinidad and Tobago In the Twentieth Century,”
Research Papers, Number 4, 1967, Central Statistical Office, Trinidad.
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217.5 per thousand in 1968, a decrease
of 32 percent.

There has been a significant decline
in the crude death rate from 11 per
thousand in 1951-1956 to 6.7 per
thousand in 1967. This decline was
due largely to the reduction in infant
mortality rates from 73 per thousand
live births in 1951-19566 to 37 per
thousand live births in 1968. There
has also been a marked decline in the
death rate among children under age
five over the last eight years. The
declines in mortality are the result of
a number of medical and public health
measures as well as improvement in
economic and social conditions.

MIGRATIOM

Until recently, migration was almost
as important a factor in population
growth as the rale of natural increase.
Between 1901 and 1911 net immigra-
tion to Trinidad and Tobago ac-
counted for over 43 percent of the
total population growth of that pe-
riod. Between 1911 and 1921 migra-
tion to the islands was slight. How-
ever, in the inter-censal period 1931-
1946, net immigration again increased,
becoming a significant factor in popu-
lation growth. The increased levels of
immigration in that period were
largely due to the increased employ-
ment opportunities on the islands
arising from the location of a United
States military base on Trinidad and
from the expansion of the petroleum
industry. During 1941-1942 alone, the
total number of immigrants was
20,000. As World War II came to a
close, migration ceased to contribute
significantly to population growth. By
1964 the net migration pattern had
changed from positive to negative.
Between 1964 and 1968 there was a
net emigration of 30,686 persons.

AGE/SEX STRUCTURE

The population of Trinidad and To-
bago is characterized by a young age
structure: over 42 percent of the total
population is under age 15. Mid-1967
estimates give the age distribution as
follows: 16 percent, 4 and under; 27
percent, 5 to 14 years; 41 percent, 16
to 44 years; 13 percent, 456 to 64
years; and 4 percent, 656 and over. Out
of the total population of 1,010,100 in
1967, 504,350 were male and 505,750
female.

TABLE 2. Estimated Midyear Populations with Percentage Distributions
by Age Groups: Trinidad and Tobago, Specified Years

1970 1975 1980
Number in Number in Number in

Age Group thousands Percent thousands Percent thousands Percent
Total 1,041.5 100 1,134.0 100 1,261.7 100
Under 1 year 27.4 3 30.0 3 34.8 3

i- 4 years 111.9 11 1120 10 128.5 10

5-14 years 294.5 28 293.8 26 279.1 22
15-24 years 203.6 20 245.9 22 290.8 23
25-34 years 129.1 12 153.5 14 194.9 15
35-44 years 95.2 9 102.2 9 119.5 9
45-54 years 82.4 8 83.5 7 86.5 7
55-64 years 58.3 6 66.9 6 71.9 6
65-74 years 27.5 3 33.8 3 42.4 3
75 yea.s

and over 11.6 1 124 i 13.3 1

Source: Prepared by PAHO/WHO COuntr¥loﬂlce. in consultation with Central Statistical Office,
a

Trinidad and Tobago, as an upd

ng of previous published and unpublished projections.

The table is based on provisional 1968 population estimates, provisional 1969 birtt, and migration
figures, and the assumptions: (a) fertility rate declining from 135 in 1968 to 120 in 1980; (b) emi-
gration (age-selective according to pattern of 1966-68) declining linearly from 10,000 in 1969-70

to 0 in 1975.

Table 2 gives the estimated popula-
tions for 1970, 1975, and 1980 together
with the expected age distributions.
Figure 1 shows the population age
group structure, broken down by sex,
in 1960 and as estimated for 1980. The
table and figure are based on slightly
different assumptions. The table in-
cludes allowance for migration and,
hence, is somewhat more realistic.

RURAL/URBAN DISTRIBUTION

The capital, Port-of-Spain, had a
population of 93,954 in 1960; its pop-
ulationis currently estimated at about
100,000. It dominates an urban region
with a total population of some
400,000. The other two principal
towns in Trinidad are San Fermando
(1960 population 39,830) and Arima
(1960 population 10,982). Scarbor-
ough, the chief town of Tobago, had a
1960 population of 2,600. Tobago
comprises a number of village settle-
ment areas, each containing popula-
tions of over 300 persons. Of these
village areas, only 14 had populations
in excess of 1,000 persons in 1960.

Erunic AND RELIGIOUS COMPOSITION

The islands have a multiracial society
with Negroes and East Indians the
predominant ethnic groups. At the
time of the 1960 Census, the popula-
tion was 43 percent Negro; 3.6 percent
East Indian; 2 percent white; 1 per-
cent Chinese; 16 percent mixed; and
less than 1 percent other or unstated.
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At the time of the 1960 Census, 30
percent of the population were: Prot-
estant; 38 percent Roman Catholic;
23 percent Hindu; 8 percent Muslim;
and 4 percent other or not stated.

LiTERACY

In 1960 the literacy level of the total
population of Trinidad and Tobago
was 89 percent, During 1967-1968 out
of a total of 274,700 population aged 6
to 14, 244,772 or 89 percent were in
primary schools; and out of a total of
103,200 persons 15 to 19 years of age,
28,949 or 28 percent were in secondary
and technical schools.

