SAINT VINCENT
AND THE GRENADINES

GENERAL SITUATION AND TRENDS

Socioeconomic, Political, and Demographic Overview

ern end of the Windward Islands, between Saint Lucia

and Grenada. The country comprises the island of Saint
Vincent and seven smaller inhabited islands and islets that
together constitute the Grenadines; altogether, the islands
cover 388 km?.

Saint Vincent and the Grenadines became independent
from Great Britain in 1979. It is a parliamentary democracy
with general elections held every five years. The present ad-
ministration has been in power for the last three terms.

The  Medium-Term  Development  Strategy  Paper
(1996-1999) sets out the Government’s policies and policy
implementation arrangements designed to bring sustainable
economic growth and social development to the nation. The
guiding principles have been defined as equity, the provision
of essential services to all citizens, the maintenance of an envi-
ronment in which all citizens can realize their full potential,
and the promotion of employment.

The medium-term strategy emphasizes improving banana
production and diversifying agriculture, supporting private
sector development, expanding tourism, improving fiscal
management and budget reform, making public sector deliv-
ery more efficient and effective, pursuing human resources
development, and managing environmental problems more
intensively.

Real GDP grew at an average annual rate of 3.5% during
1992-1995, with most of the increase occurring in 1992 and
1995. This rate contrasts with that in the 1988—1991 period,
when the average annual real growth in GDP was about 7%.
The decline in economic performance during 1993 and 1994
has been attributed to disruptions in the banana export mar-
ket and to a drop in production caused by drought; during
these years, tourism gathered importance, and its revenues

Saint Vincent and the Grenadines is located at the south-
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exceeded those from bananas. In 1995, crop production rep-
resented 9.7% of GDP. Construction activity also grew by an
annual average of 8% between 1992 and 1995. Per capita GDP
in 1995 was US$ 1,987, representing a recovery from the pe-
riod of stagnation in the growth of per capita GDP during
1993 and 1994. As part of a package of economic incentives,
several corporate and personal income tax reforms were
begun in 1993, including the reduction of the corporate tax
and the highest marginal tax rates by 5% each. The goal is to
ultimately reduce corporate tax to 33% and personal income
tax to a maximum of 30%.

The 1996 Poverty Assessment Report for Saint Vincent and
the Grenadines examined the nature, extent, geographic con-
centration, severity, and causes of poverty in 13 selected com-
munities. It concluded that 41.9% of the studied population
were poor on the basis of their reported expenditures for food
and nonfood items. Moreover, 30.5% of households and
36.2% of the population were considered to be indigent. The
Report confirmed that about one-third of the population who
lived below the poverty line suffered from an inadequate diet.
Poverty was greater among households headed by women
(34.1%) than households headed by men (27.9%). The report
also established that more than 70% of heads of household
were employed, thus concluding that poverty conditions and
economic stress were more a function of underemployment
rather than unemployment. Three out of every ten workers
were engaged in the informal sector where work was irregular
and economic returns unstable.

The 1991 Population and Housing Census Report esti-
mated the unemployment rate at 19.8%, an improvement
over the 25% figure given in the 1980 census. Just prior to the
1991 Population and Housing Census, 22.8% of the employed
population was engaged in the agricultural sector, 15.5% in
wholesale and retail trade, 10.8% in construction work, and
8.4% in manufacturing. Unemployment levels were highest
among persons engaged in construction (32.2%), wholesale
and retail trade (10.9%), and agriculture (10.8%).
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Although education is not compulsory, almost all of the
population aged 5-15 years old attends school (95.3%). The
country has 65 primary schools and 23 secondary schools.
Most nationals had not studied beyond the primary or basic
school level (66.9%), 18.5% had progressed to the secondary
level, and 2.4% had reached post-secondary vocational train-
ing and university education; the remainder of the population
(about 10%) had no formal education and must be deemed to
be functionally illiterate.

The 1991 Population and Housing Census Report showed
27,002 households in the country, compared to 20,090 in
1980, a 34.4% increase during the period. The 1996 Poverty
Assessment Report revealed that housing conditions were
poor in some communities, but it also showed that most
households were privately owned.