EcoNoMIc STATUS

The average per canita Gross Na-
tional Product (GNP) in 1968 was
US$765.00. Of the economically active
population, 21 percent were employed
in the primary sector (agriculture,
forestry, hunting, fishing, mining, and
quarrying), 31 percent in the second-
ary (manufacturing and construction),
and 48 percent in the tertiary (com-
merce, transport, storage, communi-
cation, electricity, gas, water, and
services).

Furure TRENDS

For purposes of comparison, two pro-
jections of future population trends
are presented. Under Assumption A
there is no migration; mortality de-
clines in accordance with the rates of
decline during 1921-1960; and fertil-
ity declines from the gross reproduc-
tion rate of 2.98 in 1959-1961 to 2.00




FiGURE 1. Population Age Group Structure:

Trinidad and Tobago,

1960-1980
R T R Y B N D Ay A B
1960 0
33,680 | 60,300
[ J19s0
980
443,210 | 809,700
219,430
138,030
140 105 70 35 35 70 105 140
Male Population(thousands) Female

Source: This figure is derived from Table 22 from the Digest-1969, a publication of the Central

Statistical Office of Trinidad and Tobago.

The table is based on the 1960 Census (adjusted figures) and the assumptions: (a) no migration;
(b) mortality decline in accordance with rates of decline from 1921-1960; and (c) fertility declining
from joint gross reproduction rates of 2.98 in 1959 to 1.66 in 1980,

in 1980. Under Assuinption B there is
no migration; mortality declines in
accordance with rates during 1921-
1960; and fertility declines from the
gross reproduction rate of 2.98 in
1959-1961 to 1.66 in 1980.

per annum, the annual average rate of
growth of real GDP was negligible. In
the years 1966-1968, with increased
production of petroleum, the GDP in
constant prices is estimated to have
grown an average of 6 to 7 percent.

Assumption 1960 1965 1970 1976 1980
A 834,400 964,700 1,100,600 1,260,200 1,413,000
B 834,400 961,100 1,090,600 1,215,200 1,348,100

Population Growth and
Socio-Economic Development

RELATIONSHIP TO NATIONAL INCOME

After independence in 1962, the re-
sponsibility for economic development
depended more than ever before on
the country’s own efforts—with greater
reliance being placed on utilization of
its own resources. Between 1962 and
1965, the Gross Domestic Product
(GDP) grew at 5.6 percent per annum
in current prices. With a population
growth rate of 2.7 percent per annum
and price increases of about 2 percent

Out of a total Gross Domestic Product
of TT $1,643,200,000! in 1968, 33
percent comes from the primary sec-
tor; 21 percent from the secondary
sector; and 46 percent from the
tertiary sector.

RELATIONSHIP TO SIZE OF THE
LABOR Force :

In Trinidad and Tobago all persons

16 years and over engaged in or will-

ing and able to be engaged in the

I'TT $1 (One Trinidad and Tobago dol-
lar) =U.S. $0.60.
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production of economic works and
services are classified as being in the
labor force. As of June 1968 there
were 364,000 persons in the labor
force, or 54 percent of the total popu-
lation. The dependency ratio for that
year was 84.

Between 1960 and 1968, the labor
force grew from 289,000 to 368,000, a
growth of 3 percent per annum. Had
it not been for a net emigration of
26,000 persons during this period, the
labor force would have grown by
about 3.5 percent per annum. The
estimated labor force participation
rate in 1968 is 86 percent for men and
36 percent for women. Due to an
increase in the femsle participation in
the labor force there was an increase
in the overall participation rates from
60 percent to 62 percent between 1960
and 1968.

The dilemma facing Trinidad and
Tobago is that the labor force is grow-
ing more rapidly than thc employ-
ment opportunities. Fertility rates
have been declining over the last six
years, but even if the decline con-
tinues, it will have little effect on the
supply of labor for the next nine years,
since annual increase in the labor
force is determined by the number of
births 16 years ago. After nine years,
the labor force should grow Jess
rapidly.

RELATIONSHIP TO AGRICULTURE

Agriculture provides employment for
some 22 percent of the labor force. It
accounts for only 8 percent of the
total value of goods and services pro-
duced in the economy. Inrecent years,
the agricultural GDP has declined as
a percentage of the total GDP. In
1956. its percentage contribution to
GDP stood at 15 percent; in 1964, at
9 percent; and in 1968, at 8 percent.
Sugar continues to be the principal
crop, occupying 90,000 acres of land
and contributing about one-quarter of
agriculture’s share of GDP. Other
crops include cocoa, coffee, and citrus.

RELATIONSHIP TO SoCIAL WELFARF,

EXPENDITURES

Public education. In 1967 the gov-
ernment agreed that a long-range
draft education plan should be intro-
duced. The Draft Education Plan
covering the 15-year period, 1969 to
1983, sought to reorient educational
philosophy in T'rinidad and Tobago to




make it consistent with the goal of full
national independence and identity.

The plan provides for a three-tier
system of education—primary level,
junior gecondary level, and senior sec-
ondary level. It proposes to provide
places for approximately 109,000 stu-
dents in new primary schools and
increase enroliment in existing schools
by ©1,000. The Junior Secondary
School will offer secondary education
on the basis of a three-year course for
the age group 12-14. At the senior
secondary level, the plan proposes a
comprehensive program of education,
encompassing both academic and
technical courses.

For the first five years of the plan
(1969-1973), places for approximately
7,000 students will be created in new
primary schools; and for approxi-
mately 37,000 in 16 new junior sec-
ondary schools on a double shift
system. The latter will make it possi-
ble for approximately 60 percent of
the 12-14 year age group to attend
junior secondary school as compared
with 22 percent in 1968. At the senior
level, 5,000 additional places will be
provided in this period. The plan also
envisages expansion of teachers’ train-
ing programs.

Public health. In the Ten-Year
National Health Plan (1967-1976),
specific objectives include reduction
of the incidence of communicable
diseases and improvement of environ-
mental sanitation and diagnostic and
curative care.

In 1969, there were 410 physicians
in the country, giving a ratio of 3.98
per ten thousand population and 1,440
registered nurses, giving a ratic of
13.98 per ten thousand population.
There are 5,318 hospital beds and a
total of 117 health facilities, including
hospitals, health centers, health posts,
and dispensaries.

History of Population Concerns

The family planning movement began
in Trinidad in 1956 when a general
practitioner attached to an oil com-
pany hospital opened a family plan-
ning clinic in Point Fortin. It operated
under the auspices of a privately
organized Family Planning Associa-
tion. The aim of the clinic was to
provide easy access to medically ap-
proved methods of family planning
and to subsidize the cost of contra-

ceptives for those who could not afford
them. In 1959 a second major clinic
was opened in Port-of-Spain. Subse-
quently clinics were opened in other
areas, but several were forced to close,
and the efforts of the Association were
severely handicapped by a number of
factors: lack of community support
for clinics; opposition from the Roman
Catholic Church; administrative and
funding problems; the need for a
largely volunteer corps of medical
professionals; and the lack of govern-
ment backing.

Despite the major setbacks to the
Association and largely because of the
perseverance and dedicationof a group
of medical professionals, the move-
ment was successful in winning popu-
lar support and ultimately, in 1967,
the backing of the government.

In 1961 the Trinidad and Tobago
Family Planning Association was
formed and became an affiliate of the
International Planned Parenthood
Federation (IPPF). By 1965, three
urban and two rural clinics were in
operation, each with two salaried
midwives and one salaried field worker
working full-time, and a volunteer
staff of physicians and nurses. The
continued absence of government sup-
port at that time was a major liability
in that it made contributions even
from foreign agencies less possible.

Population Policies

The Government’s Draft Second Five-
Year Plan (1964-1968), recognizing
the relationship between economic
development and population increase,
cailed for a “better balance between
birth rates and death rates.” How-
ever, rather than recommend any
program for family planning, the plan
concluded that “‘if the historical and
contemporary experience of other
countries is any guide, the high and
rising standards of living aswell as the
further spread of education and so-
phistication should bring about in the
future a better balance between birth
rates and death rates.”

At this time, polis of local leaders
showed a favorable response to the
proposal of introducing family plan-
ning. In 1965, encouraged by this
open show of support, the People’s
National Movement (PNM), the po-
litical party then in office, appointed a
committee from its General Council
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to consider and report on what the
party’s policy toward family planning
should be. The report, completed in
March 1965 and published in 1967,
recommended that the PNM accept
‘amily planning as necessary to the
social and economic progress of the
country. The Special Convention of
the PN'M on 22 April 1967 requested
the Government of Trinidad and To-
bago “to institute a national pro-
gram of education in family planning
and to introduce a Family Planning
Program on a national scale to cater
for the needs and desires of all.”

A Population Council was appointed
in June 1967 by the Cabinet to advise
the Minister of Health on the organi-
zation of a national program that
would coordinate all the family plan-
ning activities in the country. During
1967 the national family planning
program commenced, with the Popu-
lation Council asits primary executive
body.

National Family Planning
Program
OBJECTIVES

The goal of the national program is to
reduce the birth rate to the vicinity of
20 per thousand by 1977, the end cf
the tenth year of program activity.
The program aims emphasize the
health and economic benefits of fam-
ily planning to the individual, to the
family, and to the nation as a whole.
Thus, major goals are: reduction of
pregnancy wastage arising from pre-
mature births, foetal and neonatal
deaths, and induced and spontaneous
abortions; avoidance of hazards to
maternal health resulting from exces-
sive and frequent childbearing; reduc-
tion of mortality and morbidity rates
of infants and young children; and
improvement of the socioeconomic
status of individual families and na-
tional economic development.

The program operates on a nation-
wide basis to ensure the ready avail-
ability of family planning services to
all who wish to make use of them. No
coercion or pressure will be exerted;
and the choice of family planning
services and methods will be left to
the individual.

The National Family Planning Pro-
gram is a collaborative effort of the
government sector and the two volun-
tary organizations—the Family Plan-




ning Association and the Catholic
Marriage Advisory Council.

Specifically, the short-term objec-
tives of the program include:

(1) Establishment of an administra-
tive organization at central and
peripheral levels, for formulation
and effective implementation of
the program.

Establishment of family planning
clinics through a phased program,
making services easily available
to all who wish to make use of
them.

@)

(3) Recruitmentand training of medi-
cal, paramedical, and nonmedical
personnel for the total program.