The 1991 Population and Housing Census Report returned
a final count of 106,499 persons, indicating an average annual
growth rate of 0.8% since the previous 1980 census. Since
then, mid-year population estimates have been set at 108,965
for 1992 and 110,723 for 1995, representing an average an-
nual growth rate of 0.4% between 1992 and 1995, or about
50% of the rate recorded for the previous decade. One-quarter
of the population (25.7%) lives in the capital city of
Kingstown and its suburbs and may be considered urban;
more than 90% of the population resides on Saint Vincent.

The annual average net emigration between 1992 and 1995
has been established as 947, with the most popular destina-
tions being the British Virgin Islands, Barbados, the United
States Virgin Islands, and the U. S. A. and Canada. Figures
have changed little from year to year.

The population is relatively young: in 1995, 37.2% of the
population was younger than 15 years old. Only 6.5% of the
population falls into the age group 65 years old and older. To-
gether, these two groups account for 43% of the population,
suggesting a somewhat steep dependency ratio. The sex distri-
bution is even. Life expectancy at birth has been set at 70 years,
disaggregated as 65 years for males and 72 years for women.

The crude birth rate has shown only marginal decline in
recent years, moving from 24.7 per 1,000 population in 1992
to 23.6 in 1995. No change in the total fertility has been ob-
served, having been reported as 2.8 children per woman in
both 1992 and 1995. There is no underregistration of births.

Mortality Profile

The crude death rate for the 1992—1995 period was 6.5 per
1,000 population, with slight variations from year to year.
This rate was fairly consistent with that recorded over the pre-
vious reporting period.

Infant deaths averaged 42 over the 1992-1995 period,
while the infant mortality rate varied slightly from 14 to 18

per 1,000 live births. It is noteworthy that in 1995, 35, or 83%
of infant deaths, occurred in infants under 1 day old.

The predominant causes of death relate to those diseases
that are grouped under the category “diseases of the circula-
tory system,” and accounted for a cumulative total of 1,058
deaths (38.8% of deaths from defined causes) during the pe-
riod 1992—1995. Within this cause group, 423 deaths resulted
from heart diseases (ICD-9, 410—429), 289 deaths from hy-
pertensive disease (401-405), and 264 deaths from cere-
brovascular disease (430-438). The second leading cause of
death was neoplasms, with 418 deaths (15.4%); followed by
external causes, with 196 (7.2%) deaths; and conditions orig-
inating in the perinatal period, with 147 deaths (5.4%). There
was a cumulative total of 132 deaths, representing 4.6% of all
deaths, that was assigned to “deaths from ill-defined causes”
(780~799). Full registration of all deaths is reported.

SPECIFIC HEALTH PROBLEMS
Analysis by Population Group
Health of Children and Adolescents

Children have been listed in the 1991-1995 National
Health Sector Plan as one of the country’s vulnerable groups
deserving special attention. As a result, several specialized
programs for young children have become institutionalized
within the health care delivery system, including prenatal care
of women following set protocols, special child health clinics
that provide complete assessment and immunization, ongo-
ing education of parents and guardians, and community fol-
low-up care.

Immunization coverage against common childhood ill-
nesses has neared 100% for many years; as a result, there were
no confirmed cases of tetanus, diphtheria, or tuberculosis
among the age group under 5 years old between 1992 and
1995. Most of the deaths occurring in children aged 0-9 years
old are confined to the first year of life. In 1995, 47 deaths oc-
curred among children under 1 year old. The main causes
have been conditions originating in the perinatal period
(ICD-9, 760-779) (24 deaths) and congenital anomalies
(740-759) (18 deaths). Most newborns weigh at least 2,500 g
at birth, but an annual average of 2.1% of newborns exhibit
some level of below-normal weight at birth.

Approximately 90% of all children under 5 years old enjoy
a satisfactory nutritional status in terms of weight-for-age as
set out in the growth chart recommended by the Caribbean
Food and Nutrition Institute (CFNI). An annual average of
5.7% suffer from undernutrition, however, with most falling
into the category of moderate undernutrition. Although im-
provements in this index have been observed between 1992
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and 1995, the level of undernutrition remains unacceptably
high. Moreover, obesity has shown a gradual but steady rise,
from 3.8% in 1992 to 4.7% in 1995.

Health of Women

From 1992 to 1995, 22% of all births, on average, occurred
in teenage women, while 9% occurred in women 35-49 years
of age. Because high-risk pregnancies comprise nearly 30% of
all births, a health and family life education program has
been put in place in primary and secondary schools and
youth guidance centers and skills training programs have
been established.