(4) Implementation of a program for
community education and moti-
vation.

(6) Establishment of a system of
research and evaluation for peri-
odic assessment and adjustment
of the program.

ORGANIZATION

The National Family Planning Pro-
gram operates under the auspices of
the Ministry of Health and was
developed concurrently with the re-
organization of that Ministry under
the National Health Plan, 1967-1976.
The internal structure of the program
provides for three levels of responsi-
bility and authority: policy decision;
prograin formulation and evaluation;
and program execution.

Policy decision level. The Popula-
tion Council of Trinidad and Tobago
has been established within the Min-
istry of Health at the policy decision
level. It functions as anadvisory body
to the Minister of Health. It has been
entrusted with the coordination of
overall development, implementation,
evaluation, and readjustment of the
National Family Planning Pro-
gram. The Population Council is
appointed by the Cabinet to serve for
a two-year period. The Council com-
pleted its first two years on 30 June
1969 and was reappointed on 1 July
1969.

The Council is headed by a Chair-
man and a Deputy Chairman, both
appointed by the Cabinet. The direc-
tor of the National Family Planning
Program serves as the Secretary of the

Council. Members of the Council in-
clude senior representatives from re-
lated government departments such
as Health, Statistics, Public Rela-
tions, and Planning Development;
community leaders; representatives
from the private associations; special-
ists in obstetrics and gynecology; and
a medical officer. Presently there are
156 members on the Council.

Program formulation and evaluation.
Program formulation and evaluation
are carried out by five committees
concerned with different aspects of the
program. (1) The Community Educa-
tion and Publicity Committee, chaired
by the Director of the National Fam-
ily Planning Program, is responsible
for the development of a comprehen-
sive community education program,
including publicity campaigns, audio-
visual aids, and training programs for
health and community educators. (2)
The Maternal and Child Health Com-
mittee is chaired by the Principal
Medical Officer of Integrated Health
Services. The major functions of this
committee that are related to the
family planning program are: to set
family planning clinic targets; to ad-
vise vegional health staff in implemen-
tation of these targets; to advise the
medical officer of the family planning
program in formulating and imple-
menting training programs for medical
and paramedical personnel; and to
establish norms and procedures for
the clinic services. (8) The Research
and Evaluation Committee is chaired
by the Director of the Central Sta-
tistical Office. The major functions of
this committee are to quantify na-
tional family planning program goals
and objectives and set targets; to
develop recording and reporting pro-
cedures; to develop a scheme for tot: |
program evaluation; and to formulate
proposals for such research studies as
are desirable for program evaluation.
(4) The Medical Committee, compris-
ing the senior obstetrician and gyne-
cologist and representatives of the
Medical Association of Trinidad and
Tobago, deals with medical and tech-
nical aspects of the program, including
clinical research. (56) The Finance
Committee deals mainly with finan-
cial aspects of the program, including
determination of needs for external
assistance.

Program execution level. At the cen-
tral level of program execution, a
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Family Planning Unit has been estab-
lished in the Ministry of Health under
the Principal Medical Officer in charge
of the Integrated Health Division.
The staff assigiued to the unit include
a director, a medical officer, a nursing
officer, a health education officer, a
statistical officer, and supporting staff.
This unit functions as a team and
coordinates the implementation of
different components of the program.
The unit staff form theliaison between
the program formulation level and
regional program execution levels.
The unit staff collaborates with the
staff in the health services; supports
and complements them in implemen-
tation of the total program; and also
collaborates with such other govern-
ment sectors as education and com-
munity development and with the
private sector. Program execution at
the regional level is the responsibility
of the Regional Directors of Health.
All medical and paramedical staff
collaborate in the implementation.
The Family Planning Association and
the Catholic Marriage Advisory Coun-
cil also operate at the regional level in
national program execution.

TypE
Family planning clinics provide con-
traceptive supplies and counseling on
contraceptive techniques and prac-
tices. Health education is an integral
component of all these activities. A
full-time health staff of doctors, nurses,
midwives, and nonmedical staff, sup-
ported wherever necessary by part-
time staff, conduct family planning
activities within the established health
facilities. Contraceptive supplies are
provided free of charge to the public.
In 1968 a National Maternal and
Child Health Program Formulation
Committee was established by the
Minister of Health to review existing
maternal and child health services; to
formulate a comprehensive maternal
and child health program integrated
with family planning activities; and
to establish norms, procedurss, and
targets for maternal and child health
services. The broad structure for such
a program has been formulated.

OPERATIONS

Character of Program. The Five-
Year National Family Planning Pro-
gram (1968-1972) projected the estab-




lishment of clinic services throughout
Trinidad and Tobago according to a
phased plan. The ultimate goal is to
provide family planning services in all
of the country’s approximately one-
hundred health facilities.

During 1967, clinic services were
offered through two regional hosp:tals
and five Family Planning Association
clinics. By mid-1970, there were 36
clinics, including 26 government, 8
Family Planning Association, and 2
Catholic Marriage Advisory Council
(CMAC) clinics. The major urban
clinics function daily or two to three
times weekly; the other clinics func-
tion as often asneeded, the need being
assessed by means of clinic utilization
figures. A minimum of two new gov-
ernment clinicsa year is planned until
all the health facilities have been
covered.

The clinic locations are determined
by population density; prevalent fer-
tility, availability of health staff,
suitability of physical structure of the
health facility, and accessibility. All
strategic areas in the country have
already been provided with clinic
services. The current emphasis is on
expansion of clinic services to remote
areas.

As #n general rule, a government
clinic is staffed by a medical prac-
titioner, two nurses, and a clerk.
Where possible, a full-time health
service staff is in charge of the clinics.
Because of staff shortages in & number
of areas, however, extra staff have to
be recruited and paid predetermined
sessional fees. The government policy
has emphasized that family planning
is to be considered an integral part of
the functions of the government health
personnel, and hence no extra allow-
ances are paid for family planning
work performed during normal duty
hours. Manuals of clinic procedures
have been developed to assist and
guide the clinic staff in the operation
of clinics. These have been made avail-
able to all clinics.

While encouraging all sectors of the
community to participate, the pro-
gram’s special targets include women
of high parity; women who have re-
cently completed a pregnancy; wcmen
who have special health problems
that are likely to be aggravated by
repeated childbearing; industrial em-
ployees; armed forces; and young peo-
ple in the early reproductive period.

Information and education. The
1968-1972 Five-Year Program recog-
nizes the importance of a vigorous and
effective effort for community educa-
tion and motivation. Because of the
many years of work of the Family
Planning Association of Trinidad and
Tobago, a climate now exists for the
acceptance of family planning. Re-
cruitment of 15 percent of the women
aged 15-44 to the family planning
clinics in the first two years of the
national program without an inten-
sive publicity or motivation drive is
evidence of the widespread acceptance
of family planning.

It is recognized, howevey, that for
the success of the program, sustained
motivation is necessary and greater
efforts are required to bring the am-
bivalent and unmotivated groups intu
the clinics. The national program is
now reaching the second phase when
extension of field programs for com-
munity education is envisaged.

Among the community education
and motivation efforts, many types of
approach have been utilized:

1. Mass Medie. Through the use of
radio, television and newspapers, the
public is kept informed about the
location of services, the progress, and
the achievements of the program.
Series of weekly radio broadcasts on
family planning and related topics
were developed and used during 1969
to create public awareness of the
population problem and to promote
public participation. Since the begin-
ning of 1970, a bi-weekly feature on
family planning has been presented on
television.

2. Group Education. Film shows,
lectures, and discussions have been
held throughout the country. The
Health Education Division of the
Ministry of Health has collaborated
in these efforts. Shows are held at
prenatal clinics, child welfare clinics,
and family planning clinics as well as
in community gatherings such as the
village councils and in some schools.

3. Personal Approach. The Postpar-
tun) Education/Referral Program is
the main program using a person-to-
person approach in family planning
education. Since July 1969, an educa-
tion/referral program has been effec-
tive in the maternity and abortion
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wards of the three regional hospitals,
and the program now being extended
to the maternity wards of other
hospitals. Eight nurse-midwives have
been appointed on a sessional basis to
make daily ward rounds and approach
each mother individually, explain con-
traceptive methods, and give referral
cards for family planning clinics.
Approximately 6,000 women were con-
tacted through this program in 1969.
The evaluation of the program is in
progress. During 1970, the education/
referral program was extended to the
maternity wards of the district and
county hospitals. Since 61 percent of
the total deliveriesin the country take
place in government institutions, this
program, when in full phase is ex-
pected to reach 15,000 women in
maternity wards and about 4,000
women in abortion wards. The nurses
conducting this program were trained
locally under the direction of hospital
senior medical and nursing personnel.

4. Other Media. Leaflets and post-
ers have been printed locally for dis-
tribution in clinics and other health
facilities and at public and group
meetings. A flip chart and a teaching
kit have been devised locally and are
used by all clinic nurses and nurses in
the education program in postpartum
wards. Eight family planning exhibi-
tions were mounted during 1969, five
by the Family Planning Association
and three by the Ministry of Health.
Cinema slides have also been pro-
duced and are to be pretested before
full use in the program.

During 1970, the program plans
included two pilot projects in person-
to-person contact through home visits.
The first utilized the collaborative
effort of hospital and district nurse-
midwives in Tobago. All newly deliv-
ered mothers in a selected area were
to be paid a home visit for family
planning referral. This project could
not be implemented on a systematic
basis due to a shortage of nursing
personnel. In the other project non-
professional field workers who have
been trained in education and com-
munication techniques contact indi-
viduals at homes in selected areas in
Trinidad for the purpose of referring
them to family planning clinics. The
impact aixd cost effectiveness of these
projects will be carefully evaluated
prior to further expansion.




5. Family Life Education. A con-
ference in “Family Life Education”
was held in 1969 to consider the need
for a family life education program for
young people and education of the
men in parental responsibility and
family planning. Eighty representa-
tives from professional and commu-
nity organizations met to discuss the
subject. Subsequently, a Technical
Subcommittee of the Community
Education and Publicity Committee
of the Population Council was formed
to examine the current status of edu-
cation in family lifein the country and
to draw up a comprehensive program
for use in schools and for youth
groups. Members of this committee
are drawn from the Ministries of
Health, Education, Community De-
velopment, and Youth Affairs, teach-
ers’ training colleges, religious groups
of major denominations, the Univer-
sity of the West Indies, the Family
Planning Association, the Parent-
Teachers’ Association, the Probation
Office, and others.