Women of childbearing age (15—44 years old) are one of
the priority groups targeted for special attention by the Gov-
ernment. A range of programs providing prenatal and post-
natal care, family planning services, and general medical care
has been established for women.

The protocol governing the delivery of maternal and child
health services stipulates a minimum of six prenatal checks.
Records show that 82% of all pregnant women now satisfy
this criterion. Virtually all mothers and children receive the
minimum of three postnatal checks within the first ten days
of delivery. In 1995, 7.0% of all pregnant women making their
first prenatal visit displayed hemoglobin levels under 10 g.
Identical levels were seen among women at 32 weeks and over
their pregnancies on repeat visits. Indeed, anemia in preg-
nancy has been listed as one of the main concerns among ob-
stetrical patients admitted to the Kingstown General Hospi-
tal: 2.0% of 12,290 total admissions to the maternity ward in
the 1992-1995 period were seen for this problem. Other
major problems were abortion (3.6% of total admissions),
premature labor (1.8%), pre-eclampsia (1.5%), and postpar-
tum hemorrhage (1.4%).

The National Health Sector Plan (1991-1995) is commit-
ted to increase the number of deliveries occurring at the
district level, outside of Kingstown General Hospital. To this
end, Barrouallie Health Centre was upgraded to a maternity
unit in 1993, as a means of encouraging district deliveries.
In 1992, only 20% of total births occurred at the district
level, however, and the number barely increased to 23%
in 1995.

Records show that in 1995 there were 10,458 women, or
39.4% of women of childbearing age, who were using family
planning methods obtained from Government-run clinics;
figures for 1992 were 13,625 women or 55.8% of women of
childbearing age. The lower 1995 figures are considered to be
more accurate, since they were arrived at following a compre-
hensive review of the record-keeping system. The most popu-
lar family planning method remains the contraceptive pill
(69.1%), followed by injectables (22.3%).
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Four of the seven deaths attributed to maternal causes oc-
curred in 1994, a number that is higher than the target of zero
deaths set for the Caribbean.

The 1991 Population and Housing Census Report showed
that 9,040 (33.5%) of all single-parent households with one
or more children were headed by women. Almost 90% of
these women were never married, while 36.3% of them had
responsibility for four or more children.

Health of Adults and the Elderly

In 1995, 23.6% of all deaths occurred among the age group
20-59 years old, a level that held throughout the 1992—-1995
period. Of the 179 deaths attributed to this age group, the
leading causes were neoplasms, endocrine and metabolic dis-
eases, and immune disorders.

In 1995, 8.9% of the population fell into the age group 60
years old and older. Persons in this cohort have been shown to
be at greatest risk from chronic noncommunicable diseases.
The major causes of illness and death among this age group
have been hypertensive diseases, malignant neoplasms, and
cerebrovascular accidents.

The Government operates a 120-bed home for the aged
that mainly provides general care. Current policy encourages
noninstitutional care of the elderly within the community,
and a task force has been set up to determine the scope of
problems among the elderly, indicate appropriate responses,
and adopt holistic approaches to care.

There are no specialized health services for the elderly, al-
though legal provisions have been made to exempt them from
user fees. The elderly also are the main beneficiaries of the
routine diabetic clinics that are conducted at all health cen-
ters.

Everyone has access to health care through the general
health services delivery system that includes maternal and
child health and diagnostic services at the primary level and
any available secondary care services. By law, prenatal, post-
natal, and family planning services are provided free of cost,
and children under 17 years old are exempt from charges.

Two institutions provide services for the disabled in Saint
Vincent and the Grenadines—the School for Children with
Special Needs, which has campuses in Kingstown and
Georgetown, and the Sunshine School for the Disabled in Be-
quia. As a way to streamline programs, for the past five years
the disabilities of children attending these institutions have
been continually assessed according to international criteria.
In 1995, of a total enrollment of 94 children, 18 were hearing-
impaired, 3 were visually impaired, 32 were mentally re-
tarded, 7 were physically challenged, 6 were autistic, and 28
were learning-disabled. All students attending these institu-
tions must, by law, be fully immunized against common
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childhood illnesses. Routine medical checks also are provided
to all students, in collaboration with the public health service
delivery system.