Because of the current interest at
several teachers’ training colleges and
some schools in holding lectures on
family life education, ad hoc programs
have been conducted by the Family
Planning Association, World Council
of Churches, Catholic Marriage Ad-
visory Council, and staff of the Fam-
ily Planning Unit.

Methods. All family planning clinics
offer a wide variety of contraceptive
methods including orals, IUDs, dia-
phragms, foam, and condoms. The
choice of method is left to the indi-
vidual. Advice on the riythm method
is also available through the specially
trained staff of the Catholic Marriage
Advisory Council.

Since 1967, there has been a trend
among acceptors toward oral contra-
ceptives. During 1968 and 1969, 77
percent and 73 percent, respectively,
of the total new acceptors selected
orals. Only 6 to 7 percent of the new
acceptors chose the IUD; the rest
chose other methods.

During the earlier years of the Fam-
ily Planning Association Program,
before the free availability of the oral
contraceptives, the IUD was accepted
more widely. While many factors may
have contributed to the shift in the
choice of method, perhaps the major
ones are free and eagy availability of
the orals and fear of adverse effects of

the TUD among the public and the
professional staff.

Contraceptive continuation rates
appear to be high. For the year 1969,
the crude estimates give a total dis-
continuation rate of 27 percent for all
methods: 26.7 percent for oral contra-
ceptives; 8 percent for IUD; and 29.7
percent for all other methods. A
follow-up study is planned to get more
accurate estimates,

Clinical trials of injectable contra-
ceptive methods have been conducted
by the Family Planning Association.

Tubal ligation is offered to women
on request, mainly at the two regional
hospitals, particularly if indicated on
medical grounds. During 1968 and
1969, approximately 220 tubal liga-
tions were performed at the two
hospitals.

Personnel and training. Training
programs for different categories of
workers—medical, paramedical, and
nonmedical—have been devised and
conducted. The emphasis during 1968
and 1969 was on short in-service
training courses including lectures on
pertinent topics and practice sessions.
The target groups for this training
were medical and nursing staff in the
maternal and child health services,
key community educators, and cleri-
cal staff of the clinics.

Arrangements were made at both
Regional Hospitals to provide facili-
ties for training in family planning
techniques for doctors and nurses.
The family planning clinics located in
the maternity departments serve as
training centers in clinical techniques
and in organization procedures. They
offer two sessions monthly for this
purpose.

For doctors, seminars at regional
and national levels have been con-
ducted through the Trinidad and To-
bago Medical Association. At the in-
ception of each clinic a doctor is
appointed to head the staff and is
instructed in clinical techniques when
necessary.

Training of nurses and midwives
has been undertaken through two
types of programs: short in-service
courses; and lectures on family plan-
ning as part of the pre-service cur-
ricula. By December 1969 all nurses
working at the district level had at-
tendedin-service courses on the nature
of the National Family Planning
Program and the technical and
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educational aspects of family plan-
ning. Hospital nursing personnel,
mainly graduate nurse-midwives or
those about to graduate, were given a
similar course. Nursing educators and
instructors and nursing administra-
tive staff have been given in-service
training.

Family planning and related sub-
jects were first introduced in nursing
curricula during 1969. Curriculum
content for all nursing education pro-
grams, including basic nursing, mid-
wifery, public health nursing, and
assistant nurse training, has been re-
vised to include lectures on such topics
as demographic and sociological con-
sequences of population growth, fam-
ily planning—rationale, techniques,
education, and communication, gov-
ernment plans, and policies. The course
content also allows for practical train-
ing in clinics. Nursing educators are
now taking the leading role in these
training programs. Clerical staff for
the clinics are trained in clinic record-
ing and reporting procedures through
quarterly short work groups as well as
through individual contacts. Seminars
have been held for the Health Educa-
tion Officers and for the Community
Development Officers, to highlight
important aspects of the family plan-
ning program and the role of commu-
nity educators in motivation of the
community.

Opportunities for training overseas
in special subjects—medical, adminis-
trative, educational, statistical, etc.,—
for selected staff of the Family Plan-
ning Program and other Public Health
and Ministry of Education staff have
been provided largely through fellow-
ships awarded by the Pan American
Health Organization/World Health
Organization (PAHO/WHO).

Budget. The program budget is met
by allocations from Government De-
velopment Funds. The allocations are
voted on yearly. The Government
Development Program has promised
an allocation of T'T$200,000 per year
for the first five years of the program,
mainly for purchase of supplies.

In 1968, $200,000 was allocated un-
der the Development Program and
$100,000 under recurrent expenditure
of the Ministry of Health. This pro-
vision was adequate to meet the esti-
mated cost of all supplies, clinic and
office equipment, staff salaries, sub-
ventions, and expenses involved in
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training and education. Because of
substantial aid from foreign sources
and a delay in the appointment of
full-time staff, only T'T'$78,370 of the
allocated funds was spent during the

year.

In 1969, TT$417,050 was allocated
to the program, of which T'T'$205,020
was released. However, expenditure
came to TT$160,669. Again expendi-
ture fell below allocation because of
substantial aid received from foreign
sources toward equipment and sup-
plies and overseas training.