Analysis by Type of Disease or Health Impairment
Communicable Diseases

Infectious diseases have decreased in terms of morbidity
and mortality statistics. Infectious diseases ranked eighth
among the ten leading causes of death between 1992 and
1995, and only skin infections featured among the main rea-
sons for visits to public sector clinics. Gastroenteritis, once a
scourge among young children, accounted for just 1.2% of
medical visits 677 in 1995.

\ector-Borne Diseases. Dengue fever and leptospirosis
have been the two vector-borne diseases of public health sig-
nificance. There were 224 reported cases of dengue in 1995, of
which 115 were confirmed by laboratory diagnosis, compared
to 56 cases (7 laboratory-confirmed) in 1992

The relatively high prevalence of the Aedes aegypti mos-
quito illustrates the severity of the problem: the household
index for the mosquito was reported at 16.5% in 1995, up
from 14. 8% in 1992. Moreover, the Breteau Index averaged
27.7 over the 1992-1995 period. Both indices are much
higher than the safety zone of 1% infestation that has been
established by PAHO/WHO.

Leptospirosis has made a comeback in Saint Vincent and
the Grenadines within a very short time. The disease was in-
significant at the beginning of the decade, but by 1995 there
were 42 suspected cases, with 13 confirmed and 3 deaths.
This resurgence is closely associated with a reported increase
in rodents that is a result of uncontrolled dumping of solid
waste in many communities. Intensive public education pro-
grams have been launched, and the upcoming solid waste
management project should help reduce the problem.

Tuberculosis. New cases of tuberculosis averaged seven
between 1992 and 1995, peaking in 1993 with 13 new diag-
nosed cases, the highest number of cases recorded in any one
year for more than a decade. An annual average of two deaths
from this disease were recorded over the period. The inci-
dence of tuberculosis has been highest among those aged 40
to 54 years old.

AIDS and Other Sexually Transmitted Diseases. By the
end of 1995, a total of 182 HIV-infected cases had been con-
firmed by laboratory since the first case in 1984; of these, 73
had developed full-blown AIDS and 71 had died. Sixteen new
cases of HIV infection were confirmed in 1992, 27 in 1993, and

26 each in 1994 and 1995. In 1992 there were 7 new AIDS
cases,8in 1993,15in 1994, and 6 in 1995. In Saint Vincent and
the Grenadines, the case fatality rate among AIDS patients is
94%; about 75% of infected persons fall into the age group
25—44 years old, with the 25-29-year-old age group being
most affected (25.4%); heterosexual transmission (59%) is the
main mode of spread, and only 1.9% has been by vertical
transmission; and HIV transmission through intravenous
drug use and blood transfusion is unknown.

Noncommunicable Diseases and Other Health-Related
Problems

Of the total 56,131 visits for medical consultation at all 38
health centers in 1995, the leading noncommunicable disease
diagnoses were musculoskeletal problems (11.4%), hyperten-
sion (10.5%), arthritis (6.2%), and diabetes (6.0%). Thus,
chronic diseases predominate even among the leading causes
of morbidity.

Diabetes and Hypertension. Prevalence rates for diabetes
and hypertension are unknown. However, records show that in
1995 there were a combined total of 5,863 persons suffering
from these conditions who were registered at health centers. Of
these, 1,280 (21.8%) were diabetics, 3,589 (61.2%) were hy-
pertensives, and 994 (17%) suffered from both. Special clinics
for persons suffering from these conditions are held weekly at
all health centers.

Malignant Tumors. Malignant neoplasms are among the
leading causes of death in Saint Vincent and the Grenadines,
causing 411 deaths in the 1992—1995 period (103 in 1992, 99
in 1993, 103 in 1994, and 106 in 1995). The main cancer sites
were the digestive organs and peritoneum (127 deaths in the
period); genitourinary organs (114 deaths in the period); lym-
phatic and hemopoietic tissue (47 deaths); bone, connective
tissue, skin, and breast (43 deaths); and respiratory and in-
trathoracic organs (31 deaths).

Cervical cancer screening services are available to all
women in both the public and private sectors. Screening pro-
grams seek the early detection and treatment of cervical car-
cinoma. As a matter of policy, all women who are registered in
the Government’s family planning program are screened rou-
tinely for this condition. A total of 12,612 Pap smears were
analyzed during the 1992—1995 period, with the following re-
sults: invasive cancer, 15; cancer in-situ 111, 48; cancer in-situ
[1,84; and cancer in-situ I, 180; the remainder were normal.

Behavioral Disorders. Activity statistics of the Mental

Health Centre, the country’s only psychiatric hospital that also
functions as a residential drug abuse treatment facility, indi-
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cate that substance abuse (48.9%), drug-induced psychosis
(21.3%), and schizophrenia (20.8%) were the main causes of
admission between 1992 and 1995, accounting for 91% of the
1,199 admissions during the 1992—1995 period; mental retar-
dation, epilepsy, and manic depression accounted for 2.4%,
2.2%, and 1.3% respectively.

In terms of community mental health, an annual average
of 1,040 follow-up home visits were made to outpatients, and
attendances at outpatient sessions averaged 3,029 per year;
the purpose of the visits was to conduct ongoing psychiatric
assessment of all discharges, refill or change medication as
necessary, and provide consultation to community-based
staff. These community assessments are conducted by a core
team on a monthly basis. In 1995, there were 1,241 active pa-
tients on the community mental health register.

Mental Health Centre admission records for the 1992—-1995
period indicate that of the 587 admissions due to substance
abuse, 47.5% were for marijuana, followed by 27.7% for co-
caine, and 24.8% for alcohol. About 91% of all admissions for
substance abuse were males, while the most vulnerable age
group has been shown to be 15-29 years, with 63% of all ad-
missions falling into this category.

Accidents and Violence. There were 196 deaths resulting
from external causes (accidents and violence) during
1992-1995: transportation accidents accounted for 30 of them
(15.3%), homicide and injury purposefully inflicted by others
for 35 (17.8%), suicide and self-inflicted injury for 22 (11.2%),
and other violence for 55 (28.1%). The last group includes
deaths due to injury unknown whether accidentally or pur-
posely inflicted.

In 1994, a National Committee Against Violence was estab-
lished to educate the public on all forms of violence, espe-
cially domestic violence; provide social and psychological
support to victims of violence and their families; and main-
tain a data base on all aspects of violence.

Oral Health. Government-run oral health services are di-
rected toward providing qualitative and affordable oral health
care to the population, particularly school-age children. The
number of appointments at the main Kingstown Dental
Clinic and the three satellite centers increased 11.9% from
69,124 in 1992 to 77,381 in 1995. On average, 35% of these
visits were for extractions, decreasing by 6% over the period,
while the number of restorations increased by 8%.

In 1993, a survey on the status of dental health among
schoolchildren was completed with PAHO's assistance. The
survey revealed that 69% of all schoolchildren (5-15 years
old) were affected with dental caries, a known major cause of
tooth loss that helps to explain the high demand for extrac-
tions. The other major problem was calculus, with 20% of the
surveyed population being affected.
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The introduction of fluoride treatment at the primary-
school level has been achieved. Currently, all children under
16 years of age attending dental clinics are treated with topi-
cal fluoride gel. There is no fluoridation of the communal
water supply system.

RESPONSE OF THE HEALTH SYSTEM
National Health Plans and Policies

The Government’s overall strategy for economic growth, as
articulated in the 1991-1995 National Development Plan, cen-
ters on increasing output and improving productivity primar-
ily in the agriculture, tourism, education, and health sectors.
The Government has acknowledged that economic growth
and development are compatible but not synonymous, and
that efforts should be made to ensure that the benefits from
growth reach all of society.

The Government’s social development policy focuses on
the need to promote self-sufficiency for disadvantaged
groups; for example, by encouraging the community to work
together to solve its own problems. In this regard, efforts have
been carried out in the agriculture, health, education, hous-
ing, and community development sector.

According to the 1991-1995 Health Sector Plan, the Gov-
ernment views access to health care as a basic human right
and an integral part of national development and acknowl-
edges that all citizens have the right and duty to participate
individually and collectively in the planning, implementation,
and evaluation of their health care services at all levels; that
health cannot be achieved through the efforts of the health
sector alone, but must involve close collaboration with all
other sectors; and that the fullest and best use must always be
made of national resources to promote health and develop-
ment. To this end, the Government is committed to provide
comprehensive and affordable health care services at pri-
mary, secondary, and tertiary levels; facilitate intrasectoral
and intersectoral collaboration in providing health care to the
population; strengthen links with the community, the private
sector, and nongovernmental organizations; institute neces-
sary regulatory mechanisms to ensure the availability of
quality health care; and establish dynamic management sys-
tems that facilitate the delivery of effective and efficient
health care.