The government gave subventions
to both voluntary organizations for
1969. The Family Planning Associa-
tion received TT$50,000, and the
Catholic Marriage Advisory Council
TT$10,000. These amounts were in-
creased to TT$60,000 and T'T'$12,000,
respectively, for 1970.

Research and Evaluation
PROCEDURE

During 1968, the government pro-
gram adopted the record forms and
procedures in effect at the Family
Planning Association clinics. Efforts
were started to outline a comprehen-
sive evaluation scheme. Three princi-
pleswere kept in view: that the system
be kept simple; that the compilation
of data be decentralized, i.e., at the
clinic level; and that both government
and private sectors use the same pro-
cedures to maintain uniformity in
data collectior.. During 1969, the fol-
lowing procedures were adopted:

Clinic level. A Family Planning
clinic case card was designed and
adopted in January 1969 by all clin-
ics. Uiider this procedure, a card is
made out for each person attending a
clinic for the first time and kept at the
clinic. A clinic card for appointment
or referral is given to each client and
is to be brought by the client to each
revisit. This procedure facilitatesloca-
tion of the clinic case card from the
clinic files. A system of transfers of
records and patients from one clinic to
another has been organized through
the use of transfer slips.

Since December, 1969, a Statistical
Card has been used for each new
acceptor. This new card contains in-
formation on age, address, number of
living children, and contraceptive
method prescribed. The card is com-
pleted at initial interview and all

cards from all clinics are forwarded to
the central office at the end of each
month for monthly analysis.

At the clinic level, daily and
follow-up records are also kept. Perti-
nent information is extracted -and
forwarded to the central office for
compilation. A daily summary is com-
piled from the record of daily attend-
ances and provides information on
clinic caseloads, new cases by choice
of contraceptive method, old cases
and revisits, and amount of contra-
ceptive supplies distributed. A system
of recording follow-up visiis attempts
to provide a continuous record for
each individual case for a period of
three years and a gross estimate of
discontinuers for each clinic.

A monthly report form is completed
by each clinic, giving pertinent in-
formation on clinic performance for
the month. This is basically a com-
pilation of daily summaries.

Central level. A monthly report is
compiled by the central office of the
Family Planning Unit. This is derived
from the clinic monthly reports, and
gives statistical information on pro-
gram performance. It issupported by
a narrative program report which in-
corporates pertinent information for
each program component. This report
is then studied by the Population
Council of Trinidad and Tobago at its
monthly meetings. Promptnass is en-
couraged and so far there have been
no lag periods.

Throughout 1969, the system was
closely monitored and weaknesses
were identified. The procedures were
revised as necessary, and the system
is still subject to constant review and
adjustment.

A manual of instructions was pre-
pared for service statistics, and all
program staff and clinic clerks were
instructed on its use. A manual is pro-
vided for each clinic.

Operational evaluation. Evaluaticn
of the program is largely carried out
by the Family Planning Unit Staff
through a team approach. The pro-
gram has established annual targets
for each program component, includ-
ing administration, personnel, train-
ing, clinic services, community educa-
tion, and research and evaluatior.
Through a system of monthly reports,
the program achievements are criti-
cally reviewed by the Family Plan-
ning Unit staff and the Population
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Council of Trinidad and Tobago.
Currently there are plans to set quar-
terly and monthly targets for each
program component.

Evaluation of training courses has
been undertaken mostly through ad-
ministration of questionnaires. Cer-
tain aspects of community education
programs, particularly of the post-
partum/postabortion education pro-
grams are being evaluated.

RESEARCH

In 1968, about 20,000 clinic case cards
of the Family Planning Association
used prior to 1968 were analyzed.

Research targets for 1969-1970 in-
cluded: (1) a study of continuation
rates for various contraceptives and
reasons for discontinuation; (2) a field
survey for assessment of knowledge,
attitudes, prevalence of contraceptive
practice and fertility performance;
(8) design of an abortion survey; and
(4) a study of characteristics of new
acceptors.

Research projects undertaken in-
clude: analysis of a sample of clinic
case cards; a pilot project to study
discontinuation of contraceptive prac-
tice; and study of some variables af-
fecting fertility decline in the country.

A research study of IUD contracep-
tion Lippe’s Loop D has been directed
by the Family Planning Association
over a period of four years in their two
major urban clinics. The study indi-
cates that the incidence of pregnancy,
expulsion, and removal tends to occur
in the first 12 months of use. With
regard to the effectiveness of the IUD
as a contraceptive method, pregnancy
rates of 1 percent to 4.2 percent have
been recorded over the four years. The
active casesindicate that out of every
ten loop users, at the end of one, two,
and three years, six, five, and four
persons, respectively, are still on the
method and possibly two or three at
the end of the four-year period.

A comparative study of the loop
and the oral contraceptive for a four-
year period was also undertaken by
indicated higher acceptance levels for
the latter. For the oral contraceptive,
the percentages on the method at the
end of one, two, three and four years
were 91, 78, 68, and 34, respectively;
for the IUD, they were 55, 47, 31 and
14, respectively.

New acceptors. In the initial years
(1968-1972), the National Family




Planning Program aims to recruit
about 10 percent of the women in
15-44 year age group to the clinics
each year. The annual targets of new
acceptors for 1968 and 1969 were set
at 20,000. The program aims to reach
a total of about 100,000 women by the
1{th year.