The key development areas in health that the Government
pursued during the 1991-1995 period were health education
and health promotion; disease prevention and control; mater-
nal and child health, including family planning; strengthening
of environmental health services; continued development of
community and hospital care services; strengthening of phar-
maceutical supplies management; drug abuse prevention and
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control; strengthening of health information systems; and re-
form of health legislation.

As part of its effort to attain universal access to health care,
the Government has identified mothers and children, the
poor, and the aged as vulnerable groups requiring special at-
tention. As a result, various services are targeted toward
women and children, and the poor, aged, and unemployed are
granted concessions in accessing health care services.

Since 1991, the Government has pursued a policy of health
sector reforms as a way to increase efficiency in the use of re-
sources and improve cost recovery within the system. Re-
forms have involved the establishment of new management
structures and the streamlining of systems to encourage
greater accountability; legislative initiatives also were under-
taken to adjust user charges. A review of the health sector’s
management systems was completed in 1994, leading to
changes in organizational structure and functional relation-
ships. The process resulted in the creation of a Senior Man-
agement Committee and the adoption of protocols to guide
the delivery of services and new forms and schedules for re-
porting.

Organization of the Health Sector

Health services in Saint Vincent and the Grenadines are
basically offered at the primary and secondary levels; at least
two major institutions provide social support as well as
health care.

At the primary care level, 38 health centers spread over 9
health districts provide services. Each health center is staffed
by a full-time district nurse/midwife, a nursing assistant, and
a community health aide. Other district health team members
such as the district medical officer, pharmacist, and environ-
mental health officers provide support.

On average, each health center covers a population of 2,900
and no one is required to travel more than three miles to ac-
cess care. Available primary care services include emergency
care; medical care; prenatal care and postnatal care; mid-
wifery services; child health services, including immuniza-
tion; family planning services; and communicable and non-
communicable disease control.

At the secondary level, the 209-bed Kingstown General
Hospital is the country’s only government acute care referral
hospital that provides specialist care in most major areas. Five
rural hospitals, with a combined 58-bed capacity, provide a
minimum level of secondary care services for which special-
ist intervention is not indicated. In addition, there are three
small, privately owned and operated acute care hospitals with
a total capacity of 24 beds. The Government also operates the
120-bed Mental Health Centre, which provides care to acute
and chronic psychiatric patients, and the Home for the Aged,

which caters to the indigent elderly population and functions
as a refuge for abandoned persons with disabilities.

Health Services and Resources
Organization of Services for Care of the Population

Health Promotion and Community Participation. The
Health Education Unit has grown into an active unit within
the Ministry of Health and the Environment; its main pro-
gram involves information, education and communication,
health promotion, and community outreach activities. To date,
there are ongoing training programs in health and family life
education for parents, students, out-of-school youth, and com-
munity members; daily radio and television programs; and
continuous production of a range of audiovisual and graphic
materials. The Health Education Unit also coordinates health
promotion activities.

There is an ongoing experiment to stimulate community
participation in health by promoting the active involvement
of community members in the planning, implementation,
and evaluation of health programs. Community action is fa-
cilitated at the health committee or health center level and at
the higher district health team level. It is hoped that this ini-
tiative will further involve the community in efforts to modify
lifestyles and alleviate health problems. Although some suc-
cess from this effort has been recorded over time, perfor-
mance has been spotty.

Environmental Protection. The Government of Saint
Vincent and the Grenadines has declared the 1990s as the
“Decade of the Environment.” To that end, the portfolio of the
Ministry of Health was extended to include the environment,
and the Ministry became known as the Ministry of Health
and the Environment; a new Environmental Services Coordi-
nator post was created in 1995, with responsibility for
coordinating all national plans and activities related to envi-
ronmental protection and preservation; and a National Envi-
ronmental Advisory Board was appointed by the Cabinet in
1995 to advise the Minister on policies and programs aimed
at the environmental protection.

The main environmental issues that have been targeted for
attention are the protection of the nation’s flora and fauna; the
protection of beaches from pollution and sand mining; con-
trolled use of chemicals and pesticides, especially in agricul-
ture; and the proper management of solid and liquid wastes.

Water Supply, Sewerage Systems, and Solid Waste Dis-
posal. The most recent reliable data on the main sources of
water supply among households are contained in the 1991
Population and Housing Census Report. The report indicates
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that almost one-half of all households (47.6%) have water
from the communal supply system piped into their premises
(yard and house), and an additional 29.4% receive their water
from a public standpipe. This means that more than three-
quarters of all households (77%) benefit from a reliable
potable water supply. It should be noted, however, that 10.8%
of households still receive their domestic water supply from
suspect sources such as springs, rivers, streams, and commu-
nal catchments.

The pit latrine remains the most prevalent means of
sewage disposal among households (62.3%), followed by the
septic tank (30.1%). It should be noted, however, that the
number of households without any approved form of sewage
disposal has declined from 8% in 1980 to 3.7% in 1991. Some
parts of the capital, Kingstown, are linked by a commercial
sewage System that encompasses 3.1% of premises.

In 1995, approximately 64% of all households were provided
with a once-weekly refuse collection service, representing a
16% increase in coverage between 1992 and 1995. This service
is also augmented by a widespread distribution of community
refuse collection bins that are emptied as necessary.

Saint Vincent and the Grenadines is a participant in the
Organization of Eastern Caribbean States (OECS)/World
Bank Solid Waste Management Project. The project will es-
tablish four sanitary landfill sites, two on mainland Saint
Vincent and two in the Grenadines, and will extend collec-
tion service nationwide.

Food Safety. Broad promotional campaigns have been
launched to develop positive attitudes and practices in the
handling, preparation, storage, and sale of food that is sold for
human consumption. For example, all health districts now
routinely conduct clinics for food handlers that provide infor-
mation and education, demonstrations, medical examination,
and, where necessary, treatment. In 1995, there were 2,733
food handling establishments and 3,655 food handlers regis-
tered with the public health authority. There are also itinerant
vendors, however, who operate without basic sanitary facili-
ties and outside of the reach of public health regulations.

Workers' Health. The Accidents and Occupational Dis-
eases Act No. 24 of 1952 mandates employers to notify the
Department of Labour about any accident arising out of and
in the course of the employment of any worker that causes
loss of life or disability. In 1995, 11 cases of injury on the job
were reported. In strict interpretation of and compliance
with the law only very serious accidents are reported, and the
consensus is that the legislation should be expanded to en-
force the notification of all occupational health and safety
problems.

Factory Act No. 5 of 1955 regulates employment conditions
in factories and other workplaces regarding the health, safety,

468

and welfare of persons employed therein and allows for the
inspection of the plant, machinery, and any inputs. This Act is
enforced by Environmental Health Officers, who work closely
with the Department of Labour, the Trade Union Congress,
and the Employers’ Federation.

Disaster Preparedness. Saint Vincent and the Grenadines
is the home of the La Soufriere Volcano, which last erupted in
1979. The islands also are vulnerable to tropical storms and
hurricanes, although no major disasters have occurred re-
cently. However, there is a national consciousness of this vul-
nerability and the need for continuous disaster preparedness
and vigilance.

The Central Disaster Preparedness Committee, which oper-
ates under the chairmanship of the Prime Minister, encom-
passes five subcommittees responsible for disaster manage-
ment, relief operations, disaster assessment, health conditions,
and public information and education. All of these aspects are
addressed in the National Disaster Plan. The health compo-
nent establishes responses in the event of various disasters;
the main considerations are mass casualty management, envi-
ronmental sanitation, food protection, and the potable water
supply. The plan also spells out necessary equipment and sup-
plies that must be available at health facilities at the peripheral
and central levels in response to disasters.

Organization and Operation of Personal Health Care Services

The occupancy level at the Kingstown General Hospital has
averaged 71% per year between 1992 and 1995, a 2% increase
over the immediately preceding period. The most active
wards have been maternity, surgery, and medicine, in de-
scending order. After a consistent level of activity between
1992 and 1994, hospital admissions fell by 6.2% in 1995. This
drop was observed mainly in the maternity ward and may in-
dicate a small measure of success in the efforts to encourage
more deliveries at the community level. General hospital uti-
lization is also reflected in the period’s average length of stay
of 6 days.

All rural hospitals report occupancy levels below 35%, sug-
gesting a high degree of underutilization; reasons given for
this low activity include the absence of diagnostic facilities
(laboratory and radiography) and of specialist care; the situa-
tion is under review. The leading causes of admission to these
institutions have been gastroenteritis and maternity cases.