According to estimates of the Fam-
ily Planning Association 20,000 women
attended FPA clinics rrom the outset
of the program until the end of 1967.
During 1968, the national program
recruited about 13,000 new acceptors
and during 1969, 16,000. Presently the
extent of the efforts of the private
sectors—the private practitioners and
pharmacies and drug stores—is not
clearly known. It is known, however,
that most private practitioners offer
family planning services and that
contraceptive supplies can be pur-
chased at most drugstores. A survey
undertaken in 1969 to estimate the
sale of contraceptives through the
private sector is not yet complete.

Private Efforts

As hasbeen mentioned previously, the
National Family Planning Program is
a collaborative effort of the govern-
ment sector and the two private
organizations—the Family Planning
Association of Trinidad and Tobago
and the Catholic Marriage Advisory
Council,

Family Planning Association. The
Family Planning Association of Trini-
dad and Tobago was first organized
by a concerned private practiticner
supported by some private citizens in
1956. The Association became the
thirty-second member of the Inter-
national Planned Parenthqod Federa-
tion (IPPF) in 1961. By 1963, the
Family Planning Association partici-
pated in acceptability trials for con-
traceptive foaming tablets sponsored
by the IPPF and for the IUD spon-
sored by the Population Council of
New York. By 1968, the tenth year of
operation of the Association, some
20,000 women had registered with its
clinics.

The Association now runs eight
clinics in Trinidad, including two
clinics located in urban centers that
hold daily clinic services. The services
at all clinics include counseling on all
contraceptive methods, supplies, preg-
nancy tests, and cancer screening

through cervical cytology. Full-time
and part-time medical, nursing, and
nonmedical staff assist in the clinics
and the educational program of the
Association.

The Family Planning Association
collaborates with the government pro-
gram in all activities. It provides field
education through film shows and lec-
tures given at clinics, in community
groups, in schools, and at exhibitions.
The Association’s medical staff has
also actively participated in clinical
research studies onacceptance of vari-
ous contraceptive methods.

The Association receives financial
support from IPPF-and-the Govern-
ment of Trinidad and Tobago. The
latter provides free contraceptives,
clinic supplies, and an annual subven-
tion of T'T'$60,000.

Catholic Marriage Advisory Council
(CMAC). The Catholic Marriage Ad-
visory Council was founded by a
Catholic priest in 1962, and was ini-
tially supported by voluntary services
of medical practitioners and Catholic
priests. The Council now functions
through an office in Port-of-Spain and
has the services of a full-time nurse
and voluntary services of five to six
medical practitioners and two Cath-
olic priests. CMAC operates daily
rhythm clinics at the main center and
at an extension dlinic in the Port-of-
Spain general hospital. Plans are un-
der way to extend services to other
areas. The staff also provides educa-
tion/instruction courses for engaged
and married couples. Financial sup-
port for the work of the Council comes
mainly from a government subvention
that goes toward staff salaries and
supplies.

Foreign Assistance

The National Family Planning Pro-
gram has received technical and mate-
rial assistance from many external
sources.

The Pan American Health Organi-
zation/World Health Organization
(PAHO/WHO) has been a major
source of both material support and
short-term and long-term technical
advisors. Technical assistance through
short- and long-term consvitants has
been provided for program planning;
local training of medical, nursing, and
nonmedical personnel; planning of
community education; and program
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evaluation procedures. Short-termand
long-term fellowships for overseas
training have been provided for key
people in the program.

A grant obtained from the United
States Agency for International De-
velopment (AID) in 1969-1970 was
applied toward clinical and educa-
tional supplies and equipment for the
progran.

The Swedish International Devel-
opment Authority (SIDA) has been a
major source of material assistance to
the program and has provided contra-
ceptive supplies including oral con-
traceptives and condoms, as well as
equipment for family planning clinics
for thefirst three years of the program.

The British Ministry of Overseas
Development has provided technical
assistance in the establishment of
clinics and contributed the services of
a full-time medical officer for a period
of two years.

Assistance has also come from the
Population Council, New York, which
provided IUDs and library and refer-
ence materials; from the Ford Foun-
dation, which provided travel grants
to the director of the program; and
from the International Institute for
the Study of Human Reproduction,
Columbia University, New York,
which gave technical assistance to-
ward program evaluation.

A World Bank Mission visited the
country in 1970, in response to a
request from the government for as-
sistance in the health service pro-

grams,

Summary

The presence of a climate favorable to
acceptance of family planning in the
country has facilitated the achieve-
ments and progress of the National
Family Planning Program of Trini-
dad and Tobago. The voluntary agen-
cies are to a large degree responsible
for mobilizing community support
and resources. The national program
has also been greatly facilitated
through generous support, both tech-
nical and material, from several inter-
national agencies.

The program as envisaged during
its inception is now entering the sec-
ond phase. During this period two
areas will need to be intensified; com-
munity motivation and education,
mainly through person-to-person ap-
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proach; and research and evaluation.
Among the many areas for research,
of particular concern are: male atti-
tudes; attitudes of the community
toward implementation of a program
of sex education in schools; prevalence
and continuation of contraceptive
practice; incidence of abortion; and
the impact of family planning on
fertility.
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