The Mental Health Centre, by contrast, operates at a 120%
occupancy level, and the Home for the Aged never falls below
maximum capacity. A recent evaluation of the psychiatric ser-
vices in Saint Vincent and the Grenadines emphasized the
need for strengthening the community outreach program as a
way to divert the emphasis from institutional care.
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Community services are the cornerstone of the health care
delivery system. Every year, more than 90,000 visits are made
to health centers for the full range of services offered, and al-
most 48,000 household visits are made by various health staff
categories.

Inputs for Health

Essential Drugs and Medications. Saint Vincent and the
Grenadines is a founding member of the Eastern Caribbean
Drug Service (ECDS), and, as such, benefits from an average
25% savings on the pooled procurement of pharmaceuticals
and medical supplies. In recent years, the range of items cov-
ered by the service has been expanded to include contracep-
tive supplies, resulting in even greater economy. About 11.8%
of the total recurrent health budget is allocated to the pur-
chase of pharmaceuticals and medical supplies.

The range of drugs available within the public health sys-
tem is dictated by the National Formulary committee, which
is responsible for formulating and updating National Formu-
lary. The National Formulary is closely linked to the Regional
Formulary that has been established by ECDS.

A new drug inspector post was created in 1995, designed to
monitor the implementation of the legal provisions regarding
the dispensing of prescription drugs, drug registration, and
drug importation. Relevant legislation is currently being re-
viewed to facilitate the work of this officer.

Human Resources

All traditional categories of health personnel are available,
with nurses, nursing assistants, and doctors representing the
highest proportions. There were 574 health personnel posts in
1995, of which 53 were physicians (48 per 100,000 popula-
tion) and 231 trained nurses of all categories (141 per
100,000 population). As of 1995, upward of 90% of all perma-
nent positions provided for under the budgetary estimates
were filled. This is a considerable improvement from 1990,
when chronic staff shortages existed in essential categories
such as medical doctors, dentists, and nurses. In 1996, there
were only limited shortages in the areas of physiotherapy,
pharmacy, and medical technology.

Training of Human Resources. Considerable emphasis
has been placed on training at the basic technical level and in
the area of continuous education. Saint Vincent and the
Grenadines has two training institutions for health care pro-

fessionals: the Government-run School of Nursing and the
private offshore Kingstown Medical College, an affiliate of the
St. George’s Medical School headquartered in Grenada. Health
care professionals also receive training at regional and inter-
national institutions. Moreover, the emphasis on efficiency
and productivity has led to strengthening of managerial and
supervisory functions.

Expenditures and Sectoral Financing

From 1992 through 1995, actual Government expenditure
on health averaged just under 15% of the total recurrent ex-
penditure. The actual recurrent expenditure on health for the
four years was US$ 37.46 million, out of a total recurrent ex-
penditure of US$ 250.90 million, and 4.6% of GDP was spent
on health; in the previous four-year period the recurrent ex-
penditure on health averaged 15.4% of total recurrent expen-
diture. Health now ranks as the third largest consumer of
Government’s recurrent expenditure, behind the servicing of
public debt and education, in that order. Even so, health still
attracts 40% of all recurrent expenditure in the social sector.

In 1995, Kingstown General Hospital received 33.7% of all
expenditure, and this pattern has held over the period under
review. Although the way that the services are organized and
the manner in which the budget is presented preclude a pre-
cise quantification of expenditure on primary health care, it is
known that community health centers and associated ser-
vices and environmental health services together are allo-
cated 29.2% of the recurrent health budget. Personnel salaries
across programs account for 58% of health expenditure.

In January 1995, the Government enacted legislation to re-
vise the user-fee schedule within the public sector, which led
to the first revision of the user fee structure in 20 years. This
initiative sought to rationalize user charges for hospitalization
and diagnostic services, and to introduce charges for dental
services and pharmaceuticals, as a way to increase revenue
collection from 2% to 6% of actual Government expenditure
in the public health sector.

In a related initiative, in 1995 Parliament agreed to intro-
duce a National Insurance Programme. A Cabinet-appointed
Steering Committee is currently in the process of undertaking
all of the background work required to establish this pro-
gram. It is hoped that this mechanism will bring greater effi-
ciency to health service delivery and make revenue collection
more reliable. Finally, a reform package for the sector seeks to
strengthen general and supplies management systems, intro-
duce cost tracking mechanisms, revise admission and billing
procedures, and launch a consumer education program.
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